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INTRODUCTION 

Welcome to the Anthem network! We are pleased you have joined our network, which represents 
some of the finest healthcare providers in the state. 

Anthem is a licensed managed care organization (MCO). We bring national expertise in operating 
local, community-based healthcare plans with experienced local staff to complement our operations. 
We are committed to assisting you in providing quality healthcare. 

We believe hospitals, physicians and other providers play pivotal roles in managed care. We can only 
succeed by working collaboratively with you and other caregivers. Earning your loyalty and respect is 
essential to maintaining our stable, high-quality provider network. All network providers are 
contracted with us through a Participating Provider Agreement. 

If you are interested in participating in any of our quality improvement committees or learning more 
about specific policies, please contact us. Most committee meetings are scheduled at times and 
locations intended to be convenient for you. Please call Provider Services at 844-396-2330 (TTY 711) 
Monday through Friday from 7 a.m. to 7 p.m. PT with any suggestions, comments, or questions. 
Together, we can arrange for and provide an integrated system of coordinated, efficient and quality 
care for our members and your patients. 

We retain the right to add to, delete from and otherwise modify this provider manual. Contracted 
providers must acknowledge this provider manual and any other written materials we provide as 
proprietary and confidential. 

Please note: Material in this provider manual is subject to change. Please go to 
providers.anthem.com/nv for the most up-to-date information. 
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OVERVIEW 

2.1 Who is Anthem? 
Community Care Heath Plan of Nevada, Inc., doing business as Anthem, is a leader in managed 
healthcare services for the public sector. We provide healthcare coverage exclusively to low-income 
families, children, pregnant women, and the expansion population. 

We operate a community-focused managed care company with an emphasis on the public sector 
healthcare market. We coordinate our members' physical and behavioral healthcare, offering a 
continuum of education, access, care, and outcome programs, resulting in lower cost, improved 
quality, and better health status for Americans. 

2.2 Strategy 
Our strategy is to: 

Improve access to preventive primary care services by ensuring the selection of a primary care 
provider (PCP) who will serve as provider, care manager and coordinator for all basic medical 
services. 
Improve health status of and outcomes for members. 
Educate members about their benefits, responsibilities, and the appropriate use of healthcare 
services. 
Encourage stable, long-term relationships between providers and members. 
Encourage medically appropriate use of specialists and emergency rooms. 
Commit to community-based enterprises and community out reach. 
Facilitate the integration of physical and behavioral healt hcare. 
Foster quality improvement mechanisms that actively involve providers in re-engineering 
healthcare d elivery. 
Encourage a customer service orientation with regular measurement of member and provider 
satisfaction. 

2.3 Summary 
Escalating healthcare costs are driven in part by a pattern of fragmented episodic care and, quite 
often, unmanaged health problems of members. We strive to educate members to encourage the 
appropriate use of the managed care system and to be involved in all aspects of their healthcare. 
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QUICK REFERENCE INFORMATION 

3.1 Our Website 
Our website contains a full complement of provider resources, includ ing on on line provider inquiry 
tool for real-time eligibility, claims status and a uthorization status. In addit ion, the website provides 
helpful information such as forms, the Preferred Drug List, d rugs requiring prior authorization, 
provider manuals, referral directories, provider newsletters, claims status, electronic remittance 
advice and electronic funds transfer information, updates, clinical guidelines, and other information 
to help you work with us. Visit our site at providers.anthem.com/nv. 

Call Provider Services for precertification/notification, health plan network information, member 
eligibility, claims information, inquiries, and recommendations you may hove about improving our 
processes and managed care program. Utilization Management (UM) staff will provide their name, 
title, and organizational name when initia t ing or returning calls to providers and members. 

3.2 Anthem Phone Numbers 
Provider Services: 844-396-2330 (TTY 711), This some number is used for: 

The Automated Member Eligibility Line 
Pharmacy Services 
And more 

24/7 Nursel ine: 844-396-2329 (TTY 711) 

Member Services: 844-396-2329 (TTY 711) 

Vision Services - EyeQuest: 855-230-4656 

Radiology Services - Carelon Medical Benefits Management, Inc.: 833-419-2139 

Carelon Behavioral Health, Inc. National Provider Service Line - 800-397-1630 Monday through 
Friday, 5 a .m. to 5 p.m. Pacific time 

Electronic Data Interchange (EDI) - 800-AVAILITY (282-4548) 

Nonemergency Transportation - MTM: 844-879-7341 (for Medicaid members only) 

3.3 Nevada Phone Numbers 
Nevada Deport ment of Hea lt h Co re and Financing Policy Medicaid Office: 775-684-3600 

Nevada Medicaid Customer Service Center: 877-638-3472 

3.4 Additional Quick Reference Info 
Keeping the door open with ongoing communications 
To make sure you have the information you need to work effectively with us and our members, we 
will send you broadcast faxes, notify you of provider manual updates, mail you quarterly newsletters 
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and post information on our website . Keep reading for more information to help you in your day-to-
day interaction with us. 

Administrative denials 
and administrative 
appeals 

Claims Information 

Additional information 
An administrative denial is a denial of services that is based on 
reasons other than medical necessity. 
Administrative denials are made when a contractual requirement is 
not met, such as late notification of admissions or lack or 
precertification. 
If you are dissatisfied with an administrative denial decision, you may 
file an administrative appeal by submitting a written request with 
supporting documentation as to why the administrative requirements 
were met. 
An administrative appeal must be filed within 60 calendar days of the 
date on the administrative denial notice. 
We will render a decision and send a determination letter within 30 
calendar days of receiving the administrative appeal. 
Administrative appeals are eligible for one level of appeal. 
Administrative appeals can be submitted through the Availity 
Essentials website: Availity.com. 
Submit an administrative appeal to: 

Anthem Blue Cross and Blue Shield Healthcare Solutions 
Appeals Department 
P.O. Box 62429 
Virginia Beach, VA 23466-2429 

Filing your claims should be simple. That is why Anthem Blue Cross and 
Blue Shield Healthcare Solutions uses Availity, a secure and full-service 
website that offers a claims clearing house and real-time transactions at 
no charge to healthcare professionals. You can use Availity to submit and 
check the status of all your claims and much more at Availity.com. 

Timely Filing Limits: 
180 days from the date of service to submit a clean claim (unless 
otherwise stated in the provider agreement) 
Out of state and emergency transportation: 365 days from the last 
date of service 
If other health insurance exists: 180 days from the date of the 
Explanation of Payments (EOP) for in-network/participating providers 
(365 days from the EOP for out of state providers) 
Level One Claim Dispute: 90 days from the date of the EOP 
Level Two Claim Dispute: 30 days from the date of the Level One 
reconsideration decision letter/ correspondence 
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Additional information 
Submit claims: 

Submit using Availity: 
1. From the Availity home page, select Claims & Payments from 

the top navigation. 
2. Select Type of Claim from the drop-down menu. 

Submit electronically through a clearing house or use your practice 
management software: 

1. Anthem BCBS Nevada Payer ID: 00265 
2. For a full list please visit Availity.com: 

appsAvaility.com/public-web/payerlist-ui/payerlist-ui/#/ 
3. Note: If you use a clearing house, billing service or vendor, 

please work with them directly to determine payer ID. 
Submit paper claims: 

1. Mail claims to: 
Anthem Blue Cross and Blue Shield Healthcare Solutions 
Nevada Claims 
P.O. Box 61010 
Virginia Beach, VA 23466-1010 

Claims status inquiry 
Check status directly in Availity: 
You can check the status of a claim anytime by logging in to Availity 
Essentials at Availity.com and selecting Claims & Payments> Claim 
Status, or call Provider Services: 844-396-2330 

Clear Claims Connection 
Our Clear Claims Connection tool is available to help you review 
procedure code edits and receive edit rationale. Before disputing a claim, 
be sure to use this tool to help reduce the number of disputes you must 
file. 
1. From the Availity home page, select Payer Spaces from the top 

navigation. 
2. Select the health plan. 
3. From the Payer Spaces home page, select the Applications tab. 
4. Select the Clear Claims Connection tile. 

Claims dispute (Level One): 
To dispute a claim: 
1. From the Availity home page, select Claims & Payments from the top 

navigation. 
2. Select Claim Status from the drop-down menu. 
3. Submit an inquiry and review the Claims Status Detail page. 
4. If the claim is denied or final, there may be an option to dispute the 
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Additional information 
claim. Select Dispute the Claim to initiate the process. Navigate to 
Claims & Payments then select Appeals. Locate your initiated dispute, 
upload your documentation, and submit. If you have questions on a 
claim, you may also: 
Call Provider Services: 844-396-2330 
Use the Chat with Payer or Secure Messaging features located on the 
Claim Status screen. 

Claim Appeal (Level Two): 

1. A Second Level Claim Payment Appeal must be received within 30 
calendar days from the date of the first level decision/resolution letter 

2. Option 1: Using Availity: 
a . Locate the claim you want to dispute on Availity using Claim 

Status from the Claims & Payments menu. If available, select 
Dispute Claim to initiate the dispute. Go to Request to 
navigate directly to the initiated dispute in the appeals 
dashboard add the documentation and submit. 

3. Option 2: Mailing a Written Appeal: 
a . A written Claim Payment Appeal request can be mailed to the 

following address: 

Anthem Payment Disputes 
Payment Dispute Unit 
P.O. Box 61599 
Virginia Beach, VA 23466-1599 

b. The request must include supporting documentation such as 
an EOP or other written explanation along with the copy of the 
claim. 

c. If not accompanied by a full explanation the claim may be 
returned and not accepted as a reconsideration . 

Submit your attachments a few different ways: 

1. Submit a PWK segment with your electronic claim and either submit 
documentation using the EDI 275 transaction or by going to 
Availity.com > Claim & Payments> Claims> Attachment New. Locate 
your PWK intake in the Attachment New Dashboard inbox and 
upload your documentation. The PWK intake will be available for 7 
calendar days. 

2. Locate your claim using Availity Essentials Claim Status by navigating 
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Additional information 
to Claims & Payments> Claim Status> Select Attachment button and 
upload your documents. You can view the status of the attachment by 
navigating to Claims & Payments> Attachment New. 

3. Submit an online claim submission using Availity Essentials. Navigate 
to Claims & Payments> select Professional or Institutional claim> 
attach your documentation directly to the online claim form. 

Electronic Data Availity is our exclusive partner for managing all Electronic Data 
Interchange (EDI) Interchange (EDI) transactions. Electronic Data Interchange (EDI), 

including Electronic Remittance Advices (835) allows for a faster, more 
efficient, and cost-effective way for providers to do business. 

Use Availity for the following EDI transactions: 
Healthcare Claim: Professional (837P) 
Healthcare Claim: Institutional (8371) 
Healthcare Eligibility Benefit Inquiry and Response (270/271) 
Healthcare Services Prior Authorization (278) 
Healthcare Services Inpatient Admission and Discharge Notification 
(278N) 
Healthcare Claim Payment/Advice (835) 
Healthcare Claim Status Request and Response (276/277) 
Medical Attachments (275) 

Availity's EDI submission Options: 
EDI Clearing house for Direct Submitters (requires practice 
management or revenue cycle software). To register for direct EDI 
transmissions, visit - Availity.com > Provider Solutions> EDI 
Clearing house. 
Use your existing Clearing house for your EDI transactions (work with 
your vendor to ensure connection to the Availity EDI Gateway) 

EDI Response Reports 
Claims submitted electronically will return response reports that may 
contain rejections. If using a Clearing house or Billing Vendor, please work 
with them to ensure you are receiving all reports. 

Availity EDI Payer ID - 00265 

Electronic Remittance Advice (ERA) 
The 835 eliminates the need for paper remittance reconciliation . 
Use Availity to register and manage ERA account changes with these 
three easy steps: 
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Additional information 
Log in to Availity apps.Availity.com/Availity/web/public.elegant.login 
Select My Providers 
Select Enrollment Center and select Transaction Enrollment 

Note: If you use a clearing house or vendor, please work with them on ERA 
registration and receiving your ERA's. 

EDI Submission for Corrected Claims 
For corrected electronic claims use one the following frequency codes: 

7 - Replacement of Prior Claim 
8 - Void/Cancel Prior Claim 

EDI segments required : 
Loop 2300- CLM - Claim frequency code 
Loop 2300 - REF - Original claim number 

Please work with you vendor on how to submit corrected claims. 
Electronic funds Electronic claims payment through electronic funds transfer (EFT) is a 
transfer (EFT) secure and fast way to receive payment, reducing administrative 

processes. EFT deposits are assigned a trace number that is matched to 
the 835 Electronic Remittance Advice (ERA) for simple payment 
reconciliation . 

To sign up for EFT or to manage account changes, go to the following 
secure electronic EFT registration platform website for Enroll Safe: 
enrollsafe.payeehub.org/ 

For questions, please contact 877-882-0384 or email 
Support@payeehub.org 

Grievances Grievance is an expression of dissatisfaction about any matter or aspect 
of the health plan or its operations (excluding payment disputes or 
adverse medical actions). Provider grievances should be submitted to: 
Anthem Blue Cross and Blue Shield Healthcare Solutions 
P.O. Box 61599 
Virginia Beach, VA 23466 

Medicaid ID Anthem requires providers to hold a valid Nevada Medicaid ID. 

If providers are not effective with Nevada Medicaid, they may not join 
Anthem until they become effective. 

Providers must comply with Nevada Medicaid revalidation efforts. If a 
provider does not revalidate within 120 days, providers will be terminated 
from Anthem's network. 
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Additional information 
Medical Necessity Medical necessity appeals must be filed within 60 calendar days from 
Appeal Information the date on the notice of action/denial. 

You may pursue an appeal on behalf of the member with the 
member's written permission . 
We will send a determination letter within 30 calendar days of 
receiving the appeal request. 
Medical necessity appeals are eligible for one level of appeal. 
Submit a medical necessity appeal to: 

Anthem Blue Cross and Blue Shield Healthcare Solutions 
Medical Appeals 
P.O. Box 62429 
Virginia Beach, VA 23466-2429 

Medical necessity appeals can be submitted through the Availity 
website: Availity.com. 

Member Eligibility Member eligibility must be verified at each visit prior to services being 
rendered . 

To verify member eligibility, log on to Availity Essentials at Availity.com. 
Select Patient Registration > Eligibility & Benefits. 

You may also call Provider Services and use our Automated member 
eligibility line: 844-396-2330 

PCP Reassignment PCP changes can now be done in Availity Essentials. Log in to 
Availity.com and select the Anthem Blue Cross and Blue Shield tile under 
Payer Spaces. Select PCP Change Request and follow the prompts to 
completion. 

Eligibility checks include a printable confirmation. 

New ID cards are sent automatically post-PCP change. 

13 

https://www.availity.com/
https://www.availity.com/
https://www.availity.com/


• 

• 
• 

 

 
 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

Additional information 
National Provider National Provider Identifier (NPI) - The Health Insurance Portability and 
Identifier Accountability Act (HIPAA) of 1996 requires the adoption of a standard 

unique provider identifier for healthcare providers. 

All participating providers must have an NPI number. 

An NPI is a 10-digit, intelligence-free numeric identifier. Intelligence-free 
means the numbers do not carry information about healthcare providers, 
such as the states in which they practice or their specialties. 

You can apply for an NPI by: 
Completing the application online at nppes.cms.hhs.gov; estimated 
time to complete the NPI application is 20 minutes. 
Completing a paper copy by downloading it at nppes.cms.hhs.gov. 
Calling 800-465-3203 and requesting an application. 

Notification/ Should be submitted via the following methods: 
Precertification Availity (Availity.com) 

Website: providers.anthem.com/nv 

Telephone: 844-396-2330 

Medical fax: 800-964-3627 

Behavioral Health Fax: 844-442-8009 

Pharmacy phone: 844-396-2330 

Retail pharmacy fax: 844-490-4874 

Medical injectable fax: 844-490-4876 

DME pharmacy fax: 866-920-8362 

Data required for complete notification/precertification: 
Member ID number 

Legible name of referring provider (provider's name) 

Legible name of individual referred to provider (member's name) 

Number of visits/services 

Date(s) of service 

Diagnosis 

CPTcode 

In addition, clinical information is required for precertification. 

Referral and certification forms are located at providers.anthem.com/nv. 
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Additional information 
PCP and Specialist Call Provider Services at 844-396-2330, Monday through Friday, 7 am to 7 
Referral Management pm PT. 

Provider Services For more information, contact Provider Services at 844-396-2330. 
Representatives 
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PRIMARY CARE PROVIDERS 

4.1 Primary Care Providers/Primary Care Sites 
Members will be assigned to a PCP or primary core site (PCS) within five business days of the 
effective dote of enrollment. Members con choose either a PCP or a PCS for their primary healthcare. 
We may auto-assign a PCP or PCS that hos traditionally served the Medicaid population to an 
enrolled member who does not make a selection at the time of enrollment. 

The PCP is a network provider responsible for the complete core of their patient, our member. The 
PCP serves as the entry point into the healthcare system for the member. The PCP is responsible for 
the complete core of their pat ient, including but not limited to providing primary core, coordinating, 
and monitoring referrals to specialist core, authorizing hospital services, and maintaining the 
continuity of core. PCP responsibilities include at a minimum: 

Managing the medical and healthcare needs of members to ensure all medically necessary 
services are made available in a timely manner. 
Monitoring and following up on core provided by other medical service providers for diagnosis 
and treatment to include services available under fee-for-service Medicaid. 
Providing the coordination necessary for the referral of patients to specialists and to services t hat 
may be available through fee-for-service Med icaid. 
Maintaining a medical record of all services rendered by the PCP a nd other referral providers. 
Freely communicating with members about treatment options available to them, including 
medication treatment options, regardless of benefit coverage limitations. 

A PCP must be a participating physician or network provider/subcontractor who provides or 
arranges for the delivery of medical services, including case management, to ensure all services that 
are found to be medically necessary are mode available in a timely manner. The PCP may practice in 
a solo or group setting or may practice in a clinic (for example, a federally qualified health center 
[FQHC], rural health center [RHC]) or outpatient clinic). 

A PCS is a location, usually a clinic, where a member chooses to access primary healthcare. The 
member's medical record is maintained at this location, and a rotating staff of physicians manages 
and coordinates the member's medical needs. 

We encourage members to select a PCP/PCS who provides preventive and primary medical care as 
well as precertificotion and coordination of all medically necessary specialty services. We encourage 
our members to make on appointment with their PCPs/ PCSs wit hin 90 calendar days of their 
effective dates of enrollment. 

FQHCs and RH Cs may functi on a s PCPs/PCSs. Providers must arrange for coverage of services to 
assigned members 24 hours a day, 7 days a week, in person or by on on-coll physician. Providers must 
hove the office telephone answered aft er hours by an answering service that con contact t he 
PCP/ PCS or another designated network medical practitioner or instructs the member that the 
provider will contact the member back by the next business day. Fina lly, each PCP/PCS must provid e 
a minimum of 20 offi ce hours per week of personal availa bility as a PCP/PCS. 
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4.2 Provider Specialties 
Providers with the following speciolties con apply for enrollment with us as a PCP/PCS: 

Advanced nurse practitioner 
Family practitioner 
General practitioner 
General pediatrician 
General internist 
Nurse practitioner certified as specialist in family practice or pediotrics 
Obstetricion/gynecologist (OB/GYN) 
Advanced Practice Registered Nurse (APRN) 
Physician Assistant (PA) with a specialty in general practice, family practice, internal medicine, 
pediatrics, obstetrics/gynecology, or nurse midwifery 

To be a PCP, you must be enrolled in the Nevada Medicaid program at the service location where 
you wish to practice as a PCP/PCS before contracting with us. 

4.3 PCP/PCS On-site Availability 
We are dedicated to ensuring access to care for our members, and this depends upon the 
accessibility of network providers. Our network providers are required to abid e by the following 
standards: 

The PCP/PCS must offer telephone access for members 24 hours a day, 7 days a week. 
A 24-hour telephone service may be utilized. The office telephone may be answered after hours 
by on answering service that con contact the PCP/PCS or another designated network medical 
practitioner or instructs the member that the provider will contact the member bock by the next 
business day. 
The PCP/PCS or another physician/nurse practitioner must be available to provide medically 
necessary services. 
Covering physicians are required to follow the referral/precertification guidelines. 
It is not acceptable to automatically direct the member to the emergency room when the 
PCP/PCS is not available. 
We encourage our PCPs/PCSs to offer after-hours office care in the evenings and on weekends. 
Offer hours of operation that are no less than the hours of operation offered to non-Medicaid 
members. 

4.4 Provider Disenrollment Process 
You may cease participating with us for either mandatory or voluntary reasons. 

Mandatory disenrollment occurs in the event you become unavailable due to immediate, unforeseen 
reasons. Examples of this include death and loss of license. Members ore auto assigned to another 
PCP/PCS to ensure continuous access to our covered services as appropriate. We will notify members 
of any termination for PCPs/PCSs or other providers from whom they receive ongoing care. 
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We will also notify affected members if you disenroll for voluntary reasons such as retirement. You 
must give written notice to us within the time frames specified in your Participating Provider 
Agreement with us. Members linked to a PCP/PCS who have disenrolled for voluntary reasons will be 
notified to self-select a new PCP/PCS. 

Members' medical information must be sent to the new PCP/PCS in order to provide continuity of 
care, regardless of whether you had mandatory or voluntary reasons for disenrollment. 

4.5 Assigned Member Panel 
As a PCP/PCS, you are able to receive a monthly list ing of your panel of assigned members. If a 
member calls to change their PCP/PCS, the change will be effective the next business day. You should 
verify each Anthem member receiving treatment in your office is on our membership listing. You can 
pull your member panel on our provider website by logging into Availity and going to Payer Spaces 
> Provider Online Reporting (POR) > Member Panel List ing/Member Reports. Contact a Provider 
Relationship Account Consultant if you have quest ions. For questions regarding a member's 
eligibility, visit our website at providers.anthem.com/nv or call our automat ed Provider Inquiry Line at 
844-396-2330. 

MEMBERENROLLMENT 

5.1 Member Eligibility 
Eligibility of Medicaid members is determined by the Division of Welfare and Supportive Services 
(DWSS) DWSS notifies the state's fiscal agent, who enrolls members. 

Medicaid and Nevada Check Up members who meet the state's eligibility requirements for 
participation in managed care are eligible to join our healthcare plan. 

Members are enrolled for a period of 12 months contingent upon continued Medicaid or Nevada 
Check Up eligibility. 

We do not, on the basis of health status or need for health services, discriminate against members 
eligible to enroll. We will not deny the enrollment of or discriminate against a ny Medicaid or Nevada 
Check Up member eligible to enroll on the basis of race, color, national origin, sex, sexual orientation, 
gender identity, or disability and will not use any policy or practice that has the effect of 
discrimination on the basis of race, color, or national o rigin. If the member was previously disenrolled 
from Anthem as the result of a g rievance we filed, the member will not be re-enrolled with us unless 
the member wins an appeal of t he disenrollment. 

Anthem does not engage in, aid, or perpetuate discrimination against any person by providing 
significant assistance to any entity or person that discriminates on the basis of race, color, or national 
origin in providing aid, benefits, or services to beneficiaries. Anthem does not utilize or administer 
criteria having the effect of discriminatory practices on the basis of sex, sexual orientat ion, gender, or 
gender identity. Anthem does not select site or facility locations that have the effect of excluding 
individuals from, denying the benefits of, or subjecting them to discrimination on the basis of sex, 
sexual orientation, gender, or gender identity. In addition, in compliance with the Age Act, Ant hem 
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may not discriminate against any person on the basis of age or aid or perpetua te age discrimination 
by providing significant assistance to any agency, organization or person that discriminates on the 
basis of age. Anthem provides health coverage to our members on a nondiscriminatory basis, 
according to state and federal law, regardless of sex, sexual orientation, gender, gender identity, 
race, color, age, religion, national origin, physical or mental disability, or type of illness or condition. 

Members who contact us with an allegation of discrimination are informed immediately of their right 
to file a grievance. This also occurs when an Anthem representa t ive working with a member identifies 
a potential act of discrimination. The member is advised to submit a verbal or writ ten account of the 
incident and is assisted in doing so if the member requests assistance. We document, track, and 
trend all alleged acts of discrimination. 

Members are also advised to file a civil rights complaint with the U.S. Deportment of Health and 
Human Services Office for Civil Rights (OCR): 

Through the OCR complaint portal at ocrportol.hhs.gov/ocr/portol/lobbyJsf 
By moil to: U.S. Department of Health and Human Services, 200 Independence Ave. SW, Room 
509F, HHH Building, Washington, DC 20201 
By phone at: 800-368-1019 (TTY/TTD: 800-537-7697) 

Complaint forms are available at hhs.gov/ocr/office/file/index.html. 

Anthem provides free tools and services to people with disabilities to communicate effectively with 
us. Anthem also provides free language services to people whose primary language is not English 
(for example, qualified interpreters and information written in other languages). Members who need 
language assistance to discuss UM issues with staff can contact Member Services: 844-396-2329 (TTY 
711) Monday through Friday, 7 o.m. to 7 p.m. PT. Member Services will contact CyraCom at 800-481-
3289 to schedule a conference call between provider, member, and CyraCom for language 
assistance. Members who need American Sign Language (ASL) assistance should contact Member 
Services first who will then transfer call to the Healthplan. The Healthplan will contact ASL directly 
and assist in scheduling ASL services for the upcoming appointment. 

If you or your patient believe Anthem has failed to provide these services, or discriminated in any way 
on the basis of race, color, national origin, age, disability, sex, sexual orientation, gender, or gender 
identity, you can file a grievance with our grievance coordinator via: 

Mail: P.O. Box 62429 Virginia Beach, VA 23466 
Phone: 888-235-9334 

Equal Program Access on the Basis of Gender 
Anthem provides individuals with equal access to health programs and activities without 
discriminating on the basis of gender. Anthem must also treat individuals in a manner consistent with 
their gender identity and is prohibited from discriminating against any individual or entity on the 
basis of a relationship with, or association wit h, a member of a protected class (that is, race, color, 
national origin, sex, sexual orientation, gender, gender identity, age, or disability). 

Anthem may not deny or limit health services that are o rdinarily o r exclusively available to 
individua ls of one gender, to a transgender individual based on t he fact that a different gender was 
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assigned at birth, or because the gender identity or gender recorded is different from the one in 
which health services are ordinarily or exclusively available. 

5.2 Medicaid Enrollment of Pregnant Members 
Letters are sent to new Medicaid members requiring them to select a managed care organization 
(MCO) or have an MCO automatically assigned. We are responsible for all covered medically 
necessary obstetrical services and pregnancy-related care commencing a t t he time of enrollment. 

5.3 Medicaid Newborn Enrollment 
We are responsible for all covered medically necessary services to the qualified newborn. All eligible 
newborns born to our members are enrolled effective the date of birth if the mot her of t he newborn 
was enrolled with us as of the newborn's date of birth. The newborn will remain enrolled with us for 
as long as Medicaid eligibility is maintained. 

5.4 Nevada Check Up Newborn Enrollment 
The head of household/mother must notify Division of Health Care Financing and Policy (DHCFP) of 
the newborn within 14 days of delivery in order to qualify to receive coverage from the date of birth. If 
the notification is not received in time, the newborn will be enrolled on the first day of the next 
administrative month from the date of notification. If the mother has other health insurance that 
provides 30 days of coverage to the newborn, the newborn will be enrolled as of the first day of the 
next administrative month. If the coverage extends beyond that 30-day period, the child will not be 
eligible for Nevada Check Up enrollment until after the insurance expires and the child's eligibility is 
determined under Nevada Check Up eligibility rules. 

5.5 Member Identification Cards 
Within five business days of notification of enrollment into Anthem, each of our members will be 
mailed an identification card, which identifies the member as a participant in our program. To ensure 
immediate access to services, visit our website to verify eligibility. The State will not issue a State 
Medicaid ID cord for those members enrolled in managed core. The holder of the member 
identification card we issue is a member or guardian of the member. The identification card will 
include: 

The member's identification number. 
The member's name. 
The member's dote of birth. 
The member's enrollment effective date. 
Toll-free phone numbers for information and/or authorizations. 
Toll-free 24/7 Nurseline - available 24 hours a day, 7 days a week. 
Descriptions of procedures to be followed for emergency or special services. 
Our address and telephone number. 
PCP/PCS name and telephone number. 

Our members also hove access t o: 

20 

• 
• 
• 
• 
• 
• 
• 
• 
• 



 

 

Print-on-demand ID cards - by logging in to our website, members can dow nload and print their 
ID cards from home. 
Mobile ID card smartphone opp - via our Sydney Health opp, a vailable for both iOS and 
Android users, members can download an image of their current ID cards and fax or email you a 
copy. 

Our member identification card sample: 

Anthem.+ '01 Medicaid 
BlueCro.. BlueShield T. ~ 

Primary Care Provider (PCP): 
Member ID 

Program 10 #: 
Effective Date: 
Date of Birth: 

Front of card 

Anthem,+.·• , . MemberSer,dces: 1-xxx-xxx-xxxx • M PrCMder Se1"Ylces: 1-x:u-xxx-xxxx 
BlueC..,.. BlueShield , , TTY: 711 

24'7 NurseUne/Cillre On Call 1-11:xx-xu-xxxx 
BehiMoral Health: 1-xu-xxx-xxxx 

Members: Ptease carry lhis card al al times. Shaw Behavi.ora! Health Crisis Line· 1-xx x-xxx-xxxx 
this card before you get medical care. You do not Authonzahon: 1-XlOC•XXX·XXXX 
need lo show this card b efore you get emergency Eye-Ouest' 1-xxx-xxx-xxxx 
care. Possession or use of this ca,d does na EyeOuest TTY" 1-xxx-xu-nxx 
guarantee pillyment. 

PrCMders: Certain services must be preauthorized. •cortracts directly Vt'ith group 
For preapproval/bil ing information, call . _ . 
1-844--396-2330. Please submit claims to )'()Ur local Cla ms FIi ing Addr&Ss: 
BCBS ~Ian. To en$lle pr~er claims prooessing, ~~~xBl6~~ross and Blue Shield 
please_1nclude the lhr'!9""digll l)l'"efix lhiilll preatdes Vi'grlia Beach VA 23466-1599 
the ~atient's identificaticn number listed on the front Ant>tmBl,.,.00$;tnd E1J,s1ue1,;1HN1t>t-
c:Athis card Solil1011s1s1h,1rade n.,...otCorrmuo~ Car, 
Pharmacies Submit ctaims using Express Scripts HeethPl1111o/Nwa.1nc . 11111ooepeooen1 

RXBN: 003858; RXPCN: MA; RXGRP: Y.1<KA. :n~:,"~~~c:;s .. ~:J;::,.,,~ 
For technica' help, can Express Sapts at ot Anl'lernlnsu•aic•~~. Inc 
1-844-367-6110. 
NV0102f18 

Back of card 
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ANTHEM HEALTHCARE BENEFITS 

6.1 Anthem Covered Services 
The following list shows the healthcare services and benefits we cover for Medicaid and Nevada 
Check Up members. The services covered will be administered up to the limits/guidance as outlined 
in the appropriate Nevada Medicaid service manuals. 

Under the rules of the Nevada Medicaid Services Manual, some services are limited by number of 
provider visits or by number of supply and equipment items. We have a process to review requests 
for extra visits or extra supplies. We also have a process to review requests for noncovered services 
when they are medically necessary. 

Some of the services listed below may need preapproval; Please contact us or visit our website at 
providers.anthem.com/nv for more information. 

Covered Services Inclusions, Limitations or Exclusions 
Applied Behavioral Analysis (ABA) ABA is a behavior intervention model to treat members, usually 

children, with autism spectrum disorder (ASD) as well as other 
developmental diagnoses as clinically appropriate. ABA is 
rendered to Medicaid-eligible individuals of any age who meet 
medical necessity criteria . Children are supported in accordance 
with the Early and Periodic Screening, Diagnostic and Treatment 
(EPSDT) program. ABA services include 

Assessment 
Evaluation/re-evaluation 
Treatment intervention plan with measurable objective goals 
Data-driven, targeted goals 
Functional communication training 
Self-monitoring skills 
Adaptive living skills 
Cognitive skills 
Speech, occupational and physical therapy 
Durable medical equipment (DME) 
Speech generating device (SGD) 
Verbal skills 
Language skills 
Peer play 
Social skills 
Prevocational and vocational skills 
Parent training 
Family education 
Family counseling 
Case management 
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Covered Services Inclusions, Limitations or Exclusions 
Abortions Excluded except where the pregnant Member suffers from a 

physical disorder, physical injury, or physical illness, in which the 
pregnancy itself will endanger the life of the Member unless an 
abortion is performed; for sexual assault (rape) or incest; and 
when determined by a provider to be medically necessary. 
Elective abortions may require prior authorization. 

To save the life of the mother, a Certification Statement for 
Abortion to Save the Life of the Mother must be included. 

In the case of rape and/or incest, a Certification Statement for 
Abortion due to Sexual Assault (Rape) or Incest must be 
included. 

Allergy Services Standard allergy testing and treatment are covered benefits. We 
do not cover allergy testing that is investigational in nature and 
not proven to be effective. Examples of allergy tests not covered 
include but are not limited to the following : 

Advanced Cell Test (ACT) by ELISA methodology 
Applied kinesiology test 
Bronchial challenge test 
Candida hypersensitivity test 
Chemical analysis of body tissues 
Chlorinated pesticides (serum) 
Conjunctiva I or nasal challenge test 
Cytokine or cytokine receptor assays for multiple chemical 
sensitivities (MCS) 
Cytotoxic food testing (Bryan's test, leukocytotoxic test, ACT) 
Electrodermal acupuncture 
Environmental challenge testing 
Food challenge testing/food immune complex assays (FICA) 
Leukocyte histamine release test or lymphocyte proliferation 
test 
Lymphocytes (B or T subsets); may be appropriate for 
collagen vascular disease, immune deficiency syndromes, 
leukemia, lymphomas 
Mediator release test (MRT) 
Multiple chemical or environmental sensitivity testing 
Neutralization testing 
Prausnitz-Kustner (P-K) testing - passive cutaneous transfer 
test 
Provocation-neutralization testing (Rinkel test), either 
subcutaneously or sublingually 
Pulse test (pulse response test, reaginic pulse test) 
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Covered Services Inclusions, Limitations or Exclusions 
Rebuck skin window test 
Specific lgG subclass IV testing 
Spinal manipulation 
Sublingual provocative testing 
Urine auto injection 
Venom blocking antibodies 

Ambulatory Surgery Centers These services are covered . 
Anesthesia These services are covered. 
Assistant Surgeon These services are covered for qualifying procedures. 
Assistive/ Augmentative These services are covered. 
Communication Devices 
Audiology Services Medically needed audiology services including audiology 

testing, hearing aids and supplies are covered. Certain 
restrictions apply. 

Behavioral Health Services We cover the following services up to the service limit/guidance 
in the appropriate Nevada Medicaid services manual: 

Inpatient mental health and substance abuse services 
Outpatient mental health and substance abuse services 
Mental health rehabilitative treatment services 
Psychiatric Residential treatment center (RTC) for members 
under 21 years of age 

Behavioral Health - Crisis These services are covered up to the service limit guidance in the 
Intervention appropriate Nevada Medicaid services manual. 
Behavioral Health - Crisis These services are covered up to the service limit guidance in the 
Stabilization appropriate Nevada Medicaid services manual. 
Behavioral Health - These services are covered up to the service limit guidance in the 
Electroconvulsive Therapy (ECT) appropriate Nevada Medicaid services manual. 
Behavioral Health - Home Health These services are covered up to the service limit guidance in the 
Care Services appropriate Nevada Medicaid services manual. 
Behavioral Health - Hospital We cover admission to substance abuse units of general 
Based Detoxification hospitals or freestanding psychiatric and substance abuse 
Services/Chemical Dependency hospitals. 
Services 
Behavioral Health - Intensive These services are covered up to the service limit guidance in the 
Outpatient Program (IOP), appropriate Nevada Medicaid services manual. 
Psychiatric and Chemical 
Dependency 
Behavioral Health - Methadone These services are covered up to the service limit guidance in the 
Maintenance Program appropriate Nevada Medicaid services manual. 
Behavioral Health - These services are covered up to the service limit guidance in the 
Neurotherapy (Including appropriate Nevada Medicaid services manual. 
Biofeedback) 
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Covered Services Inclusions, Limitations or Exclusions 
Behavioral Health - Observation Observation cannot exceed 48 hours up to the service limit 

guidance in the appropriate Nevada Medicaid services manual. 
Behavioral Health - These services are covered up to the service limit guidance in the 
Outpatient/ Ambulatory appropriate Nevada Medicaid services manual. 
Detoxification Services 
Behavioral Health - Partial These services are covered up to the service limit guidance in the 
Hospital, Psychiatric and Chemical appropriate Nevada Medicaid services manual. 
Dependency 
Behavioral Health - Psychological Includes: 
and Neuropsychological Testing Neuropsychological testing 

Neurobehavioral testing 
Psychological testing 

These services are covered up to the service limit guidance in the 
appropriate Nevada Medicaid services manual. 

Behavioral Health - Residential Medicaid/ Nevada Check Up 
Treatment Center (RTC) -
Medicaid Members Under 21 Years Effective January 1, 2022, these services are covered up to the 
of Age service limit guidance in the appropriate Nevada Medicaid 

services manual. 

Behavioral Health - Residential Effective October 1, 2024, these services are covered for Provider 
Treatment Center (RTC)/Chemical Type 93 in an IMD setting and up to the service limit guidance in 
Dependency- Medicaid Members the appropriate Nevada Medicaid services manual. 
21-64 Years of Age 

Biofeedback Limited to codes 90875 and 90876. 
Blood Administration and Other These services are covered. 
Blood Products 
Botox Injections Covered services include the following: 

Treatment for spasticity of limbs as a result of brain or spinal 
cord injury including cerebral palsy 
Treatment for eye conditions to stop twitching 

Services: 
a . May be covered for other medically necessary 

treatment. 
b. Are not covered for cosmetic purposes. 

Cardiac Rehabilitation Services These services are not covered . 
Chemotherapy/Radiation These services are covered. 
Chiropractic Services Covered for when a diagnosis of spinal subluxation is made by 

the referring doctor or under Early and Periodic Screening, 
Diagnosis and Treatment (EPSDT) for Medicaid members under 
21 years of age. 
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Covered Services 
Circumcisions 

Clinic Services 

Cochlear Implants 

Cosmetic/Plastics/Reconstructive 
Procedures 

Dental- Oral/Maxillofacial 
Surgical 

Dental - Preventive/Restorative 

Refer to FFS NV Medicaid 

Dermatology 
Diabetic Services -
Self-Management Training 

Inclusions, Limitations or Exclusions 
Routine circumcisions are covered for males up to one year of 
age. For males older than one year of age, a prior authorization 
is required to support medical necessity. 
Federally qualified health centers (FQHCs) provide preventive 
services or services to treat an illness or chronic disease. 

Rural health clinics (RHCs) provide preventive services. 

Members can receive covered services at these facilities from the 
following providers: 

Physicians 
Nurse practitioners 
Physician assistants 
Certified 
nurse-midwives 
Visiting nurses 

Clinical 
psychologists 
Clinical social 
workers 
Registered dietitians 
Nutritional 
professionals 

Members can self-refer to a federally qualified provider (in- or 
out-of-network). 
These services are covered up to the service limit guidance in the 
appropriate Nevada Medicaid Services Manual. 
Services are covered only for prompt repair of an accidental 
injury or the improvement of a malformed body part in order to 
improve function . Cosmetic surgery directed at improving 
appearance is not covered. 
Medicaid Members Aged 21 and Older 
Adult Medicaid members receive emergency extractions and 
palliative care under certain guidelines and limitations. 

Medicaid Members under Age 21 and Nevada Check Up Members 
underAge19 
Surgery to correct a wide range of diseases, injuries and defects 
to the head, neck, face, jaws, and hard and soft tissues of the 
lower jaw and face region is covered . 
Effective July 1, 2017, Anthem no longer covers the dental benefit 
for members. This benefit is delivered directly through the State 
Medicaid FFS program. 

Call Liberty Dental at 866-609-0418 or visit 
LibertyDentalPlan.com/nvmedicaid for information about 
receiving dental services. 
These services are covered. 
These services are covered. 
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Covered Services 
Diabetic Services - Supplies 

Diagnostic Testing 
(Laboratory and Radiology) 
Diagnostic Testing - Nuclear 
Medicine 
Dialysis Services 
Doula Services 

Inclusions, Limitations or Exclusions 
These services are covered. 
These services are covered. 

These services are covered . 

These services are covered . 
These services are covered under the outpatient encounter with 
the following limitations: 

Four visits during the prenatal/antepartum and /or 
postpartum period (up to 90 days postpartum) 

These services are covered under the outpatient encounter with 
the following limitations: 

Four visits during the prenatal/antepartum and /or 
postpartum period (up to 90 days postpartum) 
One visit at the time of tabor and delivery. 

Non covered services include: Travel time, mileage and services 
rendered requiring medical or clinical licensure. 

Durable Medical Equipment (DME) These services are covered up to the service limit guidance in the 
appropriate Nevada Medicaid services manual. 

Early and Periodic Screening, 
Diagnosis and Treatment (EPSDT) 

Durable medical equipment is equipment: 
Used to serve a medical purpose 
Fitted for use in the home 
Able to withstand repeated use 

The following DME and medical supplies are examples of services 
not covered : 

Physical fitness or personal recreation equipment 
Personal care or hygiene products 
Household items, such as air conditioners or ceiling fans 
Environmental products 
Telecommunications devices for the deaf 

EPSDT services are covered services for Medicaid Members under 
age 21. If the member is a Nevada check-up, they do not qualify 
for EPSDT but they do qualify for Well Baby- Well Child Checks. 

Complete medical screens include the following : 
Comprehensive health and developmental history, including 
an assessment of both physical and mental health 
development 
Comprehensive physical exam 
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Covered Services 

Early Childhood Intervention (ECI) 
Services 
Educational Consults/Health 
Promotion 

Emergency Services 
Emergency Transportation 
Enteral Nutrition 
Family Planning Services and 
Supplies 

Inclusions, Limitations or Exclusions 
Appropriate immunizations, according to age and health 
history, unless medically contraindicated at the time 
Laboratory tests, including an appropriate blood-lead level 
assessment 
Health education 
Vision screening 
Hearing screening 
Dental screening 
Vision, hearing, and dental exams may be performed at other 
intervals 
Other necessary healthcare or diagnostic screens or 
examinations 

A member under the age of 21 whose eligibility status is 
pregnancy related is not eligible. 

The state Medicaid plan requires that EPSDT screenings are 
billed using appropriate coding, 99381-99385 or 99391-99395, with 
modifier EP or TS: 

Use Modifier EP for routine screening . 
Use Modifier TS if referral or follow-up indicated. Also, 
complete field 21 on the CMS-1500 claim form with the ICD-10 
code for the condition requiring follow up. 

These services are covered. 

Coverage includes educational consultations for diabetes 
self-management. 

Also includes publications, presentations, classroom instruction 
and preventive services. This is not a separately billable service. 
These services are covered. 
These services are covered. 
These services are covered . Certain restrictions apply. 
Family planning services include counseling, information, 
education and communication activities, and delivery of 
contraceptives/birth control. Family planning services are 
covered without precertification at any qualified family planning 
provider, regardless of whether or not the provider is 
participating in our network. 

Members can self-refer to a qualified provider (in or out of 
network). 
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Covered Services 

Gastroenterology Services 
Gender Reassignment Services 

Inclusions, Limitations or Exclusions 
The following services are not covered : 

Tuba I ligations and vasectomies are not covered for: 
Members under 21 years of age. 

Members adjudged to be mentally incompetent. 

Members who are institutionalized . 

Sterilization reversals are not covered . 
Abortions and/or hysterectomies are excluded from family 
planning. 

Sterilization and hysterectomy forms are to be completed by the 
physician and submitted with claim form for payment. 
Sterilization forms are not required for anesthesiology providers 
only. Hysterectomy consent forms are required for all provider 
types. 
These services are covered. 
These services are covered up to the service limit guidelines in the 
appropriate Nevada Medicaid services manual for individuals 
who meet the medical necessity criteria listed in the Nevada 
Medicaid Services Manual (Chapter 600, Section 608). 

Please make sure to review Section 608 of the Nevada Medicaid 
Services Manual, as well as the Nevada Billing Guidelines, which 
includes specific language regarding coverage and limitations. 
The Nevada Billing Guidelines also offers providers additional 
guidelines and a list of surgical codes for gender reassignment 
services that may be billed in conjunction with the KX modifier 
(CMS-1500 claim form) or Condition Code 45 (UB-04 claim form). 
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Covered Services 
Genetic Testing and DNA Testing 

Habilitative Services 

Home Health - Rehabilitation 
(Occupational Therapy [OTI, 
Physical Therapy [PT], Speech 
Therapy [ST]) and Respiratory 
Therapy [RTI 
Home Health Skilled Nursing Care 

Home Infusion/Total Parenteral 
Nutrition 
Hyperbaric Oxygen Therapy 

Inclusions, Limitations or Exclusions 
These services are covered up to the service limit guidance in the 
appropriate Nevada Medicaid services manual. Genetic and DNA 
testing is considered medically necessary to establish a diagnosis 
of inherited diseases when certain conditions are met. 

Certain restrictions apply. For example, we do not reimburse: 
Prenatal diagnosis for sex determination of the fetus without 
implications for genetic disease. 
Self-testing home kits. 
Genetic testing for cleft disorders. 
Blood-typing for paternity testing . 
Experimental or investigational genetic testing, including but 
not limited to: 

Hair analysis. 

Preimplantation genetic diagnosis. 

Tumor marker screenings. 

Services designed to assist individuals in acquiring, retaining, and 
improving the self-help, socialization, and adaptive skills 
necessary to reside successfully in a home and community-based 
setting . The repetitive services required to maintain function 
generally do not involve complex and sophisticated therapy 
procedures, and consequently the judgment and skill of a 
qualified therapist are not required for safety and effectiveness. 
As such, "maintenance" programs do not meet the requirement of 
being restorative or rehabilitative and are not a covered benefit 
by Nevada Medicaid . In certain instances, the specialized 
knowledge and judgment of a qualified therapist may be 
required to establish a maintenance program. 

Habilitation services are provided through Nevada's FFS delivery 
system. 

Home health agency visits are covered . Certain restrictions apply 
for services other than skilled nursing . See Nevada Medicaid 
Services Manual, chapter 1400 for service limitations. 

These services are covered. 

These services are covered. 

Topical hyperbaric oxygen therapy is not covered. 
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Covered Services Inclusions, Limitations or Exclusions 
Hysterectomies Hysterectomies are not covered for the sole purpose of 

sterilization. 

Whenever a hysterectomy is performed, abortion/ 
sterilization/hysterectomy (ASH) forms must be completed by the 
physician and submitted with claim form for payment. Please 
complete the Sterilization Consent Form at 
medicaid.nv.gov/Downloads/provider/FA-56.pdf. 

Sterilization forms are not required for anesthesiology providers 
only. Hysterectomy consent forms are required for all provider 
types. 

Immunizations See section 6.7 
Inpatient Medical and Surgical These services are covered. 
Medical Supplies These services are covered up to the service limit guidance in the 

appropriate Nevada Medicaid services manual. 
Medical Nutrition Therapy Anthem reimburses participating registered dieticians for 

medical nutrition therapy (MNT) services rendered to eligible 
Nevada Medicaid members. 

To receive nutrition/dietician related services members must 
have written orders of a physician, physician's assistant (PA) or 
advanced practice registered nurse (APRN). The treatment must 
also be designed and approved by a registered dietician. Certain 
limitations apply. 

Coverage includes: 
Initial nutrition and lifestyle assessment. 
One-on-one or group nutrition counseling . 
Follow-up intervention visits to monitor progress in diet 
management. 
Reassessment as necessary to ensure compliance with the 
dietary plan. 

Mammogram Screening Limited to one per year. 
Nebulizers These services are covered. Certain restrictions apply. 
Neurology Services These services are covered. 
Obesity Surgery/Bariatrics These services are covered for people who meet the medical 

necessity requirements listed in the Nevada Medicaid Services 
Manual (Chapter 600, Attachment A, Section 6-07) 

Observation - Medical Observation services are provided by the hospital and 
supervising physician to member held but not admitted into an 
acute hospital bed for observation. 
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Covered Services Inclusions, Limitations or Exclusions 
Consistent with federal Medicare regulations, the HCFP 
reimburses hospital observation status for a period up to but no 
more than 48 hours. 

**Notification is NOT required unless the member 
converts/admits as inpatient. 

Obstetrical Care Obstetrical ultrasound of a pregnant uterus is a covered benefit 
when it is determined to be medically necessary, up to the service 
limit guidance in the appropriate Nevada Medicaid services 
manual. 

Please refer to the Nevada Medicaid Billing Manual for 
information regarding delivery claims 

When possible, a pregnant woman can remain in the care of a 
non-network provider. 

Professional delivery claims with dates of service January 1, 2018, 
or after with gestational ages of37 and 38 weeks will require a 
supporting medically necessary diagnosis code for the early 
delivery. If a professional delivery claim is submitted without 
evidence of medical necessity, we will deny the claim with the 
explanation code k34 - Delivery is not medically indicated. You 
may resubmit the claim with the appropriate supporting 
diagnosis code or submit an appeal with the relevant medical 
records. 

Office Visits These services are covered. 
Spinal Manipulation Osteopathic manipulation services are limited to codes 98925 

through 98929. These services are covered per the Nevada 
Medicaid service manual. 

Otolaryngology (ENT) These services are covered. 
Out-of-Area Care Out-of-area or out-of-state emergency care does not require a 

prior authorization. Generally, post-stabilization procedures do 
require prior approval. However, if post-stabilization services are 
administered to maintain the member's stabilized condition 
within one hour of the request for authorization, such services will 
still be covered. Also, if post-stabilization care - administered to 
maintain, improve, or resolve the member's stabilized condition 
- requires prior approval and we do not respond within one 
hour, we will pay the provider for that stabilization care. We will 
not pay the provider an amount any greater than we would pay 
a network provider for those services. 
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Covered Services 

Pain Management 

Perinatology 
(Maternal/Feta[ Care) 
Personal Care Services including 
Assistants 

Pharmacy Services 

Inclusions, Limitations or Exclusions 

Nonemergency, out-of-network care requires prior authorization . 
If our network is unable to provide medically needed services in 
the member service area (or state), we will cover these services 
adequately and in a timely manner. 

Native Americans may access and receive medically necessary 
services at an Indian Health Service (IHS) facility or tribal clinic. 
These services are covered. Medical necessity review may be 
required for prior authorization. 
These services are covered. 

These services are covered under certain circumstances as 
outlined in the Medicaid Service Manual (MSM), including but not 
limited to: 

Assistance with bathing, grooming, and dressing (one service). 
Assistance with toileting needs. 
Assistance with transferring and positioning non-ambulatory 
members. 
Assistance with ambulation. 
Assistance with eating . 
Assistance with medications. 

Prior authorization is required and completion of FASP 
(Functional Assessment Service Plan) per MSM. 

The following services are not covered : 
Tasks that can be performed by member 
Services provided by willing caregiver 
Tasks not on approved service plan 
Services to maintain household, such as cleaning areas not 
used by member 
Services provided to someone other than member 
Care required to be performed by healthcare professional 
licensed by state 

Pharmacy coverage includes: 
Prescription drugs approved by the United States Food and 
Drug Administration (FDA) 
Over-the-counter (OTC) items approved by the FDA and 
covered by Fee-For-Service (FFS) program (prescription 
required) 
Self-injectable drugs (including insulin) 
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Covered Services Inclusions, Limitations or Exclusions 
Smoking cessation drugs 
Various supplies (diabetic testing supplies, spacers) 
Vaccines: limited to adults only for flu, shingles, and 
pneumococcal 

We do not cover the following : 
Drugs not approved by the FDA 
Drugs from manufacturers that do not participate in a rebate 
agreement with the Centers for Medicare and Medicaid 
Services (CMS) 
Drugs not on the FFS OTC Drug Formulary 
Drugs to help members get pregnant 
Drugs used for cosmetic reasons 
Drugs for hair growth 
Drugs used to treat erectile problems 
Drugs used for weight loss 
Experimental or investigational drugs 

Coverage for most drugs is limited to a 30-day supply unless the 
drug is considered maintenance pharmaceutical for a chronic 
condition. See Section 5.8 - Pharmacy Services for more 
information. 

Physician Services All symptomatic and general preventive health visits to 
physicians or physician extenders within the scope of their 
licenses are covered benefits. Physician services covered include 
services received while admitted in the hospital, outpatient 
hospital department, in a clinic setting or in a physician's office. 

Podiatric Services 
Please make sure to consult the Medicaid Services Manual 
section 603. 8 to review additional limitations including covered 
and noncovered services. 

We do not cover preventive care including the cleaning and 
soaking of feet, application of creams to ensure skin tone, and 
routine foot care such as trimming of nails and cutting or removal 
of corns or calluses in the absence of infection or inflammation. 

Preventive Health Services We cover the following preventive health services for Medicaid 
members: 

Wellness Visit 
Every year for members aged 21 and over 

Pap Smear and Pelvic Exam: 
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Covered Services Inclusions, Limitations or Exclusions 
Every year for women aged 21 and over. 
Cervical cancer screening is considered medically necessary 
for women under 21 years of age who are chronically 
immunosuppressed (for example, organ transplant recipients 
or seropositive for human immunodeficiency virus). Cervical 
cancer screening for women less than 21 years of age is 
considered not medically necessary for all other indications 
not listed above. 

Clinical Breast Exam: 
Every three years for women aged 20 to 39 
Every year for women aged 40 and over 

Mammograms (Breast X-ray): 
Every year for women aged 40 and over 
Mammography is also available for women between the 
ages of 35 to 39 who are considered to be at high risk for 
breast cancer 

Fecat Blood Occult Test 
Every year for members aged 50 and over 

Sigmoidoscopy and DRE/PSA or Colonoscopy and DRE/PSA: 
Every 48 months for members aged 45 and over 

For children's preventive services, see information for EPSDT and 
well-baby and well-child care. 

Private Duty Nursing Services These services are covered under certain circumstances as 
outlined in the Medicaid Services Manual. Private duty nursing 
services may be approved for chronically ill members who 
require extensive skilled nursing care to remain at home. Prior 
authorization is required. 

Qualified Clinical Trials Anthem aligns with the Medicaid State Plan and Social Security 
Act Amendments and covers the routine costs for items and 
services furnished in connection with participation in Qualified 
Clinical Trials. Services must be a Nevada Medicaid covered 
service. Limitations exist and requests for coverage are subject to 
Anthems prior authorization and reimbursement policies and 
procedures. The Qualified Clinical Trial (QCT) principal 
investigator and the recipient's healthcare provider must 
complete a Medicaid Attestation Form (FA-110) on the 
appropriateness of the QCT when submitting a prior 
authorization. 
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Covered Services Inclusions, Limitations or Exclusions 
Rehabilitative Services - Short This is covered . See Habilitative Services for information. 
Term (PT, OT, ST) 
Respiratory Therapy (RT) This is covered . All-inclusive Respiratory/Pulmonary 

Rehabilitation Program is not a Medicaid-covered benefit. 
Routine Physicals These services are covered . 
School Health Services (SHS) SHS services are medically necessary services listed in the 

student's Plan of Care (POC) and /or preventative services that 
are coverable under Early Periodic Screening Diagnostic and 
Treatment (EPSDT). 

The following services are not covered : 
Services provided to students aged 21 years or older or under 
the age of 3 
Services classified as vocational, educational, or recreational 
Services to non-Medicaid eligible individuals 
Information furnished by a provider to member over the 
telephone 
Any immunizations or biological products and other products 
available free of charge from the state health division 
Transportation of school-aged children to and from school, 
including specialized transportation for Medicaid-eligible 
children on days when they receive Medicaid covered services 
at school 

Second Opinions These services are covered. 
Sexual Abuse Exam These services are covered. 
Skilled Nursing Facility (SNF) Covered services include all skilled nursing facilities and all other 
Services medically necessary services through the first 180 days of 

admission. On the 181st day, these services are covered by FFS. 
Swing bed admissions in acute hospitals are covered the first 45 
days. On the 46th day, these services will be covered by FFS. 

Smoking Cessation Anthem is working with the EX Program by Truth Initiative , a 
Programs/Supplies digital program for tobacco cessation built in collaboration with 

the Mayo Clinic. 

1. The EX Program - for adults 18+. A web based 
comprehensive cessation program - members receive a full 
year access to 5 components: 
Self- paced educational materials and resources to help 
establish a quit date, effective habits, etc. 
Text- messaging tailored to the profile established by the 
user. So, if they are pregnant, it would be relevant to 
pregnant women: if they are a male who chews, specific to 
that - etc. 
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Covered Services Inclusions, Limitations or Exclusions 
Access to the on line community forum-24/7 opportunity to 
chat with other smokers/quitters, build relationships and get 
peer support from other people trying to quit or who have 
been successful at it. 
Chat Support - synchronous chat with a certified tobacco 
cessation specialist. Can be ad hoe or scheduled up to 6 
weeks in advance. 
NRT meds - 8-week supply of gum, lozenges, or patches -
no prescription required - order via text and shipped to their 
home. 

2. This is a Quitting program - for teens age 13-17. It is a text-
based program to help young people quit vaping . Our teen 
members that opt-in to the program using an Anthem specific 
keyword will receive guidance on the dangers of vaping and 
tobacco use, help establishing a quit date and a plan, and 
begin receiving daily text messages tailored for their age and 
product use to keep them on track. They can also access on -
demand content for stressful situations, social support or 
relapses using other special keywords provided to them 
through the program. The program incorporates messages 
from other young people about their own quit journey, and 
shares relatable, evidenced based facts on the health 
aspects of this behavior all in private, digital format. 

Providers play an influential role in helping patients overcome 
tobacco addiction - and we can help you make an even bigger 
impact. Tell your patients who are Anthem Blue Cross and Blue 
Shield Health Care Solutions (Anthem) members that they have 
access to a tobacco cessation program. 

Members have access to the EX Program through any browser on 
their smartphone, tablet, or PC. 
Members can self-register at Go.TheEXProgram.com/AnthemNV 

Our Condition Care (CNDC), Care Management (CM), or OB case 
management clinicians perform assessments for each member 
that include health risk due to smoking or exposure to smoke. 

Care managers educate the member at risk on the effects of 
smoking and engages in a discussion around smoking cessation 
strategies and programs. Health Tips, educational tools that 
address tobacco use, are sent to members who are enrolled in 
the condition care, CM, or OB case management programs and 
who have been identified as using tobacco products. 
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Covered Services 

Transplants 

Vision Ophthalmology/Optometry 

Inclusions, Limitations or Exclusions 
Members may also be referred to a behavioral health provider 
for evaluation and treatment of substance abuse, including 
tobacco use. 
These services are covered up to the service limit guidance in the 
appropriate Nevada Medicaid services manual. We cover the 
following transplant services for members who meet the 
eligibility and medical necessity requirements: 

Bone marrow/stem cell 
Cornea 
Kidney 
Liver transplantation for children (under 21 years old) with 
extra hepatic biliary atresia or for children or adults with any 
other form of end-stage liver disease. Coverage is not 
provided with a malignancy extending beyond the margins of 
the liver or those with persistent viremia. 
Heart, lung, pancreas, and intestinal transplants (and their 
associated costs) are NOT covered for adults. 

Medicaid members under 21 
We cover medically necessary transplants. 
Exams 
Routine comprehensive exams and/or refractive exams of the 
eyes and glasses with a prescription for and provision of 
corrective eyeglasses are covered for Medicaid members of all 
ages once every 12 months. Exceptions require prior 
authorization. 
Eye exams for the following medical conditions/situations are 
covered based on medical necessity, do not require prior 
authorization, and are not limited to the 12-month restriction for 
examination and lenses: 

Glaucoma 
Diabetes 
Healthy Kids/EPSDT referral services 
Following cataract surgery 

Lenses 
Covered for members of all ages. No prior authorization is 
needed for members under age 21 . Prior authorization is required 
for members aged 21 and over if the 12-month limitation is 
exceeded . 

Frames 
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Covered Services 

Well-Baby and Well-Child Care 

Inclusions, Limitations or Exclusions 
Existing frames must be used whenever possible. If new frames 
are needed, they may be metal or plastic. 

Contacts 
Not covered unless: 

Medically needed to meet minimum criteria required to avoid 
legal blindness. 
Medically needed following cataract surgery. 
Used as a means to avoid heavy glasses, which would hurt 
the bridge of the nose. 
Required when the member has a diagnosis of keratoconus. 

EPSDT (Healthy Kids) 
Vision exams are covered as referred by the child's PCP or 
developmental or educational professional. Exams under this 
condition do not require a prior authorization. 

Glasses may be provided at any interval without prior 
authorization of EPSDT members long as there is a change in 
refractive status from the most recent exam. 

The following are not covered : 
Sunglasses and cosmetic lenses 
Replacement lenses unless there is a significant change in 
refractive status 
Transitional lenses 
Faceted lenses 
Additional cost of extended repair or replacement warranty 
Frames with ornamentation 
OkFrames, which attach to or act as a holder for hearing 
aid(s) 

Routine well-baby and well-child care services are covered for 
member ages Oto 18 and include routine office visits with health 
assessments and physical exams, routine lab work, and 
age-appropriate immunizations. 

Note: We do not cover the use of any experimental procedures or experimental medications, except 
in the situation of EPSDT where peer reviewed studies demonstrate the treatment to be effective. 
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6.2 Value-Added Benefits 

Extra Anthem benefits 
We provide extra benefits just for our members. These extra benefits are called value-added services 
and include: 

Free Boys & Girls Club memberships for children ages 5 to 14. 
Free sports physicals every 12 months from a plan PCP for children ages 6 to 18. Members can self-
refer to any Anthem PCP/PCS. 
New Baby, New Life5

M education and rewards program for all pregnant members. Books for 
Babies Program Gift card to purchase books online 
24/7 Nurseline talk to a registered nurse about medical questions and concerns anytime, day or 
night. 
LiveHealth Online to "visit" a doctor through online video chat anytime, d ay or night, to find help 
when you need an appointment fast, or to receive quick care for minor illnesses like colds, 
allergies, flu, or infections. 
Lifeline Program: Lifeline is a federal program offering discounted cell phone services through 
participating carriers. Members may qualify for Lifeline based on their participat ion in the 
Medicaid program. When a member enrolls, the carrier they select may provide the following: 

4.5 GB of data 
1000 minutes 
Unlimited text 
Bring Your Own Phone (BYOP)* 
*Some carriers may offer a free Smartphone 

Anthem Healthy Rewards programs: receive debit card dollars for doing things that are good for 
your health. 
Holistic smoking cessation program: our program includes coach ing, written and online 
education, and nicotine replacement therapy (NRT) delivered to your home. 

Improved Member Services department: representatives provide personalized referral assistance 
and appointment scheduling to help you go to the doctor when you need care. 
Transitional care assistance for extra help moving from a hospital stay to your home. 
Identification support: if you lose your green card, ID or birth certificate, our behavioral health 
case managers will help you receive a copy of the original document(s), and we will cover the 
cost of the replacements. 
Find Help® Community Resource Link: an online resource to help you find all available local 
community-based programs, benefits, and services. 
Shelter bed reservati ons program: daily shelter beds available alo ng wit h short -t erm, long-term 
and respite housing for those who qualify 
Online Active and Fit program: provides eligible members with a robust resource library of over 
1,000 health-oriented courses, classes, articles, videos, and tip sheets based on up-to-date cl inica l 
information. For members ages 17 and up. 

WW~ (formerly Weight Watchers~): members can receive one WW voucher good for the initiation 
fee and 13 weeks of classes. For members ages 17 and up. 
Electric breast pump: for pregnant members six months prior t o delivery and new morns up to six 
months post-delivery who plan to breastfeed. This benefit also covers babies up to 6 months 
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Costco Gold Star Membership 
Eligible members receive a Costco Gold Star membership. One membership per household per year. 

Dental Hygiene Kit 
Eligible members receive a preventive dental hygiene kit that includes items such as toothpaste and 
a toothbrush. 

Enhanced Vision - Nevada 
Enhanced eye glasses benefit - $100 yearly benefit towards non-standard frames versus standard 
frames. 

Flu and Pandemic Prevention Kit - Nevada 
Eligible members receive a flu and pandemic prevention kit that includes a 10 count pack of masks, 
sanitizer, and individually packed sani-wipes. 

Feminine Core Products 
Eligible members aged 10-18 and any female experiencing homelessness may receive a $75 gift 
card to purchase feminine hygiene products such as: 

period underwear 
sanitary napkins 
tampons 
hygiene wash 
discrete carrying bags 
panty liners 
pain relievers 

Daycare 
Eligible members ages 5-11 receive a $100 gift cord to use toward childcare services with local 
YMCAs, Boys and Girls Clubs, and licensed childcare providers. 

Swim Lessons 
Eligible members aged 18 and younger rece ive a $120 gift card to help cover t he costs for swimming 
lessons. 

GED/HiSET Assistance 
Eligible members aged 17 and older receive a gift card to help cover the cost of t he GED tests or 
HiSET exams. 

Non-Pharmacologic Pain Management 
Eligible members who have who have a chronic pain diagnosis may receive a $100 gift card to 
purchase therapeutic devices for pain management. 
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Meal Delivery for Gestational Diabetes 
Eligible members may receive home-delivered, medically tailored meals for pregnant members with 
gestational diabetes. 

Meal Delivery for Pregnant and Postpartum 
Eligible pregnant members on ordered bed rest from a physician or postpartum members, or 
members with children up to 12 months may receive home-delivered, medically tailored meals. 

Meditation App Subscription 
Eligible members aged 26 and younger may receive a yearly subscription to a meditation app. 

Emotional Well-Being Resources 
Eligible members aged 13 and older may receive unlimited access to the on line community which 
promotes behavioral health and wellness through instruction, coaching, goal setting and monitoring. 

Light Box for Seasonal Affective Disorder (SAD) 
Eligible members diagnosed with Seasonal Affective Disorder (SAD) or depression may receive a 
therapy light box. 

Baby Essentials 
Eligible members who are pregnant, newly postpartum, or babies up to 12 months - will receive a 
$200 gift card to use toward the purchase of essential baby products such as: 

bottles and nursing supplies 
formula and baby food 
diapers, wipes, and creams 
bathtubs 
car seat 
strollers 
portable crib 

Books for Babies 
Eligible pregnant or postpartum members, or children up to 24 months may receive a $35 gift card to 
purchase books. One card per pregnancy per household. 

Healthy Grocery Card 
Eligible members diagnosed with obesity, diabetes, or prediabetes may receive a $100 Healthy 
Grocery card to purchase fresh produce in stores or online. 

Grooming Support Kit 
Eligible members who are in foster care may receive a Grooming Pass to a hair sa lon or barber shop. 
Eligible members also receive a voucher to use toward styling education, supplies, and hair 
grooming products. 
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Transportation Essentials 
Eligible members who are postpartum up to 12 months; and children aged 5 and younger can select 
one of the following transportation options: 

bus pass 
$50 gas card 
$50 Uber card 

Industry Certification Assistance 
Eligible members aged 18 and older, seeking employment or pursuing ed ucation may receive a $100 
gift card to help cover the costs of industry certifications. 

Internet Essentials Package 
Members will receive up to a S300 allowance to help cover the cost of internet services. 
To help ensure members have access to the internet for educational pursuits or employment 
opportunities, eligible members can receive up to $300 towards the cost of internet services. Funds 
can be used to purchase modems, routers, and any additional equipment that is essential to obtain 
(or strengthen) an internet connection, as well as to help cover monthly service charges. For members 
without current internet access, the funds can be used for installation and set-up f ees as well. 
Members must hove been previously incarcerated within the 12 months. Eligible for members in re-
entry program and ore seeking employment or furthering education. One per lifetime 

Free Laptop Program 
Eligible for members transitioning from incarceration and pursuing education/employment 
Members will be able to receive a free laptop to help with employment and educational pursuits. 
Members must hove been previously incarcerated within the post 12 months. One per lifetime 

Life Transition Kit 
Eligible members may receive a life transition kit that includes: 

soap 
shampoo 
toothpaste 
a travel toothbrush 
mouthwash 
dental floss 
a $15 Subway gift cord 
an emergency blanket 
first aid supplies like bondages and ointment 

College Application Fee Support 
Eligible members aged 17 and older receive $50 gift cord to use toward college application fees. 

Total Member View 
Total Member View (TMV) is an interactive dashboard that gives you a robust picture of a member's 
health and treatment history and helps you facilitate care coordination. TMV is available through our 
secure self -service website, which gives you instant access to detailed informa tion about your 
Anthem patients. By selecting each tab in the dashboard, you con drill down to specific items in o 
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member's medical record. Information is available regarding a member's demographics, care 
summaries, claims details, authorization details, and p harmacy and care management-related 
activities. 

TMV is a multifaceted perspective on member utilization and pharmacy patterns. With this level of 
detail at your fingertips, you will avoid duplicating services, identify care gaps and trends and 
coordinate care more effectively. In addition, accessing this data electronically will reduce the 
number of communications needed between PCPs and case managers, as well as significantly 
increase patient confidentiality. 

To access TMV: 
1. Log in to Avoility at Availity.com. 
2. Select Nevada from the state drop down box. 
3. Select Payer Spaces. 
4. Select the Anthem Blue Cross and Blue Shield Healthcare Solutions tile. 
5. Select the Applications tab. 
6. Select TMV. 
7. Enter the required fields including the Anthem member ID. 

Note: Your organization administrator must assign you the TMV role before you are able to access 
the tool. 

6.3 Healthy Rewards Programs for Members 
The Healthy Rewards Program is a corporate-supported, standardized Member Incentive Program 
(Ml P) that enables the health pion to reword members for completing specific healthy activities for 
non-cash rewards that may assist in the prevention, wellness, or management of chronic conditions. 
The program is highly versatile and intended to boost clinical performance metrics and health 
outcomes. A few of the incentives are as follows: 

Incentive for child and adolescent well-care visits 
Incentive for weight assessment for children/adolescents (BMI percentile documentation) 
Incentive for vaccinations: Influenza, Tdap, HPV, CIS Combo 10 
Incentive for adult preventative visit 
Incentive for breast cancer screening 
Incentive for diabetes screening: HbA1c <8.0% 
Incentive for cervical cancer screening 
Incentive for diabetic retinal eye screening 
Incentive for asthma medication fills 
Incentive for prenatal and postpartum care visit 
Incentive for w ell child vi sits (first 15 and 30 months of life) 
Incentive for completing q uizzes a bout vaccinations, d iabetes, and d ia betes nutrition 
Incentive for members on antipsychotics for HbA1c screen 
Incentive for members with diabetes for adeq uate blood pressure control (<140/90 mm Hg) 
Incentive for members with hypertension for adequate blood pressure control (<140/ 90 mm Hg) 
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6.4 New Baby, New LifeSM Program 
New Baby, New Life5 M is a proact ive core management program for all expectant members and their 
newborns. We use several resources to identify pregnancies as early as possible. Sources of 
identification include, state enrollment files, claims data, and hospital census reports, as well as 
provider and member self-referrals. Once pregnant members are identified, we act quickly to assess 
obstetrical risk and ensure appropriate levels of core and case management services to mitigat e 
risk. 

Experienced core managers work with members and providers to establish a care plan for our 
highest risk pregnant members. Care managers may also collaborate with community partners to 
facilitate connecting members to local and notional agencies who con assist with services and 
support. 

When it comes to pregnancy, we are committed to healthy outcomes for our members and their 
babies. That is why we encourage all our pregnant and postportum members to t ake port in our 
New Baby, New Life program, a comprehensive program which offers: 

Individualized, one-on-one case management support for pregnant members at the highest risk 
Core coordination for those who may need a little extra support 
Digital perinatal educational tools 
Information on community resources 
Incentives to keep up with prenatal and postportum checkups and well-child visits after the baby 
is born 

As part of the New Baby, New Life program, perinatal members have access to a digital perinatal 
offering. This digital offering is available by smortphone opp and provides pregnant and postpartum 
members with timely, proactive, and culturally appropriate education. Once members are identified 
as being pregnant, they will receive an invitation to access this program by downloading the opp. 
After the opp is installed and the member registers, they are asked to complete a pregnancy 
screener. The answers provided in the screener allows Anthem to assess their pregnancy risk. 

After risk assessment is complete, the opp delivers gestational-age-appropriate education directly to 
the member. This digital offering does not replace the high-touch, individual case management 
approach for our highest risk pregnant members; how ever, it does serve as a supplementary too l to 
extend our health education outreach. The goal of the expanded outreach is to ensure maternity 
education is available to all perinatal members and help Anthem to identify members who 
experience a change in risk acuity throughout the perinatal period. 

We require notificat ion of pregnancy at the first prena tal visit and not ification of delivery following 
birth. You may choose to complete the notification o f pregnancy a nd delivery in Availity Essentials or 
fox the forms to Anthem at 800-964-3627. 

We encourage healthcare providers t o share information about the New Baby, New Life program 
and t he digital perinatal opp offered a t Ant hem wit h members. Members may access information 
about the products that are available by visiting the Anthem member website. 
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For more information about the New Baby, New Life program or the digital opp, reach out to your 08 
Practice Consultant or Provider Services at 844-396-2330, or refer to our website at 
providers.anthem.com/nevada-provider/patient-care/maternal-child-services. 

6.5 Neonatal Intensive Care Unit (NICU) Care Management 
If a baby is born premature or with a serious health condition, they may be admitted to the NICU. We 
believe the more parents know, the better they will be able to core for their infant. To support them, 
we hove a NICU <Cose/Core> Management program. 

We extend our support by helping parents to prepare themselves and their homes for when baby is 
released from the hospital. After baby is home, our <case/core> managers continue to provide 
education and assistance in improving baby's health, preventing unnecessary hospital readmissions, 
and guiding parents to community resources if needed. 

The NICU con be a stressful place, bringing unique challenges and concerns that parents may hove 
never imagined. The anxiety and stress related to having a baby in the NICU can potent ially lead to 
symptoms of post-traumatic stress disorder (PTSD) in parents and caregivers. To reduce the impact 
of PTSD among our members, we assist by: 

Helping parents engage with hospital-based support programs 
Facilitating parent screenings for potential PTSD 
Connecting parents with behavioral health program resources and community support as 
needed 
Actively asking for their feedback on the provided resources and how an increased 
awareness of PTSD has helped 

For more information about our NICU Core Management program, reach out to Provider Services at 
844-396-2330, or refer to our website at providers.onthem.com/nv. 

6.6 Early and Periodic Screening, Diagnosis and Treatment/Well-Child 
Visits/Healthy Kids 
Early and Periodic Screening, Diagnosis and Treatment (EPSDD are preventive and diagnostic 
services available to Medicaid members under age 21. In Nevada, the EPSDT program is known as 
Healthy Kids. The program is designed to identify medical conditions and to provide medically 
necessary treatment to correct such conditions. Healthy Kids offers the opportunity for optimum 
health status for children through regular, preventive health services and the early detection and 
treatment of disease. EPSDT services include but are not limited to the following: 

Screening services, which include a comprehensive health and developmental history (including 
assessment of both physical and mental health development) 
A comprehensive, unclothed physical exam 
Age-appropriate immunizations (according to current American Committee on Immuniza t ion 
Pract ices [ACIP] schedule) 
La boratory tests (including blood lead level a ssessment appropriate to age and risk as directed 
by current federal requirements) 
Health education/anticipatory guidance 
Vision screen 
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Dental screen 
Hearing screen 
Age-appropriate TB screening per CMS requirements 
Other necessary healthcare, diagnostic services, treatment, and other measures described in 
Section 1905(0) of the Social Security Act to correct or ameliorate defects and physical and 
mental illnesses and conditions discovered by the screening services, whether or not such services 
are covered under the state Medicaid plan 

Healthcare Effectiveness Data and Information Set (HEDIS) quality measurements require that all 
well-child/adolescent visits for Medicaid and Check Up measures must also include: 

BMI percentile documentation. 
Counseling for nutrition. 
Counseling for physical activity. 

The state Medicaid plan requires that EPSDT screenings are billed using appropriate codes, 99381-
99385 or 99391-99395, with modifier EP or TS: 

Use modifier EP for service that is part of the Medicaid EPSDT program. 
Use modifier TS if referral or follow-up is indicated. Also, complete field 21 on the CMS-1500 claim 
form with the ICD-10 code for the condition requiring follow up. 

Anthem allows reimbursement for preventive medicine (that is, well-child) and limited sick visits on 
the same day unless provider, state, federal or CMS contracts or requirements indicate otherwise. 
Reimbursement is based on the fee schedule or contracted/negotiated rate for the preventive 
medicine and the allowed sick visit under the following conditions: 

Modifier 25 must be billed with the applicable evaluation and management (E&M) code for the 
allowed sick visit. If modifier 25 is not billed appropriately, the sick visit will be denied. 
Appropriate diagnosis codes must be billed for respective visits. 

Note: Nevada Check Up members are not eligible for EPSDT, but they are eligible for well-child care 
services. 

Well-child care services are available for Nevada Check Up members ages Oto 18. These services 
include regular or preventive diagnostic and treatment services necessary to ensure the health of 
babies, children and adolescents as defined by the state. 

Well-child care services should be performed for newborns in the hospital and then as follows: 

Age Range 
Under 1 1to2 3to 5 6to 9 10 to 14 15 to 18 19 to 20 

3-5 days old 12 months 3 years 10 years 15 years 19 years 
1 month 15 months 4 years 11 years 16 years 20 years 

2 months 18 months 5 years 12 years 17 years 
4 months 24 months 13 years 18 years 
6 months 30 months 14 years 
9 months 
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8 years 
9 years 



 

6.7 Immunizations 
You must enroll in the Vaccines for Children (VFC) program administered by the Nevada State 
Division of Public and Behavioral Health (DPBH). If you are licensed by the state to prescribe vaccines, 
contact the Nevada State DPBH to enroll. The Nevada State Immunization Program will review and 
approve your enrollment request. As a VFC-enrolled provider, you must cooperate with the Nevada 
State DPBH for purposes of performing orientation and monitoring activities regarding VFC program 
requirements. 

Upon successful enrollment in the VFC program, you may request state-supplied vaccines to be 
administered to members through 18 years of age in accordance with the most current Advisory 
Committee on Immunization Practices (ACIP) schedule and/or recommendation and following VFC 
program requirements. 

Participate in the Nevada State Health Division's Immunization Registry by reporting to the state all 
immunizations of children up to 2 years of age. We will assist you if you do not have the capability to 
meet these requirements upon request. 

Coverage excludes any immunizations, biological products, and other products available free of 
charge from the State Health Division. 

Vaccine administrations are separately reimbursable expenses from well-child exams or office visits. 
When the vaccine administration is the only service performed, Anthem does not allow 
reimbursement for a minimal office visit (that is, on office or other outpatient visit for the evaluation 
and management of on established patient that may not require the presence of a physician where 
the presenting problem[s] are usually minimal and typically five minutes are spent performing or 
supervising these services). 

Members con self-refer to a qualified provider (in- or out-of-network) 

We will reimburse local health departments (LHDs) for the administration of vaccines regardless of 
whether or not the LHD is under contract with us. 

Note: We cover the administration fee only for members less than 21 years of age. 

6.8 Well-Child Visits Reminder Program 
A list of our members who, based on our claims data, may not have received well-child services 
according to the above schedule is sent to t heir PCPs/PCSs each quarter. Additionally, we moil 
information to these members encouraging them to contact the offices of t heir PCPs/PCSs to set up 
appointments for needed services. 

Please note: 
The specific service(s) needed for each member is listed in the report. Reports are based o nly on 
services received during the time the member is enrolled with us. 
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Services must be rendered on or after the due date in accordance with federal EPSDT and state 
Department of Health guidelines. In accordance with these guidelines, services received prior to 
the specified schedule date do not fulfil[ EPSDT requirements. 
This list is generated based on our claims data received prior to the date printed on the list. In 
some instances, the appropriate services may have been provided after the report run date. 
To ensure accuracy in tracking preventive services, please submit a completed claim form for 
those dotes of service to our Claims deportment at: 

Anthem Blue Cross and Blue Shield Healthcare Solutions 
P.O. Box 61010 
Virginia Beach, VA 23466-1010 

6.9 Blood Lead Screening 
You are required to furnish o screening program consisting of o screening and a blood test for the 
presence of lead toxicity in children. During well-child visits for children between the ages of 6 
months and 6 years old, the PCP/PCS will screen each child for lead poisoning. Blood tests should be 
performed at 12 months and 24 months of age to determine lead exposure and toxicity. In addition, 
children over the age of 24 months up to 72 months should receive blood screening lead tests if there 
is no post record of a lead screening. 

We contract with MEDTOX Laboratories to provide our PCPs with a filter paper lead screening 
method. The MEDTOX method of blood lead testing is a fast, noninvasive, and easy way to conduct 
lead testing. Supplies are provided at no charge to your office; once the sample cards are mailed 
bock to MEDTOX, you con expect results delivered within 24 to 48 hours of receipt. 

The Nevada Division of Heath Care Financing and Policy (DHCFP) has approved the MEDTOX test as 
an acceptable technique for lead screening. Bill with CPT code 36416 along with the applicable office 
visit code when submitting a claim for the procedure. 

6.10 Pharmacy Services 
Our pharmacy benefit provides coverage for medically necessary medications from licensed 
prescribers enrolled in Nevada Medicaid Program for the purpose of saving lives in emergency 
situations or during short-term illness, sustaining life in chronic or long-term illness, or limiting the 
need for hospitalization. Members hove access to most national pharmacy chains and many 
independent retail pharmacies enrolled in Nevada Medicaid Program including CVS, Smith's (Kroger), 
and Wal-Mort. Wolgreens is not port of the pharmacy network. 

We contract with CarelonRx, Inc. to process prescription drug claims using a computerized 
point-of-sole (POS) system. This system gives participating pharmacies online real-time access to 
beneficiary eligibility, drug coverage (to include prior authorization requirements), prescription 
limitations, pricing/payment information and prospective drug utilization review. Pharmacy 
providers in the Anthem pharmacy network (CVS, Smith's (Kroger) and Wal-Mart) should submit 
pharmacy benefit claims to CarelonRx for our members. Pharmacies may dispense up to a 30-day 
supply of medication. If desirable, members may receive a 60-day supply of maintenance medication 
through our mail order pharmacy. Pharmacies may dispense up to a 12-month supply for FDA 
approved contraceptives. 
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If a member is transitioning to us from FFS or another managed care organization (MCO), we offer a 
transition benefit for continuity of care. The member will receive a transition benefit for a one-time fill 
during the first 30 days for any covered drug. Members may receive 2 fills during first 60 days for any 
maintenance drug and 3 fills during first 90 days for any behavioral health drug. After the member 
has used the transition benefit, providers will need to submit a prior authorization request for 
possible approval of the member continuing on this drug. 

Members do not have a prescription copay. 

Covered Drugs 
Our pharmacy program uses a Preferred Drug List (POL). This is a list of the preferred drugs within 
the most commonly prescribed therapeutic categories. The POL is comprised of drug products 
reviewed and approved by our Pharmacy and Therapeutics (P&T) Committee. The P&T Committee is 
comprised of actively practicing network physicians, pharmacists and other healthcare professionals 
who evaluate safety, efficacy, adverse effects, outcomes and total pharmacoeconomic value for each 
drug product reviewed. The POL also includes several over-the-counter (OTC) products that are 
recommended as first-line treatment where medically appropriate. To prescribe medications that do 
not appear on the POL, please contact Pharmacy Services at 844-396-2330. Please refer to our POL or 
complete formulary on our website. 

Pharmacy coverage includes: 
Prescription drugs approved by the United States Food and Drug Administration (FDA) 
Over-The-Counter (OTC) items approved by the FDA and covered by the Fee-For-Service (FFS) 
Program 

Note: OTC items still require a prescription in order to be covered under the Medicaid plan 
and for the pharmacy to be able to dispense the medication. 

Self-injectable drugs (including insulin) 
Note: Claims for physician-administered injectable medications should be submitted to t he 
medical benefit with a CMS 1500 form and include a procedure code and an NDC. 

Contraceptives (Contraceptive devices are covered under the medical benefit and should be 
billed to Anthem). 
Smoking cessation drugs 
Various supplies (diabetic testing supplies, spacers) 

Note: Claims for Durable Medical Equipment (DME) supplies (such as, nebulizers, insulin 
pumps, enteral nutrition) submitted to the medical benefit with a CMS 1500 form and include 
a procedure code and an NDC 

Vaccines: limited to adults only for flu, shingles, and pneumococcal. 
Free pregnancy test kits from in-network CVS and Walmart (select CVS brand or Walmart Equate 
brand only); limit of three kits per year for female patients 

Services not covered by the pharmacy benefit include: 
Drugs not approved by the FDA 
Drugs from manufacturers that do not participate in a rebate agreement with the Centers for 
Medica re and Medicaid Services (CMS) 
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Drugs not on the FFS OTC Drug Formulory 
Drugs to help members get pregnant 
Drugs used for cosmetic reasons 
Drugs for hair growth 
Drugs used to treat erectile problems 
Drugs used for weight loss 
Experimental or investigot ionol drugs 

Mandatory Generic Drug Policy 
Generic substitution for brand-name equivalent drugs is required. Generic drugs must be provided 
when available. When a generic drug is available, brand-name products will only be approved 
through written prior authorization, with the exception of certain Narrow Therapeutic Index (NTI) 
medications. To prescribe a brand name drug when a generic equivalent is available, the prescriber 
will need to certify the need by: 

Documenting in the member's medical record the need for the brand-name product in place of 
the generic form 
Submitting written prior authorization 
Certification must be in the prescriber's own handwriting 
Certification must be written directly on the prescription blank with a phrase indicating the need 
for a specific brand is required (An example would be "Brand Medically necessary."). 

Prior Authorization Drugs 
We strongly encourage you to write prescriptions for products as listed on our complete formulary or 
our POL. Medications not listed in the formulary or POL ore considered to be nonformulary a nd ore 
subject to prior authorization. Some medications listed on our formulary or POL may hove additional 
requirements or limitations of coverage. These requirements and limits may include prior 
authorization, quantity limits, age limits or step therapy. Addit ionally, if a medication is available as a 
g eneric formulation, this will be Anthem's preferred agent unless otherwise noted . If a brand-name 
medication is requested when a generic exists, a prior authorization req uest will need to be 
submitted. If you hove any questions about coverage of a certain medication, please contact the 
Anthem Pharmacy Department at 844-396-2330 (Monday to Friday, 5 a.m. to 6 p .m. Pacific Time; 
Saturday from 7 a.m. to 11 a.m. Pacific Time). 

To request prior authorization (PA), the provider must contact the Anthem Pharmacy Department at 
844-396-2330. Providers may also submit PA via fax or electronically. Prior Authorization fax forms 
may be found on the Anthem website at providers.anthem.com/nevada-provider/ member-eligibility-
and-pharmacy/ pharmacy-information. Providers should be prepared to provid e relevant clinical 
information regarding the member's need for a non-preferred prod uct or a medication requiring 
prior authorization. Decisions are based on medical necessity and are determined according t o 
certain established medical criteria . Per NV SB167 (2023), ant ipsychotic step therapy may be 
bypassed by applicable practitioners. Please complete attestation directly on the Prior Authorization 
form. 

For drugs requiring PA, pharmacies may dispense a 72-hour emergency supply for a Medicaid 
covered drug to allow time for the PA review. Decisions on pharmacy PAs are made within 24 hours. 
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6.11 Specialty Drug Program 
We contract with CarelonRx and other network pharmacies for high-cost, specialty/self-injectable 
drugs available under our pharmacy benefit that treat a number of chronic or rare conditions. (Note: 
CarelonRx should not be used for physician-administered injectable medications. Claims for 
physician-administered injectable medications covered should be submitted to t he medical benefit 
with a CMS 1500 form and include a procedure code and an NDC.) 

Please call CorelonRx at 833-262-1726 to request a specific medication. 

A full listing of the medications supplied by Care Ion Rx can be found on our websit e at 
providers.anthem.com/nv and is current at the time of printing. Because new specialty drugs 
continually become available, you should check with us before providing any specialty/ injectable 
drugs. 

Certain specialty drugs/medical injectables require PA/precertification. To determine whether the 
medication you are prescribing requires PA/precertification, please refer to the Searchable 
Formulary or the Precertification Lookup Tool at providers.anthem.com/ nv. If it is determined the 
medication you ore seeking to prescribe requires PA/precert ification, contact the Pharmacy 
Deportment at 844-396-2330. 

When prescribing a specialty drug, please fax your request to CarelonRx at 833-263-2871 or call 
CarelonRx at 833-262-1726, and they will coordinate shipment to your office or to the member's home. 
You should not provide these drugs from your office stock without first obtaining precertification from 
us. 

6.12 Behavioral Health Services 
Members may self-refer, or you may direct members, to our network of behavioral healthcare 
providers for behavioral health services. We are responsible for the provision of mental health, 
alcohol use disorder and other drug use disorder assessments and treatment services as follows: 

Inpatient mental health and substance use disorder services 
Outpatient mental health and substance use disorder services 
Mental health rehabilitative treatment services 
Case management 
Residential treatment center (RTC) for adolescents 
Residential SUD treatment for members aged 22-64 in an IMD setting 

Medicaid/Nevada Check Up 
We are responsible for reimbursement of oil RTC charges including admission, bed day rate, and 
ancillary services. 

Services for members diagnosed with Serious Emotional Disturbance and Serious Mental Illness 
Our network providers must ensure members who are referred for evaluat ion for serious emotional 
disturbance (SED) or serious mental illness (SMI) populations, or who have been determined SED or 
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SMI, are receiving covered medically necessary medical, outpatient or rehabilitative mental health 
services using an integrated wraparound model. 

This model ensures the provision of biopsychosocial services based on an individual's needs and 
strengths, is family-driven, client-centered, and culturally competent. Services are provided according 
to a written individualized treatment plan, which contains measurable goals and objectives and 
includes access to an array of medically necessary outpatient mental health and rehabilitative 
mental health services across the continuum of care. Our network providers must ensure services are 
community based, provided in the least restrictive and most normative setting possible, and include 
effective care coordination. 

Our network providers must ensure the parent or guardian of a minor member who is referred for 
SEO assessment or on adult who is referred for SMI assessment is fully informed of the reason the 
assessment is necessary. You must obtain authorization from the minor member's parent or guardian 
or from the enrolled adult or their personal representative to conduct the assessment and to release 
the determination to us, the OHCFP and/or its designee. (Note: Policy regarding who the OHCFP 
recognizes as a personal representative is set forth in Chapter 3 of the DHCFP HIPAA Privacy 
Manual) 

Anthem and our designated subcontractors/network providers are the only entities with the 
authority to make the SEO or SMI determination for our enrolled member. No other entity can make a 
determination on behalf of a Medicaid member enrolled with Anthem. If a non-designated entity 
makes a determination, Anthem will reject the determination and ask that the enrolled member be 
referred to Anthem for a determination and services. SED and SMI determinations made by 
authorized entities referenced in Chapters 400 and 2500 of the Nevada Medicaid Services Manual 
under Fee-For-Service (FFS) Medicaid will be considered valid for member who transition from FFS 
Medicaid to managed care. Likewise, determinations made by Anthem or our designated 
subcontractors/network providers will be considered valid for member who transition from managed 
care to FFS Medicaid. We will participate and have oversight of the transition of member from 
managed care to FFS Medicaid and have final review and determination. SED and SMI 
determinations made by appropriately licensed mental health practitioners within the 12-month 
period preceding initial Medicaid eligibility will be considered valid for either FFS Medicaid or 
managed care member and reviewed by Anthem for final determination. 

Pursuant to the State of Nevada Title XIX State Plan, Medicaid member have t he option of 
disenrolling from managed care on the 46th day, if determined to be SED or SMI, except in the case 
of admission to an RTC when disenrollment on the admission is mandatory. Pursuant to the Nevada 
Title XXI State Plan, in urban areas only, Nevada Check Up member must remain enrolled with the 
MCO responsible for ongoing patient care. When one of our members is determined to be SED or SMI 
and wishes to disenroll from managed care, the Anthem provider who made the determinat ion 
should complete t he Request for Managed Care Disenro/lment Based on SEDISMI Determination 
form. 

Member who receives either an SED or SMI determinat ion must be redetermined at least annually. 
For members who have voluntarily elected to remain enrolled in managed care, the process for these 
redeterminotions is the some as for the init ial SEO or SMI determination as stated above. 
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Forms to obtain member consent for an SED/SMI evaluation, to document and notify DHCFP of an 
SED/SMI determination, and to enable the SED or SMI member to disenroll from Medicaid managed 
care are located on the DHCFP website. 

Within five business days, you are required to submit these forms to DHCFP per the instructions on 
the forms. 

6.13 Medically Necessary Services 
To be considered a medical necessity (medically necessary), items and services must have been 
established as safe and effective as determined by Nevada Medicaid service manuals and Nevada 
Check Up. The Nevada Medicaid Services Manual and Nevada Check Up determine that medically 
necessary items and services are: 

Consistent to diagnose, treat or prevent illness, injury, or disease 
To reduce or ameliorate effects of an illness, injury, or disability 
Required to regain or improve the ability to perform the activities and tasks of daily living 
Consistent with generally accepted professional medical standards. 
Not mainly for the convenience of the member, the provider, the member's family, or caregivers. 
Furnished at the most appropriate level that can be provided safely and effectively to the 
member; Medicaid will only cover items and services that are appropriate and necessary for the 
diagnosis or treatment of an illness or an injury or to improve the functioning of a malformed 
body part. 

- Not for cosmetic purposes 

Anthem will only cover items and services that are reasonable and necessary for the diagnosis or 
treatment of an illness or injury or that improve the functioning of a malformed body part. Anthem 
does not cover procedures or medications that are experimental such as new treatments that are 
being tested or ones that have not been shown to work. 
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MEMBER RIGHTS AND RESPONSIBILITIES 
Members hove rights and responsibilities when participating with on MCO. Our Member Services 
representatives serve as advocates for our members. Members can find a list of t hese rights in the 
member handbook and on the member website at .anthem.com/nvmedicaid. They can request a 
hard copy by calling Member Services at 844-396-2329 (TTY 711). Below are our members' rights and 
responsibilities: 

7.1 Member Rights 
An Anthem member has the right to: 

Be treated with respect, dignity and have their right to privacy respected. This includes: 
Knowing their medical records and discussions with their PCPs will be kept private and 
confidential. 

Being treated fairly. 

Receive non-discriminatory access to health care and services regardless of gender, race, age, 
religion, national origin, physical or mental disability or type of illness or condition. 
Receive information about Anthem, its services, practitioners and providers, and member rig hts 
and responsibilities. 
Right to a candid discussion of appropria te or medically necessary t reat ment options for t heir 
conditions, regardless of costs or benefit coverage. 
A right to make recommendations regarding the organization's member rights and 
responsibilities policy. 
Right to voice complaints or appeals about the organization or the care it provides. 
Choose a practitioner who is part of the Anthem network and refuse care from specific PCPs and 
providers. This includes: 

Knowing how to choose and change their health pla n and PCP. 

Choosing any health plan, they want that is available in their area a nd choosing their PCP 
from that plan. 

Changing their PCP. 

Selecting a specialist to serve as their PCP if they have a chronic condition. 

Changing their health plan without penalty. 

Participate with practitioners in the decision-making process for their healthcare .. This 
includes: 

Working as part of a team with their practitioner to decide what healthcare is best for them. 

Taking part in on honest discussion on the proper or medically needed treatment options for 
their condition, without concern about the cost or benefit coverage. 

Deciding on core recommended by their PCP and their other providers. 

Being t old a nd underst a nding the results of t he decision. 

Refusing treatment. 

Express and expect reso lution of grievances and appeals about: 
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Anthem. 

Our network PCPs and providers. 

The care we provide. 

Create an advanced directive to tell their doctor the kind of care they want if t hey are not able to 
communicate their decisions. 
Have access to their medical records in agreement with all federal and state laws and be able to 
request the records be changed or corrected in agreement wit h federal and state laws. 
Request oral interpretation, written translation, or sign language assistance. 
Make suggestions about the Anthem member rights and responsibilities policy. 
Be free from any form of restraint or seclusion used as a means of coercion, discipline, 
convenience, or retaliation. 
Receive information on available treatment options and alternatives that is presented in a way 
that they are able to understand. 
Be free to exercise rights without Anthem or the provider treating the member adversely 

7.2 Member Responsibilities 
An Anthem member has the responsibility to: 

Provide information, to best of their abilities, to help Anthem and our providers give them the best 
care, including: 

Telling their practit ioners about their health. 

Talking to their practitioners about their healthcare needs and asking questions about the 
different ways healthcare problems can be treated. 

Helping their practitioners get their medical records. 

Providing their pract it ioners with the right information. 

A responsibility to follow plans and instructions for core that they hove agreed to with t heir 
practitioners. 
A responsibility to supply information (to the extent possible) that t he organization and its 
practitioners and providers need in order to provide care: 
Understand their health problems and participate with t heir PCPs and providers in developing 
mutually agreed upon t reatment goa ls, t o t he degree possible: 

Working as a team with their practitioners to decide what healthcare is best for t hem. 

Understanding how what they do can affect their health. 

Doing the best they can to stay healthy. 

Treating PCPs and staff with respect. 

Report allegations of fraud, w aste, abuse, or improper payment 
Notify Anthem if they have other health insurance. 
Carry their ID card at all times. 
Update demographic information with the Division of Welfare and Social Services. 
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7.3 Member Grievance 
We hove a grievance resolution process in place for our members. All members or persons acting on 
behalf of members have a right to voice dissatisfaction of any aspect of ours or a provider's 
operations. You can file a grievance on behalf of a member only after the member has granted you 
written permission to act as their personal representative. You must adhere to the some regulated 
time frames as we give the members. 

Members ore provided with the following information: 
If you hove a problem with our services or network providers, we would like you to tell us about it. 
Please coll Member Services. We will try to solve your problem on the phone. 

If we cannot take core of the problem when you call us, you can file a grievance. You can: 
File a grievance on the phone. 
Write a letter to us and include information, such as: 

The date the problem happened. 

The names of people involved. 

Details about the problem. 

Ask Member Services for help with writing a letter; include information such as the date the 
problem happened, details about the problem and the people involved. 
Send your letter to: 

Anthem Blue Cross and Blue Shield Healthcare Solutions 
P.O. Box 62429 

Virginia Beach, VA 23466 

When we get your grievance by coll or letter, we will: 
1. Send you a letter within five calendar days to let you know we received your grievance. 
2. Look into your grievance in a timely manner. 
3. Send you a letter within 45 calendar days of when you first told us about your grievance; the 

letter will advise you of our decision. If urgent, we will send you a letter and will try to coll you to 
give notice of your grievance. 

7.4 Authorization and Notice Timeliness Requirements 
We will provide standard authorization decisions as expeditiously as the member's health requires 
and within the State's established timelines that will not exceed 14 calendar days following receipt of 
the prior authorization request for service, with a possible ext ension of up to 14 additional calendar 
days if you or the member request the extension or Anthem justifies to the DHCFP a need for 
additional information and how the extension is in the member's interests. 

For cases in which a provider indicates or we determine that following the standard time frame 
could seriously jeopardize the member's life or health or ability to attain, maint ain or regain 
maximum function, we will make an expedited authorization decision and provide a notice of action 
as expeditiously as the member's health condition warrants and no later than 72 hours after receipt 
of the request for service. 
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We may extend the 72-hour time period by up to 14 calendar days if the member requests an 
extension or if we justify to the DHCFP a need for additional information and how the extension is in 
the member's interests. 

7.5 Notice of Action: Adverse Benefit Determination 
We will provide a written notice of action to the member and provider when we make an Adverse 
Benefit Determination affecting the member. 

To ensure ease of understanding by non-English speaking or visually impaired members or members 
with limited reading proficiency, the written notice to the member must meet the language and 
format requirements of 42 CFR 438.101 and (d). 

A written notice of action to the member contains the following: 
The action we or our subcontractor has taken or intends to take 
The reasons for the action 
You or the member's right to file an appeal 
The member's right to request a state fair hearing after the member has exhausted our internal 
appeal procedures 
The procedures for exercising the member's rights to appeal 
The circumstances under which expedited resolut ion is available and how to request it 
The member's rights to have benefits continue pending the resolution of the appeal, how to 
request that benefits be continued and the circumstances under which the member may be 
required to pay the costs of these services 
The member's right to represent himself or use legal counsel, a relative, a friend or other 
spokesperson 
The specific regulations that support the action or the change in federal or state law that 
requires the action 

We must give notice at least 10 days before the dote of act ion when the action is a terminat ion, 
suspension, or reduction of previously authorized covered services. This time frame may be shortened 
to five days if probable member fraud has been verified. 

We must give notice by the date of the action for the following circumstances: 
The death of the member 
A signed written member statement request ing termination or giving informat ion requiring 
termination or reduction of services (where the member understands that this must be the result 
of supplying that information) 
The member's admission to an institution where they are ineligible for further services 
The member's address is unknown, and mail directed to them has no forwarding address 
The member has been accepted for Medicaid services by another local jurisdiction 
The member's physician prescribes the change in level of medical care 
An adverse determination made with regard to the preadmission screening requirements for 
nursing facility admissions 
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The safety or health of individuals in the facility would be endangered, the health of the resident 
improves sufficiently to allow a more immediate transfer or discharge, on immediate transfer or 
discharge is required by the resident's urgent medical needs, or the resident has not resided in 
the nursing facility for 30 days (applies only to adverse action for nursing facility transfers) 

It is necessary that we give o notice of action on the dote of action when the action is a denial of 
payment. 
We must give notice on the dote that the time frames expire when service authoriza t ion decisions 
ore not reached within the time frames for either standard or expedited service authorizations. 
Untimely service authorizations constitute a denial and are thus adverse actions. 

These notices must include: 
The member's right to file an appeal if they disagree with that decision. 
The member's right to receive written resolution notice. In addition, reasonable efforts will be 
made to provide oral resolution notice. 

7.6 Medical Necessity Appeals 
If you or the member do not agree with the adverse determination of medically necessary services 
made by Anthem, an appeal can be filed. Medical necessity appeals must be filed within 60 calendar 
days from the date on the Notice of Action. You may appeal on behalf of the member as long as you 
have received written permission from the member. 

The Provider Appeal Request Form is available on the provider website under Forms section. If you 
are submitting an appeal on behalf of a member, you must obtain written permission from the 
member and submit your appeal with the member's written consent. Without written permission 
from the member, your appeal could result in delay or dismissal of your appeal. 

Complete the appeal request form and send it to: 

Anthem Blue Cross and Blue Shield Healthcare Solutions 
Appeals Department 

P.O. Box 62429 
Virginia Beach, VA 23466-2429 

Fax: 888-235-9334 

We will process and resolve each medical necessity appeal and provide not ice as expeditiously as 
the member's health condition requires within the time frames specified as follows: 

Standard resolution of appeals: 30 calendar days from the date of receipt of the appeal. An oral 
appeal can be filed by contacting Provider Services at 844-396-2330. The date the oral appeal is 
filed with Member Services will be used in calculating the resolution time period. 
Expedited resolution of appeals: 72 hours from the date of receipt of the appeal. For cases in 
which a provider indicates tha t following the standard time frame could seriously jeopardize the 
member's life or health, or ability to attain, maintain or regain maximum function, we request that 
you contact Provider Services at 844-396-2330 for assistance in submitt ing your appeal. 
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If we deny a request for exped ited resolution of o n appeal, we will transfer the appeal to the 
standard resolution time of appeals. We make reasonable efforts to give the member oral notice 
of resolution of an expedited appeal and follow up within two calendar days with a written 
notice to let the member know how the decision was made and how they can file a grievance if 
they do not agree with the decision. We ensure that punitive action is not taken against a 
provider who supports on expedit ed appeal. 

We are required to inform the member of the limited time available to present evid ence and 
allegations of fact or low, in person or in writing, in the case of the expedited resolution. 

These time frames may be extended up to 14 calendar days if the member requests such an 
extension or w e demonstrate to the satisfaction of the DHCFP the need for add itional information 
and how the extension is in the member's interests. If DHCFP grants us a request for on extension, we 
must give the member written notice of the reason for the delay within two calendar days with the 
reason for the delay. A reasonable attempt to provide prompt oral notice will also be made, in 
addition to the written notice. If t he member is not happy with t he extra time, we need to complete 
the review, the member can file a grievance about the d elay. 

We will notify the member and provider of the disposit ion of appeals in writing. We will tell you our 
decision within 30 calendar days from when we received your appeal or within 72 hours if you asked 
for an expedited appeal. We will also try to call you to provide oral notice of the resolution of the 
appeal. The written notice must include the results of the resolution process and the date it was 
completed. For appeals that ore not wholly resolved in favor of the member, the notice must also 
state: 

The right of the member to request a state fair hearing from the DHCFP and how to do so. 
The right to request to receive benefits while the hearing is pending and how to make this 
request. 
The possibility the member may be held liable for the cost of those benefits if the state fair 
hearing officer upholds our action. 

7.7 Continuation of Benefits during Appeals or State Fair Hearings 
While our appeal process and the state fair hearing ore pending, w e must continue the member's 
benefits if all of the following conditions exist: 

The appeal is submitted to us on or before t he later of the following : within 10 days of our ma iling 
the Notice of Adverse Benefit Determination or the intended effective dote of our proposed 
Adverse Benefit Determination. 
The member files the request for an appeal within 60 calendar days following the dat e on t he 
Adverse Benefit Determinat ion notice. 
The appeal invo lves t he termination, suspension, or red uct io n of a previously a uthorized course of 
treatment. 
The services w ere ordered by an authorized provider. 
The original periods covered by the original authorization have not expired . 
The member requests an extension of benefit s. 
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If at the member's request we continue the member's benefits while the appeal is pending, the 
benefits must be continued until one of the following occurs: 

The member withdraws the appeal. 
10 calendar days pass after we mail the notice of action, providing the resolution of the appeal 
against the member, unless the member within the 10-calendar day time frame has requested a 
State Fair Fearing with continuation of benefits until a State Fair Hearing decision is reached. 
A State Fair Hearing Officer issues a hearing decision adverse to the member. 
The time period of service limits of a previously authorized service has been met. 

If the final resolution of the appeal is adverse to the member, we may recover t he cost of the services 
furnished to the member while the appeal was pending, to t he extent they were furnished solely 
because of the requirements of this section and in accordance with policy set forth in 42 CFR 
431.230(b). 

If Anthem or State Fair Hearing Officer reverses an action to deny, limit or delay services that were 
not furnished while the Appeal was pending, Anthem must authorize or provide the disputed services 
promptly and as expeditiously as the member's health condition requires but no later than seventy-
two (72) hours from the date Anthem receives notice reversing t he determination. If Anthem or State 
Fair Hearing Officer reverses a decision to deny authorization of services, and the Member received 
the disputed services while the Appeal was pending, Anthem must pay for those services. 

7.8 Member State Fair Hearing Process 
We will inform the member of their right to a State Fair Hearing and how to obtain such a hearing. In 
addition, we must explain representation rules to the member and provided by Anthem pursuant to 
42 CFR 431.200(b); 42 CFR 431.220(5); 42 CFR 438.414; and 42 CFR 438.10(9) (1). 

Members are informed of the following: 
You have the right to ask for a State Fair Hearing from the State after the Anthem appeal process 
hos been exhausted. Or, ifwe foil to review your appeal within 30 calendar days for a st andard 
request or within 72 hours for an expedited request as you are deemed to have exhausted Anthem's 
appeal process and may ask for a State Fair Hearing. You may ask for a State Fair Hearing within 90 
calendar days from the date of the appeal denial letter saying we denied coverag e of services. 

Nevada Medicaid and Check Up members con ask for a State Fair Hearing by completing and 
sending the Member State Fair Hearing form Anthem sent with the denial notice. Or members can 
send a letter asking for a State Fair Hearing along with the Anthem denial notice to: 

Nevada Division of Healt h Core Financing and Policy Hearings 
1100 E. William St., Suite 102 

Corson City, NV 89701 

If you have any questions about your rights to request a fair hearing, coll Anthem Member Services. 
Or if you hove questions regarding the fair hearing, you may coll the hearings supervisor at 
702-486-3000, ext. 43604, in the Las Vegas area or 775-684-3604 if you live in the Carson City area. Or 
call the toll-free number: 800-992-0900, ext. 43604. 
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If you ask for a State Fair Hearing, you will get a letter from the State telling you the date and time of 
a hearing preparation meeting. The heari ng preparation meeting will be held by phone, and you can 
explain why you disagree with the decision made by Anthem. If you proceed t o a State Fair Hearing, 
you must attend the fair hearing in person unless you get the hearing officer's consent to attend by 
phone. You do not have to pay any costs to take part in the hearing. 

Expedited State Fair Hearing: If a recipient sends in a State Fair Hearing request to the DHCFP with 
clinical documentation that supports the urgency of the request and requests the hearing to be 
expedited, the Hearings Unit will send the clinical documentation for medical review by an impartial, 
third-party physician. If the physician determines the time otherwise permitted for a standard fair 
hearing decision - 60 days - could jeopardize the individual's life, hea lth, or ability to attain, 
maintain or regain maximum function, a hearing decision will be issued within three working days. 
The MCO clinician (physician) and MCO attorney will need to represent t hemselves a t t he expedited 
fair hearing as is the current process for standard fair hearings. The expedited fair hearings are all 
held telephonically due to time constraints. If the recipient d oes not receive an expedited fair 
hearing, the hearing request will be treated as a standard fair hearing request. The member request 
for state fair hearing form can be found on the provider website. 
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FRAUD, WASTE, AND ABUSE 
8.1 First Line of Defense Against Fraud and Abuse 
We are committed to protecting the integrity of our healthcare program and the effectiveness of 
our operations by preventing, detecting, and investigating fraud, waste, and abuse. 
Combating fraud, waste, and abuse begins with knowledge and awareness. 

Fraud: Any type of intentional deception or misrepresentation made with the knowledge that the 
deception could result in some unauthorized benefit to the person committing it -- or any other 
person. This includes any act that constitutes fraud under applicable Federal or State law. 
Waste: Includes overusing services, or other practices that, directly or indirectly, result in excessive 
costs. Waste is generally not considered to be driven by intentional actions, but ra ther occurs 
when resources are misused. 
Abuse: behaviors that are inconsistent with sound financial, business, and medical practices and 
result in unnecessary costs and payments for services that are not medically necessary or fail to 
meet professionally recognized standards for health care. This includes any member actions that 
result in unnecessary costs. 

To help prevent fraud, waste, and abuse, providers can assist by educating members. For example, 
spending time with members and reviewing their records for prescription administration will help 
minimize drug fraud. One of the most important steps to help prevent member fraud is as simple as 
reviewing the member identification card. It is the first line of defense against possible fraud. Learn 
more at fighthealthcarefraud.com 

Presentation of a member identification (ID) card does not guarantee eligibility; providers should 
verify a member's status by inquiring online or via telephone. Online support is available for provider 
inquiries on the website, and telephonic verification may be obtained through the automated 
Provider Services at 844-396-2330. 

Providers should encourage members to protect their ID cards as they would a credit card, to carry 
their health benefits card at all times, and report any lost or stolen cards to the company as soon as 
possible. Understanding the various opportunities for fraud and working wit h members to protect 
their health benefit ID card can help prevent fraudulent activities. If you or a patient suspect member 
ID theft, call the compliance hotline at 757-518-3633. Providers should instruct their patients who 
suspect member ID theft to inspect their Explanation of Benefits (EOBs) for any errors and then 
contact Member Services if something is incorrect. 

8.2 Reporting fraud, waste, and abuse 
If you suspect a provider (for example, provider group, hospital, doctor, dentist, counselor, medical 
supply company, etc.) or any member (a person who receives benefits) has committed fraud, waste, 
or abuse, you have the right to report it. No individual who reports violations or suspected fraud and 
abuse will be retaliated against for doing so. The name of the person report ing t he incident and their 
callback number will be kept in strict confidence by investigators. 

You con report your concerns by: 
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Visiting our website and completing the "Report Waste, Fraud and Abuse" and click on 'Report It' 
and complete the fraud referral form 
Calling Member Services at 844-396-2329 (TTY 711) 
Calling our Special Investigations Unit fraud hot line at 866-847-8247 

Any incident of fraud, waste or abuse may be reported to us anonymously; however, our ability to 
investigate an anonymously reported matter may be handicapped without enough information. 
Hence, we encourage you to give as much information as possible. We appreciate your time in 
referring suspected fraud but be advised that we do not routinely update individuals who make 
referrals as it may potentially compromise an investigation. 

Examples of provider fraud, waste, and abuse (FWA): 
Altering medical records to misrepresent actual services provided 
Billing for services not provided 
Billing for medically unnecessary tests or procedures 
Billing professional services performed by untrained or unqualified personnel 
Misrepresentation of diagnosis or services 
Overutilization 
Soliciting, offering, or receiving kickbacks or bribes 
Unbundling - when multiple procedure codes are billed individually for a group of procedures 
which should be covered by a single comprehensive procedure code 
Upcoding - when a provider bills a health insurance payer using a procedure code for a more 
expensive service than was actually performed 

When reporting concerns involving a provider (a doctor, dentist, counselor, medical supply company, 
etc.) include: 

Name, address, and phone number of provider 
Name and address of the facility (hospital, nursing home, home health agency, etc.) 
Medicaid number of the provider and facility if you have it 
Type of provider (doctor, dentist, therapist, pharmacist, etc.) 
Names and phone numbers of other witnesses who can help in the investigation 
Dates of events 
Summary of what happened 

Examples of member fraud, waste, and abuse 
Forging, altering, or selling prescriptions 
Letting someone else use the member's ID (Identification) card 
Relocating to out-of-service Plan area and not letting us know 
Using someone else's ID card 

When reporting concerns involving a member, includ e: 
The member's name 
The member's date of birth, member ID or case number if you have it 
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The city where the member resides 
Specific details describing the fraud, waste, or abuse 

8.3 Investigation Process 
Our Special Investigations Unit (SIU) reviews all reports of provider or member fraud, waste, a nd 
abuse for all services. If appropriate, allegations and the investigative findings are reported to the 
appropriate state, regulatory and/or law enforcement agencies. In addition to reporting , we may 
take corrective action with provider fraud, waste, or abuse, which may include, but is not limited to: 

Written warning ondlor education: We send certified letters to the provider documenting t he 
issues and the need for improvement. Letters may include education or requests for recoveries or 
may advise of further action. 
Medico/ record review: We review medical records in context to previously submitted claims 
and/or to substantiate allegations. 
Prepayment Review: A certified professional coder evaluates claims prior to payment of 
designated claims. This edit prevents automatic claim payment in specific sit uations. 
Recoveries: We recover overpayments directly from the provider. Failure of the provider to return 
the overpayment may result in reduced payment of future claims or further legal action. 

If you are working with the SIU all checks and correspondence should be sent to: 
Special Investigations Unit 
740 W Peachtree Street NW 
Atlanta, Georgia 30308 
Attn: investigator name, #case number 

Paper medical records and/or claims are a different address, which is supplied in correspondence 
from the SIU. If you have questions, contact your investigator. An opportunity to submit claims and/or 
supporting medical records electronically is an option if you register for a n Availity account. Contact 
Availity Client Services at 800-AVAILITY (282-4548) for more information. 

About Prepayment Review 
One method we use to d etect FWA is through prepayment claim review. Through a variety of means, 
certain Providers (Facilities or Professionals), or certain claims submitted by Providers, may come to 
our attention for behovior that might be identified as unusual for coding, documentation a nd /or 
billing issues, or claims activity that indicates the Provider is an outlier compared to his/ her/its peers. 

Once a claim, or a Provider, is identified as an outlier or has otherwise come to our attention for 
reasons mentioned above, further review may be conducted by the SIU to determine the reason(s) for 
the outlier status or any appropriate explanation for unusual coding, documentation, and/or billing 
practices. If the review results in a d etermination the Provider's action(s) may involve FWA, unless 
exigent circumstances exist, the Provider is notified of their placement on prepayment review and 
given on opportunity to respond. 

When a Provider is on prepayment review, the Provider will be required to submit medical records 
and any other supporting documentation with each Claim so the SIU can review the appropriateness 
of the services billed, including the accuracy of billing and coding, a s well as the sufficiency of the 
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medical records and supporting documentation submitted. Failure to submit medical records and 
supporting documentation in accordance with this requirement will result in a denial of the Claim 
under review. The Provider will be given the opportunity to request a discussion of his/her/ its 
prepayment review status. 

Under the prepayment review program, we may review coding, documentat ion, and other billing 
issues. In addition, one or more clinical utilization management guidelines may be used in the review 
of Claims submitted by the Provider, even if those guidelines are not used fo r all Providers delivering 
services to Plan Members. 

The Provider will remain subject to the prepayment review process until the health plan is satisfied 
that all inappropriate billing, coding, or documentation activity hos been corrected . If the 
inappropriate activity is not corrected, the Provider could face corrective measures, up to a nd 
including termination from the network at the direction of t he State. 

Providers are prohibited from billing a member for services the health plan has determined are not 
payable as a result of the prepayment review process, whether due to FWA, any other coding or 
billing issue or for failure to submit medical records as set forth above. Providers whose Claims are 
determined to be not payable may make appropriate corrections and resubmit such Claims in 
accordance with the terms of their Provider Agreement, proper billing procedures and state law. 
Providers also may appeal such a determination in accordance with applicable grievance and 
appeal procedures. 

Acting on investigative findings 
If, after investigation, the SIU determines a provider appears to have committed fraud, waste, or 
abuse the provider: 

May be presented to the credentials committee and/or peer review committee for disciplinary 
action, including provider termination. 
Will be referred to other authorities as applicable and/ or designated by the State. 
The SIU will refer all suspected criminal activity committed by a member or provider to the 
appropriate regulatory and law enforcement agencies. 

Failure to comply with program policy or procedures, or any violation of the contract, may result in 
termination from our plan. 

If a member appears to have committed fraud, waste or abuse or has failed to correct issues, the 
member may be involuntarily dis-enrolled from our healthcare plan, with state approval. 

Offsets. 
Ant hem shall be ent it led to offset claims a nd recoup an amount equal to any overpayments 
("Overpayment Amount") or improper payments made by the health plan to the provider or facility 
against any payments due and payable by the health plan to the provider or facility wit h respect to 
any Health Benefit Plan under any contract with our company regardless of the cause. The provider 
or facility shall vo lunt arily refund the Overpayment Amount regardless of t he cause, including, but 
not limited t o, payments for claims where t he claim was miscoded, non-complia nt with ind ustry 
sta ndards, or otherwise billed in error, whether or not the billing error was fraudulent, abusive or 
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wasteful. Upon determination by the health plan that an Overpayment Amount is due from the 
provider or facility, the provider or facility must refund the Overpayment Amount within the 
timeframe specified in the letter notifying the provider or facility of the Overpayment Amount. If the 
Overpayment Amount is not received within the timeframe specified in the notice letter, the health 
plan shall be entitled to offset the unpaid portion of the Overpayment Amount against other claims 
payments due and payable by Anthem to the provider or facility under any Health Benefit Plan in 
accordance with regulatory requirements. Should the provider or facility disagree with any 
determination, the provider or facility shall have the right to appeal such determination under 
Anthem procedures set forth in this provider manual, on condition that that such appeal shall not 
suspend Anthem's right to recoup the Overpayment Amount during the appeal process unless 
required by regulatory requirements. Anthem reserves the right to employ a third-party collection 
agency in the event of non-payment. 

8.4 Relevant Legislation 
False Claims Act 
We are committed to complying with all applicable federal and state laws, including the federal 
False Claims Act (FCA). The FCA is a federal law allowing the government to recover money stolen 
through fraud by government contractors. Under the FCA, anyone who knowingly submits or causes 
another person or entity to submit false claims for payment of government funds is liable for three 
times the damages or loss to the government, plus civil penalties of $5,500 to $11,000 per false claim. 
The FCA also contains Qui Tam or whistleb/ower provisions. A whist leblower is an individual who 
reports in good faith an act of fraud or waste to the government, or files a lawsuit on behalf of the 
government. Whistleblowers are protected from retaliation from their employer under Qui Tam 
provisions in the FCA o nd may be entitled to a percentage of the funds recovered by the 
government. 

HIPAA 
The Health Insurance Portability and Accountability Act (HIPAA) was signed into law in August 
1996. The legislation improves the portability and continuity of health benefits, ensures greater 
accountability in the area of healthcare fraud, and simplifies the administration of health insurance. 

We strive to ensure both Anthem and contracted participating providers conduct business in a 
manner that safeguards patient/member information in accordance with the privacy regulations 
enacted pursuant to HIPAA. Contracted providers ore mandated to hove appropriat e procedures 
implemented to demonstra te compliance with the HIPAA privacy regula t ions. 

We recognize our responsibility under the HIPAA privacy regulations to only request the minimum 
necessary member information from providers to accomplish the intended purpose. Conversely, you 
should only request the minimum necessary member information required to accomplish the 
intended purpose when contacting us. However, please note that the privacy regulations allow the 
transfer or sharing of member information, which may be requested by Anthem to conduct business 
and make decisions about care, such as a member's medical record, to make an authorization 
determination or resolve a payment appeal. Such requests are considered port of the HIPAA 
definition of treatment, payment, or healthcare operations. 
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Fax machines used to transmit and receive medically sensitive information should be maintained in 
an environment with access restricted to individuals who need member information to perform their 
jobs. When faxing information to us, verify that the receiving fax number is correct, notify the 
appropriate staff at Anthem and verify that the fax was appropriately received. 

Email (unless encrypted) should not be used to transfer files containing member information to us 
(for example, Excel spreadsheets with claim information). Such information should be mailed or 
faxed. 

Please use professionaljudgment when mailing medically sensitive information such as medical 
records. The information should be in a sealed envelope marked confidential and addressed to a 
specific individual, P.O. Box, or department at Anthem. 

Our voicemail system is secure and password protected. When leaving messages for our associates, 
you should only leave the minimum amount of member information required to accomplish the 
intended purpose. 

When contacting us, please be prepared to verify the provider's name, address, NPI number, and tax 
identification number (TIN) or Anthem provider number. 
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MEMBER MANAGEMENT SUPPORT 

9.1 Welcome Call 
As part of our member management strategy, we offer a welcome call to new members. During the 
welcome call, new members are educated regarding t he health plan and available services. They 
also offer to assist the member with any current needs such as scheduling an initial checkup or 
clarifying benefits under their plan. 

9.2 Appointment Scheduling 
Through our participating providers, we ensure members have access to primary care services for 
routine, urgent and emergency services and to specialty care services for chronic and complex care. 
You are expected to respond to our member's needs and requests in a timely manner. The PCP/PCS 
should make every effort to schedule our members for appointments using the guidelines in the 
PCP/PCS Access and Availabili ty section. 

9.3 24/7 Nurseline 
Our 24/7 Nurseline is a service designed to support the provider by offering information and 
education about medical conditions, healthcare, and prevention to members after normal physician 
practice hours. The 24/7 Nurseline provides triage services a nd helps direct members to appropriate 
levels of care. The 24/7 NurseLine phone number is 844-396-2329 (TTY 711) and is listed on the 
member's ID card. This ensures members have an additional avenue of access to healthcare 
information when needed. Features of the 24/7 Nurse line include the following: 

Constant availability: 24 hours a day, 7 days a week 
Information based on notionally recognized and accepted guid elines 
Free translation services for 170 different languages and for members with difficulty hearing 
Education for members about appropriate alternatives for handling nonemergent medical 
conditions 

The nurse will fax the member's assessment report to the provider's office within 24 hours of receipt of 
the call. 

9.4 Interpreter Services 
Interpreter services are available if needed. Anthem partners wit h Culturalink, which provides 
interpretative services for language and hard of hearing (deaf). Our relationship with this company 
assists in improving patient-centered care and creating an effect ive, diverse workforce through 
services focused on diversity, inclusion, and cultural competence. They provide hundreds of 
healthcare providers with best-in-class consulting along with comprehensive translation and 
interpretation in more than 200 languages with 24/7 service. Providers can reach Culturalink for 
services at 888-844-1414. 

Members who are deaf or hard of hearing should call the to ll-free AT&T Relay Service at TTY 711 
(844-396-2329) at least five days before the scheduled appointment. 
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9.5 Health Promotion 
We strive to improve healthy behoviors, reduce illness, and improve the quality of li fe for our 
members through comprehensive programs. Educational materials ore developed or purchased and 
disseminated to our members and network providers who ore contracted with Anthem. 

We manage projects that offer our members education and information regarding their health. 
Ongoing projects include: 

A semiannuol member newsletter 
Creation and distribution of Health Tips, the Anthem healt h education tool used to info rm 
members of health promotion issues and topics 
Health Tips on Hold (educational telephone messages while the member is on hold) 
Relationship development with community-based organizations to enhance opportunities for 
members 
Quarterly Member Advisory Board meetings at our Wellness Centers. These can also be attended 
virtually. 

9.6 Care Management 
Care management is designed to respond proactively to a member's needs when conditions or 
diagnoses require care and treatment for extended periods of time. When a member is identified 
(usually through predictive modeling, precertification, admission review and/or provider or member 
request), the member is assigned to a care manager - an Anthem clinician - who helps identify 
medically appropriate alternative methods or settings in which core may be delivered. 

You, on behalf of the member, may request participation in the program. The care manager will work 
with the member, you and/or hospital to identify the: 

Intensity level of care management services needed. 
Appropriate alternate settings where core may be delivered. 
Healthcare services required. 
Equipment and/or supplies required. 
Community-based services available. 
Communication required (for example, between member and PCP/PCS). 

The care manager will assist the member, utilization review team, and PCP/PCS/ hospital in 
developing the plan of core, ensuring the member's medical needs ore met, and linking the member 
with community resources and Anthem programs for outpatient core management and/or disease 
management. To refer a member to Care Management, please contact Provider Services at 844-396-
2330 (TTY 711). 

Comprehensive member assessment 
A case manager will conduct a comprehensive assessment to further determine members' needs. The 
assessment will include a range of questions that identify and evaluate the member's medical and 
behavioral health condition, social determinants of health, functional status, emotional status, 
capability for self-care and the current treatment plan goals. 
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Using the structured online assessment tool, case managers will conduct telephone interviews or 
face-to-face visits to collect and assess information from the members or their representatives. To 
complete the assessment, case managers may obtain informat ion from the PCPs/PCSs and 
specialists, our continuous case finding information and other sources to coordinate and determine 
current medical needs and need ed nonmedical services. 

As a result of the assessment process members are stratified into Tier 1 or Tier 2 Care Management. 
Tier 1 allows for care coordination which is designed to assist those Members with social 
determinants of health needs (SDOH) challenges to accessing health and community resources, o r 
other needs that fragment Member care or lead to poor health outcomes. Tier 2 is considered high 
level Case Management and provided for members identified as high risk and/or with complex 
needs. These cases are managed by licensed clinical professionals. 

Individualized plan of care 
Case managers will use information from the assessment to determine appropriateness of Care 
Management services and guide, develop and implement a person-centered care plan in 
collaboration with the member, their family, and the member's provider. Our experience has shown 
that members are more likely to comply with treatment planning if they are empowered to make 
their own healthcare decisions. 

Case managers will consider member needs for social, educational, t herapeutic, and other 
nonmedical support services such as personal care, WIC, and transportation vendors, as well as the 
strengths and needs of the family. When nonmedical needs are extensive or complex, case manager 
clinicians will collaborate with case manager social workers and our social drivers of hea lt h (SDOH) 
program managers. Case managers will also coord inate with member advocates or outreach 
associates to contact difficult-to-reach members and coordinate with community resources . 
Members that have been identified with specia l healthcare needs (SHCN),where the complex health 
condition is expected to last more than 1 year, will be perpetua lly ma naged by a case manager. 

If a member is already receiving care management services from another ent ity, such as a 
community-based organization (CBO), the plan will define processes for coordinating medical, 
mental health and substance abuse, and social service components of care management and the 
roles of each team. Case managers will collaborate with PCPs/PCSs and specialists to ensure the 
plans of care support t he provider medical plans. Case managers will forward written care plans to 
practitioners via fax, email, or mail. The plan of care should be reviewed/ revised, signed and returned 
to the case manager. 

Children with Special Healthcare Needs (CSHCN) 
Children who have, or at risk for, chronic physical,developmental, beha vioral, or emotional 
conditions; and a lso require health and related services of a type and amount beyond t hat required 
by children in general; and are receiving services t hrough family-centered, community-based, 
coordinated care systems receiving grant funds, under Section 501 (a) (1) (D) of Tit le V of the Social 
Security Act (known as Nevada Early Intervention Program); or children self-identified by 
parents/guardians as potentially having special healthcare needs. Case management w ill outreach 
to these families as they are referred to Anthem or are identified via screening s. 
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9.7 Integrated Medical Management Model (IM3) 
We will provide a member-centric core management approach customized to the individual's needs, 
the diagnosis and prognosis, the core environment, and available treatment alternatives. The 
components of our approach, which is defined through an integrated medical management model 
(IM3), include continuous monitoring and evaluation. 

Our continuous case finding (CCF) methodology guides performance of a number of ongoing 
analyses that identify and prioritize existing members for core management referral as needed. We 
typically identify catastrophic cases during daily rounding on the inpatient census, monitoring each 
case on admission and when a member's situation changes. A prioritized list of high-risk members 
with their Chronic Illness Intensity Index, our proprietary predictive model that factors in manageable 
physical and behavioral health conditions that drive cost and utiliza t ion specific to each of these 
populations (Medicaid and Nevada Check Up), is generated monthly using multiple data sources. 
This list assigns each member to a management group based on their score, so members who are at 
highest risk are flagged for immediate care management by an interdisciplinary team. This 
algorithm also allows identification of members for Condition Care programs. Medical management 
nurses use their clinical expertise to identify members with health factors, such as chronic or 
comorbid illness or social determinant of health issues, who would benefit from care coordination 
services. 

Our care management staff will routinely conduct systematic review of paid claims, encounter, 
utilization, and pharmacy data, as well as daily census reports, to gain a full picture of members 
identified for case management. We will interface with the pharmacy benefits manager to identify 
candidates for case management based on drug utilization and defined thresholds. Additionally, 
release from the inpatient setting can be a n automatic trigger for care management. 

9.8 Condition Care 
Condition Care (CNDC) programs ore based on a system of coordinated core management 
interventions and communications designed to assist physicians and others in managing members 
with chronic conditions. The programs include a holistic, focusing on the needs of the member 
through telephonic and community-based resources. Motivational interviewing t echniques used in 
conjunction with member self-empowerment. The ability to manage more than one condition to 
meet the changing healthcare needs of member population. 

Earning National Committee for Quality Assura nce (NCQA) Population Health Program accreditation 
is an indication that the condition care program is dedicated to giving patients and practitioners the 
systems support, education, and other help necessary to ensure good outcomes and good core. 

Our condition core programs include: 
Behavioral health (Severe Mental Illness): 

Bipolar disorder 

Schizophrenia 

Substance use disorder 

Major depressive disorder- adult and 
child/adolescent 

Cardiac: 
Coronary artery disease (CAD) 
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Congestive heart failure (CHF) 

Diabetes 

Pulmonary: 
Asthma 

Hypertension 
HIV/AIDS 

Chronic obstructive pulmonary disease 
(COPD) 

In addition to our condition-specific condition care programs, our member-centric, holistic approach 
also allows us to assist members with smoking and weight management education. 
Program Features: 

Proactive identification process 
Program content is based on evidence-based Clinical Practice Guidelines 
Collaborative practice models to include physician and support providers in treatment planning 
Continuous patient self-management education including primary prevention, coaching on 
healthy behoviors and compliance/monitoring, and case/core management for high-risk 
members 
Ongoing communication with primary and ancillary providers regarding patient status 
Nine of our Condition Core programs ore Notional Committee for Quality Assurance (NCQA) 
accredited and incorporate outreach, education, care coordination and follow-up to improve 
treatment compliance and enhance self-care. 

Additionally, all our programs ore based on notionally approved Clinical Practice Guidelines 
located at providers.anthem.com/nv. 

Who Is eligible? 
Member diagnosed with one or more of the above conditions ore eligible for CNDC services. 

As a valued provider, we welcome your referrals of patients who can benefit from additional 
education and core management support. Our care managers will work collaboratively with you to 
obtain your input in the development of care plans. Members identified for participation in any of the 
programs ore assessed and risk stratified based on the severity of their condition. They ore provided 
with continuous education on self-management concepts, which include primary prevention, 
coaching related to healthy behaviors and compliance/ monitoring, as well as care/case 
management for high-risk members. Providers are given phone and/or written updates regarding 
patient status and progress. 

CNDC provider rights and responsibilities 
You have the right to: 

Have information about us, including provided programs and services, our staff and our staffs 
qualifications and any contractual relationships. 
Decline to participate in or work with our programs and services for your patients. 
Be informed of how we coordinate our interventions with treatment plans for individual patients. 
Know how to contact the person responsible for managing and communicating with your 
patients. 
Be supported by us to make decisions interactively with patients regarding their healthcare. 
Receive courteous and respectful treatment from our staff. 
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Communicate complaints regarding CNDC as outlined in our provider complaint and grievance 
procedure. 

Contact information 
Email us at Condition-Care-Provider-Referrals@anthemcom anytime or call 888-830-4300 from 8:30 
a.m. to 5:30 p.m. Pacific time, Monday through Friday, to reach a CNDC staff member. Confidential 
voicemail is available 24 hours a day. 

9.9 Member Advisory Board 
The Member Advisory Board provides advice to us regarding health education and outreach 
program development. The Member Advisory Boord strives to ensure materials and programs meet 
cultural competency requirements, are easily understood by members, and address the health 
education needs of the member. Anthem provides opportunities for members from various 
demographics and backgrounds to participate. 

The responsibilities of the Member Advisory Board are to: 
Identify health education needs of the membership based on review of demographic and 
epidemiologic data. 
Identify cultural values and beliefs that must be considered in developing a culturally competent 
health education program. 
Assist in the review, development, implementation, and evaluation of the member health 
education tools for the outreach program. 
Review the health education plan and making recommendations on health education strategies. 
Identify health equity issues that Anthem should consider in its program and product 
development. 
Assist the plan in decision making in the areas of member grievances, marketing, member 
services, case management, outreach, health needs and cultural competency. 
Provide input into the annual review of policies and procedures, OM program results and 
outcomes, and future program goals and interventions. 
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PROVIDER RESPONSIBILITIES 

10.1 Medical Home 
The PCP/PCS is the foundation of the collaborative concept known as a medical home. They are 
responsible for providing, managing, and coordinating all aspects of the member's medical care and 
providing all core that is within the scope of their practice. The PCP/PCS is also responsible for 
coordinating member core with specialists and conferring and collaborating with specialists. 

We promote the medical home concept to all of our members. The PCP/ PCS is the member and 
family's initial contact point w hen accessing healthcare. The PCP's/PCS's relationship with t he 
member and family, together with the healthcare providers within the medical home and the 
extended network of consultants and specialists with whom the medical home works, have an 
ongoing and collaborative contractual relationship. Providers in the medical home are 
knowledgeable about the member's and family's special, hea lth-related social and educational 
needs and are connected to necessary resources in the community that will assist the family in 
meeting those needs. When a member is referred for a consultation or specialty/ hospital services or 
health and health-related services by the PCP/PCS through the medical home, the medical home 
provider maintains the primary relationship with the member and family. They keep abreast of the 
current status of the member and family through a planned feedback mechanism with the PCP/ PCS 
who receives them into the medical home for continuing primary medical care and preventive health 
services. 

10.2 Responsibilities of the PCP/PCS 
The PCP is a network physician who has responsibility for the complete care of their members, 
whether providing it on their own or by referral to the appropriate provide r of care wit hin t he 
network. FQHCs and RHCs may be included as PCPs. Below ore highlights of the PCP's/PCS's 
responsibilities. 

The PCP/PCS shall: 
Be responsible for the delivery of covered Medically Necessary primary care services and 
preventive services, including EPSDT screening services and W ell Baby/Child Services 
Manage the medical and healthcare needs of members, including: monitoring and following up 
on care provided by other providers (including FFS); providing continuity and coordination of 
member's healthcare; referrals for speciolty core and other covered Medically Necessary services 
in the managed care benefit package; and maintaining a current medical record for the member, 
including documentation of all services rendered by the PCP/ PCS, specialty or Referral services, or 
Out-of-Network services such as Family Planning and Emergency Services. 
Perform age-appropriate member screenings for early identification of needs includ ing but not 
limit ed to EPSDT screenings, SBIRT screenings, ACES, Depression screenings. 
Allow and educate members about their ability to self-refer fo r family planning (in or Out-of-
Network), and obstetrica l, gynecological, mental health and substance abuse services within 
Anthem's Network 
Ensure to include a signed Acknowledgment of Patient Info rmation on Advance Directives 
(dhcfp.nv.g ov/Resources/PI/AdvanceDirectives) and/or mainta in t he member's up-to-dote 
executed living will or advance directive in t he member's medical chart. 
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Provide 24-hour coverage 7 days a week; regular hours of operation should be clearly defined 
and communicated to members. 
Provide services ethically and legally and in a culturally competent manner, meeting the unique 
needs of members with special healthcare needs. 
Participate in any system we establish to facilitate the sharing of records, subject to applicable 
confidentiality and HIPAA requirements. 
Make provisions to communicate in the language or fashion primarily used by their membership. 
Participate and cooperate with us in any reasonable internal and external quality a ssurance, 
utilization review, continuing education, and other similar programs we establish. 
Participate and cooperate in HEDIS and Risk Adjustment audits conducted by Anthem. 
Participate in and cooperate with our complaint and grievance procedures when notified by us 
of a member grievance. 
Not balance-bill members. 
Continue care in progress during and after termination of their contract for up to 60 calendar 
days until a continuity of care plan is in place to transition the member to another provider or 
through postpartum care for pregnant members in accordance with applicable state laws and 
regulations. 
Fill out the maternity risk screen, which can be found on the provider website during the first 
office visit and return it to us via fax at 800-964-3627 in order to ident ify members who would 
benefit from OB case management and participate in our New Baby, New Life5M program. 
Comply with all applicable federal and state laws regarding the confidentiality of patient 
records. 
Develop and have an exposure control plan in compliance with Occupational Safety and Health 
Administration (OSHA) standards regarding blood borne pa thogens. 
Establish an appropriate mechanism to fulfill obligations under the America ns with Disabilities 
Act. 
Support, cooperate and comply with our Quality Improvement Program initiatives and any 
related policies and procedures to provide quality care in a cost-effective and reasonable 
manner. 
Inform us if a member objects to provision of any counseling, treatments, or referral services for 
religious reasons. 
Treat all members with respect and d ignity, provid e members wit h appropriate privacy, and treat 
member disclosures and records confidentially, giving members the opportunity to approve or 
refuse their release. 
Provide to members complete information concerning their diagnoses, evaluations, treatments, 
and prognoses and give members the opportunity to participate in decisions involving their 
healthcare, except when contraindicated for medical reasons. 
Advise members about their health status, medical care, or treatment o ptions, regardless of 
whether benefits for such care are provided under the program and advise members on 
treatments that may be self-administered . 
Contact members as quickly a s possible when clinically indicat ed fo r follow-up regarding 
significant problems and/ or an abnormal laboratory or radiological finding. 
Freely communicate with t he members a bout their treatment, regardless of benef it coverag e 
limitations; the practitioner will in no way be discourag ed or inhibited from doing this. 
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Have a policy and procedure to ensure proper identification, handling, transport, treatment, and 
disposal of hazardous and contaminated materials and wastes to minimize sources and 
transmission of infection. 
Agree to maintain communication wit h the appropriate agencies such as local police, social 
services agencies, and poison control centers to provide high-quality patient core. 
Agree that any notation in a member's clinical record indicating diagnostic or therapeut ic 
intervention as port of the clinical research shall be clearly contrasted with entries rega rding the 
provision of care not related to research. 
Complete Certification Statement for Abortion to Save the Life of the Mother and/or a 
Certification Statement for Abortion due to Sexual Assault (Rape) or Incest w hen applicable; the 
forms con be found here: .med icaid.nv.gov/providers/forms/forms.ospx. 
Communicate a member's coordination of core between specialists and PCPs/ PCSs. 
Limit a member's waiting time to no more than one hour from the scheduled appointment time, 
except when you ore unavailable due to on emergency; you ore allowed t o be delayed in 
meeting scheduled appointment times when you work in urgent cases or if a serious problem is 
found, or the patient has an unknown need that requires more services or education than was 
described at the time the appointment was scheduled. 

PCP/PCS responsibilities for the initial newborn examination and subsequent core until d ischarge 
include the following: 

The initial physical examination done in the delivery room must be a rapid screening for life 
threatening anomalies tha t may require immediate billable attention. 
Complete physical examination must be done within 24 hours of delivery but after the six-hour 
transition period when the infant has stabilized; this examination is billable. 
Brief examinations should be performed doily until discharge; on day of discharge, physician may 
bill either the brief examination or discharge day code, not both. 
In accordance with NRS 442.540, all newborns must receive hearing screenings; this testing and 
interpretation ore included in the facility's per diem rote. 

No prior authorization is required when circumcision is performed up to 1 year of age. If a newborn is 
discharged less than 24 hours after delivery, we will reimburse newborn follow-up visits in the 
physician's office up to four days post-circumcision. 

Continuity of care 
It may be necessary to transfer a member from Anthem to another MCO or to FFS for a variety of 
reasons. When not ified that a member hos been transferred t o another MCO or to FFS, you must 
have written policies and procedures for transferring relevant patient information, medical records, 
and other pertinent materials to the other plan or FFS provider. 

Prior to transferring a member, you must send the receiving pion or provider information regarding 
the member's condition. This information will include the name of t he assigned PCP/ PCS and the 
following information without limitation as to whether the member is: 

Hospita lized. 
Pregnant. 
Receiving d io lysis. 
Chronica lly ill (for example, diabet ic, hemo philic, etc.) 
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Receiving significant outpatient treatment and/or medications, and/or pending payment 
authorization request for evaluation or treatment. 
On an apnea monitor. 
Receiving behavioral or mental health services. 
Involved in or pending authorization for major organ or tissue transplantation. 
Scheduled for surgery or postsurgical follow-up on a date subsequent to transition. 
Scheduled for pre-certified procedures and/or therapies on a date subsequent to transition. 
Referred to a specialist(s) . 
Receiving substance abuse treatment if the member is 21 or older. 
Receiving prescription medications. 
Receiving durable medical equipment or currently using rental equipment. 
Currently experiencing health problems. 
Receiving case management (including the case manager's name and phone number). 

Nevada Early Intervention Services, in accordance with an individualized family service plan (IFSP), 
provides a case manager who assists in developing a plan to transition the child to the next service 
delivery system. For most children this would be the school district, and services are provided for the 
child through an individual education program (IEP). 

When a member is transferred to you from another MCO or FFS, you should request medical records 
and other pertinent materials from the former provider. 

When a member changes MCOs or reverts to FFS while hospitalized, we will notify the receiving MCO, 
the receiving provider or the DHCFP Quality Improvement Organization (QIO), as appropriate, of the 
change within five calendar days. 

New members who are pregnant 
A pregnant woman who enrolled with us while pregnant must be allowed to remain in the care of a 
non-network provider if at all possible. 

10.3 PCP/PCS Access and Availability 
All providers are expected to meet the federal and state accessibility standards and those defined in 
the Americans with Disabilities Act of 1990. Healthcare services provided through us must be 
accessible to all members. At least once a year, an Anthem vendor will conduct a survey to ensure 
providers are adhering to Anthem access standards. 

We are dedicated to arranging access to care for our members. Our ability to provide quality access 
depends upon the accessibility of network providers. You are required to adhere to the following 
access/appointment standards: 

Type of care Standard 
Urgent PCP Within two calendar days 
appointments 
Emergent PCP Same day 
appointment 
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Type of care Standard 
Routine care PCP Within two weeks. 
appointments *The two week standard does not apply to regularly schedule visits to 

monitor a chronic condition if the schedule calls for visits less 
frequently than once every two weeks. 

You may not use discriminatory practices such as preference to other insured or private-pay patients, 
fewer operating hours, separate waiting rooms or appointment days. 

We will routinely monitor provider adherence to the access-to-care standards. To ensure after-hours 
coverage, PCPs/PCSs must maintain one of the following arrangements for members to contact 
them after normal business hours: 

To ensure continuous 24-hour coverage, PCPs/Primary Care Specialists (PCSs) must maintain one 
of the following arrangements for members to contact them after normal business hours. 
Have the office telephone answered after hours by an answering service that can contact the 
PCP/PCS or another designated network medical practitioner or instructs the member that the 
provider will contact the member back by the next business day. 
Have the office telephone answered after normal business hours by a recording in the language 
of each of the major population groups served by the PCP/PCS informing the member of the 
process for reaching a provider after hours. 
Have the office telephone transferred after office hours to another location where someone will 
answer the telephone and be able to contact the PCP/PCS or a designated the health plan 
network medical practitioner who will contact the member back by the next business day. 
For emergent issues, both the answering service and answering machine will direct the member 
to call 911 or go to the nearest emergency room. 

The following telephone answering procedures are not acceptable: 
Office telephone is only answered during office hours. 
Office telephone is answered after hours by a recording that directs members to go to an ER for 
any services needed. 
A telephonic after- hours survey will be conducted by Provider Relations or vendor utilizing the 
following criteria: 

Direct contact with provider or health care professional. 

Answering Service with ability to triage by health care professional, page on-call provider or 
page to requested provider. 

Answering Machine that pages provider or health care professional, provides instructions on 
how to do so, or instructs member to go to the emergency room or urgent care, if he/she is 
unable to wait until the next business day. 

For urgent care and additional after-hours care information, see the Urgent Care/After-hours Care 
section. 

10.4 Member Missed Appointments 
Our members may sometimes cancel or not appear for necessary appointments and fail to 
reschedule the appointments. This practice can be detrimental to their health. We require you to 
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attempt to contact any member who has not shown up for or canceled an appointment without 
rescheduling the appointment. The contact must be by telephone and should be designed to 
educate the member about the importance of keeping appointments and to encourage the member 
to reschedule the appointment. If the member hos missed too many appointments, you may ask t he 
member to be assigned to another PCP. You may not charge the member a fee for any missed 
appointments. Please ask the member to coll Anthem Member Services at 844-396-2329 (TTY 711) for 
help in locating a PCP. 

Our members who frequently cancel or foil to show up for appointments wit hout rescheduling may 
need additional education in appropriate methods of accessing care. In these cases, please call 
Provider Services at 844-396-2330 to address the situation. Our staff will contact the member and 
provide more extensive education and/or case management as appropriate. Our goal is for 
members to recognize the importance of maintaining preventive health visits a nd to adhere to a 
plan of care recommended by their PCPs/PCSs. 

10.5 Noncompliant Anthem Members 
We recognize you may need help in managing noncompliont members. If you have an issue with a 
member regarding behovior, treatment cooperation and/or completion of treatment and/or making 
or appearing for appointments, please contact Provider Services at 844-396-2330. Our staff will 
contact the member and provide more extensive education and/or case management as 
appropriate. 

10.6 PCP/PCS Transfers 
To maintain continuity of care, we encourage members to remain with their PCPs/ PCSs. However, 
members may request to change their PCP/PCS for any reason by contacting our Member Services 
department at 844-396-2329 (TTY 711) The member's name will be provided to t he PCP/ PCS on the 
membership roster. 

Members can call to request a PCP/ PCS change any day of the month. PCP/PCS change requests will 
be processed generally on the some day or by the next business day. New member ID cards will be 
moiled within five business days. 

10.7 Covering Physicians 
During an absence or unavailability, you will need to arrange for coverage of your members. You will 
either: 1) make arrangements with one or more network providers to provide care for your members 
or 2) make arrangements with another similarly licensed and qualified provid er who hos appropriate 
medical staff privileges at the same network hospital or medical group, as applicable, to provide 
care to the members in question. In addition, the covering provider will agree to the terms and 
conditions o f the Network Provider Agreement, including without limitation any applicable 
limitations on compensation, billing, and participation. You will be solely responsible for a non-
network provider's adherence to such provisions. You will be solely responsible for any fees or monies 
due and owed to any non-network provider providing substitute coverage to a member on your 
beha lf. 
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10.8 Specialist as a PCP/PCS 
We contract with a network of provider specialty types to meet the medical specialty needs of 
members and provide all medically necessary covered services. 

Under certain circumstances, when a member requires the regular care of the specialist , we may 
approve a specialist to serve as a member's PCP/PCS. The criteria for a specialist to serve as a 
member's PCP/PCS include the member having a disability or a chronic condition of such complexity 
whereby: 

The need for multiple hospitalizations exists. 
The majority of care needs to be given by a specialist. 
The administrative requirements arranging for care exceed the capacity of the non-specialist 
PCP/PCS. This would include members with complex neurological disabilities, chronic pulmonary 
disorders, HIV/AIDS, complex hemotology/oncology conditions, cystic fibrosis, etc. 

The specialist must meet the requirements for PCP/PCS participation (including contractual 
obligations and credentioling), provide access to core 24 hours a day, 7 days a week, and coordinate 
the member's healthcare, including preventive core. For further information, see t he Specialist as 
PCP/PCS Request Form located on the provider website. 

10.9 Reporting Changes in Address and/or Practice Status 
For any demographic changes, please use Provider Data Maintenance and Roster Automation 
available directly in Availity 

Use the Provider Doto Management (PDM) application on Avoility Essentials to verify and initiate 
care provider demographic change requests for all professional and facility care providers*. Going 
forward, the PDM application is now the preferred intake tool for care providers to submit 
demographic change requests, including submitting roster uploads. If preferred, Providers may 
continue to utilize the Provider Enrollment application in Availity Essentials t o submit requests to add 
new practitioners under existing groups for available provider types. 

Within the PDM application, Providers have the choice and flexibility to request data updates via the 
standard PDM experience or by submitting a spreadsheet via a roster upload. 

Roster Automation is our new technology solution designed to st reamline and automate provider 
data additions, changes, and terminations that are submitted using a standardized Microsoft Excel 
document. Any provider, whether an individual provider/practit ioner, group, or facility, can use Roster 
Automation today:** 

The resources for this process are listed below and available on our website. Visit 
https://providers.anthem.com/nv, then under For Providers, select Forms and Guides. The Roster 
Automation Rules of Engagement and Roster Automation Standard Template appear under the 
Digital Tools category. 

Roster Automation Rules of Engagement: Is a reference document, available to ensure error-
free submissions, driving accurate and more timely updates through automation. 
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Roster Automation Standard Template: Use this template to submit your information. More 
detailed instructions on formatting and submission requirements can also be found on the 
first tab of the Roster Automation Standard Template (User Reference Guide). 
Upload your completed roster via the Availity PDM application. 

Accessing PDM Application: 
Log onto Availity.com and select My Providers> Provider Data Management to begin the attestat ion 
process. If submitting a roster, find the TIN/business name for which you want to verify and update 
information. Before you select the TIN/business name, select the three-bar menu option on the right 
side of the window, and select Upload Rosters (see screen shot below) and follow the prompts. 

Availity Administrators will automatically be granted access to PDM. Additional staff may be given 
access to Provider Data Management by an administrator. To find your administrator, go to My 
Account Dashboard > My Account> Organization(s) > Administrator Information. 

* Exclusions: 
Behavioral Health providers contracted with Carelon Behavioral Health who will continue to 
follow the process for demographic requests and/or roster submissions, as outlined by Carelon 
Behavioral Health. 
Any specific state mandates or requirements for provider demographic updates 

** If any roster data updates require credentialing, your submission will be rout ed appropriately for 
further action. 

10.10 Second Opinions 
A member, parent, legally appointed representative, or the member's PCP/PCS may request a 
second opinion in any situation where there is a question concerning a diagnosis or the options fo r 
surgery or other treatment of a health condition. The second opinion must be provided a t no cost to 
the member. 

The second opinion must be obtained from a network provider (see the Provider Referral Directory). 
Or, if there is not a network provider with the expertise required for the condition, a non-network 
provider. Once approved, the PCP/PCS will notify the member of the date and time of the 
appointment and forward copies of all relevant records to the consulting provider. The PCP/PCS will 
notify the member of the outcome of the second opinion. 

We may also request a second opinion a t our own discret ion. This may occur under the following 
ci rcu msto nces: 

Whenever there is a concern about care expressed by you or the member 
Whenever potential risks or outcomes of recommended or requested core ore discovered by the 
plan during its regular course of business 
Before initiating a denial of coverage of service 
When denied coverage is appealed 
When an experimental or investigational service is requested 
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When we request a second opinion, we will make the necessary arrangements for the appointment, 
payment, and reporting. We will inform the member and the PCP/PCS of the results of the second 
opinion and the consulting provider's conclusion and recommendation(s) regarding further action. 

10.11 Specialty Care Providers 
We contract with a network of provider specialty types to meet the medical specialty needs of 
members and provide all medically necessary covered services. The specialty care provider is a 
network physician who has the responsibility for providing the specialized care for members, (See 
Role and Responsibility of the Specialty Care Provider). In addit ion to sharing many of the some 
responsibilities to members as the PCP/PCS (See Responsibili t ies of the PCP/ PCS), the specialty care 
provider provides services that include medically necessary covered services as identified in Section 
5. 

10.12 Role and Responsibility of the Specialty Care Providers 
Obligations of the specialists include but are not limited to the following: 

Complying with oil applicable statutory and regulatory requirements of the Medicaid program 
Accepting all members referred to them 
Submitting to us required claims information including source of referral and referral number 
Arranging for coverage with network providers while off-duty or on vocation 
Verifying member eligibility and precertification of services (if required) at each visit 
Providing consultation summaries or appropriate periodic progress notes to the member's 
PCP/PCS on a timely basis, following a referral or routinely scheduled consultative visit 
Notifying the member's PCP/PCS when scheduling a hospital admission or scheduling any 
procedure requiring the PCP's/PCS approval 
Coordinating care, as appropriate, with other providers involved in providing care for members, 
especially in cases where there are medical and behavioral health comorbidit ies or co-occurring 
mental health and substance abuse disorders 

The specialist must 
Manage the medical and healthcare needs of members, including monitoring and following up 
on care provided by other providers, including those engaged on a fee-for-service (FFS) basis; 
provide coordination necessary for referrals to other specialists and FFS providers (both in- and 
out-of-network); and maintain a medical record of all services rendered by the specialist and 
other providers. 
Provide 24-hour coverage 7 days a week and maintain regular hours of operation that are clearly 
defined and communicated to members. 
Provide services ethically and legally in a culturally competent manner that meets the unique 
needs of members wit h special healthcare requirements. 
Participate in the systems we established that facilitate the sharing of records, subject to 
applicable confidentiality and HIPAA requirements. 
Participate and cooperate wit h us in any reasonable int ernal or external quality assurance, 
utilization review, continuing education, or other similar programs we established. 
Participate and cooperate in HEDIS and risk adjustment audits conducted by Anthem. 
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Make reasonable efforts to communicate, coordinate and collaborate with other specialty care 
providers, including behavioral health providers, involved in delivering care and services to 
consumers. 
Participate in and cooperate with our complaint and grievance processes and procedures. We 
will notify the specialist of any member grievance brought against the specialist 
Not balance-bill members. 
Continue care in progress during and after termination of their contract for up to 60 days, until a 
continuity of core plan is in place to transition the member to another provider or through 
postpartum care for pregnant members in accordance with applicable state laws and 
regulations. 
Fill out the maternity risk screen during the first office visit and return it to us via fox at 
800-964-3627 in order to identify members who would benefit from OB case management and 
participate in our New Baby, New Life5 M program. 
Comply with all applicable federal and state lows regarding the confidentiality of patient 
records. 
Develop and have an exposure control plan regarding blood borne pathogens in compliance 
with Occupational Safety and Health Administration (OSHA) standards. 
Make best efforts to fulfill the obligations under the Americans with Disabilities Act applicable to 
their practice location. 
Support, cooperate and comply with our Quality Improvement Program initiatives and any 
related policies and procedures designed to provide quality care in a cost-effective and 
reasonable manner. 
Inform us if a member objects for religious reasons to the provision of any counseling, treatment, 
or referral services. 
Treat all members with respect and dignity; provide members wit h appropriate privacy; and treat 
member disclosures and records confidentially, giving the members the opportunity to approve 
or refuse their release as allowed under applicable lows and regulations. 
Provide to members complete information concerning their diagnosis, evaluation, treatment, and 
prognosis and give members the opportunity to participate in decisions involving their 
healthcare, except when contraindicated for medical reasons. 
Advise members about their health status, medical care, or treatment options, regardless of 
whether benefits for such care are provided under the program; advise members on t reatments 
that may be self-administered. 
When clinically indicated, contact members as quickly as possible for follow-up regarding 
significant problems and/or abnormal laboratory or radiological findings. 
Have a po licy and procedure to ensure proper identification, handling, transport, treatment, and 
disposal of hazardous and contaminated materials and wastes to minimize sources and 
transmission of infection. 
Agree to maintain communication wit h the appropriate agencies such as local police, social 
services agencies, and poison control centers to provide quality patient care. 
Agree that any notation in a member's clinical record indicating diagnostic or therapeut ic 
intervention that is part of a clinical research study is clearly distinguished from entries pertaining 
to non-research-related core. 
Communicate a member's coordination of care between specialists and PCPs/ PCSs. 
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Adhere to the member's established living will or advance directive on file with the PCP; if the 
member does not have an advance directive on file with the PCP, the specialist should require the 
member sign an Advance Directive Acknowledgement form 
(http:/ /dhcfp.nv.gov/Resources/PI/ Advance Directives) and keep it with the member's medical 
record . 
Ensure the member's waiting time is no more than one hour from the scheduled appointment 
time, except when the provider is unavailable due to an emergency. You are allowed to be 
delayed in meeting scheduled appointment times when you work in urgent cases, when a serious 
problem is found or when the patient has an unknown need that requires more services or 
education than was described at the time the appointment was scheduled. 

10.13 Specialty Care Providers Access and Availability 
We will maintain a specialty network to ensure access and availability to specialists for all members. 
A provider is considered a specialist if they have a provider agreement with us to provide specialty 
services to members. At least once a year, an Anthem vendor will conduct a survey to ensure 
providers are adhering to Anthem access standards. 

Specialists including therapists, behavioral health services, vision services, and other diagnostic 
treatment providers must adhere to the following access guidelines: 

Type of care Standard 
Same day emergency Within 24 hours of referral 
appointments 
Urgent appointments Within three calendar days of referral 
Routine appointments Within 30 calendar days or referral 
Access to child/adolescent Available if requested by parent 
specialists 

Prenatal care appointments. initial prenatal care appointments must be provided for pregnant 
members as follows: 

Type of care Standard 
First trimester Within seven calendar days of the first request 
Second trimester Within seven calendar days of the first request 
Third trimester Within three calendar days of the first request 
High-risk pregnancies Within three calendar days of identification of high-risk by maternity 

care provider or immediately if an emergency exists 

Home Health, private duty nursing, and personal care services must adhere to the following access 
guidelines for initiation of ongoing services according to the member's identified needs: 

Type of care Standard 
Members with urgent Same day 
needs 
Non-urgent care Within 14 calendar days 
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10.14 Culturally and Linguistically Appropriate Services 
Patient panels are increasingly diverse, and needs are becoming more complex. It is important for 
providers to have the knowledge, resources, and tools to offer culturally competent and linguistically 
appropriate care. Anthem wants to help, as we all work together to achieve health equity. 

The U.S. Department of Health and Human Services (HHS) defines cultural competence as the ability 
to honor and respect the beliefs, languages, interpersonal styles, and behoviors of individuals and 
families receiving services, as well as staff members who are providing such services. It is a dynamic, 
ongoing developmental process requiring long-term commitment. The Agency for Healthcare 
Research and Quality (AHRQ) Patient Safety Network explains that healthcare is defined through a 
cultural lens for both patients and providers. A person's cultural affiliations can influence: 

Where and how care is accessed 
How symptoms are described 
Expectations of care and treatment options 
Adherence to care recommendations 

Providers also bring their own cultural orientations, including the culture of medicine. 

Offering culturally and linguistically appropriate care incorpora tes a variety of skills and knowledge, 
including, but not limited to, the ability to: 

Recognize the cultural factors (norms, values, communication patterns and world views) tha t 
shape personal and professional behavior. 
Develop understanding of others' needs, values a nd preferred means of having those needs met 
Formulate culturally competent treatment plans. 
Understand how and when to use language support services, includ ing formally trained 
interpreters and auxiliary aids and services, to support effective communication. 
Avoid use of family members, especially minors, to act as interpreters for limited English proficient 
patients. 
Understand and adhere to regulations to support the needs of diverse patients, such as the 
Americans with Disabilities Act (ADA) 
Use culturally appropriate community resources as needed to support patient needs and care. 

Anthem ensures providers have access to resources to help support delivery of culturally and 
linguistically appropriate services. Anthem encourages providers to access and utilize 
MyDiversePatients.com 

MyDiversePatients.com: The My Diverse Patients website offers resources, information, and 
techniques, to help provide the individua lized ca re every patient deserves regardless of the ir diverse 
backgrounds. The site a lso includes learning experiences on topics re la ted t o cult u ra l competency 
a nd disparities that offer free Continuing Medical Education (CME) credit. Current CME offerings 
include: 

Caring for Children with ADHD: Promotes understanding o f and adherence to diagnosis and 
treatment guide lines; use of AAP's Resource Toolkit for Clinicians; awareness of and strategies for 
addressing disparities. 
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My Inclusive Practice - Improving Care for LGBTQIA+ Patients: Helps providers understand the 
fears and anxieties LGBTQIA+ patients often feel about seeking medical care, learn key health 
concerns of LGBTQIA+ patients and develop strategies for providing effective healthcare to 
LGBTQIA+ patients. 
Improving the Patient Experience: Helps providers identify opportunities and strategies to 
improve patient experience during a healthcare encounter. 
Medication Adherence: Helps providers identify cont ributing factors to medication ad herence 
disparities for diverse populations and learn techniques to improve patient-centered 
communication to support needs of diverse patients. 
Moving Toward Equity in Asthma Care: Helps providers understand issues often faced by diverse 
patients with asthma and develop strategies for communicating to enhance patient 
understanding. 
Reducing Health Care Stereotype Threat (HCST): Helps providers understand HCST and the 
implications for diverse patients as well as the benefits of reducing HCST to both providers' 
patients and practices, and how to do so. 

Cultural Competency Training (Cultural Competency and Patient Engagement): A training resource 
to increase cultural and disability competency to help effect ively support the health and healthcare 
needs of your diverse patients. 

Caring for Diverse Populations Toolkit: A comprehensive resource to help providers and office staff 
increase effective communication by enhancing knowledge of t he values, beliefs, and needs of 
diverse patients. 

Anthem appreciates the shared commitment to ensuring members receive culturally and 
linguistically appropriate services to support effective care and improved health outcomes. 

10.15 Member Records 
Using nationally recognized standards of care, we work with providers to develop clinical policies 
and guidelines of care for our membership. The Medical Advisory Committee (MAC) oversees and 
directs us in formalizing, adopting, and monitoring guidelines. We require medical records to be 
maintained in a manner that is current, detailed and organized and permits effective and 
confidential member care and quality review. 

You are required to maintain medical records that conform to good professional medical practice 
and appropriate health management. A permanent medical record will be maintained at the 
primary care site for every member and be available to the PCP/PCS and other providers. The 
member's medical record is the property of the provider who generates the record. 

Anthem or the member's previous provider must forward a copy of all medical records in its 
possession to a new provider within 10 business days from receipt of request. 

We will assist the member or the parent/guardian of the member in obtaining a copy of the 
member's medical record. You must furnish medical records in a t imely manner upon receipt of a 
request, but not more than 30 days from the date of t he request. Providers must supply the first copy 
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of medical records at no charge on request. The fee for additional copies must not exceed the actual 
cost of time and materials used to compile, copy, and furnish such records. 

Federal regulations (42 CFR 438.240) mandate that each managed core organiza t ion hove on 
ongoing quality assessment and performance improvement program for the services it furnishes its 
members. To comply with this requirement, DHCFP hos established 18 quality assurance standards as 
measurements to assess the effectiveness of the quality program established by each MCO providing 
medical coverage to Nevada Medicaid and Nevada Check Up. One of these standards includes a 
comprehensive audit of provider record keeping with specific attention to the member medical 
record. This section will highlight those elements of the member medical record we will review during 
our on-site review. 

These medical record standards will meet, at a minimum, the following medical record requirements: 
1. Member identification information. Each page or electronic file in the record must contain the 

member's name or member ID number. 
2. Personal/demographic data. The record must include age, gender, address, employer, home, and 

work telephone numbers and marital status. 
3. Dote and corroboration. All entries must be doted and author identified. 
4. Legibility. Each record must be legible to someone other than the writer. A second reviewer 

should evaluate any record judged illegible by one physician reviewer. 
5. Allergies. Medication allergies and adverse reactions must be prominently noted on the record. 

Absence of allergies (no known allergies - NKA) must be noted in an easily recognizable 
location. 

6. Past medical history. Past medical history must be easily identified, including serious accidents, 
operations, and illnesses. For children, the history must include prenatal core of the mother and 
birth. 

7. Immunizations. For pediotric members aged 20 and under, a completed immunization record or 
a notation of prior immunization must be recorded, including vaccines and their dat es of 
administration when possible. 

8. Diagnostic information. 
9. Medication information (includes medication information/instruction to member). 
10. Identification of current problems. Significant illnesses, medical and behovioral health conditions, 

and health maintenance concerns must be identified in t he medical record. 
11. Instructions. Record must include evidence that the member was provided with basic 

teaching/instructions regarding physical and/or behavioral health condition. 
12. Smoking/alcohol/substance abuse. A notation concerning cigarettes and alcohol use and 

substance abuse must be stated if present for members aged 11 and older and seen t hree or 
more times. Abbreviations and symbols may be appropriate. 

13. Consultations, referrals, and specialist reports. Notes from any referrals and consultations must 
be in the record. Consultation, lab, and X-ray reports filed in the chart must have t he ordering 
physician's initials or other documentation signifying review. Consultation and any abnormal lab 
and imaging study results must have an explicit notation in the record of follow-up plans. 

14. Emergencies. All emergency care provided (directly by the contracted provider or through an 
emergency room) and the hospital discharge summaries for all hospital admissions while the 
member is part of the PCP/PCS's panel must be noted. 

15. Hospital discharge summaries. Discharge summaries must be included as port of t he medical 
record for all hospital admissions that occur while the member is enrolled and for prior 
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admissions, as appropriate. Prior admissions pertaining to admissions that may have occurred 
prior to the member being enrolled may be pertinent to the member's current medical condition. 

16. Advance directive. For medical records of members aged 18 and older, the medical record must 
document whether or not the individual hos executed on advance directive. An advance directive 
is a written instruction such as a living will or durable power of attorney that directs healthcare 
decision-making for individuals who ore incapacitated. A signed Advance Directive 
Acknowledgement form (dhcfp.nv.gov/Resources/PI/AdvanceDirectives) should be maintained in 
the member record. 

As part of the medical record review, the nurse reviewer will routinely audit member records for 
documentation of compliance with Anthem Clinical Practice Guidelines, HEDIS and state mandated 
EPSDT screening for Medicaid members under age 21 The nurse reviewer will relay their findings to 
the office at the time of review and identify any deficiencies. If deficiencies are found, a corrective 
action plan is created and sent to the office, and a reaudit scheduled. 

Each year, HEDIS information is collected through claims and encounter data. If claims or encounter 
data is not available, Quality Management staff will send additional medical record request(s) 
and/or schedule additional on-site visits in February, March, and April to obt ain clinical records for 
additional data collection. 

10.16 Member Visit Data 
Documentation of individual encounters must provide adequate evidence of, at a minimum: 
1. A history and physical exam that includes appropriate subjective and objective information 

obtained for the presenting complaints. 
2. For members receiving behavioral health treatment, documentation that includes at-risk factors 

(danger to self or others, ability to care for self, affect, perceptual disorders, cognitive functioning, 
and significant social health). 

3. An admission or initial assessment that must include current support systems or lock of support 
systems. 

4. For members receiving behavioral health treatment, a documented assessment that is done with 
each visit relating to client status/symptoms to the treatment process and that may indicate 
initial symptoms of the behavioral health condition as decreased, increased or unchanged during 
the treatment period. 

5. A plan of treatment that includes activities/therapies and goals to be carried out. 
6. Diagnostic tests. 
7. Documented therapies and other prescribed regimens for members who receive behavioral 

health treatment and that include evidence of family involvement as applicable and include 
evidence that the family was included in therapy sessions, when appropriate. 

8. Regarding follow-up care encounter forms or notes with a notation indicating follow-up care, a 
call or a visit that must note in weeks, months, or PRN the specific time to return wit h unresolved 
problems from any previous visits being addressed in subsequent visits. 

9. Referrals and results including all other aspects of member core, such as ancillary services. 

We will systematically review medical records to ensure compliance wit h the standards. We will 
institute actions for improvement when standards ore not met. 
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Providers must maintain an appropriate record keeping system for services to our members. This 

system will collect all pertinent information relating to the medical management of each member 

and make that information readily available to appropriate health professionals and appropriate 

state agencies. All records must be retained in accordance with the record retention requirements of 

45 CFR 164.316(b) (2), that is, records must be retained for six (6) years from the date of service. 

10.17 Clinical Practice Guidelines 

Using nationally recognized standards of care, we work with providers to develop clinical policies 

and guidelines for the care of our membership. We expect you to adhere to the relevant Clinical 

Practice Guidelines when delivering care to our members. The Medical Advisory Committee (MAC) 

oversees and directs us in formulating, adopting, and monitoring guidelines. Provider feedback and 

input into Clinical Practice Guidelines is also encouraged and can be discussed during the MAC 

meeting. 

We select at least four evidence-based Clinical Practice Guidelines that are relevant to the member 

population. We will measure performance against at least two important aspects of each of the four 

Clinical Practice Guidelines annually. We ensure these guidelines are available to our providers to 

assist them in identifying and implementing up to date, best practices for their patients. Annual 

guideline updates are discussed at our Medical Advisory Committee (MAC) meetings, where 

feedback is sought and incorporated into the guidelines as necessary. 

A complete list of clinical practice guidelines is located on our website. You may request hard copies 

of them as necessary by contacting Provider Services at 844-396-2330, Monday through Friday from 8 

a.m. to 5 p.m. Pacific time. 

10.18 Advance Directives 

We respect the right of the member to control decisions relating to their own medical care, including 

the decision to have provided, withheld, or withdrawn the medical or surgical means or procedures 

calculated to prolong their life. This right is subject to certain interests of society, such as the 

protection of human life and the preservation of ethical standards in the medical profession. 

We adhere to The Member Self-Determination Act and maintain written policies and procedures 

regarding advance directives. Advance directives are documents signed by a competent person 

giving direction to healthcare providers about treatment choices in certain circumstances. There are 

two types of advance directives. A durable power of attorney for healthcare allows the member to 

name a member advocate to act on behalf of the member. Living wills allow the member to state 

their wishes about life-sustaining treatment in writing but does not name a member advocate. 

Member Services and outreach associates encourage members to request an advance directive form 

and education from their PCP/PCS at their first appointment. 

Members over age 18 and emancipated minors are able to make an advance directive. You should 

inform members of their right to make an advance directive. The member's response is to be 

documented in the medical record using a signed Acknowledgment of Member Information on 

Advance Directives. We will not discriminate or retaliate based on whether a member has or has not 

executed an advance directive. 
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While each member has the right without condition to formulate an advance directive within certain 

limited circumstances, a facility or an individual physician may conscientiously object to an advance 

directive. If you object to the request for care that is made by an Anthem member in their advance 

directive, the member may select another PCP or provider who will honor the request. We will assist 

you and the member in finding another provider. 

Member Services and outreach associates will assist members regarding questions about advance 

directives; however, no associate of ours may serve as witness to an advance directive or as a 

member's designated agent or representative. 

We note the presence of advance directives in the medical records when conducting medical chart 

audits. Advance directive forms can be found online at dhcfp.nv.gov/Resources/PI/AdvanceDirectives. 

10.19 Americans with Disabilities Act Requirements 

Our policies and procedures are designed to promote compliance with the Americans with 

Disabilities Act of 1990. You are required to take actions to remove existing barriers and/or to 

accommodate the needs of members who are qualified individuals with a disability. This action plan 

includes: 

• Street-level access. 

• Elevator or accessible ramp into facilities. 

• Access to lavatory that accommodates a wheelchair. 

• Access to examination room that accommodates a wheelchair. 

• Handicap parking clearly marked unless there is street side parking. 
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MEDICAL MANAGEMENT 

11.1 Medical Review Criteria 

Anthem has its own nationally recognized medical policy process for all of its subsidiary entities. 

Anthem medical policies, which are publicly accessible on the Anthem Medical Policy and Clinical 

Utilization Management (UM) Guideline subsidiary website, are the primary benefit plan policies for 

determining whether services are considered to be a) investigational/experimental, b) medically 

necessary, and c) cosmetic or reconstructive. 

A list of the specific Anthem Clinical UM Guidelines used is posted and maintained on the provider 

self-service website and can be obtained in hard copy by written request. The policies described 

above will support precertification requirements, clinical-appropriateness claims edits and 

retrospective review. 

Written requests can be submitted to: 

Provider Services 

Desert Canyon Building 9 

9133 W. Russell Road 

Las Vegas, NV 89148 

Federal and state law as well as contract language, including definitions and specific contract 

provisions/exclusions, take precedence over medical policy and must be considered first when 

determining eligibility for coverage. As such, in all cases, state Medicaid contracts or Centers for 

Medicare & Medicaid Services (CMS) requirements will supersede Anthem medical policy criteria. 

Medical technology is constantly evolving, and we reserve the right to review and periodically 

update medical policy and utilization management criteria. Except in cases where superseded by 

Nevada DHCFP or CMS requirements, all nonbehavioral/behavioral health inpatient and outpatient 

precertification requests and behavioral health concurrent reviews will be determined using 

Anthem's Medical Policies and Clinical UM Guidelines. The MCG Care Guidelines are used for 

behavioral health and nonbehavioral health concurrent review determinations and/or when the 

Nevada Medicaid Services Manual and Anthem medical policies are silent. lnterQual Care Guidelines 

are also utilized for neonatal and post-acute non-behavioral health cases. ASAM criteria, 

appropriate to the health need and service provided, will be used when no specific medical policies 

exist. 

We work with network providers to develop clinical guidelines of care for our membership. The 

medical advisory committee (MAC) assists us in formalizing and monitoring guidelines. 

The following standards apply to the development of the criteria: 

• Criteria are developed with involvement from appropriate providers with current knowledge 

relevant to the content of treatment guidelines under development. 

• Criteria are based on review of market practice and national standards/best practices. 

• Criteria are evaluated at least annually by appropriate, actively practicing physicians and other 

providers with current knowledge relevant to the criteria of treatment guidelines under review 

and updated, as necessary. The criteria must reflect the names and qualifications of those 
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involved in the development, the process used in the development, and when and how often the 

criteria will be evaluated and updated. 

Clinical Criteria 

We utilize nationally recognized standards of care for clinical decision support for medical 

management coverage decisions. The criteria provide a system for screening proposed medical care 

based on member-specific, best medical care practices and rule-based systems to match 

appropriate services to member needs based upon clinical appropriateness. Criteria include the 

following: 

• 

• 

• 

• 

• 

• 

• 

• 

Acute care 

Home care 

Radiation therapy 

Rehabilitation 

Subacute care 

Surgery and procedures 

Pharmaceuticals 

Imaging studies: 

- Note: Carelon Medical Benefits Management, Inc. manages preauthorization for 

computerized tomography, computerized axial tomography, nuclear cardiology, magnetic 

resonance imaging, magnetic resonance angiogram and positron emission tomography 

scan. They can be contacted at 833-419-2139. 

Our utilization reviewers use these criteria as part of the precertification of scheduled admission, 

concurrent review, and discharge planning process to determine clinical appropriateness and 

medical necessity for coverage of continued hospitalization. 

Copies of the criteria used in a case to make a clinical determination are available upon request by 

contacting Provider Services at 844-396-2330 (TTY 711) Mon-Fri from 7 a.m. to 7 p.m. PST or available 

on our website: https://www.anthem.com/provider/policies/clinical-guidelines/ . 

You may also submit your request in writing to: 

Anthem Blue Cross and Blue Shield Healthcare Solutions 

Medical Management 

Desert Canyon Building 9 

9133 W. Russell Road 

Las Vegas, NV 89148 

11.2 Utilization Management Decision Making 

Anthem, as a corporation and as individuals involved in utilization management (UM) decisions, is 

governed by the following principles: 

• UM decision-making is based only on appropriateness of care and service and existence of 

coverage. 
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• Anthem does not reward practitioners or other individuals for issuing denial of coverage or care. 

Decisions about contracting with or terminating practitioners or other staff are not based on the 

likelihood or perceived likelihood that they support or tend to support denials of benefits. 

• Financial incentives for UM decision-makers do not encourage decisions that result in 

underutilization or create barriers to care and service. 

• Providers can contact UM staff by contacting Provider Services at 844-396-2330 (TTY 711) Monday­

Friday from 7 a.m. to 7 p.m. PST and Members can contact Member Services at 844-396-2329 (TTY 

711) Monday-Friday from 7 a.m. to 7 p.m. PST. 

11.3 Precertification/Notification Process 

Some procedures require precertification for payment of services. Please check with Provider Services 

or the website for details. 

• Precertification is defined as the prospective process whereby licensed clinical associates apply 

designated criteria sets against the intensity of services to be rendered, a member's severity of 

illness, medical history, and previous treatment to determine the medical necessity and 

appropriateness of a given coverage request. 

• Prospective means the coverage request occurred prior to the service being provided. 

• Notification is defined as prior to rendering covered medical services to a member, you must 

notify us by telephone, provider website or fax of the intent to do so. There is no review against 

medical necessity criteria; however, member eligibility and provider status (network and 

non-network) are verified. 

Preauthorization: The prospective process whereby licensed clinical associates apply designated 

criteria sets against the intensity of services to be rendered, a member's severity of illness, medical 

history, and previous treatment to determine the medical necessity and appropriateness of a given 

coverage request. Prospective means the coverage request occurred prior to the service being 

provided. 

The digital authorization application accessed through Availity is the preferred method for 

submitting preauthorization requests, offering a streamlined and efficient experience for providers 

requesting inpatient and outpatient medical or behavioral health services for our members. 

Additionally, providers can use this application to make inquiries on previously submitted requests, 

regardless of how they were sent (phone, fax, or another online tool). Capabilities and benefits of the 

authorization application includes: 

• Initiating preauthorization requests online: eliminates the need to fax. The authorization 

application allows detailed text, photo images and attachments to be submitted along with your 

request. 

• Making inquiries on previously submitted requests via phone, fax, or another online tool. 

• Having instant accessibility from almost anywhere, including after business hours. 

• Utilizing a dashboard that provides a complete view of all utilization management requests with 

real-time status updates, including email notifications if requested using a valid email address. 

• Viewing real-time results for common procedures with immediate decisions. 
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You can access the authorization application under Patient Registration > Authorizations and 

Referrals on Availity Essentials. For an optimal experience with the application, use a browser that 

supports 128-bit encryption. This includes Microsoft Edge, Chrome, Firefox. 

11.4 Peer-to-Peer Discussion 

If the medical director denies coverage of the request, the appropriate notice of action (including the 

member's appeal rights) will be mailed to the requesting provider/member's PCP and/or attending 

physician and member. You have the right to discuss this decision with our medical director within a 

30-day time frame from the receipt of the denial by calling the local Anthem plan at 844-396-2330, 

Monday through Friday from 8 a.m. to 5 p.m. Pacific time. 
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HOSPITAL AND ELECTIVE ADMISSION MANAGEMENT 

12.1 Precertification of All Inpatient Elective Admissions 
We require precertification of all inpatient elective admissions. The referring primary care physician, 

specialist or hospital facility is responsible for precertification. 

The referring physician identifies the need to schedule a hospital admission (Physical Health) and 

must submit the request to our National Contact Center department fax number 800-964-3627. 

Requests for precertification with all supporting documentation should be submitted immediately 

upon identifying the inpatient request or at least 14 days prior to the scheduled admission. This will 

allow us to verify benefits and process the precertification request. If a procedure needs to be 

scheduled prior to the standard 14 days, please contact Anthem directly to notify us. For services that 

require precertification, we make case-by-case determinations that consider the individual's 

healthcare needs and medical history in conjunction with nationally recognized standards of care. 

The hospital can confirm that an authorization is on file by calling our automated Provider Inquiry 

Line at 844-396-2330 (see Claim Submission and Adjudication Procedures for instructions on use of 

the Provider Inquiry Line). If coverage of an admission has not been approved, the facility should call 

us to speak to a live representative, and we can contact the referring physician directly to resolve the 

issue. 

We are available 24 hours a day, 7 days a week to accept precertification requests. When a request 

for medical services is received from the physician via website, telephone or fax, the care specialist 

will verify eligibility and benefits. This information will be forwarded to the precertification nurse. 

The precertification nurse will review the coverage request and the supporting medical 

documentation to determine the medical appropriateness of the level of care. When appropriate, 

the precertification nurse will assist the physician in identifying alternate levels of care as supported 

by the medical director. 

When the clinical information received is in accordance with the definition of medical necessity and 

in conjunction with nationally recognized standards of care, an Anthem reference number will be 

issued to the referring physician. All utilization guidelines must be supported by an individualized 

determination of medical necessity based on the member's needs and medical history. 

If medical necessity criteria for the admission are not met on the initial review, the requesting 

provider will have the opportunity to discuss the case with our medical director. 

If the precertification documentation is incomplete or inadequate, the preauthorization nurse will 

request the referring provider to submit the additional necessary documentation and refer the case 

to the medical director. 
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If the medical director denies coverage of the request, the appropriate denial letter (including the 

member's appeal rights) will be mailed to the requesting provider, member's primary care provider 

and member. 

12.2 Emergent Admission Notification Requirements 
We prefer immediate notification by network hospitals of emergent admissions. Network hospitals 

must notify us of emergent admissions within five business days. Our Medical Management staff will 

verify eligibility and determine benefit coverage, and an Anthem reference number will be issued to 

the hospital. 

We are available 24 hours a day, 7 days a week to accept emergent admission notification (Physical 

Health) at our National Customer Care department at 844-396-2330 (phone) or 800-964-3627 (fax). 

Coverage of emergent admissions is authorized based on review by a concurrent review nurse. When 

the clinical information received meets nationally recognized standards of care, Anthem will notify 

the hospital of authorization. 

If the notification documentation provided is incomplete or inadequate, we will not approve 

coverage of the request but will notify the hospital to submit the additional necessary 

documentation. 

If the medical director denies coverage of the request, the attending provider will be afforded the 

opportunity to discuss the case with our medical director prior to receiving the written determination. 

The appropriate denial letter will be mailed to the hospital and admitting physician with information 

about appeal rights and our process. 

12.3 Nonemergent Outpatient and Ancillary Services - Precertification and 

Notification Requirements 

We require precertification for coverage of selected nonemergent outpatient and ancillary services 

(see chart below). To ensure timeliness of the authorization, the expectation of the facility and/or 

provider is that the appropriate Precertification Request Form on providers.anthem.com/nv is 

submitted including the following information: 

• Member name and ID 

• Name, telephone number and fax number of physician performing the elective service 

• Name of the facility and telephone number where the service is to be performed 

• Date of service 

• Member diagnosis 

• Name of elective procedure to be performed with CPT-4 code 

• Medical information to support requested services (medical information includes current 

signs/symptoms, past and current treatment plans, response to treatment plans, and 

medications) 

Please visit our provider website for code -specific requirements. 
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12.4 Precertification/Notification Coverage Guidelines 

For services that require precertification, we use nationally recognized standards of care. 

We are staffed with clinical professionals who coordinate services provided to members and are 

available 24 hours a day, 7 days a week to accept precertification requests. When a request for 

medical services is received from the physician via website, telephone or fax, the precertification 

assistant will verify eligibility and benefits, which will then be forwarded to the nurse reviewer. 

The nurse will review the request and the supporting medical documentation to determine the 

medical appropriateness of diagnostic and therapeutic procedures. When appropriate, the nurse 

will assist the physician in identifying alternatives for healthcare delivery as supported by the 

medical director. 

When the clinical information received meets medical necessity criteria, an Anthem reference 

number will be issued to the referring physician. 

If the request is a stat/urgent request (expedited service authorization), the decision will be made 

within 72 hours. 

If the precertification documentation is incomplete or inadequate, the nurse will request additional 

necessary documentation and may initiate and extension of up to an additional 14 calendar days to 

obtain required clinical information to render a determination. 

If the medical director denies the request for coverage, the attending provider will have the 

opportunity to discuss the case with our medical director prior to the determination. The appropriate 

notice of proposed action, along with the member's appeal and state fair hearing rights and process, 

will be mailed to the requesting provider, the member's primary physician, the facility, and the 

member. 

12.5 Inpatient Reviews 
Hospitalists 

Anthem contracts with hospitalist groups to manage all adult nonpregnant, nonbehavioral, adult 

admissions. PCPs may admit and manage their own members. Otherwise, admissions should be 

directed to the contracted groups. Discharge summaries will be sent from the hospital to your office 

upon discharge. 

Inpatient admission reviews 

All inpatient hospital admissions, including urgent and emergent admissions, will be reviewed within 

one business day of the notification of the admission. Our Utilization Review clinician determines the 

member's medical status through, facility medical records, communication with the hospital's 

Utilization Review department on site review. Appropriateness of stay is documented, and concurrent 

review is initiated. Cases may be referred to the medical director, who renders a decision regarding 

the coverage of inpatient level of care. Diagnoses meeting specific criteria are referred to our care 

management staff for possible coordination or care management. 

Inpatient concurrent review 
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UM clinicians will conduct a concurrent review of the hospital medical record to determine the 

authorization of coverage for a continued stay. 

When the UM clinician reviews the medical records, they also review any discharge planning needs. 

The UM clinician will conduct continued-stay reviews daily or as often as the clinical situation 

requires. 

We will authorize covered length of stay one day at a time based on the clinical information that 

supports the continued stay. Exceptions to the one-day length of stay authorization are made for 

confinements when the severity of the illness and subsequent course of treatment is likely to be 

several days or is predetermined by state law. Examples of confinement and/or treatment include 

the following: ICU, CCU, behavioral health rehabilitation and C-section/vaginal deliveries. Exceptions 

are made by the medical director. 

When the clinical information received meets medical necessity criteria, approved days and bed­

level coverage will be communicated to the hospital for the continued stay. 

If medical necessity criteria are not met for the ongoing inpatient stay, the medical director will give 

the attending physician the opportunity to discuss the case prior to making a determination. If the 

decision is to deny the request by the medical director, the appropriate notice of action will be faxed 

and mailed to the hospital and attending physician, along with the appeal process. 

The UM team will coordinate services furnished to the member, including between settings of care 

and appropriate discharge planning for short term and long-term hospital and institutional stays. A 

Member transfer from a facility to an inpatient facility must be completed within twenty-four (24) 

hours of the facility's determination that the member is to be discharged to an inpatient facility. The 

transferring facility should make all attempts to transfer our members to an in-network facility. 

12.6 Discharge Planning 

Discharge planning is designed to assist you in the coordination of the member discharge when 

acute care (hospitalization) is no longer necessary. 

Our UM clinician will help coordinate discharge planning needs with the hospital utilizations 

review/care management staff and attending physician. The attending physician is expected to 

coordinate with the member's PCP/PCS regarding follow-up care after discharge. The PCP/PCS is 

responsible for contacting the member to schedule all necessary follow-up care. In the case of a 

behavioral health discharge, the attending physician is responsible for ensuring that the member has 

secured an appointment for a follow-up visit with a behavioral health provider to occur within seven 

calendar days of discharge. 

When additional/ongoing care is necessary after discharge, we work with you to plan the member's 

discharge to an appropriate setting for extended services. These services can often be delivered in a 

nonhospital facility such as skilled nursing facility or in the home with home health. 
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Discharge plan authorizations follow nationally recognized standards of care. Precertification 

includes and is not limited to home health, DME, pharmacy, follow-up visits to practitioners or 

outpatient procedures. 

12.7 Confidentiality of Information 
Utilization Management, Care Management, Condition Care, discharge planning, quality 

management and claims payment activities are designed to ensure patient-specific information, 

particularly protected health information (PHI) obtained during review, is kept confidential in 

accordance with applicable laws, including Hf PAA. Information is used for the purposes defined 

above. Information is shared only with entities who have the authority to receive such information 

and only with those individuals who need access to such information to conduct utilization 

management and related processes. 

12.8 Misrouted Protected Health Information 
Providers and facilities are required to review all member information received from Anthem to 

ensure no misrouted protected health information (PHI) is included. Misrouted PHI includes 

information about members that a provider or facility is not treating. PHI can be misrouted to 

providers and facilities by mail, fax, email, or electronic remittance advice. Providers and facilities are 

required to immediately destroy misrouted PHI or safeguard the PHI for as long as it is retained. In no 

event are providers or facilities permitted to misuse or redisclose misrouted PHI. If providers or 

facilities cannot destroy or safeguard misrouted PHI, please call Provider Services at 844-396-2330 for 

help. 

12.9 Emergency Services 
The 911 emergency system and 988 behavioral health emergency system should be utilized in the 

event of an emergency. Emergency services are provided to members without requiring 

precertification. Any hospital or provider calling for an authorization for emergency services will be 

granted one immediately upon request. Emergency services coverage includes services that are 

needed to evaluate or stabilize an emergency medical condition. Criteria used to define an 

emergency medical condition are consistent with the prudent layperson standard and comply with 

federal and state requirements. 

Emergency medical condition: A medical condition manifesting itself by acute symptoms of sufficient 

severity (including severe pain) that a prudent layperson, who possesses an average knowledge of 

health and medicine, could reasonably expect, in the absence of immediate medical attention, to 

result in placing the health of the individual (or, with respect to a pregnant woman, the health of the 

woman or her unborn child) in serious jeopardy; serious impairment to bodily functions; or serious 

dysfunction of any bodily organ or part. 

Emergency response is coordinated with community services including the police, fire and EMS 

departments, juvenile probation, the judicial system, child protective services, chemical dependency, 

emergency services and local mental health authorities if applicable. 

When a member seeks emergency services at a hospital, the determination as to whether the need 

for those services exists will be made for purposes of treatment by a physician licensed to practice 

medicine or, to the extent permitted by applicable law by other appropriately licensed personnel 
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under the supervision of, or in collaboration with a physician licensed to practice medicine. The 

physician or other appropriate personnel will indicate in the member's chart the results of the 

emergency medical screening examination. We will compensate you for the screenings, evaluations 

and examinations that are reasonable and calculated to help the healthcare provider determine 

whether or not the member's condition is an emergency medical condition. 

If there is concern surrounding the transfer of a member (for example, the member may not be stable 

enough for discharge or transfer, or the risks of an unstable transfer may outweigh the medical 

benefits), the judgment of the attending physician(s) actually caring for the member at the treating 

facility prevails and is binding on us. If the emergency department is unable to stabilize and release 

the member, we will assist in coordination of the inpatient admission regardless of whether the 

hospital is network or non-network. All transfers from non-network to network facilities are to be 

conducted only after the member is medically stable and the facility is capable of rendering the 

required level of care. 

If the member is admitted, our concurrent review nurse will implement the concurrent review process 

to ensure coordination of care. The transferring facility should make all attempts to transfer our 

members to an in-network facility. 

12.10 Urgent Care/After-Hours Care 
We require our members to contact their PCP/PCS in situations where urgent, unscheduled care is 

necessary. If you are unable to see the member, you can refer the member to one of our participating 

urgent care centers or mobile urgent care providers. If it is during nonbusiness hours, a member can 

be seen by a provider participating in after-hours care. Precertification with us is not required for a 

member to access a participating urgent care center or a provider participating in after-hours care. If 

you are interested in participating in the after-hours care program, please contact Provider Services 

at 844-396-2330. 
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QUALITY MANAGEMENT 

13.1 Quality Management Program 

Overview 

We maintain a comprehensive Quality Management program to objectively monitor and 

systematically evaluate the care and service provided to members. The scope and content of the 

program reflects the demographic and epidemiological needs of the population served. You and our 

members have opportunities to make recommendations for areas of improvement. The Quality 

Management program goals and outcomes are available upon request to members and you by 

calling the local Quality Management department at 702-228-1308. Studies are planned across the 

continuum of care and service, with ongoing proactive evaluation and refinement of the program. 

The initial program development was based on a review of the needs of the population served. 

Systematic re-evaluation of the needs of the health plan's specific population occurs on an annual 

basis. This includes age/race/gender distribution, and a review of utilization data - inpatient, 

emergent/urgent care and office visits by type, cost, and volume. This information is used to define 

areas that are high-volume or that are problem prone. 

There is a comprehensive committee structure in place with oversight from our governing body. Not 

only are the traditional medical advisory committee (MAC) and credentialing committee in place, but 

a Member Advisory Board (MAB) is also an integral component of the quality management 

committee structure. 

We adopt and disseminate Clinical Practice Guidelines (CPGs) for medical non-preventive, acute 

and chronic conditions, behavioral health conditions and preventive health conditions. These 

guidelines are based on current research and national standards. Guidelines are updated at least 

annually or sooner if new information is identified. These guidelines can be downloaded and printed 

from providers.anthem.com/nv. You may request a copy of our CPGs by calling Provider Services at 

844-396-2330, Monday through Friday from 8 a.m. to 5 p.m. Pacific time. 

HEDIS is one of the most widely used set of healthcare performance measures in the United States. 

Both Anthem and the Nevada Department of Healthcare Finance and Policy use HEDIS to measure 

utilization, quality of care and compliance with CPGs. Each year, HEDIS information is collected 

through claims and encounter data, providers are encouraged to submit Standard Supplemental 

EMR, Lab and Pharmacy data to report administrative data more accurately. If claims or encounter 

data is not available, medical practices may be requested to provide clinical records for additional 

data collection. Chart data collection may be conducted on-site, remote EMR access or via fax 

beginning in February of each year. HEDIS and state-identified measures are used for provider 

quality incentive programs. 

Provider compliance with CPGs and HEDIS quality measurements is monitored by the Anthem 

Quality Improvement staff using encounter data, claims and during routine medical record review. 

The quality staff and medical director is available to provide reports and educational assistance to 

maximize opportunities for improvement. See Appendix B for the HEDIS Measures Desktop Reference 

for Medical Providers. 
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Quality of care 

All physicians, advanced registered nurse practitioners and physician assistants (PA) are evaluated 

for compliance with pre-established standards as described in our credentialing program. 

Review standards are based on medical community standards, external regulatory and accrediting 

agencies requirements, and contractual compliance. These reviews are shared with the practitioners 

to allow them to increase individual and collaborative rates for members. 

Reviews are accomplished by Quality Management (QM) coordinators and associate professionals 

who strive to develop relationships with providers and hospitals that will positively impact the 

quality of care and services provided to our members. The results are submitted to our QM 

department and incorporated into a profile. 

Our quality program includes review of quality-of- care issues identified for all care settings. QM staff 

use member complaints, reported adverse events and other information to evaluate the quality of 

service and care provided to our members. 

13.2 Quality Management Committee 

The purpose of the quality management committee (QMC) is to maintain quality as a cornerstone of 

our culture, to be an instrument of change through demonstrable improvement in care and service, 

to provide a mechanism and forum for interdepartmental participation in the QM program, to 

integrate and coordinate quality improvement (QI) in care and service throughout Anthem, and to 

demonstrate quantifiable improvement in care and service. 

QMC responsibilities include: 

• Establish strategic direction - monitor and support implementation of the QM program 
• Establish processes and structure that ensure accreditation compliance 
• Review and approve Enterprise and local policies and procedures as appropriate 
• Analyze, review, make recommendations regarding planning, implementation, measurement, 

and outcome of clinical/service quality improvement studies (PIP) 

• Coordinate communication of QM activities throughout the plan 
• Review HEDIS® and CAHPS® data and action plans for improvement 
• Review, monitor, and evaluate program compliance against GBD, state, federal, and 

accreditation standards 
• Review and approve the annual QM program description and work plan 
• Review and approve the annual QM program evaluation: evaluate overall effectiveness of 

the Quality Management program and resource adequacy to ensure effective 
implementation of the program and on-going effectiveness 

• Provide oversight and ensure compliance with delegated services 
• Assure inter-departmental collaboration, coordination, and communication of quality 

improvement activities 
• Measure compliance with medical and behavioral health practice guidelines and preventive 

health guidelines 
• Monitor continuity of care between medical and behavioral health services 
• Publicly make information regarding network hospital actions to improve patient safety 

available to members and practitioners 
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• Make information available about the QM program to members and practitioners 
• Assure the availability of QM minutes to the appropriate state regulatory agency. 
• Assure practitioner involvement through direct input from the MAC or other mechanisms that 

allow practitioner involvement 
• Review and approve the UM Program Description and annual evaluation 
• Review and approve Health Equity (HE) program structure, processes, and evaluation of 

performance (i.e., program specific trilogy documents) 
• Review and approve Subcommittee Executive Summary Reports including NCQA required 

reports 
• Oversight for clinical and operational metrics for quality, safety, accessibility, and availability 

of care and services 
• Share best practices and lessons learned for various programs, audits, activities 
• Recommend quality initiatives for possible implementation 
• Review EQRO activities 
• Review and approve prior meeting minutes at subsequent meetings 
• Maintain the confidentiality of proprietary meeting minutes and committee materials 

Use of performance data 

Practitioners and providers must allow Anthem to use performance data in cooperation with our 

quality improvement program and activities. 

CAHPS® is a registered trademark of the Agency for Healthcare Research and Quality. 

13.3 Medical Advisory Committee 
The Medical Advisory Committee (MAC) has multiple purposes. The MAC assesses levels and quality 

of care provided to members and recommends, evaluates, and monitors standards of care. The MAC 

identifies opportunities to improve services and clinical performance by establishing, reviewing, and 

updating Clinical Practice Guidelines based on review of demographics and epidemiologic 

information to target high-volume, high-risk, and problem-prone conditions. The MAC oversees the 

peer review process that provides a systematic approach for the monitoring of quality and the 

appropriateness of care. The MAC advises the health plan administration in any aspect of the health 

plan policy or operation affecting network providers or members. The MAC approves and provides 

oversight of the peer review process, the QM program, and the Utilization Review program. It 

oversees and makes recommendations regarding health promotion activities. 

MAC responsibilities include: 

• Utilize an ongoing peer review system to monitor practice patterns to assess levels and quality of 

care and to identify appropriateness of care for improvement/risk prevention activities. 

• Approve clinical protocols/guidelines that help ensure the delivery of quality care and 

appropriate resource utilization. 

• Review clinical study design and results. 

• Develop action plans/recommendations regarding clinical quality improvement studies. 

• Consider/act in response to provider sanctions. 

• Approve QM policies and procedures, utilization management policies and procedures; 

pharmacy & therapeutics; disease/case management policies and procedures. 
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• Oversee member access to ca re. 

• Oversee compl ia nce of de legated services. 

• Review and provide feed back rega rd i ng new technologies. 

• Approve recommendations from subord i nate committees. 

We welcome your  suggest ions a nd i nvite you to participate i n  this committee. Please contact your 

Provider Relationsh i p  representative or ca ll the hea lth p la n  at 844-396-2330. 

13 .4 Peer Review 
The peer review process provides a systematic approach for mon itor ing the qua lity a nd 

appropriateness of ca re. 

Peer review responsib i l ities a re to: 

• Part ic i pate i n  the imp lementation of the establ ished peer review system. 

• Review and ma ke recommendations regard ing ind ividua l  provider peer review cases. 

• Work i n  accorda nce with the executive med ica l d i rector. 

Should i nvest igat ion of a member g rieva nce result i n  concern rega rd ing a physicia n's compl iance 

with commun ity sta ndards of ca re or  service, a l l  e lements of peer review wi l l  be followed . 

D issatisfact ion severity codes and levels of severity a re a ppl ied to q ua lity issues. The med ica l  d i rector 

assig ns a level of severity to the g rieva nce. Peer review i ncludes i nvest igat ion of physicia n  actions by 

or  at the d i scretion of the med ica l d i rector. The medica l  d i rector ta kes action based on the qua l ity 

issue a nd the level of severity, i nvites the cooperation of the phys ic ian, a nd consu lts and i nforms the 

MAC a nd credentia l ing committee. The med ica l  d i rector i nforms the physicia n  of the committee's 

decis ion, recommendations, follow-up actions a nd/or d iscip l inary actions to be ta ken.  Outcomes are 

reported to the appropriate i nterna l and  external entities, which i nclude the MAC. 

The peer review pol icy is ava i lab le upon req uest. 

13.5 Member Safety 
We bel ieve every member has the rig ht to receive the h ig hest q ua lity of ca re i n  every hea lthca re 

sett ing .  I mprovi ng the safety of hea lthca re del ivery saves lives, red uces costs and i ncreases members' 

confi dence that they a re receivi ng the qua l ity med ica l ca re they deserve. It is our  i ntent to work with 

hosp ita ls a nd phys ic ians to create a cu ltu re of safety i n  order to m in i m ize the occurrence of events 

that negative ly i m pact member safety. 

We have adopted a provider preventable-cond itions-a nd-never-events pol icy i ntended to help keep 

our members safe. Our provider preventable-cond itions-a nd-never-events pol icy w i l l  be a ppl ied to a l l  

provider types. 

A provider preventa b le cond it ion is a n  undes i ra ble or  preventa ble medica l cond ition the member 

did not have upon enteri ng a hea lthca re fac i l ity but acqu i red whi le i n  the med ica l  custody of the 

1 05 



• 
• 
• 
• 
• 
• 
• 
• 
• 

• 

• 
• 
• 

• 
• 
• 

fac i l ity. Known r isks associated with the procedure a re not cons idered provider preventab le 

cond itions. 

DHCFP has defi ned provider preventab le cond it ions to i nclude but not be l i m ited to the following :  

• Fore ign  object reta ined after surgery 

• A i r  embolism 

• B lood i ncompatib i l ity 

• Stage I l l  and  IV pressure u lcers 

• Fa l ls a nd tra uma 

• Man ifestat ions of poor g lycemic control 

• Catheter-associated ur inary tract infection 

• Catheter-associated vascu la r i nfect ion 

• Surg ica l  s ite i nfect ion following coronary a rtery bypass g raft, ba riatric surg ery, orthopedic 

procedures 

• Deep ve i n  thrombosis/pulmonary embol ism associated with tota l knee replacement or h ip  

rep lacement surgery, other tha n  i n  ped iatric a nd/or obstetric members 

• Surgery or  other i nvasive procedure performed on the wrong body pa rt 

• Surgery or  other i nvasive procedure performed on the wrong member 

• Wrong surg ica l procedure performed on the member 

Never events a re errors i n  med ica l  ca re that a re clea rly identifi ab le, preventab le, and  serious i n  the i r  

consequences for members. These errors shou ld never occu r i n  hea lthca re. These errors may occu r i n  

i npat ient sett ings as well as other setti ngs, i nclud ing but not l imited to outpatient hospita l  setti ngs, 

nurs ing fac i l ity sett ings or  ambu latory ca re setti ngs. 

Anthem defi nes never events as: 

• The surgery or  other i nvasive proced ure is performed on the wrong body pa rt. 

• The surgery or  other i nvasive procedure is performed on the wrong member. 

• The wrong surg ica l/i nvasive proced ure is performed on the member. 

You a re expected to fu rn ish us with i nformation about cond it ions that a re present on admission 

(POA) us ing POA i nd i cators. POA ind icators wi l l  not negatively impact provider re imbursement. 

You wi l l  a lso be expected to self - report i ncidents of provider preventable cond it ions and never 

events. We wi l l  closely review ad missions with potentia l  provider preventa ble cond it ions or never 

events through cla i ms review, med ica l  d i rector review of cases, concurrent review, member 

compla i nts, outpatient prior  a uthorizations, case management sources, etc. Once a potentia l  

provider preventab le cond it ion or  never event is identified, the case wil l  be investigated to the extent 

necessa ry to verify whether a provider preventable cond ition or never event has occurred.  

We wi l l  not re i mburse providers for add it iona l i npatient days at a fac i l ity or  subsequent outpatient 

services that d i rectly and  exclusively result from a provider preventa ble cond it ion. We a lso wil l  not 

re i mburse providers for i npatient or outpatient ca re as a d i rect resu lt of a never event. I f, as a d i rect 
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result of the provider preventab le condit ion or  never event, the member requ i res services that a re i n  

addit ion to  other med ica l ly necessa ry services at  the a ppropriate level of ca re, payment to providers 

wi l l  be reduced to exclude the costs of the add itiona l services. Payment red uctions a nd denials wi l l  

be l im ited to the added cost of the member ca re d i rectly result ing from the provider preventab le 

condit ion or  never event. 

If a provider preventa b le condit ion or  never event is ca used by one provider or facil ity (primary 

provider) a nd is then treated at a d ifferent fac i l ity or  provider (seconda ry provider), payment wil l  not 

be den ied to the secondary provider. We wi l l  make appropriate payments to the secondary provider 

a nd pursue recovery of a l l  money i n  fu l l, i nclud i ng but not l im ited to lega l  expenses a nd other 

recovery costs from the pr imary provider. Th is recoupment may be recovered d i rectly from the 

pr imary provider or  throug h subrogation of the i njured member's settlement. The a nticipated costs of 

long-term hea lthca re consequences to the member that a re d i rectly related to the provider 

preventab le condit ion or  never event wil l  a lso be considered i n  a ll recoveries. 

We wi l l  report such i nc idents to the Nevada DHCFP as req u i red or u pon req uest. 

13.6 Critica l I n cident Reporti ng 

Anthem has  developed a nd imp lemented a Crit ica l I nc ident (Cl )  Report ing a nd Ma nagement system. 

Crit ica l I nc idents i nclude Sent inel  Events, Qua l ity of Ca re Conce rns, a nd other Crit ica l I nc idents 

members may experience wh i le i n  nurs ing fac i l it ies, i npat ient behaviora l hea lth treatment, adu lt day 

ca re centers, member home or  a ny other commun ity-based sett ing.  Anthem reg u la rly reviews the 

number a nd type of i nc idents across sett ings a nd fi nd i ngs from i nvest igat ions. The maxi mum t ime 

period for report ing an i ncident to Anthem after d iscovery is twenty-four  (24) hours or  one (1 ) busi ness 

day. 

Identification 

Crit ica l I nc idents may be identified i n  a va riety of ways i nclud ing both i nterna l  a nd externa l sources. 

Externa l Sources: 

• Depa rtment of Hea lth a nd H u ma n  Services 

• State Depa rtment of Hea lth 

• State Medica id Agency 

• Centers for Med ica re a nd Med ica id Services (CMS) 

• Member or  a uthorized representative 

• P roviders 

I nterna l Sources: 

• Behaviora l  Hea lth 

• Cla i ms Review 

• Case Ma nagement 

• Member Compla i nts a nd Grieva nces 

• Nat iona l Customer Care (NCC) 
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• P rovider Relat ions Account Ma nagement 

Reporta b le Crit ica l I nc idents 

I nd iv idual  Crit ica l I nc ident reports a re submitted for the following:  

• A major  i nju ry or  major  trauma that has the potentia l  to ca use prolonged d isab i l ity or death of a 

member that occurs i n  a fac i l ity l icensed by the State to provide publicly funded Behavioral 

Health Services. 

• An unexpected death of a member that occurs i n  a fac i l ity l icensed by the State to provide 

pub l icly funded Behaviora l Hea lth Services. 

• Abuse, neg lect, or  exp loitat ion or  unexpected death of a member (not to i nclude ch i ld a buse). 

• U na uthorized leave of a menta l ly i l l offender or  a sexua l  or  violent offender from a mental hea lth 

fac i l i ty, secure Commun ity Tra nsit ion Faci l it ies (i .e., Eva luation and Treatment Centers, Crisis 

Sta b i l izat ion U n its, Secure Detox U n its, and  Triage Faci l it i es) that accept i nvolunta ry admissions. 

• Any event i nvolvi ng a member that has attracted or is l i kely to attract media attention related to 

the i r  ca re a nd/or services covered . 

Crit ica l I nc idents a re reported to the State with i n  one (1 ) busi ness day i n  which Anthem becomes 

awa re of the event. The report i ncludes: 

• The date Anthem beca me awa re of the i nc ident. 

• The date of the incident. 

• A descri ption of the incident. 

• The name of the fac i l ity where the i nc ident occurred, or  a description of the i ncident location. 

• The na me(s) and  age(s) of Member(s) i nvolved i n  the incident. 

• The na me(s) and  title(s) of fac i l ity personnel  or  other  staff i nvolved.  

• The na me(s) and  re lat ionsh i p(s), if known, of other persons i nvolved and the nature and deg ree of 

the i r  i nvolvement. 

• Member whereabouts at the t ime of the report if known (i .e., home, ja i l, hospita l, unknown, etc.) or 

act ions ta ken by Anthem to locate the member. 

• Act ions p la n ned or  ta ken by Anthem to m in imize harm resu lti ng from the incident. 

• Any legal ly requ i red notifications made by the Contractor. 

I nd iv idua l Crit ica l I nc ident Resolution a nd Closure 

Anthem wi l l  submit follow-up reports us ing the I ncident Reporti ng System and close the case with i n  

45 ca lendar days after the crit ica l i nc ident was i n it ia l ly reported.  A case ca n not be closed unti l the 

following i nformation is provided: 

• A summary of a ny debriefi ngs. 

• Whether the member is i n  custody (j a i l) , i n  the hospita l  or i n  the commun ity. 

• Whether the member is receiv ing services a nd i nclude the types of services provided. 

• I f  the member ca n not be located, the steps Anthem has ta ken to locate the Mem ber us ing 

ava i la b le, loca l resources. 

• I n  the case of the death of a member, verification from officia l sources that includes the date, 

na me, a nd title of the sources. When officia l  verification ca nnot be made, Anthem shal l  document 

all attempts to retrieve it. 
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Reporting periods 

Anthem Nevada p roviders a re requ i red per state gu idel i nes to report a Crit ica l I ncident to Anthem 

with i n  24 hours of d iscovery. 

P rovider  Reporting Channel 

P roviders must notify Anthem of a ny crit ica l i nc ident e ither via ema i l  or  telephone: 

• Ca l l  P rovider Services at 844-396-2330, or 

• Ema i l  a completed Nevada Med icaid Critica l I ncident Report (702 Form) to 

nevadacireports@a nthem.com 
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Nevada Medicaid Critical Incident Report (702 Form) 
 

 

Instructions: Submit all pages of this form with as much information as possible within the required reporting 
timeframes. 

Managed Care Organization: Incident Status: 

☒ Anthem Blue Cross Blue Shield ☐ Initial (pending further investigation) 

☐ Health Plan of Nevada ☐ Completed (investigation completed) 
☐ Molina Healthcare ☐ Additional information added 

☐ SilverSummit Health Plan 

P
ro

vi
d

e
r/

Fa
ci

lit
y 

In
fo

rm
at

io
n

 

National Provider Identifier (NPI): Click or tap here 
to enter text. 

Phone Number: Click or tap here to enter text. 

Provider or Agency Name: Click or tap here to enter text. 

Provider Address: Click or tap here to enter text. 

City: Click or tap here to enter 
text. 

State: Click or tap here to enter 
text. 

Zip Code: Click or tap here to 
enter text. 

R
e

p
o

rt
in

g 
Pa

rt
y 

Reporter’s First Name: Click or tap here to enter 
text. 

Last Name: Click or tap here to enter text. 

Title: Click or tap here to enter text. 

Email: Click or tap here to enter text. 
 

Phone Number: Click or tap here to enter text. 
 

Point of contact to discuss incident if different from reporter: Click or tap here to enter text. 

 

First Name: Click or tap here to 
enter text. 
 

Last Name: Click or tap here to 
enter text. 
 

Phone Number: Click or tap here 
to enter text. 
 

M
ed

ic
ai

d
 M

em
b

er
 

Medicaid ID Number: 
Click or tap here to enter text. 

First Name: 
Click or tap here to enter text. 

Last Name: Click or tap here to 
enter text. 

Address: Click or tap here to enter text. 

City: Click or tap here to enter 
text. 

State: Click or tap here to enter 
text. 

Zip Code: Click or tap here to 
enter text. 

Date of Birth: Click or tap here to 
enter text. 

Age: Click or tap here to enter 
text. 

Member’s Gender: 

☐ Male 

☐ Female 



In
ci

d
e

n
t 

Date Incident Occurred (required): Click or tap to 
enter a date. 

Date Incident Discovered (required): Click or tap to 
enter a date. 

Description of Incident: 
Click or tap here to enter text. 

Lo
ca

ti
o

n
 o

f I
n

ci
d

en
t 

Select Location Type (If other, specify.)      
Member’s Residence 

☐ Living Alone 

☐ Living with relative 

☐ Living with unrelated person 

☐ Residential Care Facility 

☐ Assisted Living 

☐ Other: Click or tap here to 

enter text. 

Community 

☐ Work 

☐ School 

☐ Vehicle 

☒ Day Program 

☐ Other: Click or tap here to 
enter text. 

Other Location 

☐ State Facility 

☐ Correctional Facility or Jail 

☐ Nursing Facility 

☐ Hospital or Clinic 

☐ PMIC 

☐ Other: Click or tap here to enter 

text. 

Name of Location or Facility: Click or tap here to enter text. 

Location or Facility Address: Click or tap here to enter text. 

City: Click or tap here to enter 
text. 

State: Click or tap here to enter 
text. 

Zip Code: Click or tap here to 
enter text. 

 
In

vo
lv

ed
 P

er
so

n
s/

W
it

n
e

ss
 

Persons involved during incident Provide names, relationships (if other, specify), names and title of 
facility personnel: 

Click or tap here to enter text. ☐ Staff ☐ Family ☐ Roommate ☐ Other: 

Click or tap here to enter text. ☐ Staff ☐ Family ☐ Roommate ☐ Other: 

Click or tap here to enter text. ☐ Staff ☐ Family ☐ Roommate ☐ Other: 

Click or tap here to enter text. ☐ Staff ☐ Family ☐ Roommate ☐ Other: 

Click or tap here to enter text. ☐ Staff ☐ Family ☐ Roommate ☐ Other: 

M
em

b
er

 L
o

ca
ti

o
n

 Member’s whereabouts at the time of the report if known: 

☐ Member’s Residence 

☐ Jail 

☐ Hospital 

☐ Unknown If unknown, actions planned to locate member: 

Click or tap here to enter text. 



A
ct

io
n

s 
Describe actions planned or taken by the MCO to minimize harm resulting from the incident: 
Click or tap here to enter text. 
 

N
o

ti
fi

ca
ti

o
n

s 

Describe any legally required notifications made by the MCO: 
Click or tap here to enter text. 
 

 

  
C: 

0 

E 
  

  
C: 

0 
' 
co 
o 
-
' 
0 
  

Descri be actions p lanned or taken by the MCO to min im ize harm result ing from the i ncident: 

C l ick or tap here to enter text. 

Descri be any lega l ly requ i red notifications made by the MCO: 

C l ick or tap here to enter text. 
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Credentia ling 

To part ic i pate in the Med ica id ma naged ca re progra m, a provider must have applied for enrollment 

in the Nevada Med ica id prog ra m  a nd be a l icensed provider by the state before s ig n i ng a contract 

with us. 

All providers a re requ i red to have a State Med ica id I D  that is active i n  order to be a contracted 

provider i n  our  Anthem Med ica id  Network. Anthem providers may execute Network Provider 

contracts, pend i ng the outcome of the screen ing,  enrollment, and reva l idation process of u p  to 120 

ca lenda r days but Anthem must termi nate a Network Provider  i mmed iate ly upon notificat ion from 

the State that the Network Provider ca n not be enrol led, or  the expi rat ion of one hund red twenty (120) 

day period without Med ica id enrollment of the Provider, a nd notify affected Members. 

Once termi nated by Anthem, shou ld a provider's State Med ica id  I D  be re i nstated or  the provider is re­

enrol led, the provider wi l l  need to successfu l ly complete Anthem's credentia l i ng process to become a 

Part ic i pating Provider. 

Our credentia l i ng pol icies a nd procedu res i ncorporate the current NCQA Sta ndards a nd Gu idel i nes 

for the Accred itat ion of M COs as well as DHCFP requ i rements for the credential ing a nd 

recredentia l i ng of l icensed i ndependent providers and organ izational  providers with whom it 

contra cts. 

Each provider agrees to submit for verificat ion a l l  requested i nformation necessa ry to credential or 

recredentia l  phys ic ians provid i ng services i n  accorda nce with the sta nda rds we have esta bl ished. 

Each provider wil l  cooperate with us as necessa ry to conduct credentia l ing and recredentia l i ng 

pursua nt to our pol ic ies, proced u res, a nd ru les. 

1 4.1 Credentia l ing Req u i rements 
Each provider, appl ica b le a nc i l la ry/fac i l ity and  hosp ita l w i l l  rema in  i n  fu ll compl iance with our  

credentia l i ng crite r ia as set forth i n  its credentia l ing pol icies a nd procedu res and a ll appl icable laws 

and regu lat ions. Each pra ctit ioner wil l  complete the Nevada U n iform Credentia l i ng Form NDOl-901,  

which is located at doi .nv.gov/uploaded Fi les/doinvgov/_publ ic-documents/ I nsurers/ 

U n iform%20Credentia l ing .pdf, a nd the organ izational  providers (for exa mple, a ncilla ry/faci l ity and 

hosp ita l) wi l l  complete our app l ication form u pon req uest. Each provider wil l  comply with other such 

credentia l i ng crite r ia as  we may esta bl ish.  

1 4.2 Credentia l ing Proced u res 

ANTH E M'S D ISCRETI ON 

The credentia l i ng summary, crite r ia,  sta ndards, and requ i rements set forth here i n  a re not i ntended to 

l i mit Anthem's d i scretion i n  a ny way to a mend, cha nge or  suspend a ny aspect of Anthem's 

credentia l i ng prog ra m  ("Credential ing Progra m") nor is it i ntended to create rig hts on the part of 

practit ioners or  H DOs who seek to provide hea lthca re services to Members. Anthem further reta ins 

the r ig ht to a pprove, suspend, or  termi nate i nd ividua l  physicia ns a nd hea lth ca re professiona ls, and 

s ites i n  those i nsta nces where it has delegated credentia l ing decision ma king .  
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Credentia l ing Scope 

Credentia l i ng requ i rements a pply to the fol lowing: 

1 .  P ractit ioners who a re l icensed, certified or reg istered by the state to practice i ndependently 

(without d i rection or supervision); 

2. P ractit ioners who have a n  i ndependent relationsh ip  with Anthem 

a) An i ndependent re lat ionsh ip  exists when Anthem d i rects its Members to see a specific 

pract it ioner or g roup of practitioners, i nclud ing al l  practitioners whom a Member ca n select 

as pri ma ry ca re pract it ioners; and  

3 .  P ractit ioners who provide ca re to Members under Anthem's med ica l  benefits. 

The crite r ia l isted a bove apply to practit ioners i n  the following setti ngs: 

1 .  I nd iv idua l or  g roup pra ctices; 

2. Faci l ities; 

3. Renta l networks: 

a) That a re pa rt of Anthem's pri ma ry Network and include Anthem Members who reside i n  the 

renta l network a rea. 

b) That a re specifica lly for out-of -a rea ca re and Members may see only those practitioners or 

a re g iven a n  incentive to see renta l network practit ioners; and 

4. Telemedicine. 

Anthem credent ia ls the following l icensed/state certified i ndependent hea lth ca re practit ioners: 

• Medica l  Doctors (M D) 

• Doctors of Osteopath ic Med icine (DO) 

• Doctors of Pod iatry 

• Ch i ropractors 

• Optometrists provid ing Hea lth Services covered under the Hea lth Benefit Pla n 

• Doctors of dentistry provid ing Hea lth Services covered under the Hea lth Benefit Pla n 

i nclud ing oral and maxi llofacial  surgeons 

• Psycholog ists who have doctora l or master's level tra in ing  

• Cl in ica l  socia l  workers who have master's level tra in ing  

• Psych iatr ic or  behaviora l  hea lth nurse practitioners who have master's level tra in ing  

• Other behaviora l  hea lth ca re specia l ists who provide treatment services under the Hea lth 

Benefit P la n  

• Telemedic ine pra ctit ioners who provide treatment services under the Hea lth Benefit Pla n 

• Medical  thera pists (e.g., physica l thera pists, speech thera pists, and occupational  thera pists) 

• Genetic counselors 

• Aud io log ists 

• Acupuncturists (non-M D/DO) 

• Nurse practit ioners 
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• Certified nurse midwives 

• Phys ic ian assista nts (as req u i red loca lly) 

• Reg i stered Dietitians 

The following behaviora l  hea lth p ractit ioners a re not subject to professional  conduct a nd 

competence review under the Credentia l ing Progra m, but a re subject to a certification req u i rement 

p rocess i nclud i ng verification of l icensure by the a p p l ica b le state l icensing boa rd to i ndependently 

p rovide  behaviora l  hea lth services a nd/or compl ia nce with reg u latory or state/federal contract 

requ i rements for the provis ion of services: 

• Certified Behavioral Ana lysts 

• Certified Add iction Counselors 

• Substa nce Use D isorder P ractitioners 

Anthem credent ia ls the following Hea lth Delivery Organ izations (H DOs): 

• Hospita ls 

• Home Hea lth agencies 

• Ski l led Nurs ing Faci l it ies (Nurs ing Homes) 

• Ambu latory Surg ica l  Centers 

• Behaviora l Hea lth Faci l it ies p rovi d i ng menta l hea lth and/or substa nce use d isorder treatment i n  

i npatient, res identia l or  ambu latory setti ngs, i nclud ing :  

o Adu lt Fa mi ly Ca re/Foster Ca re Homes 

o Ambu latory Detox 

o Commun ity Menta l Hea lth Centers (CM HC) 

o Cr is is Sta b i l ization Un its 

o I ntens ive Fa mi ly I ntervention Services 

o I ntensive Outpatient - Menta l Hea lth a nd/or Substa nce Use Disorder 

o Methadone Maintenance Cli n ics 

o Outpatient Menta l Hea lth Cli n ics 

o Outpatient Substa nce Use Disorder Cli n ics 

o Part ia l Hospita lization - Menta l Hea lth and/or Substa nce Use Disorder 

o Residentia l  Treatment Centers (RTC) - Psychiatric and/or Substa nce Use D isorder 

• B i rth ing Centers 

• Home I nfusion Thera py when not associated with a nother currently credentia led H DO 

• Dura b le Med ica l Eq u ipment Providers 

The following HDOs a re not subject to professional  conduct and competence review under the 

Credentia l i ng P rogra m, but a re subject to a cert ification req u i rement p rocess i nclud i ng verificat ion of 
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licensure by the a ppl ica b le state l icens ing agency a nd/or compl ia nce with regu latory or  

state/federa l contract requ i rements for the provis ion of services: 

• C l in ica l  la boratories (CLIA Certification of Accred itation or CLIA Certificate of Complia nce) 

End Stage Rena l D isease (ESRD) service providers (d i a lysis faci l it ies) (CMS Certification or 

National D ia lysis Accred itation Commission 

• Porta b le x-ray Suppliers (CMS Certification) 

• Home I nfus ion Thera py when associated with a nother currently credentia led H DO (CMS 

Certification) 

• Hospice (CMS Certificat ion) 

• Federa l ly Qua lified Hea lth Centers (FQHC) (CMS Certification) 

• Rura l  Health Cli n ics (CMS Certification) 

• Orthotics and  Prosthetics Suppl iers (America n Boa rd for Certification i n  Orthotics and 

Prosthetics_(ABCOP) or Boa rd of Certification/Accred itation (BOC) or The Nationa l Exa min ing 

Boa rd of  Ocula rists (N E BO)) 

CREDENTIALS COM M ITTEE 

The decis ion to accept, reta i n, deny or  terminate a practitioner's or H DO's pa rticipation i n  on one 

or  more of Anthem's networks or  p la n  progra ms is conducted by a peer review body, known as 

Anthem's Credentia ls Committee (the "CC"). 

The CC wi l l  meet at least once every 45 ca lendar days. The presence of a majority of voti ng CC 

members constitutes a quorum.  The ch ief med ica l  officer, or  a desig nee appointed i n  consu ltation 

with the Vice President of Med ica l a nd Credential ing Pol icy, wil l  des ignate a cha i r  of the CC, as well 

as a vice-cha i r  i n  states or reg ions where both Commercia l  and Med icaid contracts exist. I n  states or 

reg ions where Med ica re Adva ntage (MA) is represented, a second vice-cha i r  representi ng MA may be 

desig nated . I n  states or  reg ions where a n  Anthem affi l iated provider organ ization is represented, a 

second vice-cha i r  rep resenti ng that organ ization may be desig nated . The cha i r  must be a state or  

reg ional  lead med ica l  d i rector, or  a n  Anthem med ica l  d i rector desig nee a nd the vice-cha i r  must be a 

lead med ica l  officer or  a n  Anthem med ica l  d i rector desig nee, for that l i ne of busi ness not 

rep resented by the cha i r. I n  states or  reg ions where on ly one l ine of bus iness is represented, the cha i r  

o f  the  CC wi l l  designate a vice-cha i r  for that l ine of bus iness a lso represented by the cha i r. The CC wil l  

i nclude at least five, but no more tha n 1 0  external phys ic ians rep resenti ng mult ip le med ica l  

specia lt ies ( in  genera l, the following specia lt ies or practice-types should be represented:  pediatrics, 

obstetrics/gynecology, adu lt med ic ine (fa mi ly med ic ine or i nterna l  med ic ine); surgery; behaviora l  

hea lth, with the option o f  us ing other specia lt ies when needed as determ i ned b y  the cha i r/vice-cha i r) .  

CC membersh ip may a lso i nclude one  to two other types of  credentia led hea lth providers (e.g ., nurse 

practit ioner, ch i ropractor, soc ia l  worker, pod iatrist) to meet priorit ies of the geog raph ic  reg ion as per 

cha i r/vice-cha i r's d i scret ion .  At least two of the phys ic ian committee members must be credentia led 

for each l i ne of busi ness (e.g ., Commerc ial, Med ica re, a nd Med ica id) offered with i n  the geogra ph ic  

purview of the CC. The cha i r/vice-cha i r  w i l l  serve as a voting membe r(s) and provide support to the 

credentia l i ng/re-credentia l ing process as needed . 
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The CC wi l l  access va rious specia l ists for consultation, as needed to complete the review of a 

pract it ioner's credentia ls. A committee member wi l l  d i sc lose a nd a bsta i n  from vot ing on a 

pract it ioner if the committee member ( i) believes there is a confl ict of i nterest, such as d i rect 

economic competit ion with the practit ioner; or  ( i i) feels h is  or  her judg ment m ight otherwise be 

compromised. A committee member wi l l  a lso d isclose if he or she has been professiona lly involved 

with the pract it ioner. Determinations to deny a n  appl ica nt's pa rticipation or terminate a pra ctit ioner 

from partici pation in one or  more Networks or Pla n  progra ms, req u i re a majority vote of the voting 

members of the CC i n  attenda nce, the majority of whom a re network practit ioners. 

Dur ing the credent ia l i ng process, a l l  i nformation that is obta ined is confidentia l  and not subject to 

review by th i rd pa rties except to the extent permitted by law. Access to i nformation wil l  be 

restricted to those i nd iv idua ls who a re deemed necessa ry to atta in  the objectives of the 

Credentia l i ng P rog ra m. Specifi ca l ly, i nformation supp l ied by the pract it ioner or  HDO i n  the 

app l icat ion, as wel l  as  other non-publicly ava i la ble i nformation wil l  be treated as confidentia l. 

Confi dentia l  written records rega rd ing defic iencies found,  the actions ta ken, and the recommended 

fol low-up wil l  be kept in a secure fash ion .  Security mecha n isms i nclude secured office facil it ies a nd 

locked fi l i ng ca b i nets, a protected computer i nfrastructure with password controls and  systematic 

mon itor ing, and staff eth ics and  compl ia nce tra in ing prog ra ms. The proced ures and minutes of the 

CC wi l l  be open to review by state and federa l  reg u latory agencies and  accred it ing bod ies to the 

extent permitted by law. 

P ractit ioners and  H DOs a re notified of the i r  r ig ht to review i nformation submitted to support the i r  

credentia l i ng app l icat ions. I n  the event that credentia l i ng i nformation ca n not be verified, or  if there 

is a d i screpa ncy i n  the credentia l ing i nformation obta ined, Anthem's credentia l ing staff 

("Credentia l i ng Depa rtment") w i l l  conta ct the practit ioner or H DO with i n  30 ca lendar days of the 

identificat ion of the issue. This commun icat ion wi l l  notify the practitioner or H DO of their r ight to 

correct erroneous i nformation or provide  add it iona l deta i ls reg a rd i ng the issue a nd wi l l  i nclude the 

process for submiss ion of th is add it ional  information. Depending on the nature of the issue, this 

commun icat ion may occur verba l ly or  i n  writi ng .  If the commun ication is verba l, written confi rmat ion 

wi l l  be sent at a later date. Al l  commun icat ion on the issue, i nclud i ng cop ies of the correspondence 

or a deta i led record of phone ca l ls, w i l l  be documented i n  the pract it ioner's or  HDO's credent ia ls fi le. 

The pract it ioner or  H DO wil l  be g iven no less than 14  ca lendar  days i n  which to provide addit iona l 

i nformat ion .  U pon request, the pra ctitioner or H DO wil l  be provided with the status of their 

credentia l ing or re-credential ing a pplication. 

Anthem may req uest and wil l  accept add itional  information from the a ppl ica nt to correct or expla in  

i ncomplete, i naccurate, or  conflict ing credentia l ing i nformat ion .  The CC wi l l  review the  i nformation 

and rat iona le presented by the appl ica nt to determ i ne if a materia l  omission has occurred or if other  

credentia l i ng crite r ia a re met. 

NON D ISCR I M I NATION POLICY 

Anthem wi l l  not d iscri m i nate aga i nst a ny app l i cant for participation i n  its Pla n  prog ra ms or provider 

Networks on the basis of race, gender, color, creed, rel ig ion,  nationa l or ig in ,  a ncestry, sexua l  

or ientation, age, vetera n, or  ma rita l status or a ny un lawfu l basis not specifica lly mentioned here in .  
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Ad d it iona l ly, Anthem wi l l  not d iscrim inate aga inst a ny app lica nt on the basis of the risk of 

populat ion they serve or  aga i nst those who specia l ize i n  the treatment of costly cond itions. Other 

tha n gender and la nguage capabi l i t ies which a re provided to the Members to meet their needs and 

preferences, th is i nformation is not requ i red i n  the credentia l i ng and  re-credentia l i ng p rocess. 

Determ i nations as to which practit ioners a nd providers req u i re add itiona l i nd ivid ua l  review by the 

CC a re made accord ing to predetermined criteria related to professional  cond uct and competence. 

The CC decis ions a re based on issues of p rofessiona l conduct and competence as reported a nd 

verified through the credentia l i ng p rocess. Anthem wil l  a ud it credentia l ing fi les annua lly to identify 

d iscri m i natory practices, if a ny, i n  the select ion of p ractit ioners. I n  the event d iscri m i natory practices 

a re identified through a n  aud it or  through other mea ns, Anthem wi l l  ta ke appropriate action to track 

and e l im i nate those practices. 

I N ITIAL CREDENTIALI NG 

Each practit ioner or  H DO must com plete a sta nda rd application form deemed accepta ble by 

Anthem when a p p ly ing for i n it i a l  pa rtici pat ion i n  one or  more of Anthem's networks or  p la n  

progra ms. For p ractit ioners, the Counci l  for Affordable Qua lity Hea lthca re (CAQH) ProView system is 

uti l ized. To lea rn more a bout CAQH, visit their web site at www.CAQH.org. 

Anthem wi l l  verify those e lements related to a n  appl ica nts' lega l  a uthority to practice, releva nt 

tra i n i ng, exper ience a nd competency from the pr imary source, where app l ica b le, du ri ng the 

credentia l i ng p rocess. Al l  verifications must be current and verified with i n  the 1 80-ca lendar day 

period pr ior to the CC ma king its credentia l ing recommendation or as otherwise req u i red by 

a p p l ica b le accred itat ion sta ndards. 

Dur ing the credent ia l i ng p rocess, Anthem wi l l  review, a mong other th i ngs, verificat ion of the 

credentia l i ng data as described i n  the following ta bles un less otherwise req u i red by reg u latory or 

accred it ing bod ies. These ta bles represent m in imu m  req u i rements. 

A. Practitioners 

Verification Element 

License to practice i n  the state(s) i n  which the pract it ioner w i l l  be treati ng Members. 

Hosp ita l ad mitti ng privi leges at a TJC, DNV N IAHO, C IHQ or ACHC accred ited hospita l, 

or a Network hosp ita l p reviously approved by the committee. 

DEA/CDS a nd state-controlled substa nce reg istrations 

• The DEA/CDS reg istration must be va l id i n  the state(s) i n  which p ractitioner 

wi l l  be treating Members. Practitioners who see Members i n  more tha n one 

state must have a DEA/CDS reg istration for each state. 

Ma lpractice i nsurance 

Ma lpractice c la i ms h istory 

Boa rd cert ification or  h ig hest level of med ica l  tra in ing or education 
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Work h istory 

State or  Federa l  l icense sa nctions or l imitations 

Medica re, Med ica id or FEHBP sa nctions 

Nat iona l P ractit ioner Data Ba nk  report 

State Medica id  Exclus ion List ing ,  if a ppl ica b le 

B. H DOs 

Verification Element 

Accred itat ion, if a ppl icable 

L icense to practice, if a ppl ica b le 

Ma lpractice i nsurance 

Medica re cert ificat ion, if a ppl ica ble 

Depa rtment of Hea lth Survey Resu lts or recogn ized accred iti ng organ ization 

cert ificat ion 

L icense sa nct ions or  l im itat ions, if appl ica b le 

Medica re, Med ica id or FEHBP sa nctions 

R E-CREDENTIAL ING 

The re-credentia l i ng process i ncorporates re-verification and the identification of cha nges i n  the 

pract it ioner's or  H DO's l icensure, sa nct ions, cert ification, hea lth status a nd/or performa nce 

i nformation ( i nclud i ng, but not l im ited to, malpractice experience, hospita l  privi lege or other act ions) 

that may reflect on the pract it ioner's or HDO's professiona l  conduct a nd competence. This 

i nformation is reviewed in order to assess whether practit ioners a nd H DOs conti nue to meet Anthem 

credentia l ing sta ndards ("Credentia l ing Sta nda rds"). 

All a ppl ica b le practit ioners a nd H DOs i n  the Network with i n  the scope of the Credentia l ing Prog ra m 

a re requ i red to be re-credentialed every th ree yea rs un less otherwise req u i red by a ppl ica ble state 

contra ct or state reg u lat ions. 

H EALTH DELIVERY ORGAN IZATIONS 

New HDO app l ica nts wi l l  submit a sta nda rd ized a ppl icat ion to Anthem for review. I f  the ca nd idate 

meets Anthem screen ing crite r ia,  the credentia l ing process wil l  commence. To assess whether 

Network H DOs, with i n  the scope of the Credential ing Prog ra m, meet a ppropriate sta ndards of 

profess ional  conduct and competence, they a re subject to credentia l ing and re-credentia l i ng 

progra ms. I n  add it ion to the l icensure a nd other el ig ib i l ity criteria for H DOs, as described i n  deta i l  

below, i n  the "Anthem Credent ia l i ng P rogra m  Standards" section, a ll Network H DOs a re req u i red to 
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ma i nta i n  accred itat ion by a n  a ppropriate, recogn ized accred it i ng body or, i n  the a bsence of such 

accred itat ion, Anthem may eva luate the most recent site su rvey by Medica re, the a ppropriate state 

overs ight agency, or  a site su rvey performed by a designated i ndependent externa l entity with i n  the 

past 36 months for that H DO. 

ONGOING SAN CTION MON ITOR I N G  

To support certa i n  Credentia l i ng Sta nda rds between the re-credential ing cycles, Anthem has 

esta bl ished an ongoing mon itori ng program. The Credentia l ing Depa rtment performs ongoing 

mon itori ng to help ensure continued compl iance with Credential ing Sta ndards and to assess for 

occurrences that may reflect issues of substa ndard profess ional  conduct and competence. To 

ach ieve th is, the Credent ia l i ng Depa rtment wi l l  review period ic  l ist i ngs/reports with i n  30 ca lend a r  

days o f  the t ime they a re made ava i la b le from the va rious sources i nclud ing, but not l im ited to, the 

fol lowing:  

• Office of the I nspector Genera l ("OIG") 

• Federa l  Med ica re/Med ica id Reports 

• Office of Personnel  Management ("OPM") 

• State l icensing Boa rds/Agencies 

• Member/Customer services departments 

• C l in ica l  Qua l ity Ma nagement Depa rtment ( inc lud i ng data regard i ng compla ints of both a 

c l in ica l  and non-cli n ica l  nature, reports of adverse cli n ica l  events a nd outcomes, and 

satisfaction data, as ava i lable) 

• Other i nterna l Anthem depa rtments 

• Any other i nformation received from sources deemed relia b le by Anthem. 

When a pract it ioner or  H DO with i n  the scope of credentia l i ng has been identified by these sources, 

crite r ia wi l l  be used to assess the a ppropriate response. 

APPEALS PROCESS 

Anthem has esta bl ished pol ic ies for mon itor ing and re-credential ing practitioners and H DOs who 

seek conti n ued pa rt ic ipat ion i n  one or  more of Anthem's Networks or  P la n  P rog ra ms. I nformation 

reviewed duri ng th is activity may ind icate that the professiona l conduct a nd competence sta ndards 

a re no longer  being met, a nd Anthem may wish to terminate practitioners or H DOs. Anthem a lso 

seeks to treat network practit ioners a nd H DOs, as wel l  as those app lyi ng for part ic i pation, fa i rly and  

thus provides pra ctit ioners and H DOs with a process to appeal determinations terminati ng/denying 

partici pation in Anthem's Networks for profess ional  conduct and competence reasons, or  which 

wou ld otherwise result i n  a report to the Nat ional Practitioner Data Bank (N PDB). 

Add it iona l ly, Anthem will permit practit ioners a nd H DOs who have been refused i n it i a l  part ic i pation 

the opportun ity to correct a ny errors or  omissions which may have led to such den ia l  

( i nforma l/recons iderat ion on ly). I t  is Anthem's i ntent to g ive practit ioners a nd H DOs the opportun ity 

to contest a termi nat ion of the pract it ioner's or  HDO's pa rt ic ipat ion i n  one or  more of Anthem's 

Networks or  P la n  P rog ra ms a nd those den ia ls of req uest for i n itia l  pa rticipation which a re reported 

to the NPDB  that were based on professional  cond uct and competence considerations. 
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Im med iate termi nations may be i mposed d ue to the practitioner's or H DO's l icense suspension, 

probation or  revocation, if a pract it ioner or  H DO has been sa nctioned, deba rred or excluded from 

the Med ica re, Medica id or FEH B  progra ms, has a crim ina l  conviction, or Anthem's determ i nat ion that 

the pract it ioner's or  H DO's conti nued participation poses a n  i mminent risk of harm to Members. 

Pa rt ic i pating practit ioners a nd HDOs whose network partici pation has been terminated due to the 

pract it ioner's suspension or loss of l icensure or d ue to crim ina l  conviction a re not el ig ib le for informa l 

review/reconsiderat ion or  forma l appeal. Pa rt ic ipat ing practit ioners a nd H DOs whose network 

partici pation has been termi nated due to sa nction, deba rment or exclusion from the Med ica re, 

Medica id or  FEHB a re not e l ig ib le for informa l review/reconsideration or forma l appeal. 

REPORTING REQU IREM ENTS 

When Anthem ta kes a profess ional  review act ion with respect to a pract it ioner's or H DO's 

partici pation i n  one or more of its Networks or Pla n  progra ms, Anthem may have a n  obl igation to 

report such to the N PD B, state l icens i ng boa rd a nd lega l ly desig nated agencies. I n  the event that the 

procedures set forth for report ing reportable adverse actions confl ict with the process set forth i n  the 

current N PD B  Gu idebook, the process set forth i n  the N PDB Guidebook wil l  govern. 

ANTH EM CREDENTIALI NG PROGRAM STAN DARDS 

El ig ib i l ity Criteria 

Health ca re practit ioners: 

I n it ia l  appl ica nts must meet the following crite r ia i n  order to be considered for participation:  

• M ust not be currently federa lly sa nctioned, debarred or excluded from pa rticipation i n  a ny of 

the fol lowing prog ra ms: Med ica re, Med ica id or FEH BP; 

• Possess a cu rrent, va l id,  unencumbered, un restricted, a nd non-probationary l icense i n  the 

state(s) where he or she provides services to Members; 

• Possess a current, va l id,  and unrestricted Drug Enforcement Agency (DEA) and/or Controlled 

Da ngerous Substa nces (CDS) reg istrat ion for prescri b i ng control led substa nces, if app l ica b le 

to h is/her specia lty i n  wh ich he or she wil l  treat Members. The DEA/CDS reg istrat ion must be 

va l id in the state(s) i n  which the pra ctit ioner wil l  be treating Members. Pra ctit ioners who see 

Members i n  more tha n one state must have a DEA/CDS reg istration for each state; a nd 

• Meet the ed ucation, tra in i ng and certification criteria as req u i red by Anthem. 

I n it ia l  app l icat ions shou ld meet the following crite r ia i n  order to be considered for part ic i pation, with 

exceptions reviewed a nd approved by the CC: 

• For M Ds, DOs, DPMs, a nd D MDs/DDSs practic ing ora l  and  max i l lofacia l  surgery, the applica nt 

must have current, i n  force board certification (as defined by the American Boa rd of Med ica l 

Specia lt ies (ABMS), American Osteopath ic Association (AOA), Roya l College of Phys ic ians and 

Surgeons of  Ca nada (RCPSC), College of  Fa m i ly Phys ic ians of Canada (CFPC), America n Boa rd 

of Foot and Ankle Surgery (AB FAS), America n Boa rd of Pod iatric Medic ine ("ABPM"), or 
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Ame rica n Boa rd of Oral and Maxi llofacial  Surgery (ABOMS) i n  the cli n ica l  d iscipl ine for which 

they a re apply ing.  

• I f  not cert ified, M Ds and DOs wil l  be g ra nted five yea rs or a period of time consistent with 

ABMS or  AOA boa rd el ig ib i l ity t ime l imits, whatever is g reater, after completion of their 

res idency or  fel lowsh ip tra in ing  prog ra m to meet the boa rd certification requ i rement. 

• I f  not cert ified, DP Ms wi l l  be g ra nted five yea rs after the completion of their res idency to meet 

th is req u i rement for the ABPM. Non-certified DPMs will be g ra nted seven yea rs after 

completion of the i r  res idency to meet this req u i rement for AB FAS. 

• I nd iv idua ls no longer  e l ig ib le for boa rd certificat ion a re not e l ig ib le for conti nued exception to 

th is req u i rement. 

As a lternatives, M Ds a nd DOs meet ing a ny one of the following crite r ia wi l l  be viewed as meeting the 

educat ion, tra i n i ng a nd cert ificat ion requ i rement: 

1 .  P revious boa rd certification (as defined by one) of the following:  ABMS, AOA, RCPSC, CFPC, 

ABFAS, ABPM, or ABOMS) i n  the cli n ica l  specia lty or subspecia lty for which they a re a pplying 

which has now expi red and a min imum of 1 0  consecutive yea rs of cli n ica l  practice; 

2. Tra i n i ng which met the req u i rements i n  place at the time it was completed i n  a specia lty field 

prior  to the ava i lab i l ity of boa rd certifications i n  that cli n ica l  specia lty or subspecia lty; or 

3. Spec ia l ized practice expertise as evidenced by publication i n  nationa lly accepted peer review 

l iterature and/or recog n ized as a leader i n  the science of their specia lty a nd a facu lty 

a ppoi ntment of assista nt professor or  h ig her at an academic med ica l  center  a nd teach ing 

fac i l ity i n  Anthem's network and the applica nt's professional  activities a re spent at that 

i nstitution at least fifty percent (50%) of the time. 

P ractit ioners meet ing one of these three a lternative crite r ia ( i ., i i ., i i i .) w i l l  be viewed as meet ing a l l  

Anthem educat ion, tra i n i ng and certificat ion crite r ia and  wi l l  not be req u i red to undergo add itiona l 

review or  i nd iv idua l presentat ion to the CC. These a lternatives a re subject to Anthem review a nd 

a pprova l. Reports submitted by delegates to Anthem must conta in  suffic ient documentation to 

support the above a lternatives, as determ ined by Anthem. 

• For M Ds and DOs, the a ppl ica nt must have unrestricted hospita l privi leges at a The Jo int 

Commission (TJC), Nat iona l I nteg rated Accred itat ion for Hea lthca re Org a n izations (DNV 

N IAHO), Center for I mprovement i n  Hea lthca re Qua lity (C I H Q), a Accred itation Commission for 

Health Ca re (ACHC) accred ited hospita l, or a Network hospita l previously a pproved by the 

committee. Some cl in ica l  d isci pl i nes may funct ion exclusively i n  the outpatient sett ing,  and  

the  CC may at its d iscretion deem hospita l  privi leges not releva nt to these specia lt ies. Also, 

the org a n ization of an increasing number of physician  practice sett ings i n  selected fields is 

such that i nd ividua l  physicians may practice solely i n  either a n  outpatient or a n  inpatient 

sett ing .  The CC will eva luate appl ications from pra ctit ioners i n  such practices without reg a rd 

to hosp ita l privi leges. The expectation of these physicians would be that there is a n  

a ppropriate referra l a rra ngement with a Network practitioner to provide i npatient ca re. 

• For Genetic Counselors, the applica nt must be l icensed by the state to practice i ndependently. 

If the state where the a pplica nt practices does not l icense Genetic Counselors, the a ppl ica nt 
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must be certified by the America n Boa rd of Genetic Counsel ing or the America n Boa rd of 

Genetics a nd Genomics. 

Criteria for Selecting Practitioners 

New Appl ica nts (Credent ia l i ng): 

• Submiss ion of a complete application a nd req u i red attachments that must not conta in  

i ntentional  misrepresentations or omissions. 

• Appl icat ion attestat ion s ig ned date with i n  1 80 ca lenda r  days of the date of submiss ion to the 

CC for a vote. 

• Pr i mary source verifications with i n  acceptab le timefra mes of the date of submission to the CC 

for a vote, as deemed by appropriate accred iting agencies. 

• No evidence of potential mater ial  omission(s) on a ppl ication. 

• Current, va l id ,  un restricted l icense to practice i n  each state i n  which the practit ioner would 

provide  ca re to Members. 

• No current l icense action. 

• No h istory of l icens ing boa rd act ion i n  a ny state. 

• No current federa l sa nction a nd no h istory of federal sa nctions (per System for Awa rd 

M a nagement (SAM), O IG a nd OPM report nor on N PDB report). 

• Possess a current, va l id,  and unrestricted DEA/CDS reg istration for prescrib ing controlled 

substa nces, if appl icable to h is/her specia lty in which he or she wil l  treat Members. The 

D EA/CDS reg istration must be va lid in the state(s) in which the practitioner w i l l  be treat ing 

Members. Pract it ioners who treat Members i n  more tha n  one state must have a va l id 

D EA/CDS reg istration for each a ppl icab le state. 

• I n it i a l  appl ica nts who have no DEA/CDS reg istration wil l  be viewed as not meeting criteria 

and  the credentia l ing process will not proceed. However, if the applica nt ca n provide 

evidence that he or she has a ppl ied for a DEA/CDS reg istration, the credentia l ing process 

may proceed if a ll of the following a re met 

It  ca n be verified that this a ppl ication is pend ing .  

The a ppl ica nt has made a n  a rra ngement for a n  a lternative pra ctit ioner to prescribe 

contro l led substa nces unti l  the add itional  DEA/CDS reg istration is obta ined. If the 

a lternate provider is a practice rather tha n a n  i nd iv idual, the fi le may i nclude the 

practice name. The Compa ny is not req u i red to arra nge a n  a lternative prescriber; 

The a ppl ica nt agrees to notify Anthem upon receipt of the req u i red DEA/CDS 

reg istration. 

Anthem wil l  verify the a ppropriate DEA/CDS reg istration via sta ndard sources. 

The a ppl ica nt agrees that fa i lure to provide the a ppropriate DEA/CDS reg istration 

with i n  a 90-ca lendar day timefra me wil l  resu lt i n  termination from the Network. 

I n itia l  appl ica nts who possess a D EA cert ificate i n  a state other tha n the state i n  which they 

wi l l  be see i ng Anthem's Members wil l  be notified of the need to obta i n  the add itional  DEA, 

un less the pract it ioner is delivering services i n  a telemed icine environment on ly and  does not 
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req u i re a D EA or  CDS reg istration i n  the add itiona l location(s) where such telemed ic ine 

services may be rendered under federa l  or state law. If the applica nt has applied for a n  

add it ional  DEA reg istration the credential ing process may proceed i f  all the follow ing crite r ia 

a re met: 

1 .  l t  ca n be verified that the appl ica nt's a ppl ication is pend i ng;  and  

2. The a ppl ica nt has made a n  a rra ngement for a n  a lternative provider to prescribe 

control led substa nces unti l  the add itional  DEA reg istration is obta ined; and 

3 .  The a ppl ica nt ag rees to notify Anthem upon receipt of the req u i red DEA reg istration; 

and  

4 .  Anthem w i l l verify the a ppropriate DEA/CDS reg istration via sta ndard sources; a nd 

5 .  The a ppl ica nt ag rees that fa i lure to provide the appropriate DEA reg istration with i n  a 

90-day ti mefra me wi l l  resu lt i n  termination from the network. 

P ractit ioners who volunta ri ly choose to not have a DEA/CDS reg istration if that pra ctit ioner 

cert ifies the following:  

1 .  Control led substa nces a re not prescribed with i n  h is/her scope of practice; or i n  their 

profess ional  judgement, the patients receiv ing the i r  ca re do not req u i re controlled 

substa nces a nd 

2. He or  she must provide documentation that an arra ngement exists for an a lternative 

provider  to prescri be control led substa nces should it be c l in ica l ly a ppropriate. I f  the 

a lternate provider is a practice rather tha n a n  i nd ividua l, the fi le may i nclude the 

practice na me. The Compa ny is not req u i red to arra nge a n  a lternative prescriber; and 

3 .  D EA/CDS reg istration is or was not  suspended, revoked, su rrendered or encumbered 

for reasons other tha n  those aforementioned. 

a .  No current hosp ita l membersh ip  or  privi lege restrict ions and  no h istory of hosp ita l 

membersh i p  or privi leges restrictions; or for Practitioners i n  specia lties defined as 

requ i r i ng hospita l privi leges who practice solely in the outpatient sett ing, there exists a 

defi ned referra l a rra ngement with a pa rticipating Practitioner of s imi lar  specia lty at a 

partici pati ng hosp ita l who provides i npatient ca re to members requ i ri ng 

hosp ita l izat ion .  

b. No h istory of or cu rrent use of i l lega l  d rugs or h istory of or cu rrent substa nce use 

d i sorder. 

c. No impa i rment or  other cond ition which would negatively impact the abi l ity to 

perform the essential functions i n  their professiona l field. 

d .  No gap i n  work h istory g reater tha n  six months i n  the past five yea rs; however, gaps u p  

t o  12  months related to pa renta l leave or immigration wil l  be accepta ble a nd viewed 

as Level I .  All gaps i n  work h istory exceed ing six months wil l  req u i re add itiona l 

i nformation and review by the Credentia l ing Depa rtment. A verbal  expla nation wil l  be 

accepted for gaps of six to 12  months. Gaps i n  excess of 12  months wil l  req u i re written 

exp la nations. All work h istory gaps exceed ing six months may be presented to the 

geog raph ic  CC if the gap ra ises concerns of future substa ndard Professiona l Cond uct 

and  Competence. 
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e. No convictions, or plead ings of gu i lty or no contest to, or open ind ictments of, a felony 
or  a ny offense i nvolvi ng mora l  turpitude or fra ud.  I n  add ition, no other crim ina l  or civi l 
l i t igat ion h istory that tog ether with a ny other releva nt facts, ra ises a reasona ble 
suspic ion of future substa ndard profess ional  conduct a nd/or com petence. 

f. A mi n imum of the past 1 0  yea rs of malpractice cla ims h istory is reviewed.  
g .  M eets Cred entia l i ng Sta ndards for education/tra in ing for the specia lty(ies) i n  which 

practit ioner wa nts to be l isted i n  Anthem's Network d i rectory as desig n ated on the 
app l ication. Th is i ncludes boa rd certification requ i rements or a lternative criteria for 
M Ds and DOs a nd boa rd cert ificat ion criteria for D PMs, and  ora l  and  maxi l lofacia l  
surgeons; 

h. No i nvolunta ry terminations from a n  H MO or PPO. 
i .  No "yes" answers to attestation/d isclosure questions on the appl ication form with the 

exception of the following: 
i .  I nvestment or bus iness i nterest i n  a ncilla ry services, eq u ipment or supplies; 

i i .  Volunta ry resig nation from a hospita l or organ ization related to practice 
relocation or facil ity uti l ization; 

i i i .  Volunta ry surrender of state l icense related to relocation or non use of said 
l icense; 

j . An NPDB report of a malpractice settlement or any report of a malpractice settlement 
that does not meet the threshold criteria; 

k. Non-renewa l of malpractice coverage or change i n  malpractice ca rrier  related to 
cha nges i n  the ca rrier's business practices (no longer offer ing coverage i n  a state or no 
longer i n  bus iness); 

I. Previous fa i lu re of a certification exa m by a practitioner who is cu rrently boa rd 
cert ifi ed or  who rema ins i n  the five-yea r post residency tra i n i ng wi ndow. 

m. Act ions ta ken by a hospita l  aga i nst a practit ioner's privi leges related sole ly to the 
fa i lu re to complete med ica l  records i n  a t imely fashion;  

n .  H i story of a l icens ing boa rd, hospita l  or other professional  entity i nvestigation that 
was closed without a ny action or sa nction. 

Note: the CC wil l  i nd iv idua l ly review a ny practitioner that does not meet one or more of the criteria 
requ i red for i n itia l  a pp l ica nts. 

Pa rticipation Criteria a nd Exceptions for Non-Physician Credentia l ing 

The following pa rtici pation criteria and exceptions a re for non- M D  practitioners. It is not add it iona l or  
more stri ngent requ i rements, but i nstead the criteria a nd exceptions that apply for these specific 
prov ider types to permit a review of ed ucation and tra in i ng .  

1 .  Licensed Cl in ica l  Soc ia l  Workers (LCSW) o r  other master level socia l  work l icense type: 
a .  Master or doctora l degree i n  socia l  work. 
b. I f  master's level degree does not meet criteria a nd practitioner obta ined PhD degree 

as a c l in ica l psychologist, but is not l icensed as such, the practitioner ca n be reviewed. 
In add it ion, a doctor of socia l  work wil l  be viewed as accepta ble. 

c. L icensure to practice i ndependently. 
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2. Licensed professiona l counselor ("LPC"), ma rriage and fa mi ly therapist ("M FT"), l icensed 

menta l hea lth counselor (LM HC) or other master level l icense type: 

a .  Master's o r  doctora l degree i n  counsel ing, ma rita l and fa mi ly thera py, psychology, 

counse l ing  psychology, counsel ing with a n  emphasis i n  ma rriage, fa mi ly a nd ch i ld 

counse l ing  or  a n  a ll ied menta l  field.  Master or doctora l degrees i n  education a re 

acceptable with one of the fields of study above. 

b. Master or doctora l deg rees i n  d ivin ity, masters i n  b ibl ica l  counsel ing,  or other prima ri ly 

theolog ica l  field of study do  not meet criteria as a related fie ld of study. 

c. Practit ioners with PhD tra in i ng as a cli n ica l  psycholog ist ca n be reviewed . 

d .  Practit ioners with a doctora l deg ree i n  one of the fields of study wil l  be viewed as 

a cceptable. 

e. L icensure to practice i ndependently or  i n  states without l icensure or certification :  

i .  Marr iage & Fa mi ly Therapists with a master's degree or h ig her: 

a .  Certified as a fu ll cli n ica l  member of the America n Association 

for Marriage and Fa mi ly Thera py (AAM FT), OR proof of e l ig ib i l ity 

for fu ll cli n ica l  membersh ip  i n  AAM FT (documentation from 

AAM FT req u i red). 

i i .  Menta l Hea lth Counselors with a master's deg ree or h ig her: 

a .  Provider  a ppl ica nt must be a Certified Cli n ica l  Menta l Hea lth 

Counselor (CCM HC) as determined by the Cli n ica l  Academy of 

the Nationa l Board of Certified Counselors (N BCC) (proof of 

N BCC certification req u i red) or meet a ll req u i rements to become 

a CCM HC (documentation of e l ig ib i l ity from N BCC requ i red). 

3. Pastora l Counselors: 

a .  Master's o r  doctora l degree i n  a menta l hea lth d iscipl ine.  

b .  Licensed as a nother recogn ized behaviora l  hea lth provider type (e.g., M D/DO, PsyD, 

SW, RNCS, ARNP, and  M FT, OR LPC) at the h ig hest level of i ndependent practice i n  the 

state where the practice is to occu r OR must be licensed or certified as a pastora l 

counselor i n  the state where the practice is to occur. 

c. A fel low or  d ip lomat member of the Associat ion for C l in ica l  Pastora l Educat ion (ACPE) 

OR meet a l l  requ i rements to become a fellow or d iplomat member of the ACPE 

[documentat ion of el ig ib i l ity of ACPE requ i red]. 

4. C l in ica l  nurse specia l i st/psych iatric and menta l hea lth nurse practitioner: 

a .  Master's degree i n  nurs ing with specia l ization i n  ad ult or ch i ld/adolescent psych iatric 

and  menta l hea lth nurs ing .  

b .  Reg istered Nurse l icense and a ny add itional  l icensure as a n  Adva nced Practice 

Nurse/Cert ifi ed Nurse Specia l ist/Ad ult Psych iatric Nu rs ing or other l icense or 

cert ificat ion as d ictated by the a ppropriate State(s) Board of Registered Nurs ing,  if 

a pplica ble. 

c. Cert ificat ion by the American Nurses Credentia l ing Center (ANCC), a subsid iary of the 

America n Nurses Association (ANA) i n  psych iatric nurs ing ,  or the Ped iatric Nu rs ing 

Cert ificat ion Boa rd .  This may be a ny of the fol lowi ng types: Cl i n i ca l  Nu rse Specia list i n  
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Ch i ld o r  Ad u lt Psych iatric N u rs ing,  Psych iatric and Menta l Hea lth N u rse Practitioner, or  

Fa m i ly Psych iatr ic and  Menta l Hea lth Nurse Practit ioner; and  

d .  Va l id ,  cu rrent, un restricted DEA/CDS reg istration, where appl icable with a ppropriate 

supervis ion/consultation by a Network practitioner as appl ica ble by the state 

l icens ing board. For those who possess a DEA reg istrat ion,  the appropriate CDS 

reg istration is req u i red.  The DEA/CDS reg istration must be va l id in the state(s) in which 

the practitioner wil l  be treating Members. 

5 .  C l in ica l  Psycholog ists: 

a .  Va l id  state cli n ica l  psycholog ist l icense. 

b. Doctora l deg ree i n  cli n ica l  or counsel ing, psychology or other appl icable field of study. 

c. Master's level thera p ists i n  good sta nd ing i n  the Network, who upg rade their  l icense to 

c l in ica l  psycholog ist as a resu lt of fu rther tra i n i ng,  wi l l  be a l lowed to conti nue i n  the 

Network and  wi l l  not be subject to the a bove education criter ia.  

6 .  C l in ica l  Neuropsycholog ist: 

a .  Must meet a ll the criteria for a cli n ica l  psycholog ist l isted i n  Section 4 a bove a nd be Boa rd 

cert ifi ed by e ither the America n Boa rd of Professional  Neuropsychology (ABPN) or 

America n Boa rd of Cl in ica l  Neuropsychology (ABCN); 

b. A practit ioner credentia led by the Nationa l Reg ister of Health Service Providers (Nationa l 

Reg ister) i n  psychology with a n  a rea of expertise i n  neuropsychology may be considered; 

and  

c. C l in ica l  neuropsycholog ists who a re not boa rd certified, nor l isted i n  the Nationa l Reg ister, 

wi l l  requ i re CC review. These practitioners must have appropriate tra in i ng a nd/or 

experience i n  neuropsychology as evidenced by one or more of the following:  

i .  Tra nscript of a pplicable pre-doctora l tra i n i ng;  

i i .  Documentation o f  appl icable forma l one-year post-doctora l tra i n i ng (pa rtic ipat ion i n  

C E U  tra i n ing  a lone would not be considered adequate); 

i i i .  Letters from supervisors i n  cli n ica l  neuropsychology ( incl ud ing  number of hours per 

week); or 

iv. M i n i mum of five yea rs' exper ience practic ing neuropsychology at least ten hours per 

week. 

6. Licensed Psychoana lysts: 

a .  Appl ies on ly to pract it ioners i n  states that l icense psychoana lysts. 

b. P ract it ioners wil l  be credentia led as a l icensed psychoana lyst if they a re not otherwise 

credent ia led as a practitioner type deta i led i n  Anthem Credentia l ing Pol icy (e.g., 

psychiatrist, cli n ica l  psycholog ist, l icensed cli n ica l  socia l  worker). 

c. P ractit ioner must possess a va l id psychoa nalysis state l icense. 

i .  Meet m in imum supervised experience req u i rement for l icensure as a psychoana lyst as 

d etermined by the l icensing state. 

i i .  Meet exam i nat ion req u i rements for l icensure as determined by the l icensing state. 

7. P rocess, requ i rements a nd Verificat ion - N u rse Practitioners: 
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a. The nurse practitioner (N P) a ppl ica nt wi l l  submit the a ppropriate appl ication and 

support ing documents as requ i red of a ny other practit ioners with the exception of 

d iffer ing i nformation rega rd ing ed ucation/tra in ing a nd boa rd certification. 

b. The requ i red education/tra in i ng wi l l  be, at a min imum, the completion of a n  ed ucation 

progra m  lead ing to l icensure as a reg istered nurse, a nd subseq uent add itional  

educat ion lead ing  to l icensure as a NP .  Verification of th is w i l l  occu r either via 

verification of the l icensure status from the state l icensing agency provided that that 

agency verifies the ed ucation or from the certification boa rd if that boa rd provides 

documentat ion that it performs pr imary verifi cation of the professiona l ed ucation a nd 

tra i n i ng  If the l icensing agency or certification boa rd does not verify h ig hest level of 

educat ion, the ed ucation wil l  be primary source verified i n  accorda nce with pol icy. 

c. The l icense status must be that of N P  as verified via primary source from the 

a ppropriate state l icensing agency. Add itiona lly, this l icense must be active, 

unencumbered, un restricted a nd not subject to probation, terms or  cond it ions. Any 

a ppl ica nts whose l icensure status does not meet these criteria, or who have i n  force 

adverse a ctions rega rd ing Medica re or Med ica id wil l  be notified of this a nd the 

a ppl ica nt wi l l  be admin istratively den ied. 

d .  I f  the N P  has prescriptive a uthority, which a llows the prescription of sched u led d rugs, 

the i r  D EA and/or state certificate of prescriptive a uthority i nformation wil l  be 

requested a nd pr imary source verifi ed via normal  Anthem proced u res. If there a re i n  

force adverse actions aga inst the  DEA, the  applica nt wi l l  be notified of this a nd the 

a ppl ica nt wi l l  be admin istratively den ied. 

e .  Al l  NP appl ica nts wi l l  be certified i n  the a rea wh ich reflects their  scope of practice by 

a ny one of the following:  

i .  Certification prog ra m of the America n N u rse Credentia l ing Center, a 

subs id iary of the America n N u rs ing Association; 

i i .  America n Academy of N u rse Pra ctit ioners - Certification Progra m; 

1 1 1 .  National  Certification Corporation; 

iv. Ped iatric N u rse Certification Boa rd (PNCB) Certified Ped iatric N u rse 

Practitioner - (note: CPN - certified ped iatric nu rse is not a nu rse 

practitioner); 

v. Oncology N u rs ing Certification Corporation (ONCC) - Adva nced 

Oncology Certified N u rse Practitioner (AOCN P®) - ON LY; or  

vi .  America n Association of Critica l Ca re N u rses Acute Ca re N u rse 

Practitioner Certification (ACN PC); ACN PC-AG - Adu lt Gerontology Acute 

Ca re. Th is certification must be active and primary source verified.  

I f  the state l icens ing boa rd primary sources verifies this certification as a req u i rement for 

l icensure, add it iona l  verificat ion by Anthem is not requ i red.  If the a ppl ica nt is not cert ifi ed or  

i f  h is/her cert ification has expi red, the application wi l l  be submitted for i nd iv idual  review. 

f. I f  the N P  has hospita l privi leges, he or she must have hospita l privileges at a CI HQ, TJC, 

DNV N IAHO, or ACHC accred ited hospita l, or a network hospita l  previously approved 

by the committee. I nformation rega rd ing h istory of a ny actions ta ken aga inst a ny 

hosp ita l privi leges held by the nurse practitioner wi l l  be obta i ned. Any adverse action 

aga inst a ny hospita l  privileges wil l  trigger a Level I I  review. 
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g. The N P  a ppl ica nt w i l l  undergo the sta ndard credentia l ing processes outli ned i n  

Anthem's Credentia l ing Pol icies. N Ps a re subject to a ll the req u i rements outli ned i n  the 

Credentia l i ng Pol ici es i nclud i ng (but not l im ited to): the requ i rement for Committee 

review of Level I I  fi les for fa i lure to meet predetermined criter ia, re-credent ia l i ng every 

three yea rs, a nd continuous sa nction and performa nce mon itor ing upon pa rticipation 

in the network. 

h. Upon complet ion of the credentia l ing process, the N P  may be l isted in Anthem's 

provider  d i rectories. As with a ll providers, this l isti ng wil l  accurately reflect their  

specific l icensure designation a nd these providers wi l l  be subject to the a ud it process. 

i .  N Ps wi l l  be clea rly identified: 

I .  On the credentia l ing fi le; 

I I .  At presentation to the CC; and 

I l l .  Upon notification to  network services a nd to the provider database. 

8. P rocess, Req u i rements and Verifications - Certified Nurse M idwives: 

a .  The Cert ifi ed Nurse M idwife (CN M) appl ica nt wi l l  submit the a ppropriate application 

a nd support ing d ocuments as req u i red of a ny other practitioner with the exception of 

d iffer ing i nformat ion regard i ng educat ion, tra i n i ng a nd boa rd cert ification .  

b .  The requ i red educational/tra in ing wi l l  be at a min imum that req u i red for l icensure as 

a reg istered nurse with subseq uent add itional  tra in i ng  for l icensure as a Certified 

Nurse M idwife by the a ppropriate l icensing body. Verification of this ed ucation and 

tra i n i ng w i l l  occu r either via primary source verification of the l icense, provided that 

state l icensing agency performs verification of the education, or from the certification 

boa rd if that boa rd provides documentation that it performs primary verification of 

the profess iona l education a nd tra in i ng .  If the state l icensing agency or the 

cert ification  boa rd d oes not verify educat ion, the educat ion w i l l  be primary source 

verifi ed i n  accorda nce with pol icy. 

c. The l icense status must be that of CN M as verified via primary source from the 

appropriate state l icensing agency. Add it iona lly, this l icense must be active, 

u nencumbered, u n restricted a nd not subject to probation, terms or cond itions. Any 

a ppl ica nt whose l icensure status does not meet these criter ia, or who have i n  force 

a dverse a ctions rega rd ing Medica re or Med ica id wil l  be notified of this a nd the 

app l icant wi l l  be admin istratively den ied. 

d .  I f  the CNM has prescriptive a uthority, which a llows the prescription of schedu led d rugs, 

the i r  D EA a nd/or state certificate of prescriptive a uthority i nformation wil l  be 

requested a nd primary source verified via norma l Anthem proced u res. If there a re 

current adverse actions aga inst the DEA, the a pplica nt wi l l  be notified a nd the 

app l icant wi l l  be admin istratively den ied. 

e .  Al l  CNM a ppl ica nts wil l  be certified by either: 

I .  The Nationa l Certification Corporation for Ob/Gyn and neonata l  nurs ing;  or 

I I .  The America n M idwifery Certification Boa rd, previously known as the America n 

College of Nurse M idwifes. 

This certification must be active and primary source verified.  If the state l icensing boa rd 

prima ry source verifies one) of these certifications as a req u i rement for l icensure, add itional  
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verification by Anthem is not required. If the applicant is not certified or if their certification 
has expired, the application will be submitted for individual review by the geographic CC. 

f If the CNM has hospital privileges, they must have unrestricted hospital privileges at a 
CIHQ, TJC, DNV NIAHO, or ACHC accredited hospital, or a network hospital previously 
approved by the committee or in the absence of such privileges, must not raise a 
reasonable suspicion of future substandard professional conduct or competence. 
Information regarding history of any actions taken against any hospital privileges held 
by the CNM will be obtained. Any history of any adverse action taken by any hospital 
will trigger a Level II review. In t he event the CNM provides only outpatient care, an 
acceptable admitting arrangement via the collaborative practice agreement must be 
in place with a participating OB/Gyn. 

g. The CNM applicant will undergo the standard credentioling process outlined in 
Anthem's Credentialing Policies. CNMs are subject to all the requirements of the 
Credentialing Policies including (but not limited to): the requirement for CC review for 
Level II applicants, re-credentialing every three years, and continuous sanction and 
performance monitoring upon participation in the Network. 

1. Upon completion of the credentioling process, the CNM may be listed in 
Anthem's provider directories. As with all providers, this listing will a ccurately 
reflect their specific licensure designation and these providers will be subject to 
the audit process. 

ii. CNMs will be clearly identified: 
1. On the credentioling file; 
2. At presentation to the CC; and 
3. Upon notification to network services and to the provider database. 

9. Process, Requirements and Veri fications - Physician's Assistants (PA): 
a . The PA applicant will submit the appropriate application and supporting documents as 

required of any other practitioners with the exception of differing information regarding 
education/training and board certification. 

b. The required education/training will be, at a minimum, the completion of an education 
program leading to licensure as a PA. Verification of this will occur via verification of the 
licensure status from the state licensing agency provided that that agency verifies the 
education. If the state licensing agency does not verify education, t he educat ion will be 
primary source verified in accordance with policy. 

c. The license status must be that of PA as verified via primary source from the appropriate 
state licensing agency. Additionally, this license must be active, unencumbered, 
unrestricted and not subject to probation, terms or conditions. Any applicants whose 
licensure status does not meet these criteria, or who have in force adverse actions 
regarding Medicare or Medicaid will be notified of this and the applicant will be 
administrat ively denied. 

d. If the PA hos prescript ive authority, which allows the prescription of scheduled drugs, their 
DEA and/or state certificate of prescriptive authority information will be requested and 
primary source verified via normal Anthem procedures. If there are in force adverse 
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verification by Anthem is not required. If the applicant is not certified or if their certification 

has expired, the application will be submitted for individual review by the geographic CC. 

f. If the CNM has hospital privileges, they must have unrestricted hospital privileges at a 

CIHQ, TJC, DNV NIAHO, or ACHC accredited hospital, or a network hospital previously 

approved by the committee or in the absence of such privileges, must not raise a 

reasonable suspicion of future substandard professional conduct or competence. 

Information regarding history of any actions taken against any hospital privileges held 

by the CNM will be obtained. Any history of any adverse action taken by any hospital 

will trigger a Level II review. In the event the CNM provides only outpatient care, an 

acceptable admitting arrangement via the collaborative practice agreement must be 

in place with a participating OB/Gyn. 

g. The CNM applicant will undergo the standard credentialing process outlined in 

Anthem's Credentialing Policies. CNMs are subject to all the requirements of the 

Credentialing Policies including (but not limited to): the requirement for CC review for 

Level II applicants, re-credentialing every three years, and continuous sanction and 

performance monitoring upon participation in the Network. 

i. Upon completion of the credentialing process, the CNM may be listed in 

Anthem's provider directories. As with all providers, this listing will accurately 

reflect their specific licensure designation and these providers will be subject to 

the audit process. 

ii. CNMs will be clearly identified: 

1. On the credentialing file; 

2. At presentation to the CC; and 

3. Upon notification to network services and to the provider database. 

9. Process, Requirements and Verifications - Physician's Assistants (PA): 

a. The PA applicant will submit the appropriate application and supporting documents as 

required of any other practitioners with the exception of differing information regarding 

education/training and board certification. 

b. The required education/training will be, at a minimum, the completion of an education 

program leading to licensure as a PA. Verification of this will occur via verification of the 

licensure status from the state licensing agency provided that that agency verifies the 

education. If the state licensing agency does not verify education, the education will be 

primary source verified in accordance with policy. 

c. The license status must be that of PA as verified via primary source from the appropriate 

state licensing agency. Additionally, this license must be active, unencumbered, 

unrestricted and not subject to probation, terms or conditions. Any applicants whose 

licensure status does not meet these criteria, or who have in force adverse actions 

regarding Medicare or Medicaid will be notified of this and the applicant will be 

administratively denied. 

d. If the PA has prescriptive authority, which allows the prescription of scheduled drugs, their 

DEA and/or state certificate of prescriptive authority information will be requested and 

primary source verified via normal Anthem procedures. If there are in force adverse 
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actions against the DEA, the applicant will be notified and the applicant will be 
administratively denied. 

e. All PA applicants will be certified by the National Commission on Certification of 
Physician's Assistants. This certification must be active and primary source verified. If t he 
state licensing board primary sources verifies this certification as a requirement for 
licensure, additional verification by Anthem is not required. If the applicant is not certified 
or if their certification has expired, the application will be classified as a Level II according 
to Credentialing Policy #8, as adopted or amended by each Anthem Health Plan and 
submitted for individual review by the CC. 

f. If the PA has hospital privileges, they must have hospital privileges at a CIHQ, TJC, DNV 
NIAHO, or ACHC accredited hospital, or a network hospital previously approved by the 
committee. Information regarding history of any actions taken against any hospital 
privileges held by the PA will be obtained. Any adverse action against any hospital 
privileges will trigger a level II review. 

g. The PA applicant will undergo the standard credentialing process outlined in Anthem's 
Credentialing Policies. PAs are subject to all the requirements described in these 
Credentialing Policies including (but not limited to): committee review of Level II files 
foiling to meet predetermined criteria, re-credent ioling every three years, and continuous 
sanction and performance monitoring upon participation in the network. 

h. Upon completion of the credentialing process, the PA may be listed in Anthem provider 
directories. As with all providers, this listing will accurately reflect their specific licensure 
designation and these providers will be subject to the audit process. 

i. PA's will be clearly identified: 
i. On the credentialing file; 
ii. At presentation to the CC; and 

iii. Upon notification to network services and to the provider database. 

Currently Participating Applicants (Re-credentialing) 

1. Submission of complete re-credentialing application and required attachments that must not 
contain intentional misrepresentations; 

2. Re-credentialing application signed date 180 calendar days of the date of submission to the 
CC for a vote; 

3. Must not be currently federally sanctioned, debarred or excluded from participation in any of 
the following programs; Medicare, Medicaid or FEHBP. If, once a pract itioner participates in 
Anthem's Plan programs or provider Networks, federal sanction, debarment or exclusion from 
the Medicare, Medicaid or FEHBP programs occurs, at the time of identification, t he 
practitioner will become immediately ineligible for participation in the applicable 
government programs or provider Networks as well as Anthem's other credentialed provider 
Networks. 

4. Current, valid, unrestricted, unencumbered, unprobated license to practice in each state in 
which the practitioner provides care to Members; 

5. No new history of licensing board reprimand since prior credentialing review; 
6. *No current federal sanction and no new (since prior credentialing review) history of federal 

sanctions (per SAM, OIG and OPM Reports or on NPDB report); 
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5. No new history of licensing board reprimand since prior credentialing review; 

6. *No current federal sanction and no new (since prior credentialing review) history of federal 

sanctions (per SAM, OIG and OPM Reports or on NPDB report); 

131 



 

 

 

 

 

 

 
 

 

 
 

 

 

 

 

 

 

7. Current DEA/CDS registration and/or state-controlled substance cert ification without new 
(since prior credentialing review) history of or current restrictions; 

8. No current hospital membership or privilege restrictions and no new (since prior cred entialing 
review) history of hospital membership or privilege restrictions; or for practitioners in a 
specialty defined as requiring hospital privileges who practice solely in the outpatient setting 
there exists a defined referral relationship with a Network practitioner of similar specialty at a 
Network HOO who provides inpatient care to Members needing hospitaliza t ion; 

9. No new (since previous credentialing review) history of or current use of illegal drugs or 
substance use disorder; 

10. No impairment or other condition which would negatively impact the abili ty to perfo rm the 
essential functions in their professional field; 

11. No new (since previous credentialing review) history of criminal/felony convict ions, including o 
plea of no contest; 

12. Malpractice case history reviewed since the lost CC review. If no new cases are identified since 
lost review, malpractice history will be reviewed as meeting criteria. If new malpractice history 
is present, then a minimum of last five years of malpractice history is evaluated and criteria 
consistent with initial credentialing is used. 

13. No new (since previous credentialing review) involuntary terminations from an HMO or PPO; 
14. No new (since previous credentialing review) "yes" answers on attestation/disclosure 

questions with exceptions of the following: 
a. Voluntary resignation from a hospital or organization related to practice relocation or 

facility utilization; 
b. Voluntary surrender of state license related to relocation or non use of said license; 
c. An NPDB report of a malpractice settlement or any report of a malpractice sett lement 

that does not meet the threshold criteria; 
d. Nonrenewal of malpractice coverage or change in malpractice carrier related to 

changes in the carrier's business practices (no longer offering coverage in a state or no 
longer in business); 

e. Previous failure of a certification exam by a practitioner who is currently board certified 
or who remains in the five-year post residency training window; 

f. Actions taken by a hospital against a pract it ioner's privileges related solely to the failure 
to complete medical records in o timely fashion; 

g. History of a licensing board, hospital or other professional entity investigation that was 
closed without any action or sanction. 

15. No quality improvement data or other performance data including complaints above the set 
threshold. 

16. Re-credentialed at least every three years to assess the practitioner's continued compliance 
with Anthem standards. 

*It is expected that these findings will be discovered for currently credentialed network 
practitioners and HDOs t hrough ongoing sanction monitoring. Network practitioners a nd 
HDOs with such findings will be individually reviewed and considered by the CC at the time 
the findings are identified. 
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Note: the CC will individually review any credentialed Network practitioners and HDOs that 
do not meet one or more of the criteria for re-credentialing . 

A. HDO Eligibility Criteria 

All HDOs must be accredited by an appropriate, recognized accrediting body or in the absence 
of such accreditation, Anthem may evaluate the most recent site survey by Medicare, the 
appropriate state oversight agency, or site survey performed by a designated independent 
external entity within the past 36 months. If a HDO has satellite facilities that follow the same 
policy and procedures, Anthem may limit site visits to the main facility. Non-accredited HDOs are 
subject to individual review by the CC and will be considered for Member access need only when 
the CC review indicates compliance with Anthem standards and there are no deficiencies noted 
on the Medicare or state oversight review which would adversely affect quality or care or patient 
safety. HDOs are re-credentialed at least every three years to assess the HDO's continued 
compliance with Anthem standards. 

1. General Criteria for HDOs: 
a . Valid , current and unrestricted license to operate in the state(s) in which it will provide 

services to Members. The license must be in good standing with no sanctions. 
b. Valid and current Medicare certification . 
c. Must not be currently federally sanctioned, debarred or excluded from participation in 

any of the following programs; Medicare, Medicaid or the FEHBP. Note: If, once an HDO 
participates in Anthem's Plan programs or provider Networks, exclusion from Medicare, 
Medicaid or FEHBP occurs, at the time of identification, the HDO will become 
immediately ineligible for participation in the applicable government programs or 
provider Networks as well as Anthem's other credentialed provider Networks. 

d . Liability insurance acceptable to Anthem. 
e. If not appropriately accredited, HDO must submit a copy of its CMS, state site or a 

designated independent external entity survey for review by the CC to determine if 
Anthem's quality and certification criteria standards have been met. 

2. Additional Participation Criteria for HDO by Provider Type: 

HDO TYPE AND ANTHEM APPROVED ACCREDITING AGENT(S) 

Facility Type (Medical Care) Acceptable Accrediting Agencies 

Acute Care Hospital CIQH, TCT, DNV NIAHO, ACHC, T JC 

Ambulatory Surgical Centers AAAASF, AAAHC, AAPSF, ACHC, T JC 

Birthing Center AAAHC, CABC, T JC 

Home Health Care Agencies (HHA) ACHC, CHAP, DNV NIAHO, TJC, TCT 

Home Infusion Therapy (HIT) ACHC, CHAP, TCT, T JC 
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• 

Skilled Nursing Facilities/Nursing Homes CARF, TJC 

Durable Medical Equipment Suppliers TJC, CHAP, TCT, ACHC, BOC, HQAA 

Facility Type (Behavioral Health Care) Acceptable Accrediting Agencies 

Acute Care Hospital-Psychiatric Disorders DNV NIAHO, ACHC, TJC, TCT 

Adult Family Care Homes (AFCH) ACHC, TJC 

Adult Foster Care ACHC, TJC 

Community Mental Health Centers (CMHC) AAAHC, CARF, CHAP, COA, TJC, ACHC 

Crisis Stabilization Unit TJC 

Intensive Family Intervention Services CARF 

Intensive Outpatient - Mental Health and/or ACHC, CARF, COA, DNV NIAHO, TJC 
Substance Use Disorder 

Outpatient Mental Health Clinic and/or CARF, CHAP, COA, ACHC, TJC 
Licensed Behavioral Health Clinics 

Partial Hospitalization/Day Treatment- CARF, DNV NIAHO, TJC 
Psychiatric Disorders and/or Substance Use 
Disorder 

Residential Treatment Centers (RTC) - CARF, COA, DNV NIAHO, ACHC, TJC 
Psychiatric Disorders and/or Substance Use 
Disorder 

Facility Type (Behavioral Health Care - Acceptable Accrediting Agencies 
Rehabilitation) 

Acute Inpatient Hospital - Detoxification 
Only Facilities 

Behavioral Health Ambulatory Detox 

Methadone Maintenance Clinic 

Outpatient Substance Use Disorder Clinics 

Peer Review 

TCT, DNV NIAHO, ACHC, TJC 

CARF, TJC 

CARF, TJC 

CARF, T JC, COA, 

The peer review process provides a systematic approach for monitoring the quality and 
appropriateness of care. 

Peer review responsibilities are to: 
Participate in the implementation of the established peer review system. 
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The peer review process provides a systematic approach for monitoring the quality and 

appropriateness of care. 

Peer review responsibilities are to: 

• Participate in the implementation of the established peer review system. 
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• 

Review and make recommendations regarding individual provider peer review coses. 
Work in accordance with the executive medical director. 

Should investigation of a member grievance result in concern regarding a physician's compliance 
with community standards of care or service, all elements of peer review will be followed. 

Dissatisfaction severity codes and levels of severity are applied to quality issues. The medical director 
assigns a level of severity to the grievance. Peer review includes investigation of physician act ions by 
or at the discretion of the medical director. The medical director takes action based on the quality 
issue and the level of severity, invites the cooperation of the physician, and consults and informs the 
MAC and credentialing committee. The medical director informs the physician of the commit tee's 
decision, recommendations, follow-up actions and/or disciplinary actions to be taken. Outcomes are 
reported to the appropriate internal and external entities, which include the MAC. 

The peer review policy is available upon request. 
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CLAIM SUBMISSION AND ADJUDICATION PROCEDURES 

15.1 Electronic Data Interchange (EDI) 
Anthem uses Availity as its exclusive partner for managing all electronic data interchange 
(EDI) transactions. Electronic Data Interchange (EDI), including Electronic Remittance Advices 
(835) allows for a faster, more efficient, and cost-effective way for providers and employers to 
do business. Network providers must submit claims within 180 days from the date of 
discharge for inpatient services or from the date of service for outpatient services. Non-
network providers must submit claims within 365 days from the date of discharge for 
inpatient services or from the date of service for outpatient services. Emergency 
transportation providers must submit claims within 365 days from the last date of service. 

Register with Availity: 
1. Choose administrator to register your organization 
2. When the admin is ready to register, choose the register button on the top of the page 
3. Select your organization type and complete the registration process 
4. Admin should check email to verify account 
5. Once the account is verified, admin will agree to the disclaimer, set up your security 

questions, and change password and set up authorized users. 

Advantages of Electronic Data Interchange (EDI): 
Process claims faster by submitting coordination of benefits electronically and fixing 
errors early with in-system notification and correction 

Reduce overhead and administrative costs by eliminating paper claim submissions 

Use Availity for the following EDI transactions: 
Healthcare Claim: Professional (837P) 
Healthcare Claim: Institutional (8371) 
Healthcare Claim: Dental (837D) 
Healthcare Eligibility Benefit Inquiry and Response (270/271) 
Healthcare Services Prior Authorization (278) 
Healthcare Services Inpatient Admission and Discharge Notification (278N) 
Healthcare Claim Payment/Advice (835) 
Healthcare Claim Status Request and Response (276/277) 
Medical Attachments (275) 

Ways you can use the Availity EDI Gateway 

Availity's EDI submission options: 
EDI Clearing house for Direct Submitters (requires practice management or revenue cycle 
software) 
Or use your existing clearing house or billing vendor (work with your vendor to ensure 
connection to the Availity EDI Gateway) 

To become an EDI Trading Partner visit Availity.com. 

CLAIM SUBMISSION AND ADJUDICATION PROCEDURES 

15.1 Electronic Data Interchange (EDI) 

Anthem uses Availity as its exclusive partner for managing all electronic data interchange 

(EDI) transactions. Electronic Data Interchange (EDI), including Electronic Remittance Advices 

(835) allows for a faster, more efficient, and cost-effective way for providers and employers to 

do business. Network providers must submit claims within 180 days from the date of 

discharge for inpatient services or from the date of service for outpatient services. Non­

network providers must submit claims within 365 days from the date of discharge for 

inpatient services or from the date of service for outpatient services. Emergency 

transportation providers must submit claims within 365 days from the last date of service. 

Register with Availity: 

1. Choose administrator to register your organization 

2. When the admin is ready to register, choose the register button on the top of the page 

3. Select your organization type and complete the registration process 

4. Admin should check email to verify account 

5. Once the account is verified, admin will agree to the disclaimer, set up your security 

questions, and change password and set up authorized users. 

Advantages of Electronic Data Interchange (EDI): 

• Process claims faster by submitting coordination of benefits electronically and fixing 

errors early with in-system notification and correction 

• Reduce overhead and administrative costs by eliminating paper claim submissions 

Use Availity for the following EDI transactions: 

• Healthcare Claim: Professional (837P) 

• Healthcare Claim: Institutional (837I) 

• Healthcare Claim: Dental (837D) 

• Healthcare Eligibility Benefit Inquiry and Response (270/271) 

• Healthcare Services Prior Authorization (278) 

• Healthcare Services Inpatient Admission and Discharge Notification (278N) 

• Healthcare Claim Payment/Advice (835) 

• Healthcare Claim Status Request and Response (276/277) 

• Medical Attachments (275) 

Ways you can use the Availity EDI Gateway 

Availity's EDI submission options: 

• EDI Clearinghouse for Direct Submitters (requires practice management or revenue cycle 

software) 

• Or use your existing clearinghouse or billing vendor (work with your vendor to ensure 

connection to the Availity EDI Gateway) 

To become an EDI Trading Partner visit Availity.com. 

http://www.availity.com/


• 
• 
• 

Login if already an Availity user, choose My providers> Transaction Enrollment, or choose 
Register if new to Availity. 

EDI rejections 
Claims submitted electronically will return reports that may contain rejections. If using a 
Clearinghouse or Billing Vendor, please ensure you are receiving all reports. It is important to 
review rejections on the EDI reports as they will not continue for claims processing. For 
questions on electronic rejections contact your Clearing house or Billing Vendor or Availity if 
you submit directly at 800-AVAILITY (800-282-4548). 

Availity's Payer ID - 00265 

If you use a clearing house, billing service or vendor, please work with them directly to 
determine payer ID 

Electronic Funds Transfer (EFT) 
Electronic claims payment through electronic funds transfer (EFT) is a secure and fastest way 
to receive payment reducing administrative processes. EFT deposit is assigned a trace 
number that is matched to the 835 Electronic Remittance Advice (ERA) for simple payment 
reconciliation. 

Use Enroll Safe (enrollsafe.payeehub.org/) to register and manage EFT account changes. 

Reimbursement requirements and policies 
Reimbursement policies serve as a guide to assist you in accurate claim submissions and to 
outline the basis for reimbursement if the service is covered by a member's Anthem benefit 
plan. These policies con be accessed on the provider site. Services must meet authorization 
and medical necessity guidelines appropriate to the procedure and diagnosis as well as to 
the member's state of residence. Covered services do not guarantee reimbursement unless 
specific criteria are met. 

You must follow proper billing and submission guidelines, including using indust ry standard, 
compliant codes on all claim submissions. Services should be billed with Current Procedure 
Terminology (CPD codes, Healthcare Common Procedure Coding System (HCPCS) codes 
and/or revenue codes which indicate the services and/or procedures performed. The billed 
code(s) are required to be fully supported in the medical record and/or office notes. 

Unless otherwise noted within the policy, our policies apply to participating providers and 
facilities; a non-contracting provider who accepts Medicare assignment will be reimbursed for 
services according to the original Medicare reimbursement rates. 

If appropriate coding/billing guidelines or current reimbursement policies ore not followed, 
Anthem may: 

Reject or deny the claim 
Recover and/or recoup claim payment 
Adjust the reimbursement to reflect the appropriate services and/or procedures 
performed 
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You must follow proper billing and submission guidelines, including using industry standard, 

compliant codes on all claim submissions. Services should be billed with Current Procedure 

Terminology (CPT) codes, Healthcare Common Procedure Coding System (HCPCS) codes 

and/or revenue codes which indicate the services and/or procedures performed. The billed 

code(s) are required to be fully supported in the medical record and/or office notes. 

Unless otherwise noted within the policy, our policies apply to participating providers and 

facilities; a non-contracting provider who accepts Medicare assignment will be reimbursed for 

services according to the original Medicare reimbursement rates. 

If appropriate coding/billing guidelines or current reimbursement policies are not followed, 

Anthem may: 

• Reject or deny the claim 

• Recover and/or recoup claim payment 

• Adjust the reimbursement to reflect the appropriate services and/or procedures 

performed 
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Anthem reimbursement policies are developed based on nationally accepted industry 
standards and coding principles. These policies may be superseded by mandates in provider, 
state, federal, or CMS contracts and/or requirements. System logic or setup may prevent the 
loading of policies into the claims platforms in the same manner as described; however, 
Anthem strives to minimize these variations. 

Reimbursement Hierarchy 
Claims submitted for payments must meet all aspects of criteria for reimbursement. The 
reimbursement hierarchy is the order of payment conditions that must be met for a claim to 
be reimbursed. Conditions of payment could include benefits coverage, medical 
necessity/clinical criteria, authorization requirements and/or stipulations within a 
reimbursement policy. Neither payment rates nor methodology o re considered conditions of 
payments. 
Review Schedules and Updates to Reimbursement Policies 
Reimbursement policies undergo reviews for updates to state contracts, federal or CMS 
requirements. Additionally, updates may be mode at any time ifwe ore notified of a 
mandated change or due to on Anthem business decision. We reserve the right to review and 
revise our policies when necessary. When there is an update, we will publish the most current 
policies to our provider website. 

Electronic Remittance Advice (ERA) Registration 
The 835 eliminates the need for paper remittance reconciliation. 

Use Availity to register and manage ERA account changes with these three easy steps: 
1. Log in to Availity: appsAvaility.com/Availity/web/public.elegant.login 
2. Select My Providers 
3. Select Enrollment Center and select Transaction Enrollment 

Note: If you use a clearing house, billing service or vendor, please work with them on ERA 
registration. 

Contact Availity 
If you have any questions, please contact Availity Client Services at 800-AVAILITY 
(800-282-4548) 

Useful EDl Documentation 
Availity EDI Connection Service Startup Guide - This guide includes informat ion to get you 
started with submitting Electronic Data Interchange (EDI) transa ctions to Availity, from 
registratio n to ongo ing support. 

Availity EDI Companion Guide - This Availi ty EDI Guide supplements t he HIPAA TR3s and 
describes the Availity Health Information Network environment, interchange requirements, 
transaction responses, acknowledgements, and reporting for each of the supported 
transactions as related to Availity. 

Availity Registration Page -Availity register page for users new to Availity. 
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15.2 Provider and Facility Digital Guidelines 
Anthem understands that working together digitally streamlines processes and optimizes 
efficiency. We developed the Provider and Facility Digital Guidelines to outline our expectations 
and to fully inform Providers and Facilities about our digital platforms. 

Anthem expects Providers and Facilities will utilize digital tools, unless otherwise prohibited 
by law or other legal requirements. 

Digital guidelines establish the standards for using secure digital Provider platforms 
(websites) and applications when transacting business with Anthem. These platforms and 
applications are accessible to both participating and nonparticipating Providers and 
Facilities and encompass Availity.com, electronic data interchange (EDI), electronic medical 
records (EMR) connections and business-to-business (B2B) desktop integration. 

The Digital Guidelines outline the digital/electronic platforms Anthem has available to 
participating and nonparticipating Providers and Facilities who serve its Members. The 
expectation of Anthem is based on our contractual agreement that Providers and Facilities 
will use these digital platforms and applications, unless otherwise mandated by low or other 
legal requirements. 

Digital and/or electronic transaction applications are accessed through these platforms: 

Availity EDI Clearing house 

B2B application programming interfaces (APls) 

EMR connections 

Digital guidelines available through Availity Essentials include: 

Acceptance of digital ID cards 

Eligibility and benefit inquiry and response 

Prior authorization submissions including updates, clinical attachments, authorization 
status, and clinical appeals 

Claim submission, including attachments, claim status 

Remittances and payments 

Provider enrollment 

Demographic updates 

Additional digital applications available to Providers and Facilities include: 
Pharmacy prior authoriza t ion drug requests 

Services through Carelon Medical Benefits Management, Inc. 
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Services through Carelon Behavioral Health, Inc. 

Anthem expects Providers and Facilities transacting any functions and processes above will 
use available digital and/or elect ronic self-service applications in lieu of manual channels 
(paper, mail, fax, call, chat, etc.). All channels are consistent with industry standards. All EDI 
transactions use version 5010. 
Note: As a mandatory requirement, all trading partners must currently transmit directly to 
the Availity ED/ gateway and have an active Availity Trading Partner Agreement in place. 
This includes providers using their practice management software & c/earinghouse billing 
vendors. 

Providers and Facilities who do not transition to digital applications may experience delays 
when using non-digital methods such as mail, phone, and fax for transactions that can be 
conducted using digital applications. 

Section 1: Accepting digital ID cards 
As our Members transition to digital Member ID cards, Providers and Facilities may need to 
implement changes in their processes to accept this new format. Anthem expects that 
Providers and Facilities will accept the digital version of the member id entification card in lieu 
of a physical card when presented. If Providers and Facilities require a copy of a physical ID 
card, Members can email a copy of their digital card from their smartphone application, or 
Providers and Facilities may access it d irectly from Availity Essent ials through the Eligibility 
and Benefits Inquiry application. 

Section 2: Eligibility and benefits inquiry and response 
Providers and Facilities should leverage these Availity Clearing house hosted channels for 
electronic eligibility and benefit inquiry and response: 

EDI transaction: X12 270/271 - eligibility inquiry and response 

Anthem supports the industry standard X12 270/271 transaction set for eligibility and 
benefit inquiry and response as mandated by HIPAA. 

Availity Essentials 

The Eligibility and Benefits Inquiry verification application allows a Provider and 
Facility to key an inquiry directly into an online eligibility and benefit look-up form 
with real-time responses. 

Provider desktop integration via 82B APls 

Anthem has also enabled real-time access to eligibility and benefi t verification APls 
that can be directly integrated within participating vendors' practice management 
software, revenue cycle management software and some EMR software. Contact 
Ava ility for ava ilable vendor integration opportunities. 

Section 3: Prior authorization submission, attachment, status, and clinical appeals. 
Providers and Facilities should leverage these channels for prior authorization submission, 
status inquiries and to submit electronic attachments related to prior authorization 
submissions: 
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EDI transact ion: X12 278 - prior authorization and referral: 

Anthem supports the industry standard X12 278 transaction for prior authorization 
submission and status inquiry as mandated per HIPAA. 

EDI transact ion: X12 275 - patient information, including HL7 payload for aut horization 
attachments: 

Anthem supports the industry standard X12 275 transaction for elect ronic transmission 
of supporting authorization documentation including medical records via the HL7 
payload. 

Avoility Essentials: 

Authori zation applica t ions include the Avoility Essentials multi-payer Authorization 
and Referral application for authorization submissions not accepted through Availity 
Essentials' multi-payer applica t ion. 

• Both applications enable prior authorization submission, authorization status 
inquiry and the ability to review previously submitted authorizations. 

Provider desktop integration via 828 APls: 

Anthem hos enabled real-time a ccess to prior authorization APls, w hich can be 
directly integrated within participating vendors' practice management sof tware, 
revenue cycle management software and some EMR software. Co ntact Availi ty for 
available vendor integration. 

Section 4: Claims: submissions, claims payment disputes, attachments, and status 
Claim submissions status and claims payment disputes 
Providers and Facilities should leverag e these channels for electronic Claim submission, 
attachments (for both pre- and post-payment) and status: 

EDI transaction: X12 837 - Professional, institut ional, and dental Claim submission (version 
5010): 

Anthem supports the industry standard X12 837 transactions for all fee-for-service and 
encounter billing as mandated per HIPAA. 

837 Claim batch upload through EDI allows a provider to upload a ba tch/file of 
Claims (must be in X12 837 standard format). 

EDI transaction: X12 276/277 - Cla im status inquiry and response: 

Anthem supports the industry standard X12 276/277 transaction set for Claim sta tus 
inquiry and response as mandated by HIPAA. 

Availity Essentials: The Claims & Payments application enables a provider to enter a 
Claim directly into an online Claim form and upload supporting documentation for a 
defined Claim. 

Claim Status application enables a provider to access online Claim stat us. Access the 
Claim payment dispute tool from Claim Status. Claims Sta tus also enables online 
claim payment disput es in most markets and for most claims. It is the expectat ion of 
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Anthem that electronic Claim payment disputes ore adopted when and where it is 
integrated. 

Provider desktop integration via 828 APls: 

Anthem hos also enabled real-time access to Claim Status via APls, which con be 
directly integrated within participating vendor's practice management sof tware, 
revenue cycle management software and some EMR software. Contact Avoili ty for 
available vendor integration. 

Claim attachments 
Providers and Facilities should leverage these channels for electronic Claim attachments from 
Availity.com: 

EDI transact ion: X12 275 - Patient information, including HL7 payload attachment: 

Anthem supports the industry standard X12 275 transaction for elect ronic transmission 
of supporting Claim documentation including medical records via the HL7 payload. 

Avoility Essentials - Claim Status application enables a Provider or Fa cility to digitally 
submit supporting Claims documentation, including medical records, directly to the Cla im. 

Digital Request for Additional Information (Digital RFAI) - The Medical Attachments 
application on Availity Essentials enables the transmission of digital notifications 
when additional documentation including medical records ore needed to process a 
Claim. 

Section 5: Electronic remittance advice and electronic claims payment 
Electronic remittance advice 

Electronic remittance advice (ERA) is on e lectronic data interchange (EDI) transaction of the 
explanation of payment of your claims. Anthem supports the industry standa rd X1 2 835 
transaction as mandated per HIPAA. 

Providers and Facilities can register, enroll and manage ERA preference through Avoility.com. 
Printing and moiling remittances will automatically stop thirty (30) days aft er t he ERA 
enrollment dote. 

Viewing on ERA on Avoility Essentials is under Claims & Payments, Remittance Viewer. 
Features of remittance viewer, include the ability to search a two (2) year history of 
remittances and access the paper image. 

Viewing a portable document format (PDF) version of a remit is under Poyer Spaces which 
provides a downloadable PDF of the remittance. 

To stop receiving ERAs for your claims, contact Availity Client Servi ces at 800-AVAILITY (282-
4548). 

To re-enable receiving paper remittances, contact Provider Services. 
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Electronic claims payment 
Electronic claims payment is a secure and fast way to receive payment, reducing 
administrative processes. There are several options to receive claims payments electronically. 

Electronic Funds Transfer (EFT) 

Electronic funds transfer (EFT) uses the automated clearing house (ACH) network to 
transmit healthcare payments from a health plan to a Provider's or Facility's bank account 
at no charge for the deposit. Health plans can use a Provider's or Facility's banking 
information only to deposit funds, not to withdraw funds. The EFT deposit is assigned a 
trace number (TRN) to help match the payment to the correct 835 electronic remittance 
advice (ERA), a process called reassociation. 

To enroll in EFT: Providers and Facilities can register, enroll, and manage account changes 
for EFT through EnrollSafe at enrollsafe.payeehub.org . EnrollSafe enrollment eliminates 
the need for paper registration . EFT payments are deposited faster and are generally the 
lowest cost payment method. For help with enrollment, use this convenient EnrollSafe User 
Reference Manual. 

To disenroll from EFT: Providers and Facilities are entitled to disenroll from EFT. 
Disenroll from EFT payments through EnrollSafe at enrollsafe.payeehub.org . 

Virtual Credit Card (VCC) 

For Providers and Facilities who don't enroll in EFT, and in lieu of paper checks, Anthem is 
shifting some reimbursements to virtual credit card (VCC). VCC allow Providers and 
Facilities to process payments as credit card transactions. Check with your merchant 
processor regarding standard transaction fees that will apply. 
Note that Anthem may receive revenue for issuing a VCC. 
Opting out of virtual credit card payment. Providers and Facilities are entitled to opt out 
of electronic payment. To opt out of virtual credit card payment, there are two (2) options: 

Enrolling for EFT payments automatically opts you out of virtual credit card payments. 
To receive EFT payments instead of virtual credit cards payments, en roll for EFT 
through EnrollSafe at enrollsafe.payeehub.org . 

OR 

To opt out of virtual credit card payments, call 800-833-7130 and provide your 
taxpayer identification number. 

Zelis Payment Network (ZPN) electronic payment and remittance combination 

The Zelis Payment Network (ZPN) is an option for Providers and Facilities looking for the 
additional services Zelis can offer. Electronic payment (ACH or VCC) and Electronic 
Remittance Advice (ERA) via the Zelis portal are included together with additional 
services. For more information, go to Zelis.com. Zelis may charge fees for their services. 
Note that Anthem may receive revenue for issuing ZPN. 

ERA through Availity is not available for Providers and Facilities using ZPN. 

To disenroll from ZPN payment, there are two (2) options: 
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Enrolling for EFT payments automatically removes you from ZPN payments. To receive 
EFT payments instead of ZPN payments, en roll for EFT through EnrollSofe at 
enrollsafe.payeehub.org. 

OR 

To disenroll from ZPN payments, update your Zelis registration on the Zelis provider 
portal or contact Zelis at 877-828-8770. 

Not being enrolled for EFT, VCC, or ZPN will result in paper checks being mailed. 

15.3 Paper Claims Submission 
You also have the option of submitting paper claims. All claims should be submitted on 
original red claim forms (not black and white or photocopied forms), laser printed or typed 
(not handwritten) in a large, dark font. Network providers must submit a properly completed 
UB-04 CMS-1450 or CMS-1500 (08-05) within 180 days from the date of discharge for inpatient 
services or from the date of service for outpatient services. Non-network providers must 
submit properly completed claims within 365 days from the date of discharge for inpatient 
services or from the date of service for outpatient services. Emergency transportation 
providers must submit claims within 365 days from the last date of service. Exceptions t o these 
timely filing requirements are in cases of coordina t ion of benefits (COB)/ subroga t ion or in 
cases where a member has retroactive eligibility. For cases of COB/subrogation, the time 
frames for filing a claim will begin on the date the third-party documents a resolution of the 
claim. 

CMS-1500 (08-05) and UB-04 CMS-1450 forms are available from CMS at cms.hhs.gov. 
CMS-1500 (08-05) and UB-04 CMS-1450 must include the following information 
(H/PAA-compliant where applicable): 

Member's ID number 
Member's name 
Member's dote of birth 
ICD-10 diagnosis code/revenue codes 
Dote of service 
Place of service 
Procedures, services or supplies rendered CPT-4 codes/HCPCS codes/DRGs 
Itemized charges 
Days or units 
Provider's TIN 
Provider's name according to contract 
Anthem provider number 
NPI of billing and rendering provider when applicable 
CUA Identification number when applicable (CMS-1500 only) 
COB/other insurance information 
Aut horizat ion/precertificotion number or copy of out horizat ion/precertificotion 
Name of referring physician 
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- Enrolling for EFT payments automatically removes you from ZPN payments. To receive 

EFT payments instead of ZPN payments, enroll for EFT through EnrollSafe at 

enrollsafe.payeehub.org. 

OR 

- To disenroll from ZPN payments, update your Zelis registration on the Zelis provider 

portal or contact Zelis at 877-828-8770. 

Not being enrolled for EFT, VCC, or ZPN will result in paper checks being mailed. 

15.3 Paper Claims Submission 

You also have the option of submitting paper claims. All claims should be submitted on 

original red claim forms (not black and white or photocopied forms), laser printed or typed 

(not handwritten) in a large, dark font. Network providers must submit a properly completed 

UB-04 CMS-1450 or CMS-1500 (08-05) within 180 days from the date of discharge for inpatient 

services or from the date of service for outpatient services. Non-network providers must 

submit properly completed claims within 365 days from the date of discharge for inpatient 

services or from the date of service for outpatient services. Emergency transportation 

providers must submit claims within 365 days from the last date of service. Exceptions to these 

timely filing requirements are in cases of coordination of benefits (COB)/subrogation or in 

cases where a member has retroactive eligibility. For cases of COB/subrogation, the time 

frames for filing a claim will begin on the date the third-party documents a resolution of the 

claim. 

CMS-1500 (08-05) and UB-04 CMS-1450 forms are available from CMS at cms.hhs.gov. 

CMS-1500 (08-05) and UB-04 CMS-1450 must include the following information 

(Hf PAA-compliant where applicable): 

• Member's ID number 

• Member's name 

• Member's date of birth 

• ICD-10 diagnosis code/revenue codes 

• Date of service 

• Place of service 

• Procedures, services or supplies rendered CPT-4 codes/HCPCS codes/DRGs 

• Itemized charges 

• Days or units 

• Provider's TIN 

• Provider's name according to contract 

• Anthem provider number 

• NPI of billing and rendering provider when applicable 

• CLIA Identification number when applicable (CMS-1500 only) 

• COB/other insurance information 

• Authorization/precertification number or copy of authorization/precertification 

• Name of referring physician 
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NPI/API 
Any other state-required data 

We cannot accept claims with alterations to billing information. Claims that have been 
altered will be returned to you with an explanation of the reason for the return. We will not 
accept claims from you if you submit entirely handwritten claims. 

Paper claims must be submitted to the following address: 

Anthem Blue Cross and Blue Shield Healthcare Solutions 
Nevada Claims 
P.O. Box 61010 

Virginia Beach, Virginia 23466-1010 

Through claims and encounter data submissions, HEDIS information is collected. This includes 
but is not limited to the following: 

Preventive services (for example, EPSDT, well-child visits, immunizations, mammography, 
Pap smears) 
Prenatal and postpartum care 
Acute and chronic illnesses 
Others listed in Appendix B - HEDIS Measures Desktop Reference for Medical Providers 

Compliance is monitored by Anthem Utilization Management and Quality Improvement staff, 
coordinated with the medical director, and reported to the quality management committee 
on a quarterly basis. The PCP is monitored for compliance with reporting of utilization. 

15.4 International Classification of Diseases, 10th Revision (ICD-10) 
Description 
As of October 1, 2015, ICD-10 became the code set for medical diagnoses and inpatient 
hospital procedures in compliance with HIPAA requirements and in accordance with the rule 
issued by the U.S. Department of Health and Human Services (HHS). 

ICD-10 is a diagnostic and procedure coding system endorsed by the World Healt h 
Organization (WHO) in 1990. It replaces the International Classification of Diseases, 9th 
Revision (ICD-9), which was developed in the 1970s. Internationally, the codes are used to 
study health conditions and assess health management and clinical processes. In t he United 
States, the codes are the foundation for documenting the diagnosis and associated services 
provided across healthcare settings. 

Although we often use the term ICD-10 alone, there are actually two parts to ICD-10: 
Clinical modification (CM): ICD-10-CM is used for diagnosis coding. 
Procedure coding system (PCS): ICD-10-PCS is used for inpatient hospital procedure 
coding; this is a variation from the WHO baseline and unique t o t he United Sta tes. 
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• NPI/API 

• Any other state-required data 

We cannot accept claims with alterations to billing information. Claims that have been 

altered will be returned to you with an explanation of the reason for the return. We will not 

accept claims from you if you submit entirely handwritten claims. 

Paper claims must be submitted to the following address: 

Anthem Blue Cross and Blue Shield Healthcare Solutions 

Nevada Claims 

P.O. Box 61010 

Virginia Beach, Virginia 23466-1010 

Through claims and encounter data submissions, HEDIS information is collected. This includes 

but is not limited to the following: 

• Preventive services (for example, EPSDT, well-child visits, immunizations, mammography, 

Pap smears) 

• Prenatal and postpartum care 

• Acute and chronic illnesses 

• Others listed in Appendix B - HEDIS Measures Desktop Reference for Medical Providers 

Compliance is monitored by Anthem Utilization Management and Quality Improvement staff, 

coordinated with the medical director, and reported to the quality management committee 

on a quarterly basis. The PCP is monitored for compliance with reporting of utilization. 

15.4 International Classification of Diseases, 10th Revision (ICD-10) 

Description 
As of October 1, 2015, ICD-10 became the code set for medical diagnoses and inpatient 

hospital procedures in compliance with Hf PAA requirements and in accordance with the rule 

issued by the U.S. Department of Health and Human Services (HHS). 

ICD-10 is a diagnostic and procedure coding system endorsed by the World Health 

Organization (WHO) in 1990. It replaces the International Classification of Diseases, 9th 

Revision (ICD-9), which was developed in the 1970s. Internationally, the codes are used to 

study health conditions and assess health management and clinical processes. In the United 

States, the codes are the foundation for documenting the diagnosis and associated services 

provided across healthcare settings. 

Although we often use the term ICD-10 alone, there are actually two parts to ICD-10: 

• Clinical modification (CM): ICD-10-CM is used for diagnosis coding. 

• Procedure coding system (PCS): ICD-10-PCS is used for inpatient hospital procedure 

coding; this is a variation from the WHO baseline and unique to the United States. 
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ICD-10-CM replaces the code sets ICD-9-CM, volumes one and two for diagnosis coding, and 
ICD-10-PCS replaces ICD-9-CM, volume three for inpatient hospital procedure coding. 

15.5 Encounter Data 
We maintain a system to collect member encounter data. Due to reporting needs and 
requirements, network providers who ore reimbursed by capitation must send encounter data 
to us for each member encounter. Encounter data con be submitted through EDI submission 
methods or on a CMS-1500 (08-05) claim form unless we have approved other arrangements. 
Data will be submitted in a timely manner but no later than 180 days from the date of service. 

The encounter data will include the following: 
Member's name (first and lost name) 
Member's dote of birth 
Provider's name according to contract 
Anthem provider number 
Coordination of benefit information 
Dote of encounter 
Diagnosis code 
Types of services provided (utilizing current procedure codes and modifiers if applicable) 
Provider's TIN 
NPI/API number 

Through claims and encounter data submissions, HEDIS information is collected. This includes, 
but is not limited to, the following: 

Preventive services (for example, childhood immunizat ion, mammography, Pap smears) 
Prenatal care (for example, LBW, general first trimester care) 
Acute and chronic illness (for example, ambulatory follow-up and hospitalizat ion for 
major disorders) 

Compliance is monitored by our Utilization Management and Quality Improvement staff, 
coordinated with the medical director, and reported to the quality management committee 
on a quarterly basis. The PCP/PCS is monitored for compliance with reporting of utilization. 
Lack of compliance will result in training and follow-up audits and could result in terminat ion. 

15.6 Claims Adjudication 
We are dedicated to providing timely adjudication of provider claims for services rendered to 
members. All network and non-network provider claims submitted for adjudication are 
processed according to generally accepted claims coding and payment guidelines. These 
guidelines comply with industry standards as defined by the CPT-4 and ICD-10 manuals. 
Institutiona l claims should be submitted using EDI submission methods or a UB-04 Cfv/5-1450 
and provider services using the CMS-1500. 

Providers must use H/PAA-compliont billing codes when billing us. This applies to both 
elect ronic and paper claims. When billing codes ore updated, you are required to use 
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ICD-10-CM replaces the code sets ICD-9-CM, volumes one and two for d iag nos is cod i ng ,  a nd 

ICD-10-PCS repla ces ICD-9-CM, volume th ree for i npatient hospita l procedure cod ing .  

1 5.5 Encou nter Data 

We ma i nta i n  a system to col lect member encounter data . Due to report ing needs and 

requ i rements, network providers who a re re i mbursed by capitat ion must send encounter data 

to us for each member encounter. Encounter data ca n be submitted through EDI  submiss ion 

methods or  on a CMS-1500 (08-05) cla i m  form un less we have approved other a rra ngements. 

Data wi l l  be submitted i n  a ti mely manner but no later tha n  1 80 days from the date of service. 

The encounter data wil l  i nclude the following: 

• Member's name (fi rst and  last na me) 

• Member's date of b i rth 

• Provider's name accord ing to contract 

• Anthem provider number 

• Coord ination of benefit i nformation 

• Date of encounter 

• D iag nosis code 

• Types of services provided (uti l iz ing current proced ure codes a nd mod ifiers if a ppl icab le) 

• Provider's TIN 

• N PI/API number 

Through cla i ms and  encounter data submissions, H ED IS  i nformation is col lected. This i ncludes, 

but is not l im ited to, the following: 

• Preventive serv ices (for exa mple, ch i ld hood immun ization, mammogra phy, Pap smea rs) 

• Prenata l ca re (for exa mple, LBW, genera l  first tri mester ca re) 

• Acute and chron ic i l lness (for exa mple, a mbu latory follow-up and hospita lization for 

major d isorders) 

Compl ia nce is mon itored by our Uti l ization Ma nagement and Qua lity Improvement staff, 

coord i nated with the med ica l  d i rector, and  reported to the qua l ity management committee 

on a qua rterly basis .  The PCP/PCS is mon itored for compl iance with report ing of uti l izat ion. 

Lack of compl ia nce wi l l  result i n  tra i n i ng a nd follow-up aud its and cou ld resu lt i n  termination. 

1 5.6 Cla ims Adjud icat ion 

We a re ded icated to provid ing t imely adjud ication of provider cla ims for services rendered to 

members. All network and non-network provider cla ims submitted for adjud ication a re 

processed accord i ng to genera l ly accepted cla ims cod i ng a nd payment gu ide l ines. These 

g u idel i nes comply with ind ustry sta ndards as defi ned by the CPT-4 and I CD-1 0 manuals. 

I nstitut ional  cla i ms shou ld be submitted us ing EDI  submission methods or  a UB-04 CMS-1450 

and provider services us ing the CMS-1500. 

Providers must use Hf PAA-compl iant b i l l ing codes when b i ll ing us. Th is a ppl ies to both 

e lectron ic  and  paper cla i ms. When b i l l i ng codes a re updated, you a re requ i red to use 
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appropriate replacement codes for submitted claims. We will not pay any claims submitted 
using noncompliant billing codes. 

Anthem reserves the right to use code-editing software to determine which services are 
considered part of, incidental to or inclusive of the primary procedure. 

For claims payment to be considered, in-state network/non-network providers must adhere to 
the following time limits: 

Submit claims within 180 days from the dote the service is rendered or, for inpatient claims 
filed by a hospital, submit within 180 days from the date of discharge. 
Claims for members whose eligibility hos not been added to the state's eligibility system 
must be received within 180 days from the date when the eligibility is added and we are 
notified of the eligibility/enrollment. 
Claims submitted after the 180-day filing deadline will be denied. 
If other health insurance exists, the claim for services may be submitted up to 180 days 
from the date on the EOP for network providers. 

For claims payment to be considered, non-network out of state providers and emergency 
transportation providers must adhere to the following time limits: 

Submit claims within 365 days from the date the service is rendered or, for inpatient claims 
filed by a hospital, submit within 365 days from the date of discharge. 
Claims for members whose eligibility has not been added to the state's eligibility system 
must be received within 365 days from the date the eligibility is added and we are not ified 
of the eligibility/ enrollment. 
Claims submitted after the 365-day filing d eadline will be denied. 
If other health insurance exists, the claim may be filed up to 365 days from the date on the 
EOP. 

After filing a claim with us, review the weekly EOP. If the claim does not appear on an EOP 
within 30 calendar days as adjudicated or you have no other written indication that the claim 
has been received, check the status of your claim on line at providers.anthem.com/nv or coll 
the Provider Inquiry Line at 844-396-2330. lfthe claim is not on file with us, for network 
providers, resubmit your claim within 180 days from the date of service and, for non-network 
providers and emergency transportation providers, resubmit your claim within 365 days from 
the date of service. If filing electronically, check t he confirma t ion reports for acceptance of the 
claim that you receive from your EDI or practice management vendor. 

15.7 Clean Claims Payment 
A clean claim is a request for payment for a service rendered by a provider that: 

Is timely submitted by provider. 
Is accurate. 
Requires no further information, adjustment, or alteration by the provider or by a third 
party in order to be processed and paid by us. 
Is not from a provider who is under investigation for fraud or abuse or a claim under 
review for medical necessity . 
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appropri ate rep lacement codes for submitted cla i ms. We wi l l  not pay a ny cla ims submitted 

us ing noncompliant b i l l ing codes. 

Anthem reserves the rig ht to use code-ed iti ng softwa re to determine which services a re 

cons idered pa rt of, i nc idental to or  i nclus ive of the pr imary p rocedure. 

For cla i ms payment to be considered, i n-state network/non-network providers must ad here to 

the followi ng t ime l im its: 

• Submit cla i ms with i n  1 80 days from the date the service is rendered or, for i n pat ient cla i ms 

fi led by a hosp ita l, submit with i n  1 80 days from the date of d ischarge. 

• Cla i ms for members whose el ig ib i l ity has not been added to the state's el ig ib i l ity system 

must be received with i n  1 80 days from the date when the el ig ib i l ity is added a nd we a re 

notified of the elig ib i l ity/enrollment. 

• Cla i ms submitted after the 1 80-day fi l ing dead line wil l  be denied .  

• I f  other hea lth insurance exists, the cla i m  for services may be submitted up  to 1 80 days 

from the date on the EOP for network providers. 

For cla i ms payment to be considered, non-network out of state providers a nd emergency 

tra nsportat ion providers must ad here to the following t ime l im its: 

• Submit cla i ms with i n  365 days from the date the service is rendered or, for i n patient cla ims 

fi led by a hosp ita l, submit with i n  365 days from the date of d ischarge. 

• Cla i ms for members whose el ig ib i l ity has not been added to the state's el ig ib i l ity system 

must be received with i n  365 days from the date the elig ib i l ity is added and we a re notified 

of the el ig ib i l ity/enrollment. 

• Cla i ms submitted after the 365-day fi l ing dead line wil l  be denied .  

• I f  other hea lth insurance exists, the cla i m  may be fi led u p  to 365 days from the date on the 

EOP. 

After fi l ing a cla i m  with us, review the weekly EOP. I f  the cla i m  does not a ppea r on a n  EOP 

with i n  30 ca lend a r  days as adjud i cated or  you have no other written i nd icat ion that the cla i m  

h a s  been received, check the status of your  cla i m  on l ine at p roviders.a nthem.com/nv or  ca ll 

the Provider I nqu i ry Line at 844-396-2330. If the cla i m  is not on fi le with us, for network 

providers, resubmit your  cla i m  with i n  1 80 days from the date of service a nd, for non-network 

providers a nd emergency tra nsportat ion providers, resubmit your  cla i m  with i n  365 days from 

the date of service. If fi l ing electron ica lly, check the confi rmation reports for accepta nce of the 

cla i m  that you receive from your  EDI or  p ractice management vendor. 

1 5 .7 Clea n Cla ims Payment 

A clean cla i m  is a request for payment for a service rendered by a provider that: 

• I s  t imely submitted by provider. 

• I s  a ccurate. 

• Req u i res no fu rther i nformation, adjustment, or a lteration by the provider or by a th i rd 

pa rty i n  order to be processed a nd pa id by us. 

• I s  not from a provider who is under i nvest igat ion for fraud or  a buse or  a cla i m  under 

review for med ica l  necessity. 
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Providers: 
Are responsible to submit claims on a H/PAA-compliant standard claim form and should 
always use the most current form, including a CMS-1500 (Form 1500 [02-12)) or CMS-1450 
(UB04) or successor forms thereto or the electronic equivalent of such a claim form. More 
information and the most current forms can be found at cms.gov. 

Must always follow CMS billing guidelines. Failure to bill claims following CMS billing 
guidelines will cause claims to be rejected and returned to the provider or facility. 

Claims with errors originating from the state's claim system are considered clean. 

Clean claims are adjudicated to a paid or denied status within 30 calendar days of receipt. If 
we do not pay the claim within 30 calendar days of adjudicating the clean claim to an 
approved or denied status, we will pay all applicable interest as required by law. 

We produce and send an EOP, which delineates the status of each claim that has been 
adjudicated during the previous claim cycle. If a claim is partially or totally denied due to lack 
of submission of required information, the remittance advice will specifically identify the 
required information or documentation necessary to complete claim processing . Upon receipt 
of the requested information from you, we must complete processing of the clean claim within 
30 calendar days. 

Paper claims that are determined to be unclean will be returned to the billing provider along 
with a letter stating the reason for the rejection . Electronic Data Interchange (EDI) claims that 
are determined to be unclean will be returned to our contracted clearing house that 
submitted the claim. 

In accordance with Nevada Revised Statute requirements, we will adjudicate 100% of clean 
claims within 30 days of receipt to an approved or denied status. In accordance with federal 
requirements, 90% of these will be paid with 30 days of receipt. To further meet NRS 
requirements, we will pay at least 95% of claims within 30 days of the date they are approved 
or at least 90% of the total dollar amount for approved claims. In addition, to further meet 
federal requirements, 99% of all the claims will be paid within 90 days. The date of receipt is 
the date we receive the claim as indicated by its date stamp on the claim. The date of 
payment is the date of the check or other form of payment. 

15.8 Claims Status 
Providers can confirm the status and payment detail of their claims by logging in to Availity 
Essentials with their username and password. When viewing the status of a claim on Availity, 
there may be options available to submit medical records or an itemized bill or dispute the 
claim. 

From Availity's home page, select Claims & Payments> Claim Status. 

Access Chat with Payer through Availity Payer Spaces or call the automated Provider Inquiry 
Line at 844-396-2330 to check claims status. 
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Providers: 

• Are responsib le to submit cla ims on a Hf PAA-compl iant sta ndard cla i m  form and should 

a lways use the most current form, i nclud ing a CMS-1500 (Form 1500 [02-12)) or  CMS-1450 

(UB04) or successor forms thereto or the electron ic  eq u iva lent of such a cla i m  form. More 

i nformation and the most current forms ca n be found at ems.gov. 

• M ust a lways follow CMS b i ll ing gu ideli nes. Fa i lure to b i l l  cla ims following CMS bi l l ing 

gu idel i nes wil l  ca use cla ims to be rejected and returned to the provider or  fac i l ity. 

Cla i ms with errors ori g i nati ng from the state's cla i m  system a re considered clea n.  

Clea n cla i ms a re adjud icated to a pa id or  den ied status with i n  30 ca lend a r  days of receipt. I f  

we do not pay the cla i m  with i n  30 ca lendar days of  adj ud icat ing the clean cla i m  to an 

a p p roved or  den ied status, we wi l l  pay a l l app l icab le i nterest as requ i red by law. 

We produce a nd send a n  EOP, which del i neates the status of each cla i m  that has been 

adjud icated duri ng the previous cla i m  cycle. I f  a cla i m  is pa rt ia l ly or  tota lly den ied due to lack 

of submiss ion of requ i red i nformation, the remitta nce advice wil l  specifica lly identify the 

requ i red i nformation or  documentat ion necessa ry to complete cla i m  processing .  U pon receipt 

of the requested i nformation from you, we must com plete processing of the clea n cla i m  with i n  

30  ca lend a r  days. 

Paper cla i ms that a re determ i ned to be unclea n wil l  be returned to the bi l l ing provider a long 

with a letter stati ng the reason for the reject ion .  E lectron ic  Data I ntercha nge (EDI)  cla i ms that 

a re determi ned to be unclean wi l l  be returned to our contracted clea r ing house that 

submitted the cla im.  

In  accorda nce with Nevada Revised Statute requ i rements, we wi l l  adjud icate 1 00% of clea n 

cla i ms with i n  30 days of rece ipt to a n  approved or den ied status. I n  accorda nce with federa l  

requ i rements, 90% o f  these wi l l  b e  pa id with 3 0  days of recei pt. To fu rther meet NRS 

requ i rements, we w i l l  pay at least 95% of  cla i ms with i n  30 days of the date they a re approved 

or at least 90% of the tota l dolla r  a mount for approved cla i ms. I n  add it ion, to fu rther meet 

federal requ i rements, 99% of a l l the cla i ms wi l l  be pa id  with i n  90 days. The date of receipt is 

the date we receive the cla i m  as ind icated by its date sta mp on the cla im.  The date of 

payment is the date of the check or other form of payment. 

1 5.8 Cla ims Status 

Providers ca n confi rm the status a nd payment deta i l  of their cla ims by logg ing i n  to Ava i l ity 

Essentia ls with the i r  userna me a nd password . When viewi ng the status of a cla i m  on Ava i l ity, 

there may be options ava i lab le to submit medica l  records or a n  itemized bi l l  or d ispute the 

cla im .  

From Ava i l ity's home page, select Cla ims & Payments> Cla i m  Status. 

Access Chat with Payer through Ava i l ity Payer Spaces or ca ll the a utomated Provider I nqu i ry 

L ine at 844-396-2330 to check cla ims status. 
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If claims were electronically submitted make sure you check your response reports for 
rejections. If you use a clearing house vendor, ensure they are supplying your organization 
with the reports. 

15.9 Provider Reimbursement 
PCP/PCS reimbursement 
We reimburse PCPs/PCSs according to their contractual arrangement. 

Specialist reimbursement 
Reimbursement to network specialty care providers and network providers not serving as 
PCPs/PCSs is based on their contractual arrangement with us. 

Specialty care providers will obtain PCP/PCS and our approval prior to rendering or 
arranging any treatment that is beyond the specific treatment authorized by the PCP's/PCS's 
referral or beyond the scope of self-referral permitted under this program. 

Overpayment process 
Refund notifications may be identified by two ent ities, Anthem and its contracted vendors or 
the providers. Anthem researches and notifies the provider of an overpayment requesting a 
refund check. The provider may also identify on overpayment and proactively submit a refund 
check to reconcile the overpayment amount. 

Once an overpayment has been identified by Anthem, Anthem will notify the provider of the 
overpayment. The overpayment notification will include instructions on how to refund the 
overpayment. 

If a provider identifies an overpayment and submits a refund, a completed Refund 
Notification Form specifying the reason for the return must be included. This form can be 
found on the provider website at providers.anthem.com/nv. The submission of the Refund 
Notification Form will allow Cost Containment to process and reconcile the overpayment in a 
timely manner. For questions regard ing the refund notification procedure, please coll Provider 
Services at 844-396-2330 and select the appropria te prompt. 

In instances where we are required to adjust previously paid claims to adhere to a new 
published rate, we will initiate a reconciliation of the affected claims. As such, we will 
determine the cumulative adjusted reimbursement amount based on the new rates. In the 
event the outcome of this reconciliatio n results in a net amount owed to us, we will commence 
recovery of such amounts through an offset against future claims payments. Such recoveries 
ore not considered port of the overpayment recovery process described above or in the 
provider agreement. 

Changes addressing the topic of overpayments have taken place with the passage of the 
Member Protection and Affordable Care Act (PPACA), commonly known as the Healthcare 
Reform Act. 
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If cla i ms were e lectron ica l ly submitted make sure you check your  response reports for 

reject ions. I f  you use a clea ri ng house vendor, ensure they a re supplying your  organ ization 

with the reports. 

1 5.9 Provider Re i m b u rsement 

PCP/PCS reimbursement 

We re imburse PCPs/PCSs accord i ng to the i r  contractua l a rra ngement. 

Special ist reimbursement 

Re imbursement to network specia lty ca re providers and  network providers not serving as 

PCPs/PCSs is based on the i r  contractua l a rra ngement with us. 

Specia lty ca re providers wi l l  obta i n  PCP/PCS and our a pprova l pr ior to rendering or 

a rra n g i ng a ny treatment that is beyond the specific treatment a uthorized by the PCP's/PCS's 

referra l or  beyond the scope of self -referra l permitted under this progra m. 

Overpayment process 

Refund notifications may be identified by two entities, Anthem a nd its contracted vendors or 

the providers. Anthem resea rches a nd notifies the provider of a n  overpayment req uesti ng a 

refund check. The provider may a lso identify a n  overpayment a nd proactive ly submit a refund 

check to reconci le the overpayment a mount. 

Once a n  overpayment has been identified by Anthem, Anthem wi l l  notify the provider of the 

overpayment. The overpayment notificat ion wil l  i nclude i nstruct ions on how to refund the 

overpayment. 

If a provider identifies a n  overpayment and submits a refund, a completed Refund 

Notification Form specifying the reason for the return must be i ncluded. Th is form ca n be 

found on the provider website at providers.a nthem.com/nv. The submission of the Refund 

Notification Form wil l  a llow Cost Conta in ment to process a nd reconci le the overpayment i n  a 

t i mely manner. For questions reg a rd i ng the refund notification proced u re, p lease ca ll Provider 

Services at  844-396-2330 and select the appropriate prompt. 

I n  i nsta nces where we a re requ i red to adjust previously pa id  cla i ms to ad here to a new 

publ ished rate, we wi l l  i n it iate a reconci l iat ion of the affected cla i ms. As such, we wi l l  

determ ine the cumulative adjusted re imbursement a mount based on the new rates. I n  the 

event the outcome of th is reconci l iat ion resu lts in a net a mount owed to us, we wi l l  commence 

recovery of such a mounts through a n  offset against future cla ims payments. Such recoveries 

a re not considered part of the overpayment recovery process descri bed a bove or  i n  the 

provider agreement. 

Cha nges address ing the top ic  of overpayments have ta ken p lace with the passage of the 

Member Protection and Affordable Care Act (PPACA), commonly known as the Hea lthca re 

Reform Act. 
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The provision directly links the retention of overpayments to fa lse claim liability. The language 
of 42 U.S.C.A. § 1320a-7k makes explicit that overpayments must now be reported and 
returned to states or respective MCOs within 60 days of id entification of the overpayment or 
by the date any corresponding cost report is due, whichever is later. After 60 days, the 
overpayment is considered a false claim, which triggers penalties under the False Claims Act 
including treble damages. To avoid such liability, healthcare providers and other entities 
receiving reimbursement under Medicare or Medicaid should implement policies and 
procedures on reporting and returning overpayments that are consistent with the 
requirements in the PPACA. 

The provision entitled "Reporting and Returning Overpayments - Deadline for Reporting and 
Returning Overpayments," codified at 42 U.S.C.A. § 1320a-7k, clarifies the uncertainty left by the 
2009 Fraud Enforcement and Recovery Act. This provision of the HealthCare Reform Act 
applies to providers of services, suppliers, Medicaid managed care organiza t ions, Medicare 
Advantage organizations and Medicare Prescription Drug Program sponsors. It does not 
apply to beneficiaries. 

Global payment for obstetrical services 
A global payment will be paid to the delivering obstetrician when the member has been seen 
seven or more times. If the obstetrician has seen the member less than seven times, the 
obstetrician will be paid according to the Medicaid FFS visit-by-visit schedule. 

Included services are: 
Prenatal visits. 
Office visits. 
All postpartum visits. 
Radiology services. 
CBC. 
Urinalysis. 
Pregnancy tests. 
One ultrasound. 
Feta I stress test when performed in the physician's office. 

Appropriate CPT codes include 59400, 5951 0, 5961 0 and 59618. 

15.10 Outlier Reimbursement - Audit and Review Process 

Requirements and Policies 
This section includes guidelines on reimbursement to Providers and Facilities for services on 
claims paid by DRG with an outlier paid at percent of billed charge or where the entire claim 
is paid at percent of billed charge. Our vendor-partner or our internal team may review these 
claims as part of our itemized bill review {IBR) program to ensure appropriate reimbursement. 
Upo n completion of the review, documentation, including a summary of adjusted charges, will 
be provided for each claim. Disputes related to the review may be submitted according to t he 
instructions in the Claims Payme nt Disputes section of t his manual. 
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The provis ion d i rectly l i nks the retention of overpayments to fa lse cla i m  l iabi l ity. The la nguage 

of 42 U .S.C.A. § 1 320a-7k makes explicit that overpayments must now be reported and 

returned to states or  respective MCOs with i n  60 days of identification of the overpayment or  

by the date a ny correspond i ng cost report is d ue, whichever is later. After 60 days, the 

overpayment is cons idered a false cla i m, which triggers pena lties under the Fa lse Cla i ms Act 

i nclud i ng treb le da mages. To avoid such l iabi l ity, hea lthca re providers and other entities 

receiv ing re i mbursement under Med ica re or  Medica id  shou ld imp lement pol icies and  

procedures on report ing a nd return ing overpayments that a re consistent with the 

requ i rements in the PPACA. 

The provis ion entitled "Report ing a nd Return i ng Overpayments - Deadl ine for Report ing and 

Return i ng Overpayments," cod i fied at 42 U .S.C.A. § 1320a-7k, cla rifies the u ncerta i nty left by the 

2009 Fraud Enforcement and Recovery Act. Th is p rovis ion of the HealthCare Reform Act 

a p p lies to providers of services, suppl iers, Med ica id  managed ca re orga n izat ions, Med ica re 

Adva ntage organ izations and Med ica re Prescription Drug Prog ra m sponsors. It does not 

a p p ly to benefic ia ries. 

Globa l payment for obstetrica l services 

A g loba l payment wi l l  be paid to the delivering obstetricia n  when the member has been seen 

seven or  more ti mes. I f  the obstetric ia n has seen the member less tha n  seven times, the 

obstetric ia n wi l l  be pa id  accord i ng to the Med ica id FFS visit-by-visit schedu le. 

I ncluded services a re: 

• P renata l  visits. 

• Office vis its. 

• Al l  postpa rtu m  visits. 

• Radiology services. 

• CBC. 

• U ri na lysis. 

• P reg nancy tests. 

• One u ltrasound.  

• Feta l stress test when performed i n  the physicia n's office. 

Appropriate CPT codes i nclude 59400, 5951 0, 5961 0 and  5961 8. 

1 5.1 0 Outl ier  Rei m b u rsement - Aud it a nd Review Process 

Req uirements and Pol icies 

This sect ion i ncludes gu ide l ines on re i mbursement to P roviders a nd Faci l it ies for services on 

cla i ms pa id by DRG with a n  outl ier pa id at percent of b i lled cha rge or where the entire cla i m  

is pa id at percent o f  b i l led cha rge. Our vendor-pa rtner or our  i nterna l  tea m  may review these 

cla i ms as pa rt of our  itemized b i l l review (I BR) p rogra m  to ensure appropriate re i mbursement. 

U pon completion of the review, documentat ion, i nclud i ng a summary of adjusted cha rges, wi l l  

be provided for each cla im.  Disputes related to the review may be submitted accord ing to the 

i nstruct ions i n  the Cla i ms Payment D isputes sect ion of th is manual. 
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In addition to any header in this section, please refer to all other service specific sections 
which may have more stringent guidelines. There may be multiple sections that apply t o any 
given reimbursable service. 

Audits/Records Requests 
At any time, a request may be made for on-site, electronic, or hard copy medical records, 
utilization review documentation and/or itemized bills related to Claims for the purposes of 
conducting audit or reviews. 

Blood, Blood Products and Administration 
Blood and blood products such as platelets or plasma ore reimbursable. Administration of 
Blood or Blood Products by nursing/facility personnel are not separately reimbursable on 
inpatient claims. Administration of Blood or Blood Products by nursing/facility personnel 
billed on outpatient claims is separately reimbursable when submitted without 
observation/treatment room charges. 

Charges for blood storage, transportation, processing, and preparation such as thawing, 
splitting, pooling, and irradiation are also not separately reimbursable. Lab tests such as 
typing, Rh, matching, etc., are separately reimbursable charges. 

Emergency Room Supplies and Services Charges 
The Emergency Room level reimbursement includes all monitoring, equipment , supplies, time 
and staff charges. Reimbursement for the use of the Emergency Room includes the use of the 
room and personnel employed for the examination and treatment of patients. This 
reimbursement does not typically include the cost of physician services. 

Facility Personnel Charges 
Charges for Inpatient Services for Facility personnel are not separately reimbursable and the 
reimbursement for such is included in the room and board rate or procedure charge. 
Examples include, but are not limited to, lactation consultants, dietary consultants, overtime 
charges, transport fees, nursing functions (including IV or PICC line insertion at bedside), call 
back charges, nursing increments, therapy increments, and bedside respiratory and 
pulmonary function services. Charges for Outpatient Services for facility personnel are also 
not separately reimbursable and are included in the reimbursement fo r the procedure or 
Observation charge. 

Implants 
Implants are objects or materials which are implanted such as a piece of tissue, a tooth, a 
pellet of medicine, a medical device, a tube, a graft, or an insert pla ced into a surgically or 
naturally formed cavity of the human body to continuously assist, restore or replace the 
function of an organ system or structure of the human body throughout its useful life. Implants 
include, but are not limited to stents, artificial joints, shunts, pins, plates, screws, anchors, and 
radioactive seeds, in addition to non-soluble, or solid plastic materials used t o augment 
tissues or to fill in areas traumatically or surgically removed. Instruments that are designed to 
be removed or discarded during t he same operative session during which they ore placed in 
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In add it ion to a ny header i n  th is sect ion, p lease refer to a l l  other service specific  sect ions 

which may have more stri ngent gu idel i nes. There may be multip le sections that apply to a ny 

g iven re imbursa b le service. 

Audits/Records Requests 

At a ny ti me, a req uest may be made for on-site, electron ic, or hard copy medica l  records, 

uti l izat ion review documentat ion a nd/or item ized b i lls related to Cla ims for the purposes of 

conduct ing aud it or  reviews. 

B lood, B lood Prod ucts and Admin istration 

B lood and b lood products such as p latelets or  p lasma a re re imbursab le. Ad m in istrat ion of 

B lood or  B lood Products by nurs ing/fac i l ity personnel a re not sepa rately re imbursa b le on 

i npat ient cla i ms. Ad m in istrat ion of Blood or Blood Prod ucts by nursi ng/faci l ity personnel  

b i l led on outpat ient cla i ms is sepa rately re imbursa b le when submitted without 

observation/treatment room cha rges. 

Charges for b lood storage, tra nsportat ion, process i ng, a nd prepa rat ion such as thawi ng, 

sp l itt i ng, pool i ng, and  i rrad i at ion a re a lso not sepa rately re imbursa b le. Lab tests such as 

typ i ng, Rh, match i ng, etc., a re sepa rately re i mbursa b le cha rges. 

Emergency Room Suppl ies a nd Services Cha rges 

The Emergency Room level re imbursement i ncludes a ll mon itor ing, equipment, suppl ies, t ime 

and staff cha rges. Re imbursement for the use of the Emergency Room i ncludes the use of the 

room and personnel  employed for the exa mi nation and treatment of patients. Th is 

re imbursement does not typ ica lly include the cost of physicia n  services. 

Facil ity Personnel Cha rges 

Charges for I n pat ient Services for Faci l i ty personnel a re not sepa rately re imbursa b le a nd the 

re imbursement for such is included in the room and boa rd rate or p rocedure cha rge. 

Exa mples i nclude, but a re not l im i ted to, lactation consulta nts, d ieta ry consulta nts, overtime 

cha rges, tra nsport fees, nurs ing funct ions ( i nclud ing IV or  P ICC l i ne i nsert ion at bedside), ca ll 

back cha rges, nurs ing i ncrements, thera py increments, and bedside respi ratory and  

pulmonary funct ion services. Charges for Outpatient Services for facil ity personnel  a re a lso 

not sepa rately re imbursab le and a re included i n  the re imbursement for the procedure or  

Observation cha rge. 

I mpla nts 

I mp la nts a re objects or  materia ls which a re imp la nted such as a p iece of t issue, a tooth, a 

pel let of med ic i ne, a med ica l  device, a tube, a g raft, or a n  i nsert placed i nto a surg ica lly or 

natura l ly formed cavity of the human body to continuously assist, restore or  rep lace the 

funct ion of an organ  system or  structure of the human body throug hout its usefu l l ife. Imp la nts 

i nclude, but a re not l im ited to stents, a rt ific ia l  jo i nts, shunts, p i ns, p lates, screws, a nchors, a nd 

rad i oactive seeds, i n  addit ion to non-soluble, or sol id p lastic materia ls used to aug ment 

t issues or  to fi l l  in a reas traumatica l ly or  surg ica l ly removed.  I nstruments that a re des igned to 

be removed or  d i sca rded duri ng the sa me operative sess ion du ri ng which they a re p laced i n  
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the body are not implants. In addition to meeting the above criteria, implants must also 
remain in the Member's body upon discharge from the inpatient stay or outpatient procedure. 

Staples, sutures, clips, as well as temporary drains, tubes, similar temporary medical devices, 
and supplies shall not be considered implants. Implants that are deemed contamina ted 
and/or considered waste and/or were not implanted in the Member will not be reimbursed. 

IV Sedation and Local Anesthesia 
Charges for IV sedation and local anesthesia administered by the provider performing the 
procedure, and/or nursing personnel, are not separately reimbursable and are included as 
part of the Operating Room ("OR") time/procedure reimbursement. Charges for 
medications/drugs used for sedation and local anesthesia are separately reimbursable. 

Lab Charges 
The reimbursement of charges for specimen collection are considered facility personnel 
charges and the reimbursement is included in the room and board or procedure/Observation 
charges. Examples include venipuncture, urine/sputum specimen collection, draw fees, 
phlebotomy, heel sticks, and central line d raws. 

Processing, handling, and referral fees are considered included in the procedure/lob test 
performed and are not separately reimbursable. 

Labor Core Charges 
Reimbursement will be made for appropriately billed room and board or labor charges. 
Payment will not be made on both charges when billed concurrently. 

Nursing Procedures 
Fees associated with nursing procedures or services provided by Facility nursing staff or 
unlicensed Facility personnel (technicians) performed during an inpatient ("IP") admission or 
outpatient ("OP") visit will not be reimbursed separately. Examples include, but are not limited, 
to intravenous ("IV") injections or IV fluid administration/monitoring, intramuscular ("IM") 
injections, subcutaneous ("SQ") injections, nasogostric tube ("NGT") insertion, urinary catheter 
insertion, point of care/bedside testing (such as glucose, blood count, arterial blood gas, 
clotting time, pulse oximetry, etc.) and inpatient blood transfusion administration/ monitoring 
(with the exception of OP blood administration, OP chemotherapy administration, or OP 
infusion administration which are submitted without a room charge, observation charges, 
treatment room charges, or procedure charges other than blood, chemotherapy, or infusion 
administration.) 

Operating Room Time and Procedure Charges 
The opera t ing room ("OR") charge will be based on a t ime or procedural basis. When time is 
the basis for the charge, it should be calculated from the time the patient enters the room 
until the patient leaves the room, as documented on the OR nurse's notes. The Operating 
Room is defined as surgical suites, major and minor, treatment rooms, endoscopy labs, 
cardiac cath labs, Hybrid Rooms, X-ray, pulmonary and cardiology procedural rooms. The 
operating room charge will reflect the cost of: 

The use of the operat ing room 
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the body a re not imp la nts. I n  add it ion to meet ing the a bove crite r ia,  imp la nts must a lso 

rema i n  in the Member's body upon d ischa rge  from the i n pat ient stay or  outpatient p rocedure. 

Sta p les, sutu res, cl i ps, as well as tempora ry d ra i ns, tubes, s im i la r  tem porary medica l  devices, 

and  supp lies shal l  not be considered imp la nts. Imp la nts that a re deemed conta minated 

a nd/or considered waste a nd/or were not imp la nted i n  the Member wi l l  not be re i mbursed . 

IV Sedation and Loca l Anesthes ia 

Charges for IV sedat ion and loca l a nesthesia admin istered by the provider performing the 

procedure, and/or nurs ing personnel, a re not sepa rately re imbursable and a re i ncluded as 

pa rt of the Operati ng Room ("OR") time/procedure re imbursement. Cha rges for 

med ications/d rugs used for sedation and loca l anesthesia a re sepa rately re imbursable. 

Lab Cha rges 

The re i mbursement of cha rges for spec imen col lect ion a re cons idered fac i l ity personnel  

cha rges and the re i mbursement is i ncluded i n  the room a nd boa rd or  p rocedure/Observat ion 

cha rges. Exa mples i nclude ven ipuncture, u ri ne/sputum speci men col lect ion, d raw fees, 

ph lebotomy, heel sticks, a nd centra l l ine d raws. 

Processi ng, ha nd l i ng, and  referra l fees a re considered i ncluded i n  the procedure/la b test 

performed and a re not sepa rately re imbursable. 

La bor Ca re Charges 

Re imbursement wi l l  be made for appropri ately bi lled room a nd board or labor cha rges. 

Payment wi l l  not be made on both cha rges when b i l led concurrently. 

N u rsing Proced u res 

Fees associated with nurs ing proced ures or services provided by Faci l ity nu rs ing staff or 

un l icensed Fac i l ity personnel  (techn ic ia ns) performed duri ng a n  i npatient (" I P") ad mission or  

outpatient ("OP") vis it wi l l  not be re imbursed sepa rately. Exa mples include, but a re not l im ited, 

to i ntravenous (" I V") i njections or  IV flu id  adm in istrat ion/mon itor ing, i ntra muscu la r (" I M") 

i njections, subcuta neous ("SQ") i njections, nasogastric tube ("N GT") i nsert ion, u ri na ry catheter 

i nsert ion, po int of ca re/bedside testing (such as glucose, b lood count, a rteria l  b lood gas, 

clott ing time, pu lse oximetry, etc.) and i npatient b lood tra nsfusion admin istration/mon itori ng 

(with the exception of OP b lood adm in istrat ion, OP chemotherapy adm in istrat ion, or  OP 

i nfus ion adm in istrat ion which a re submitted without a room cha rge, observat ion cha rges, 

treatment room cha rges, or p roced ure cha rges other tha n  b lood, chemothera py, or i nfusion 

admin i strat ion.) 

Operating Room Time and Procedure Charges 

The operati ng room ("OR") cha rge  wi l l  be based on a t ime or  p roced ura l  basis. When time is 

the basis for the cha rge, it shou ld be ca lcu lated from the t ime the patient enters the room 

unti l the patient leaves the room, as documented on the OR nurse's notes. The Operat ing 

Room is defi ned as surg ical  su ites, major and mi nor, treatment rooms, endoscopy la bs, 

ca rd iac  cath labs, Hybrid Rooms, X-ray, pu lmonary and ca rd iology proced ura l  rooms. The 

operati ng room cha rge wi l l  reflect the cost of: 

• The use of the operating room 
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The services of qualified professional and technical personnel 
Any supplies, items, equipment, and services that ore necessary or otherwise integral to 
the provision of a specific service and/or the delivery of services. Refer to Routine Supplies 
section of the manual. 

Personal Core Items and Services 
Personal core items used for patient convenience ore not separately reimbursable. Examples 
include but are not limited to breast pumps, deodorant, dry bath, dry shampoo, lotion, non-
medical personnel, mouthwash, powder, soap, telephone calls, television, tissues, toothbrush 
and toothpaste. 

Pharmacy Charges 
Pharmacy charges will be reimbursed to include only the cost of the drugs prescribed by t he 
attending physician. Medications furnished to patients shall not include an additional 
separate charge for administration of drugs, the cost of materials necessary for the 
preparation and administration of drugs, and the services rendered by registered 
pharmacists and other pharmacy personnel. All other services ore included in the drug 
reimbursement rate. Examples of pharmacy charges which are not separat ely reimbursable 
include, but are not limited to: IV mixture fees, IV diluents such as saline and sterile water, IV 
Piggyback (IVPB), Heparin and saline flushes to administer IV drugs, and facility staff checking 
the pharmacy ("Rx") cart. 

Portable Charges 
Portable Charges are included in the reimbursement for the procedure, test, or x-ray, and are 
not separately reimbursable. 

Pre-Operative Care or Holding Room Charges 
Charges for a pre-operative care or a holding room used prior to a procedure are included in 
the reimbursement for the procedure and are not separa te ly reimbursed. In addition, nursing 
core provided in the pre-operative core areas will not be reimbursed separately. 
Reimbursement for the procedure includes all nursing care provided. 

Preparation (Set-Up) Charges 
Charges for set-up, equipment, or materials in preparation for procedures or tests are 
included in the reimbursement for that procedure or test. 

Recovery Room Charges 
Reimbursement for recovery room services (time or flat fee) includes all used and/or available 
services, equipment, monitoring, and nursing core that is necessary for the patient's welfare 
and safety during his/her confinement. This will include but is not limited to cardiac/vital signs 
monitoring, pulse oximeter, medication administration fees, nursing services, equipment, 
supplies, (whether disposable or reusable), defibrillator, and oxygen. Separate reimbursement 
for these services will not be made. 
Recovery Room Services Related to IV Sedation and/or Local Anesthesia 
Separate reimbursement will not be made for a phase I or primary recovery room charged in 
connection with IV sedation or local anesthesio. Charges will be paid only if billed as a post 
procedure room or a phase II or step-down recovery room (e.g., arteriograms). 
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• The services of qua l ified professional  a nd techn ica l  personnel  

• Any supp l ies, i tems, equ ipment, a nd services that a re necessa ry or otherwise i nteg ra l to 

the provis ion of a specific service a nd/or the delivery of services. Refer to Routi ne Suppl ies 

sect ion of the manual. 

Personal  Care Items and Services 

Personal  ca re items used for patient conven ience a re not sepa rately re imbursab le. Exa mples 

i nclude but a re not l im ited to breast pumps, deodora nt, d ry bath, d ry shampoo, lot ion,  non­

med ica l  personnel, mouthwa sh, powder, soa p, telephone ca lls, television, tissues, toothbrush 

and toothpaste. 

Pharmacy Cha rges 

Pha rmacy cha rges wi l l  be re imbursed to i nclude on ly the cost of the d rugs prescri bed by the 

attend i ng phys ic ian .  Med ications fu rnished to pat ients shal l  not i nclude a n  add itiona l 

sepa rate cha rge for adm in istrat ion of d rugs, the cost of materia ls necessa ry for the 

prepa rat ion a nd adm in istrat ion of d rugs, and  the services rendered by reg i stered 

pha rmacists and  other pha rmacy personnel .  All other services a re included i n  the d rug 

re imbursement rate. Exa mples of pharmacy cha rges which a re not sepa rately re imbursab le 

i nclude, but a re not l imited to: IV mixtu re fees, IV d i luents such as sal ine and ster i le water, IV 

P iggyback ( IVPB), Hepa ri n a nd sa l i ne flushes to admin ister IV d rugs, and facil ity staff checking 

the pha rmacy ("Rx") ca rt. 

Portable Cha rges 

Porta b le Charges a re i ncluded i n  the re imbursement for the proced u re, test, or x-ray, a nd a re 

not sepa rately re imbursable. 

Pre-Operative Care or Hold ing Room Charges 

Charges for a pre-operative ca re or a hold ing room used prior to a procedure a re included i n  

the  re imbursement for the  procedure and a re not sepa rately re imbursed. I n  add ition, nu rs ing 

ca re provided i n  the pre-opera tive ca re a reas wi ll not be re imbursed sepa rately. 

Re imbursement for the procedure includes a ll nursing ca re provided .  

Prepa ration (Set-Up) Charges 

Charges for set-up, equ ipment, or mater ials i n  prepa ration for proced ures or tests a re 

i ncluded i n  the re imbursement for that procedure or  test. 

Recovery Room Charges 

Re imbursement for recovery room services (time or flat fee) includes a ll used a nd/or ava i la b le 

services, equ ipment, mon itori ng,  and  nurs ing ca re that is necessa ry for the patient's welfa re 

and safety duri ng h is/her confi nement. This wi l l  i nclude but is not l i m ited to ca rd iac/vita l s igns 

mon itori ng,  pu lse oxi meter, med ication admin istration fees, nu rs ing services, equ ipment, 

suppl ies, (whether d isposa b le or  reusab le), defi b ri l lator, and  oxygen .  Sepa rate re imbursement 

for these services will not be made. 

Recovery Room Services Related to IV Sedation and/or Loca l Anesthesia 

Sepa rate re imbursement wi l l  not be made for a phase I or  primary recovery room cha rged i n  

connect ion with IV  sedat ion or  loca l a nesthes ia .  Charges wil l  be pa id only if b i lled as a post 

procedure room or a phase I I  or step-down recovery room (e.g., a rteriog ra ms). 
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Respiratory Services 
Mechanical ventilation/CPAP/BIPAP support and other respiratory and pulmonary function 
services provided at the bedside are considered facility personnel, equipment, and/or supply 
charges and not eligible for separate reimbursement. 

Routine Supplies 
Any supplies, items, and services that are necessary or otherwise integral to the provision of a 
specific service and/or the delivery of services in a specific location are considered routine 
services and not separately reimbursable in the inpatient and outpatient environments. 
Reimbursement for routine services and supplies is included in the reimbursement for the 
room, procedure, or observation charges. 

Special Procedure Room Charge 
Charges for Special procedure room, billed in addition to the procedure itself, are included in 
the reimbursement for the procedure. If the procedure takes place outside of the OR (Refer to 
Operating Room Time and Procedure Charges for OR definition), then OR time will not be 
reimbursed to cover OR personnel/staff being present in the room. Example: procedures 
performed in the ICU, ER, etc. 

Stand-by Charges 
Standby equipment and consumable items such as oxygen, which ore on st andby, ore not 
reimbursable. Only actual use is covered. Sta ndby charges for facility personnel ore included 
in the reimbursement for the procedure and not separately reimbursable. 

Stat Charges 
Stat charges are included in the reimbursement for the procedure, test, and/or X-ray. These 
charges are not separately reimbursable . 

Supplies and Equipment 
Charges for medical equipment, including but not limited to, IV pumps, PCA Pumps, iso lation 
carts, mechanical ventilators, continuous positive airway pressure (CPAP)/ bilevel positive 
airway pressure (BIPAP) machines, and related supplies are not separately reimbursable. 
Oxygen charges, including but not limited to, oxygen therapy per minute/ per hour when billed 
with room types ICU/CCU/NICU or any Specia lty Care area are not separately reimbursable. 

Tech Support Charges 
Pharmacy Administrative Fees (including mixing medications), any portable fees for a 
procedure or service, patient transportation fees when taking a patient to an area for a 
procedure or test are not separately rei mbursable. Transporting a patient back to their room 
following surgery, a procedure, or test, ore not separately reimbursable. 

Telemetry 
Telemetry charges in ER/ ICU/CCU/NICU or telemetry unit (step-down units) are included in the 
reimbursement for the place of service. Additional monitoring charges ore not reimbursable. 
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Respi ratory Services 

Mecha n ica l  venti lat ion/CPAP/BI PAP support a nd other resp i ratory and  pu lmona ry funct ion 

services provided at the bedside a re considered fac i l ity personnel, equ ipment, a nd/or supply 

cha rges and not el ig ib le for sepa rate re imbursement. 

Routine Suppl ies 

Any supp l ies, items, and  services that a re necessa ry or otherwise i nteg ra l  to the provis ion of a 

specifi c  service a nd/or the del ivery of services i n  a specific location a re considered routi ne 

services and not sepa rately re imbursa b le i n  the i npat ient a nd outpatient environments. 

Re imbursement for routi ne services a nd suppl ies is i ncluded i n  the re imbursement for the 

room, p rocedure, or  observat ion cha rges. 

Specia l  Proced ure Room Cha rge 

Charges for Spec ia l  p rocedure roo m, b i lled i n  add ition to the proced ure itself, a re included i n  

the  re imbursement for the proced ure. If the proced ure ta kes p lace outside of the OR (Refer to 

Operati ng Room Time and Proced ure Charges for OR defin it ion), then OR t ime wi l l  not be 

re imbursed to cover OR personnel/staff being p resent i n  the room. Exa mple: p roced ures 

performed in the ICU,  ER, etc. 

Stan d-by Cha rges 

Sta ndby equ ipment and consuma ble items such as oxygen, which a re on sta ndby, a re not 

re imbursa ble. On ly actua l  use is covered . Sta ndby cha rges for faci l ity personnel  a re i ncluded 

in the re imbursement for the proced ure and not sepa rately re imbursable. 

Stat Cha rges 

Stat cha rges a re i ncluded i n  the re imbursement for the proced ure, test, a nd/or X-ray. These 

cha rges a re not sepa rately re imbursab le. 

Suppl ies a nd Equ ipment 

Charges for med ica l  equ ipment, i nclud i ng but not l im ited to, IV pumps, PCA Pumps, isolat ion 

ca rts, mecha n ica l  venti lators, conti nuous posit ive a i rway pressure (CPAP)/ b i level posit ive 

a i rway pressure (BI PAP) machi nes, a nd related supp lies a re not sepa rately re imbursa b le. 

Oxygen cha rges, i nclud i ng but not l im ited to, oxygen thera py per m inute/per hour when b i lled 

with room types I CU/CCU/NICU or a ny Specia lty Care a rea a re not sepa rately re imbursable. 

Tech Support Charges 

Pha rmacy Ad m i n istrative Fees ( i nclud i ng m ix ing med ications), a ny porta b le fees for a 

p rocedure or  service, patient tra nsportat ion fees when ta king a patient to a n  a rea for a 

p rocedure or  test a re not sepa rately re imbursab le. Tra nsport ing a patient back to the i r  room 

following surgery, a p roced ure, or test, a re not sepa rately re i mbursa ble. 

Telemetry 

Telemetry cha rges i n  ER/ ICU/CCU/N ICU or  telemetry un it (step-down un its) a re i ncluded i n  the 

re imbursement for the p lace of service. Addit ional  mon itor ing cha rges a re not re i mbursa ble. 
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Time Calculation 
Operating Room ("OR") -Time should be calculated on the time the patient enters the 
room until the patient leaves the room, as documented on the OR nurse's notes. 
Hospital/ Technical Anesthesia - Reimbursement of technical anesthesia time will be based 
on the time the patient enters the operating room (OR) until the patient leaves the room, as 
documented on the OR nurse's notes. The time the anesthesiologist spends with the patient 
in pre-op and the recovery room will not be reimbursed as part of the hospital anesthesia 
time. 
Recovery Room - The reimbursement of Recovery Room charges will be based on the time 
the patient enters the recovery room until the patient leaves the recovery room as 
documented on the post anesthesia care unit ("PACU") record . 
Post Recovery Room - Reimbursement will be based on the time the patient leaves the 
Recovery Room until discharge. 

Undocumented or Unsupported Charges 
Charges that are not documented on medical records or supported with documentation are 
not reimbursed . 

Video or Digital Equipment used in Operating Room 
Charges for video or digital equipment used for visual enhancement during a procedure are 
included in the reimbursement for the procedure and are not separately reimbursable. 
Examples include but are not limited to Ultrasound and Fluoroscopy guidance. Charges for 
batteries, covers, film, anti-fogger solution, tapes etc., are also not separately reimbursable. 

Additional Reimbursement Guidelines for Disallowed Charges 
For any Claims that are reimbursed at a percent of charge, only Charges for Covered Services 
are eligible for reimbursement. The disallowed charges (charges not eligible for 
reimbursement) include, but are not limited to, the following, whether billed under the 
specified Revenue Code or any other Revenue Code. 
These Guidelines may be superseded by the Provider or Facility Agreement. Refer to the 
contractual fee schedule for payment determination. 

The tables below illustrate examples of non-reimbursable items/services codes. 

Examples of non-reimbursable items/services codes (including but not limited to): 

Typically Billed Under This/These Revenue 
Codes but not Limited to the Revenue Codes Description of Excluded Items 

Listed Below 

0990-0999 Personal Care Items 
Courtesy/Hospitality Room 

Patient Convenience Items (0990) 
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Examples of non-reimbursable items/services codes (including but not limited to): 

Typically Billed Under This/These Revenue 
Codes but not Limited to the Revenue Codes Description of Excluded Items 

Listed Below 

Cafeteria, Guest Tray (0991) 

Private Linen Service (0992) 

Telephone, Telegraph (0993) 

TV, Radio (0994) 

Non-patient Room Rentals (0995) 

Beauty Shop, Barber (0998) 

Other Patient Convenience Items (0999) 

0220 Special Charges 
I 

0369 Preoperative Care or Holding Room Charges 

0760- 0769 Special Procedure Room Charge 
I 

0111 - 0119 Private Room* (subject to Member's Benefit) 

0221 Admission Charge 
I 

0480- 0489 Percutaneous Transluminal Coronary Angioplasty 
(PTCA) Stand-by Charges 

0220, 0949 Stat Charges 
I 

0270 - 0279, 0360 Video Equipment Used in Operating Room 

Supplies and Equipment 
Blood Pressure cuffs/Stethoscopes 

Thermometers, Temperature Probes, etc. 

0270, 0271, 0272 
Pacing Cables/Wires/Probes 

Supplies and Equipment (continued) 

Pressure/Pump Transducers 

Transducer Kits/Packs 
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Examples of non-reimbursable items/services codes (including but not limited to): 

Typically Billed Under This/These Revenue 
Codes but not Limited to the Revenue Codes Description of Excluded Items 

Listed Below 

SCD Sleeves/Compression Sleeves/Ted Hose 

Oximeter Sensors/Probes/Covers 

Electrodes, Electrode Cables/Wires 

Oral swabs/toothettes 

Wipes (baby, cleansing, etc.) 

Bedpans/Urinals 

Bed Seales/ Alarms 

Specialty Beds 

Foley/Straight Catheters, Urometers/Leg 
Bags/Tubing 

Specimen traps/containers/kits 

Tourniquets 

Syringes/Needles/Lancets/Butterflies 

Isolation carts/supplies 

Dressing Change Trays/Packs/Kits 

Dressings/Gauze/Sponges 

Kerlix/Tegaderm/OpSite/Telfa 

Skin cleansers/preps 

Cotton Balls; Band-Aids, Tape, Q-Tips 

Diapers/Chucks/Pads/Briefs 

Irrigation Solutions 

ID/ Allergy bracelets 

Foley stat lock 

Gloves/Gowns/Drapes/Covers/Blankets 
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Examples of non-reimbursable items/services codes (including but not limited to): 

Typically Billed Under This/These Revenue 
Codes but not Limited to the Revenue Codes Description of Excluded Items 

Listed Below 

Ice Packs/Heating Pads/Water Bottles 

Kits/Packs (Gowns, Towels and Drapes) 

Basins/basin sets 

Positioning Aides/Wedges/Pillows 

Suction 
Canisters/Tubing/Tips/Catheters/Liners 

Enteral/Parenteral Feeding Supplies 
(tubing/bags/sets, etc.) 

Preps/prep trays 

Masks (including CPAP and Nasal 
Cannulas/Prongs) 

Bonnets/Hats/Hoods 

Smoke Evacuator Tubing 

Restraints/Posey Belts 

OR Equipment (saws, skin staplers, staples & 
staple removers, sutures, scalpels, blades 
etc.) 

IV supplies (tubing, extensions, angio-caths, 
stat-locks, blood tubing, start kits, pressure 
bags, adapters, caps, plugs, fluid warmers, 
sets, transducers, fluid warmers, heparin, 
and saline flushes, etc.) 

Tech Support Charges 

Pharmacy Administrative Fee (including mixing 
meds) 

0220 - 0222, 0229, 0250 
Portable Fee (cannot charge portable fee 
unless equipment is brought in from another 
Facility) 
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Examples of non-reimbursable items/services codes (including but not limited to): 

Typically Billed Under This/These Revenue 
Codes but not Limited to the Revenue Codes Description of Excluded Items 

Listed Below 

I 

Patient transport fees 

I 

I 
0223 II Utilization Review Service Charges 

I 
0263 IV Infusion for therapy, prophylaxis (96365, 96366) 

IV Infusion additional for therapy 
IV Infusion concurrent for therapy (96368) 
IV Injection (96374, 96379) 

0230, 0270 - 0272, 0300 - 0307, 0309, 0390-
Nursing Procedures and 99001 - Handling 

0392, 0310 
and/or conveyance of specimen from patient 
(charge for specimen handling 

0230 Incremental Nursing - General 
I 

0231 Nursing Charge - Nursery 
I 

0232 Nursing Charge - Obstetrics (OB) 
I 

0233 Nursing Charge - Intensive Care Unit (ICU) 

0234 Nursing Charge - Cardiac Care Unit (CCU) 

0235 Nursing Charge - Hospice 
I 

Nursing Charge - Emergency Room (ER) or Post 
0239 Anesthesia Care Unit (PACU) or Operating Room 

(OR) 

Pharmacy 
Medication prep 

Nonspecific descriptions 

Anesthesia Gases - Billed in conjunction with 
0250 - 0259, 0636 Anesthesia Time Charges 

IV Solutions 250 cc or less, except for pediatric 
claims 

Miscellaneous Descriptions 
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Examples of non-reimbursable items/services codes (including but not limited to): 

Typically Billed Under This/These Revenue 
Codes but not Limited to the Revenue Codes Description of Excluded Items 

Listed Below 

I 

Compounding Fees 

I 

Venipuncture 

Specimen collection 

Draw fees 

Venipuncture 
0270, 0300 - 0307, 0309, 0380 - 0387, 

Phlebotomy 0390-0392 
Heel stick 

Blood storage and processing blood 
administration 

Thawing/Pooling Fees 

0270, 0272, 0300 - 0309 Bedside/Point of Care/Near Patient Testing 
(such as glucose, blood count, arterial blood 
gas, clotting time, glucose, etc.) 

I 
0222,0270,0272,0410,0460 II Portable Charges 

I 
Supplies and Equipment 

Oxygen 

Instrument Trays and/or Surgical Packs 

Drills/Saws (All power equipment used in O.R.) 

Drill Bits 

0270 - 0279, 0290, 0320, 0410, 0460 Blades 

IV pumps and PCA (Patient Controlled 
Analgesia) pumps 

Isolation supplies 

Daily Floor Supply Charges 

X-ray Aprons/Shields 
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Examples of non-reimbursable items/services codes (including but not limited to): 

Typically Billed Under This/These Revenue 
Codes but not Limited to the Revenue Codes Description of Excluded Items 

Listed Below 

Blood Pressure Monitor 

Beds/Mattress 

Patient Lifts/Slings 

Restraints 

Transfer Belt 

Bair Hugger Machine/Blankets 

SCD Pumps 

Heel/Elbow Protector 

Burrs 

Cardiac Monitor 

EKG Electrodes 

Vent Circuit 

Suction Supplies for Vent Patient 

Electrocautery Grounding Pad 

Bovie Tips/Electrodes 

Anesthesia Supplies 

Case Carts 

C-Arm/Fluoroscopic Charge 

Wound Vacuum Pump 

Bovie/Electro Cautery Unit 

Wall Suction 

Retractors 

Single Instruments 

Oximeter Monitor 

CPM Machines 
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Examples of non-reimbursable items/services codes (including but not limited to): 

Typically Billed Under This/These Revenue 
Codes but not Limited to the Revenue Codes 

Listed Below 

0370 - 0379, 0410, 0460, 0480 - 0489 

0410 

0940-0945 

Description of Excluded Items 

Lasers 

Do Vinci Machine/Robot 

Anesthesia (Specifically, conscious/moderate 
sedation by same physician or procedure nurse) 

Nursing care 

Monitoring 

Intervention 

Pre- or Post-evaluation and education 

IV sedation and local anesthesia if provided 
by RN 

lntubation/Extubation 

CPR 

Nursing Respiratory Functions: 
Oximetry 

Vent management 

Medication Administration via Nebs, Metered 
dose (MDI), etc. 

Postural Drainage 

Suctioning Procedure 

Education/Training 

15.11 Coordination of Benefits (COB) and Third-Party Liability 
State-specific guidelines will be followed when COB procedures are necessary. We agree to 
use covered medical and hospital services whenever available or other public or private 
sources of payment for services rendered to members in our plan. 
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If primary insurance exists for a member, providers are required to bill a member's primary 
health plan (PHP) priorto billing Anthem. Providers are required to follow other payers' billing 
requirements. If the other payer denies a claim because the provider did not follow their 
requirements, Anthem will also deny the claim. Providers may not collect payment from a 
member because the provider did not comply wit h the policies of the PHP and/or Anthem. 

If the provider does not participate in a member's PHP, the provider must refer the member to 
the PHP. Anthem will deny payment for services if the member elects to seek treatment from a 
provider not participating in the PHP network. If the Medicaid member is informed by a 
provider not authorized by the PHP that both the PHP and Anthem may deny payment for the 
services, and the member then voluntarily elects to receive services from a provider who does 
not participate in the member's PHP, the member assumes the responsibility to pay for the 
services personally. 

Anthem becomes the primary payer und er the following conditions: 
If the PHP does not cover a service, Anthem becomes the primary health insurance and is 
responsible within the scope of Anthem rules. 

When PHP has exhausted: The provider must provide to Anthem the EOB from the primary 
carrier showing the services that are exhausted and/or a letter explaining the benefit 
determination or member termination from the plan. 

Anthem and our providers agree the Medicaid program will be the payer of last resort when 
third-party resources are available to cover the costs of medical services provided to 
Medicaid members. When we're aware of these resources prior to paying for a medical 
service, we'll avoid payment by either rejecting a provider's claim and redirecting you to bill 
the appropriate insurance carrier (unless certain pay and pursue circumstances apply- see 
below), or if we do not become aware of the resource until sometime after payment for the 
service was rendered, by pursuing post payment recovery of the expenditure. You must not 
seek recovery in excess of the Medicaid payable amount, or the amount agreed upon in the 
provider agreement with Anthem. 

The circumstances ore: 
When the services ore for preventive pediatric core, including EPSDT 
If the claim is for prenatal or postportum care or if service is related to OB care 
Designated behavioral health services (typically not covered by major medical health 
plans) if the billed services contain one of the following procedure codes: 

H0043-H0044 (supported housing) 

H2014-H2018 (skills training, community support and psychosocial rehab) 

H2023-H2027 (employment support) 

H0038 (peer support) 

T1016, T2022, T2023, H0036, H0037, H0039, H0049, H2015, H2016 (behavioral health case 
management services) 

H0031 (mental health assessments) 
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H0011, H0018, H0019 (behoviorol health residential without room and board) 

S9484, S9485 (crisis intervention) 

Any service rendered to a child of on absent parent (for example, primary coverage is 
through a noncustodiol parent after a divorce) 

We will also avoid payment of trauma-related claims where third-party liability (TPL) 
resources are identified prior to payment. Otherwise, we will follow a pay-and-pursue policy 
on prospective and potential subrogation cases. Paid claims are reviewed and researched 
post payment to determine likely cases, with multiple letters and phone calls being made to 
document the appropriate details. The filing of liens and settlement negotiations are handled 
internally and externally via our subrogation vendor. 

We will require members to cooperate in the identification of any and all other potential 
sources of payment for services. 

Any questions or inquiries regarding paid, denied or pending claims should be directed to 
Provider Services at 844-396-2330. 

15.12 Billing Members 
Overview 
Before rendering services, you should always inform members the cost of services not covered 
by Anthem or Nevada Medicaid will be the member's responsibility. 

If you choose to provide services not covered by Anthem or Nevada Medicaid, you: 
Understand we only reimburse for services that ore medically necessary, including 
hospital admissions and other services. 
Will obtain the member's signature on the Client Acknowledgment Statement (below) 
specifying the member will be held responsible for payment of services. 
Understand you may not bill for or take recourse against a member for denied or reduced 
claims for services within the amount, duration, and scope of benefits of the Medicaid 
program. 

Our members must not be balance-billed for the amount above that which is paid by Anthem 
for covered services. 

In addition, you may not bill or charge members a fee for any of the following: 
Failure to timely submit a claim, including claims not received by us 
Failure to submit a claim to us for init ial processing within the 180-day filing deadline for 
network providers or the 365-day deadline for non-network or emergency transportation 
providers 
Failure to submit a corrected claim within the clean claim submission period 
Failure to appeal a claim within the 180-day payment dispute period 
Failure to appeal a utilization review determination within 30 days of notification of 
coverage denial 
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Submission of an unsigned or otherwise incomplete claim 
Your errors made in claims preparation, claims submission or the appeal/dispute process 
Failure to submit a claim to us within specified time frames for those services covered with 
other health insurance 
No-show or cancelled appointments 
The first copy of their medical records 

Please see 42 CFR § 438.106 and Nevada Medicaid Service Manual§ 105.3 as support for 
these Anthem policies. 

Client Acknowledgment Statement 
You may bill our member for a service that has been denied as not medically necessary or not 
a covered benefit only if both of the following conditions are met 

The member requests the specific service or item. 
The provider obtains and keeps a written acknowledgement statement signed by the 
member and the provider stating : 

"I understand that, in the opinion of (provider's name), the services or items I have requested to be 
provided to me on (dates of service) may not be covered under Anthem as being reasonable and 
medically necessary for my care or be an Anthem-covered benefit. I understand Anthem has 
established the medical necessity standards for the services or items I request and receive. I also 
understand I am responsible for payment of the services or items I request and receive if these 
services or items are determined to be inconsistent with the Anthem medically necessary standards 
for my care or are not covered benefits." 

Signature: ________________ _ 

Date: ________________ _ 
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Table 10: Average, Minimum, and Maximum Time Spent by Providers Conducting Manual, Partial and Electronic 
Transactions , Medical , 2019 CAQH Index 

Tra11saction 

EligIblilty and Beflef1t Venficahon 

Prior Authorization 

Claim SubmIssIon 

Attachments 

Claim Status 111ry 

C la rm Pay merit 

Rem,t nee Ad\/ice 

Total Potential Time savings (Manual) 

Total Potential Time Savings (Partial) 

Supplement statement 

Method 

Manual 

Partial 

Electronic 

Manual 

Partial 

Electronic 

Manual 

Electronic 

Manual 

Electronic 

Manual 

Part.1al 

Eleclrornc 

Manual 

Electronic 

Manual 

Part ial 

Eleclrornc 

Average Time 
Providers Spend 
per Transaction 

(minutes) 

10 

5 

2 

21 

8 

4 

6 

2 

1l 

5 

12 

4 

4 

5 

3 

7 

4 

2 

Min Time 
Providers Spend 
per Transaction 

(minutes) 

3 

<I 

3 

<1 

<I 

<I 

<1 

<1 

<I 

<l 

<l 

Max Time 
Providers Spend 
per Transaction 

(minutes) 

30 

15 

10 

45 

20 

)8 

25 

6 

30 

10 

20 

10 

11 

11 

10 

19 

10 

10 

Potential Average 
Time Saving, 
(minutes) 

8 

3 

17 

4 

4 

6 

8 

0 

2 

5 

2 

50 

9 

This supplement outlines the digital tools Anthem has available to participating and 
nonparticipating providers who serve its members. It is our expectation that providers will 
utilize these digital tools unless mandated by law or other legal requirement no later than 
January 1, 2021. The electronic tools and applications include the secure Availity Provider 
website, Electronic Data Interchange (EDI) Transaction Gateway and available business-to-
business (B2B) application programming interfaces (APls) - all hosted via Availity. This 
supplement addresses the following processes: 

Acceptance of digital ID cards 
Eligibility and benefit inquiry and response 
Claim submission, including attachments and claim status 
Remittances and payments 
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It is preferred that in markets where these tools are currently available, these digital 
alternatives are used: 

Disputes 
Grievances and appeals 
Demographic updates 
Pharmacy prior authorization drug requests 
Services through Anthem affiliates, Carelon Medical Benefits Management , Inc. and 
Carelon Behavioral Health, Inc. 
Provider enrollment 
Prior authorization submissions including updates, attachments, and authorization status 

Anthem expects that all providers seeking any functions and processes above will use 
available electronic self-service tools, including EDI X12 transactions, the Availity Provider 
website or direct desktop integration via B2B APls in lieu of manual channels (paper, mail, fax, 
call, etc.). Availity provides access to all Anthem self-service tools across all electronic 
channels outlined above. All digital channels are consistent with industry standards. 

Access to all Anthem digital tools and capabilities is available on the secure Availity Provider 
website via Availity.com. Please access Availity to learn more about available EDI, the Availity 
Provider website, and B2B API options. Administration simplification standard transaction 
requirements: h hs.g ov/ HI PAA/for-professionals/ other-ad ministration-simplification-
ru les/i nd ex.html 

Note: As a mandatory requirement, all trading partners who currently transmit directly to 
on Anthem ED/ Gateway must transition to the Avoility ED/ Gateway and hove on active 
Availity Trading Portner Agreement in place. 

SECTION I 
Acceptance of digital ID cards 

As our members transition to electronic member ID cords, providers may need to implement 
changes in their processes to accept this new format. Anthem expects that providers will 
accept the electronic version of the member identification card in lieu of a physical member 
identification card when presented by members who are transitioning to digital cards. 

SECTION II 
Eligibility and benefit inquiry and response 

Providers may leverage any of the following Availity hosted channels for electronic eligibility 
and benefit inquiry and response: 

EDI transaction: X12 270/271 - eligibility inquiry and response (version 5010): 
Anthem supports the industry standard X12 270/271 transaction set for eligibility and 
benefit inquiry and response as mandated by HIPAA. 
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Secure Availity Provider website: 
Eligibility and benefit verification utility- This utility allows a provider t o key on 
inquiry directly into an online eligibility and benefit look-up form wit h real-time 
responses. 

Provider desktop integration via B2B APls: 
Anthem has also enabled real-time access to eligibility and benefi t verification APls 
that can be directly integrated within participating vendors' practice management 
software, revenue cycle management software and some elect ronic medical records 
software. Contact Availity for available vendor integration opportunities at 
Availity.com/Healthcare-APls. 

SECTION Ill 
Authorizations 

Prior authorization submission, attachment, and status 
Providers may leverage any of the following channels for prior authorization submission, 
status inquiries and submission of electronic attachments (solicited or unsolicited) on the 
secure Provider website via Availity: 

EDI transaction: X12 278 - prior authorization and referral (version 5010): 
Anthem supports the industry standard X12 278 transaction for prior authorization 
submission and status inquiry as mandated per HIPAA. 

EDI transaction: X12 275 - patient informat ion, including HL7 payload (version 5010) for 
authorization attachments: 

Anthem supports the industry standard X12 275 transaction for elect ronic transmission 
of supporting authorization documentation including medical records via the HL7 
payload. 

Secure Availity Essentials secure mult i-payer website: 
The authorization application allows a provider to key a prior authorization request, 
including an attachment or status inquiry directly into an online form. 

Additionally, providers can use the digital authorization application to make inquiries 
on previously submitted requests, regardless of how the original prior authorization 
was submitted (phone, fox, eReview, secure email, etc.). 

Provider desktop integration via B2B APls: 
Anthem has enabled real-time access to prior authorization APls, w hich can be 
directly integrated within participating vendors' practice management software, 
revenue cycle management software and some electronic med ical records software. 
Contact Availity for available vendor integration at : Availity.co m/Healthcare-APls. 

SECTION IV 
Claims: submissions, attachments and status 

Claim submissions, attachment, and status 
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Providers may leverage any of the following channels for electronic claim submisssion, 
attachments (for both pre- and postpayment) a nd status on the secure Availity provider 
website: 

EDI transaction: X12 837 - professional, institutional, and dental claim submission (version 
5010): 

Anthem supports the industry standard X12 837 transactions for all fee-for-service and 
encounter billing as mandated per HIPAA. 

EDI transaction: X12 275 - patient informat ion, including HL7 payload attachment (version 
5010): 

Anthem supports the industry standard X12 275 transaction for elect ronic transmission 
of supporting claims documentation including medical records via the HL7 payload. 

EDI transaction: X12 276/277 - claim status inquiry a nd response (version 5010): 
Anthem supports the industry standard X12 276/277 transaction set for claim status 
inquiry and response as mandated by HIPAA. 

Secure Availity Provider website: Direct Data Entry (DDE) - The claim DDE utility 
provider allows a provider to key a claim directly into an online claim form and also 
upload supporting documentation for a defined claim (solicited or unsolicited). 

837 Claim batch upload - The claim batch upload utili ty allows a provider to upload 
an entire batch/file of claims (must be in X12 837 standard format). 

Claim Status Inquiry utility - This ut ility allows a provider to key an inquiry directly 
into an online claim status form with real-time responses. 

Provider desktop integration via B2B APls: 
Anthem has also enabled real-time access to claim status via APls, which can be 
directly integrated within participating vendors' practice management software, 
revenue cycle management software and some electronic medical records software. 
Contact Availity for available vendor integration at Availity.com/Healthcare-APls. 

SECTION V 
Remittances and payments electronic funds transfer 

Like the payroll direct deposit service that most businesses offer their employees, e lectronic 
funds transfer (EFT) uses the automated clearing house (ACH) network to t ransmit healthcare 
payments from a health plan to a healthcare provider's bank a ccount. Health plans can use a 
provider's banking informaton only to deposit funds, not to withdraw funds. Anthem expects 
providers to accept payment via EFT in lieu of paper checks. 

Providers can register or manage account changes for EFT via the enrollment tool called 
EnrollSafe™. This tool will help eliminate the need for paper registration, reduce 
administrative time and costs and a llows physicians and facilities to register with multiple 
payers a t one time. EFT payments are deposited foster and are ge nerally the lowest cost 
payment method. 
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To facilitate quicker reimbursement for providers who have not enrolled for EFT, Anthem may 
move paper checks to a virtual card payment method. Virtual cards allow physicians and 
facilities to process payments as credit card transactions. 

Using the same Trace Identifier Segment (TRN) helps to match the payment to the correct 
remittance advice, a process called reassociation. Health plans are required to input the X12 
835 TRN segment into Field 3 of the Addenda Record of the CCD+Addenda. The TRN segment 
in the Addenda Record of the CCD+Addenda should be the same as the TRN segment in the 
associated ERA that describes the payment. 

Electronic Remittance Advice (ERA) 
Providers may leverage any of the following channels for electronic remittance advice (ERA) 
on the secure Availity Essentials: 

EDI transaction: X12 835 - ERA (version 5010) 
Anthem supports the industry standard X12 835 transact ion as mandated per HIPAA. 
Work with your EDI vendor or clearing house to get registered. 

Availity Essentials - remittance inquiry: 
The Remittance Inquiry application provides a digital version (PDF) of paper payment 
remittance that can be downloaded. 
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PROVIDER DISPUTE PROCEDURES 

16.1 Provider Administrative Denial 
An administrative denial is a denial of services based on reasons other than medical 
necessity. Administrative denials ore mode when a contractual requirement is not met, such 
as late notification of admissions or lock of precertificotion. 

16.2 Provider Administrative Appeal Procedure 
If you ore dissatisfied with on administrative denial, you may file on administrative appeal by 
submitting a written request with supporting documentation as to why the administrative 
requirements were met. A form to file an appeal can be found on the provider website. 

An administrative appeal must be filed within 60 calendar days from the dote on the 
administrative denial notice. 

Administrative appeals con be submitted through Availity at Availity.com 

The administrative appeals con be mailed to the following address: 
Anthem Blue Cross and Blue Shield Healthcare Solutions 
Appeals Deportment 
P.O. Box 62429 
Virginia Beach, VA 23466-2429 
Fax: 888-235-9334 

You may file a verbal and/or written administrative appeal. 

If the verbal and/or written request is not received within the specified time frame, the 
administrative appeal will be closed, and no review will take place. A letter will be moiled to 
you explaining that your required written follow-up was not received, and your administrative 
appeals has been closed. The letter will further explain that if your verbal and/or written 
request is received prior to the timely filing limit, a review will take place, but it will be 
considered a new request. The new receipt dote will be used for calculating the required 30-
calendar day turnaround time for determination. 

We will render a decision and send a determination letter within 30 calendar days of 
receiving the administrative appeal. If we uphold our original decision, we will mail you a 
letter. This letter will include information about your rights to request a Sta te Fair Hearing 
from the state within 120 calendar days of the date on the final determination let ter. If we 
overturn our decision, the claim will be reprocessed, or you will be notified of the action t hat 
needs to be ta ken. 

You will not be penalized for filing on administ rat ive appeal. 
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16.3 Provider Grievance (Complaint) Procedures 
Anthem maintains a system for the resolution of provider grievances including a process for 
the notice and appeal of any dissatisfaction expressed by a provider verbally or in writing to 
Anthem. Provider grievances will be resolved in a fair and timely manner. 

Grievance: An expression of dissatisfaction about any matter or aspect of the health plan or 
its operations that is not included in medically necessary denials. 

Provider: Any physician, hospital, facility, or other healthcare professional who is licensed or 
otherwise authorized to provide healthcare services in the state or jurisdiction in which they 
are furnished. 

You can file a grievance (complaint) at any time in writing via letter or fax to: 

Anthem Blue Cross and Blue Shield Healthcare Solutions 
Provider Grievance Department 

P.O. Box 61599 
Virginia Beach, VA 23466 

Fax: 866-495-8711 

Anthem ensures that punitive or retaliatory action is not taken against a provider who files a 
grievance or against a provider who supports a member's grievance. 

Anthem Notional Customer Core representa t ives ore available to receive inquiries over the 
phone. The representatives will attempt to resolve all inquiries at the time of the initial coll. If 
they cannot resolve an inquiry to a provider's satisfaction, they refer the inquiry to the 
appropriate area for resolution. 

Anthem will thoroughly investigate each provider grievance using applicable statutory, 
regulatory, contract provisions, collecting all pertinent facts from all parties and applying the 
health plan's written policies and procedures. 

The investigation and final resolution for each grievance will be completed within 90 
calendar days of the dote of receipt. 

A grievance resolution letter is sent to the provider tha t contains, at a minimum, the following: 
All information considered in investigating the grievance 
Findings and conclusions based on the investigation 
The disposition of the grievance 

16.4 Provider Payment Disputes 
Claims payment inquiries or appeals 
Our Provider Relationship program helps you with claims payment and issue resolution. Just 
call 844-396-2330, select the Claims prompt, and we will connect you with a dedicated 
resource team called the Provider Service Unit (PSU) to ensure: 

Availability of helpful, knowledgeable representatives to assist you. 
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Increased first-contact, issue resolution rates. 
Significantly improved turnaround time of inquiry resolution . 
Increased outreach communication to keep you informed of your inquiry status. 

Use the secure Provider Availity Payment Appeal Tool at Availity.com. Through Availity, you 
can upload supporting documentation and receive immediate acknowledgement of your 
submission . 

Locate the claim you want to dispute using Claim Status from the Claims & Payments 
menu. 
Select Dispute Claim to initiate the dispute. 
From the Claims & Payments menu select Appeals to locate the initiated dispute, upload 
supporting documentation and submit. 

Claims correspondence vs. payment appeal 
The PSU is available to assist you in determining the appropriate process to follow for 
resolving your claim issue. 

The following table also provides guidance on issues considered claim correspondence and 
should not go through the payment appeal process. 

Type of Issue What Do I Need to Do? 
Electronic Data Interchange (EDI) Contact Availity Client Services at 800-AVAILITY (282-
Rejected claim(s) 4548) or your clearing house vendor when your claim 

was submitted electronically but was never paid or 
was rejected. Availity is available to assist you with 
setup questions and help resolve submission issues 
or electronic claims rejections. Rejected claims will 
return on the EDI response reports, if you use a 
clearing house vendor, they are responsible for 
delivering to your organization. 

EOP requests for supporting Submit a Claim Correspondence form, a copy of your 
documentation EOP and the supporting documentation to: 
(sterilization/hysterectomy/abortion Anthem Blue Cross and Blue Shield Healthcare 
consent forms, itemized bills, and Solutions Claims Correspondence 
invoices) P.O. Box 61599 

Virginia Beach, VA 23466-1599 
EOP requests for medical records Submit a Claim Correspondence form, a copy of your 

EOP and the medical records to: 
Anthem Blue Cross and Blue Shield Healthcare 
Solutions Claims Correspondence 
P.O. Box 61599 
Virginia Beach, VA 23466-1599 

Need to submit a corrected claim Submit a Claim Correspondence form and your 
due to errors or changes on original corrected claim to: 
submission Anthem Blue Cross and Blue Shield Healthcare 

Solutions Claims Correspondence 
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Type of Issue What Do I Need to Do? 
P.O. Box 61599 
Virginia Beach, VA 23466-1599 

Clearly identify the claim as corrected . We cannot 
accept claims with handwritten alterations to billing 
information. We will return claims that have been 
altered with an explanation of the reason for the 
return . 

For corrected professional electronic claims 
submitted via EDI claim professional, providers 
should use one the following frequency codes to 
indicate a correction was made to a previously 
submitted and adjudicated claim: 
7 - Replacement of Prior Claim 
8 - Void/Cancel Prior Claim 

For corrected institutional electronic claims 
submitted via EDI, providers should use one the 
following Bill Type Frequency Codes to indicate a 
correction was made to a previously submitted and 
adjudicated claim: 
0XX7 - Replacement of Prior Claim 
0XX8 - Void/Cancel Prior Claim 

Use Availity Essentials to submit a single claim 
submission using the 7 as the frequency type code 
and original claim number. 

Submission of coordination of Submit a Claim Correspondence form, a copy of your 
benefits/third-party liability EOP and the COB/TPL information to: 
information Anthem Blue Cross and Blue Shield Healthcare 

Solutions Claims Correspondence 
P.O. Box 61599 
Virginia Beach, VA 23466-1599 

Emergency room payment review Submit a Claim Correspondence form, a copy of your 
EOP and the medical records to: 

Anthem Blue Cross and Blue Shield Healthcare 
Solutions Claims Correspondence 
P.O. Box 61599 
Virginia Beach, VA 23466-1599 

Payment appeals 
A payment appeal is any dispute between you and Anthem for reason(s) including: 

Contractual payment issues. 
Inappropriate or unapproved referrals initiated by providers. 
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Retrospective review. 
Disagreements over reduced or zero-paid claims. 
Authorization issues. 
Timely filing issues. 
Other health insurance denial issues. 
Claim code editing issues. 
Duplicate claim issues. 
Retro-eligibility issues. 
Experimental/investigational procedure issues. 
Claim data issues. 

You will not be penalized for filing a payment appeal. No action is required by the member. 

Our procedure is designed to afford providers access to a timely payment appeal process. 
We have a two-level appeal process for provider to dispute claim payments. If a provider is 
dissatisfied with the resolution of a first-level appeal, we afford the provider the option to file 
a second-level appeal. 

If you disagree with a previously processed claim or adjustment, you may submit to us a 
verbal or written request for reconsideration. 

The payment appeal for reconsideration, whether verbal or written, must be received by 
Anthem within 60 calendar days of the Explanation of Payment (EOP) paid date or 
recoupment date. 

In a situation where a problem has been identified that affects multiple claims and/or 
multiple providers or in a situation where we have identified an issue that has caused 
multiple underpayments, we will consider claims for reprocessing with dates of service 90 
days prior to the received date of the original provider payment dispute for network 
providers. After this time period has lapsed, underpaid claim adjustments will be made on an 
exception basis. 

Due to the nature of appeals, some cannot be accepted verbally and therefore must be 
submitted in writing. The following table provides guidance for determining the appropriate 
submission method. 

Issue Type Verbal allowed? 
Denied for timely filing If Anthem made an error per your contract, verbal 

is allowed. 
Denied for no authorization If you know an authorization was provided 

and Anthem made an error, verbal is allowed. 
If you have paper proof, written is required. 

Retrospective authorization issue If requesting retro review, written is allowed. 
Denied for need of additional medical Written is required if records have not been 
records (Denials issued for this reason are received previous to call. 
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Issue Type Verbal allowed? 
considered nonclean claims and will not If records were previously sent and you know 
be logged as appeals. These will be they were received and on file, verbal is 
treated as inquiries/ correspondence.) allowed. 
You feel you were not paid according to Verbal is allowed. 
your contract 
The member does not have other health Verbal is allowed. 
insurance, but the claim was denied for 
other health insurance 
Claim code-editing denial Written is required. 
Denied as duplicate Verbal is allowed. 
Claim denied related to provider data Verbal is allowed. 
issue 
Retro-eligibility issue Verbal is allowed. 
Experimental procedure denial Written is required. 

Claims data entry error: data elements on Verbal is allowed. 
the claim on file does not match the claim 
you submitted 
Second-~velappeal Must be provided in writing; verbal is not 

accepted. 

If after reviewing this table you determine a verbal appeal is allowed, call the Provider 
Service Unit (PSU) at 844-396-2330. 

If the appeal must be submitted in writing, or if you wish to use the written process instead of 
the verbal process, the appeal should be submitted to: 

Anthem Blue Cross and Blue Shield Healthcare Solutions 
Payment Appeals 

P.O. Box 61599 
Virginia Beach, Virginia 23466-1599 

Written appeals with supporting documentation can also be submitted via the Appeal tool 
using Availity Essentials. Use Claim Status located under the Claims & Payment menu, if a 
claim is considered appealable due to no or partial payment, a dispute selection box may 
display. Once this box is selected a web form will display for you to complete and submit. 
Navigate to the Claims & Payment menu and select Appeals, locate your initiated request, 
and complete it by adding your documentation. If all required fields are completed, you will 
receive immediate acknowledgement of your submission. 
When submitting the appeal verbally or in writing you need to provide: 

A listing of disputed claims. 
A detailed explanation of the reason for the appeal. 
Supporting statements for verbal appeals and supporting documentation for written; 
written appeals should also include a copy of the EOP and an Appeal Request form. 
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Verbal appeals received by the PSU are logged into the appeal database. Written payment 
appeals are received in our Document Management Department (DMD) and date-stamped 
upon receipt. The DMD scans the appeal into our document management system, which 
stamps the image with the received date and the scan date. Once the dispute is scanned, it is 
logged into the appeal database by the Intake team within the DMD. 

Once the appeal is logged, it is routed in the database to the appropriate appeal unit. The 
appeal associates work appeals by demand, drawing items based on first-in, first-out criteria 
for routing appeals. 

The appeal associate will: 
Review the appeal and determine the next steps needed for the payment appeal. 
Make a final determination if able based on the issue or route to the appropriate 
functional area(s) for review and determination. 
Ensure a determination is made within 30 calendar days of the receipt of the payment 
appeal. 
Contact you via your preferred method of communication (phone, fox, email, or letter) and 
provide the payment information, if overturned, or further appeal rights are upheld or 
partially upheld. Your preferred method of communication is determined from the PSU 
agent requesting this information during your call or your selection on the Appeal Request 
form. If no preference is provided, a letter will be mailed to you. 

If your claim(s) remains denied or partially paid or you continue to disagree, you may file a 
second level appeal in writing. Second-level verbal appeals will not be accepted. The second-
level appeal must be received by Anthem within 30 calendar days from t he date of the first-
level decision/resolution letter. Second-level appeals received after this will be upheld for 
untimely filing and will not be considered for further payment. You must submit a written 
second-level dispute to the centralized address for disputes. A more senior appeal associate, 
or one that did not complete the first-level review, will conduct the second-level review. 

If additional information is submitted to support payment, the denial is overturned. Otherwise, 
the appeal associate conducts t he review as per the steps in the first-level process. 

Once the dispute is reviewed for t he second level, the appeal associate will notify you of the 
decision via your preferred method of communication within 30 calendar days of receipt of 
the second-level payment appeal. 

A licensed/registered nurse will review payment appeals received with supporting clinical 
documentation when medical necessity review is required. We will apply established clinical 
criteria to t he payment appeal. After review, we will either approve the payment dispute or 
forward it to the medical director for further review and resolution. 

16.5 Provider State Fair Hearing Process 
As an Anthem participating provider, you have the right to submit a written request for a 
State Fair Hearing from the DHCFP when you have exhausted our internal dispute (appeal) 
system without receiving a wholly favorable resoluti on d ecision. 
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You may request a State Fair Hearing after exhausting our appeals process in the following 
situations only: 

Reduction, suspension, or termination of a previously authorized service 
Denial of limited authorization of a previously authorized service 
The denial for disenrollment for good cause 
Denial, in whole or in part, of payment for a service 
Demand for recoupment 
Failure of Anthem to meet specified time frames (for example, authorization, claims 
processing, appeal resolution) 

The request for a State Fair Hearing must be submitted in writing within 90-calendar days 
from the date of our denial notice letter. You may ask for a State Fair Hearing from DHCFP by 
completing the Provider State Fair Hearing form and sending it with our notice of decision to: 

Nevada Division of Health Core Financing and Policy 
Hearings Unit 

1100 E. William St., Suite 102 
Carson City, NV 89701 

Hearings Unit: 775-684-3604 

In addition to the signed Provider State Fair Hearing form and our Notice of Decision letter, 
please supply the following required documentation: 

A copy of the Anthem Notice of Adverse Benefit Determination letter. 
A copy of the Remittance Advice page(s) showing the denial 
A copy of the original signed claim or service requested 
Any documentation to support the issue (for example, prior authorization, physician's 
notes, ER reports) 

After you ask for a fair hearing by submitting the Provider State Fair Hearing form and all 
required documentation to the DHCFP hearings supervisor, you will receive a letter t elling you 
the date and time of the scheduled hearing preparation meeting (HPM). The HPM will be held 
at the earliest possible date after DHCFP receives your fair hearing request and all required 
documentation. The HPM will be held by phone and is scheduled in an attempt to resolve 
your dispute prior to conducting t he formal fair hearing. If after the HPM your dispute is not 
resolved, a formal fair hearing with the Department of Administration Appeals Office will be 
scheduled. 

You may represent yourself or be represented at the fair hearing by legal counsel or your 
authorized designate. You, your legal representative or your authorized designate must be 
present at the formal fair hearing. You must sign the Provider State Fair Hearing form where 
required, and it must be furnished to the Medica id office a long with all required 
documentation prior to the hearing. 

After the State Fair Hearing, you, and your legal representative or authorized designate will 
be notified by certified mail of the hearing officer's decision. The decision of the hearing officer 
is final. 
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For more information, the fair hearing process for providers is cited at NRS §422.306 and is 
described in the DHCFP Medicaid Services Manual, chapter 3100. 

Expedited State Fair Hearing: If a recipient sends in a State Fair Hearing request to t he DHCFP 
with clinical documentation that supports the urgency of the request and requests the 
hearing to be expedited, the hearings unit will send the clinical documentation for medical 
review by an impartial, third-party physician. If the physician determines the time otherwise 
permitted for a standard fair hearing decision, ninety days (90) calendar days, could 
jeopardize the individual's life, health, or ability to attain, maintain or regain maximum 
function, a hearing decision will be issued within t hree working days. Ant hem's clinician 
(Medical Director) and Anthem's attorney will need to represent themselves at the expedited 
State Fair Hearing as is the current process for standard Sta te Fair Hearings. The expedited 
State Fair Hearings are all held telephonically due to time constraints. If the recipient does 
not receive an expedited State Fair Hearing, the hearing request will be treated as a 
standard fair hearing request. Expedited State Fair Hearings will be held by sister agency, t he 
Division of Welfare and Supportive Services (DWSS) Please see the updated Medicaid Service 
Manual, "Chapter 3100: Hearings" for details. 

Note: Providers may file an expedited request only in cases where the recipient is unable to 
act on their own behalf, either because of physical incapacity or mental incapacity. Additional 
documentation may be required to demonstrate the incapacity on a case-by-case basis. (MLT 
03/18 MSM Chapter 3100) 

The Provider State Fair Hearing form can be found on the provider website under Forms 
section. 

16.6 Provider Reconsideration Process 
You have the right to interact with the medical director or peer reviewer following an adverse 
determination of healthcare service requiring medical necessity determinations. 

The reconsideration and peer-to-peer process is intended to provide a mechanism for you to 
request a review of a decision to deny coverage of healthcare services for reasons of medical 
necessity or appropriateness. This process would also include cases where denial was made 
in the following circumstances: 

Disapproval of full or partial payment for a requested healthcare service 
Approval of healthcare services at a lesser scope or duration than t he requested services 
Disapproval of requested services and approval of services of an alternative healthcare 
service 

For your request to be accepted, the requested service must arise from a denial of service or 
treatment due to a failure to meet medical necessity guidelines. You are not required to have 
the consent of the member in seeking a reconsideration of an original denial. 

In reconsidering the decision, the medical director may request input from a specialist 
provider. If the medical director who made the initial denial is unavailable, another acting 

179 



medical director will review the request on behalf of the original medical director. If we 
uphold our original decision, we will send you a letter with our decision. This letter will include 
your appeal rights. If you do not agree with our decision, you may request a verbal appeal. 

Reconsideration 
Reconsideration is a written request from the provider asking to re-review a denied or 
reduced authorization request. For a Reconsideration request, the provider is responsible to 
provide additional medical information (for example, intensity of service, severity of illness, 
risk factors) that might not have been submitted with the original/initial request that supports 
the level of care/services requested. 

Peer-to-peer 
Peer-to-peer reviews are a clinician-to-clinician discussion, which give a member's treat ing or 
ordering practitioner the opportunity to discuss a medical necessity denial decision with an 
appropriate health plan Medical Director (or appropriate practitioner). This can occur 
anytime during the review process, but most often occurs after a denial is issued. The 
discussion must occur between the medical director/physician advisor and the provider who 
is directly involved in the member's care to participate in the peer-to-peer review. Of note, a 
discussion between a health plan Medical Director (or appropriate practit ioner) and a 
physician advisor who is not involved directly in the care of a member can only qualify as a 
peer-to-peer if the physician advisor is employed by the hospital or hospital system. Third 
party chart reviewers cannot have a denial overturned. 

The number to call to schedule a peer-to-peer review is 844-396-2330. 
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Carelon Medical Benefits Management, Inc. is an independent company providing utilization 
management services on behalf of the health plan. 

Carelon Behavioral Health, Inc is an independent company providing utilization management 
services on behalf of the health plan. 

CarelonRx, Inc. is an independent company providing pharmacy benefit management 
services on behalf of the health plan. 
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Anthem Blue Cross and Blue Shield Healthcare Solutions is the trade name of Community Care Health Plan 
of Nevada, Inc., an independent licensee of the Blue Cross and Blue Shield Association. Anthem is a registered 
trademark of Anthem Insurance Companies, Inc. 

Provider Services: 844-396-2330 
https://providers.anthem.com/nv 
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