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Chapter 1: Introduction

Purpose: This chapter provides an overview of Jefferson Health Plans and outlines the
services available to our members and providers.

Topics: Important topics from this chapter include:

e History and Corporate Mission of Jefferson Health Plans
e Provider Network of Jefferson Health Plans
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Introduction

Founded more than 35 years ago, Jefferson Health Plans (formerly Health Partners
Plans) is a not-for-profit Pennsylvania-licensed Managed Care Organization (MCO) that
provides comprehensive healthcare coverage to individuals and families in
Pennsylvania and New Jersey. The organization was founded as Health Partners by
four local teaching hospitals committed to provide residents of their communities
with coordinated, quality healthcare services. With the endorsement of the
Pennsylvania Department of Human Services (previously the Department of Public
Welfare) and a grant from the Robert Wood Johnson Foundation, under its national
program for prepaid managed health care, Health Partners and its member hospitals
developed a viable managed care program for the Medical Assistance population.
Health Partners was incorporated in 1987. In 2013, the organization changed its name
to Health Partners Plans. In November 2021, Jefferson Health became the sole owner
of Health Partners Plans and in 2023, we announced our rebrand to Jefferson Health
Plans.

Nationally recognized for its innovations in managed care, Jefferson Health Plans is
the only Medicaid plan in Pennsylvania and is among just 11 Medicaid plans nationwide
with an accreditation status of Excellent as of September 26, 2017. This is the highest
status bestowed by the National Committee for Quality Assurance. We’re especially
proud of our history of strong ratings for member and provider satisfaction.

Our mission, vision and core values
Our mission: To build healthier lives and stronger communities.

Our vision: We connect with the hearts and minds of those we serve, improving the
health outcomes for our members, operating with respect and dignity, while
cultivating inclusivity and belonging.

Our core values: We serve our members and communities with integrity,
commitment, compassion, excellence and inclusivity.

As part of our commitment to respect others, Jefferson Health Plans works to assure
that providers are sensitive to cultural differences in all healthcare encounters.

Our Products
Jefferson Health Plans has four product lines:
e Health Partners for Medicaid recipients
e KidzPartners for Children’s Health Insurance Program (CHIP) enrollees
e Health Partners Medicare
e Jefferson Health Plans Individual and Family Plans

Jefferson Health Plans | Provider Manual




Our History

In 1996, due in part to its growth and recognitions, we were selected as one of only
17 plans nationally to participate in the Health Care Financing Administration’s (now
known as the Centers for Medicare & Medicaid Services [CMS]) “Medicare Choices”
demonstration project. Our first Medicare members were enrolled the following year
and we continued to administer the successful Senior Partners plans through 2007.

In 2003, we sought and obtained accreditation for the first time from the National
Committee for Quality Assurance, the nation’s leading review organization for
health plans. Our current accreditation of Excellent for our Medical Assistance plan
was awarded in 2017. We earned this accreditation status for service and clinical
quality that met the NCQA’s rigorous requirements for consumer protection and
quality improvement.

In 2008, we introduced KidzPartners, providing care through Pennsylvania’s
Children’s Health Insurance Program (CHIP), to eligible children throughout Bucks,
Delaware, Montgomery and Philadelphia counties. Our first KidzPartners members
became active in 2009. Coverage for Chester County residents started in 2015.

In 2011, we became the first plan in the nation to earn NCQA’s Multicultural Health
Care Distinction. This honor recognized our efforts to mitigate language and cultural
barriers in obtaining vital health care services. NCQA has re-awarded this distinction
to our plan three times.

In 2013, the organization successfully applied to re-enter the Medicare Advantage
program. Its first Medicare members became effective on January 1, 2014 and
Health Partners Medicare membership continues to grow. On January 1, 2020,
Health Partners Medicare expanded its service area and now serves residents of
Berks, Bucks, Carbon, Chester, Dauphin, Delaware, Lancaster, Lebanon, Lehigh,
Northampton, Perry, and Philadelphia counties.

In November 2021, Jefferson Health became the sole owner of Health Partners Plans
and in 2023, we announced our rebrand to Jefferson Health Plans.

With more than 35 years of serving the community, Jefferson Health Plans continues
to emphasize primary and preventive care. In addition, the company offers intensive
case management for members identified as high risk or with special needs and care
management of members with chronic illnesses. Our focus is on improving health
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outcomes through a wide range of initiatives that support member compliance and
help to eliminate barriers to care.

Our Provider Network

Our provider network, which extends throughout Pennsylvania and into New Jersey,
ensures that members have access to high quality treatment and coordinated
services.

Jefferson Health Plans is proud to work with the thousands of dedicated primary
care physicians (PCPs), specialists, behavioral health providers, dentists and vision
care providers that comprise our network. Our provider network includes hospitals,
home care and hospice facilities, family planning clinics, home health care
agencies, durable medical equipment (DME) providers, pharmacies and more.

Our provider network also includes mental health and substance abuse professionals
who serve our Medicare, CHIP and Individual and Family plan plan members.

Pennsylvania’s HealthChoices program provides our Medicaid members with services
through behavioral health managed care organizations contracted with each county.

Service Departments

Jefferson Health Plans’ service departments provide members and providers with
excellent customer service. Below is an overview of the various service departments
and the role they play at Jefferson Health Plans. For more information, refer to the
Contact Information section.

Network Management

Network Management is dedicated to developing and managing relationships with
hospitals, physicians, ancillary service providers and subcontracted providers. The
department builds innovative systems designed to ensure that members have access
to a comprehensive managed care network. Network Management is the contact for
credentialing and re-credentialing of providers, in compliance with standards
established by Jefferson Health Plans.
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Provider Services

Provider Services representatives assist with and respond to provider inquiries and
issues, such as network development and management, credentialing status, fee
schedules programs and initiatives. Providers can call the Provider Services Helpline to
reach experts in claims payment, claims appeal processes, provider disputes,
authorizations and precertification.
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Chapter 2: Cultural Competency &
Nondiscrimination

Purpose: This chapter provides certain regulatory requirements for providers
concerning nondiscrimination, cultural competency and language needs of our
membership through valuable resources and references.

Topics: Important topics from this chapter include:

Regulatory requirements

Cultural Competency

Limited English Proficiency

Non-Discrimination Policy

Section 1557 of the Patient Protection and Affordable Care Act
Additional Resources
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Overview

Jefferson Health Plans has a diverse membership with many linguistic abilities and
cultural and ethnic backgrounds. As part of the credentialing process, providers self-
report language spoken by either themselves or office staff, providing a measure of
their linguistic ability and a proxy for cultural and ethnic backgrounds. This
information is posted in the Jefferson Health Plans provider directory allowing
members to choose a provider that fits their cultural, linguistic and health care
needs. Likewise, the member’s self-reported primary language serves as a measure of
their linguistic needs and preferences as well as a proxy for cultural and ethnic
identity. All Jefferson Health Plans member facing teams, when communicating with
members, confirm the member’s language needs and access interpreter services as
needed in order to meet our member’s needs.

Regulations this Chapter will address Non-Discrimination Policy including Section 1557
of the Patient Protection and Affordable Care Act.

Jefferson Health Plans Non-Discrimination Policy

Jefferson Health Plans recognizes the diversity of its members and offers services that
are sensitive to these differences. Members enrolled in Jefferson Health Plans have
the right to receive and expect courteous, quality care regardless of race, color,
creed, sex, religion, age, national or ethnic origin, ancestry, marital status, sexual
preference, gender identity and expression, genetic information, physical or mental
illness, disability, veteran status, source of payment, visual or hearing limitations, or
the ability to speak English. Members also have the right to request any of our printed
materials in another language, larger print, on audiotape or in another format.

The medical provider should update its anti-discrimination policies to state expressly
that the provider prohibits discrimination based upon sexual orientation and gender
identity.

e The medical provider should obligate its physicians contractually to comply
with Pennsylvania State law, and the AMA Code of Ethics.

e The medical provider should provide yearly training for its physicians about
nondiscrimination requirements and culturally competent care. Each
physician should be required to participate in these annual trainings and
attest in writing to having done so.

e The medical provider should provide training about nondiscrimination
requirements and culturally competent care all its non-physician employees
and should include similar training in the orientation provided to all new
employees.

Providers must also be in compliance with Section 1557 of the Patient Protection
and Affordable Care Act (ACA).
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Section 1557 is the nondiscrimination provision of the Affordable Care Act (ACA). The
law prohibits discrimination on the basis of race, color, national origin, sex, age, or
disability in certain health programs or activities. Section 1557 builds on long-standing
and familiar Federal civil rights laws: Title VI of the Civil Rights Act of 1964, Title IX of
the Education Amendments of 1972, Section 504 of the Rehabilitation Act of 1973, and
the Age Discrimination Act of 1975.

The Section 1557 final rule applies to any health program, covered entity or activity,
any part of which receives funding from the Department of Health and Human
Services (HHS), such as hospitals that accept Medicare or doctors who receive
Medicaid payments. For more information, please visit https://www.hhs.gov/civil-
rights/for-individuals/section-1557/index.html.

Protecting Individuals Against Sex Discrimination

Sex discrimination prohibited under Section 1557 includes discrimination based on:
An individual’s sex

Pregnancy, childbirth, and related medical conditions

Gender identity

Sexual Orientation

Sex stereotyping

Jefferson Health Plans complies with applicable Federal civil rights laws (Section 1557
of the Patient Protection and Affordable Care Act) and does not discriminate on the
basis of race, color, national origin, age, disability, gender, sexual orientation, or
gender identity.

Jefferson Health Plans expects that all contracted providers/ suppliers, hereinafter
referred to as “covered entities” for these purposes, will not discriminate on the basis
of race, color, national origin, age, disability, sexual orientation, or gender identity.
e In the event an individual with a disability needs assistance, Jefferson
Health Plans expects that covered entities will take appropriate steps to
ensure that communications with individuals with disabilities are as
effective as communication with others. Covered entities are expected to
provide appropriate auxiliary aids and services, such as alternative formats
(e.g., large print, audio, accessible electronic formats, and other formats),
sign language interpreters, etc., where necessary for effective
communication.
e All Jefferson Health Plans staff provide free language services to people
whose primary language is not English, such as qualified interpreters and
materials in languages other than English. Jefferson Health Plans expects

Jefferson Health Plans | Provider Manual



https://www.hhs.gov/civil-rights/for-individuals/section-1557/index.html
https://www.hhs.gov/civil-rights/for-individuals/section-1557/index.html

that covered entities will take appropriate steps to provide meaningful
access to each individual with limited English proficiency that is eligible to
be served or likely to be encountered. Reasonable steps may include the
provision of language assistance services, such as oral language assistance
or written translation.

e Jefferson Health Plans is committed to ensuring all members have access to
needed health services without fear of being discriminated against.

Covered entities are prohibited from denying health care or health coverage to an
individual based on:

e Anindividual’s sex

e Pregnancy, childbirth, and related medical conditions

e Gender identity

e Sex stereotyping

e Women must be treated equally with men in the health care they receive
and the insurance they obtain.

e Categorical coverage exclusions or limitations for all health care services
related to gender transition are discriminatory.

e Individuals must be treated consistent with their gender identity, including
in access to facilities. Providers may not deny or limit treatment for any
health services that are ordinarily or exclusively available to individuals of
one gender based on the fact that a person seeking such services identifies
as belonging to another gender.

e Sex-specific health programs or activities are permissible only if the entity
can demonstrate an exceedingly persuasive justification, that is, that the
sex-specific health program or activity is substantially related to the
achievement of an important health-related or scientific objective.

Cultural Competency

Cultural Competency is defined as the ability of individuals, as reflected in personal
and organizational responsiveness, to understand the social, linguistic, moral,
intellectual, and behavioral characteristics of a community or population, and
translate this understanding systematically to enhance the effectiveness of health
care delivery to diverse populations.

Jefferson Health Plans’ providers must demonstrate cultural competency and must
understand that racial, ethnic, and cultural differences between a provider and a
member cannot be a barrier for a member to access and receive quality health care.
Jefferson Health Plans encourages providers to be aware of cultural and linguistic
differences among diverse racial, ethnic, and other minority groups, to be respectful
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of those differences and take steps to apply that knowledge in their professional
practice.

Members have the right to receive services provided in a culturally and linguistically
appropriate manner which includes consideration for members with limited
knowledge of English, limited reading, vision, hearing skills, and those with diverse
cultural and ethnic backgrounds.

The National Culturally and Linguistically Appropriate Services (CLAS) Standards are
the collective set of culturally and linguistically appropriate services mandates,
guidelines and recommendations issued by the U.S. Department of Health and Human
Services Office of Minority Health. The Office of Minority Health explains, “the
National Standards for Culturally and Linguistically Appropriate Services in Health
and Health Care (the National CLAS Standards) are intended to advance health equity,
improve quality, and help eliminate health care disparities by providing a blueprint for
individuals and health care organizations to implement culturally and linguistically
appropriate services.”

To support the CLAS Standards mandate, Jefferson Health Plans has included (in the
Appendix) a comprehensive training available on our website that includes
educational guidance and materials for its providers on the importance of providing
services in a culturally and linguistically competent manner.

Provider Responsibilities to Address Language Needs:

According to Title VI and the Department of Health and Human Services regulations,
45 C.F.R. Section 80.3 (b) (2) Guidance, recipients of Federal financial assistance
(hospitals, nursing homes, home health agencies, managed care organizations,
universities, and other entities with health or social service research programs) must
take reasonable steps to provide meaningful access to Limited English Proficient (LEP)
persons.

Individuals who do not speak English as their primary language and who have limited
ability to read, write, speak, or understand English are considered LEP. LEP persons
must be provided assistance with respect to a particular service, benefit, or
encounter upon request.

Note: Jefferson Health Plans providers are required, by law, to provide translation
and interpreter services including qualified sign language interpreters.
Provider Responsibilities Include:
e Informing and providing patients with access to medical interpreters,
signers, and TDD/TTY services to facilitate communication, without cost to
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them. This includes at all points of contact and during all hours of
operation. Federal law and state contractual requirements are applicable
to Jefferson Health Plans Network Providers to provide language services to
Limited English Proficiency (LEP) and Low Literacy Proficiency (LLP)
members. This also includes members with sensory impairments.

e Providing members with verbal and written notice (in their preferred
language or format) about their right to receive free language interpreters,
upon request.

e Methods of meeting the language needs of patients include telephonic
interpreters, video conferencing as well as in person interpreters.

e Discouraging members from using family or friends to meet language needs
(translators or interpreters). The assistance of family or friends is not
considered quality interpretation. The family or friend should only be used
if the member insists, and the member has been offered free
interpretation services which the member declined. The request and the
insistence to use the services of family and friends rather than official
interpretation services should be documented in the member record.

e Providing care with consideration for the member’s race/ethnicity,
disability, and language and how it impacts the member’s health or illness.

e Offering office staff cultural competency training and development.

e Posting and have printed materials in English and Spanish, and any other
required non-English language upon request by the member.

e Posting the notice of nondiscrimination and the taglines in physical
locations where providers interact with the public. For more information on
taglines, please visit https://www.hhs.gov/civil-rights/for-
individuals/section-1557/translated-resources/index.html

Tip: Jefferson Health Plans offers webinar training on Cultural Competency that
provides examples of when a qualified interpreter is required when cultural
differences may interfere with the doctor/patient communication.

Resources Available to Jefferson Health Plans Providers

Call the Provider Services Helpline at 1-888-991-9023 for more information on how
to find Agencies to certify your staff as interpreters, find in office interpreter services
if you currently do not have such resources.as well as a connection to telephonic
language resources to meet the needs of all your patients and to ensure compliance
with these regulations.

Jefferson Health Plans will provide interpreter services for our members if the
provider is not able to obtain the necessary translations for a member. If your
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office is not able to provide or contract with in office interpreters, Jefferson
Health Plans will assist your office and will invoice your office for the services.

For more information regarding Limited English Proficiency (LEP), please visit HRSA
Health Resources & Services Administration.

OCR has translated a sample notice of nondiscrimination and the taglines for use by
covered entities into 64 languages. For translated materials, visit www.hhs.gov/civil-
rights/for-individuals/section-1557/translated-resources/index.html.

For more information regarding Protections for Individuals with Disabilities (ADA),
please visit Discrimination on the Basis of Disability. There are several sources of
information available, please visit the Appendix.

Nondiscrimination Information

Health Partners (Medicaid) and KidzPartners (CHIP) nondiscrimination information
can be located on our website, please visit the bottom of our Health Partners
(Medicaid) Member Welcome webpage.

Health Partners Medicare nondiscrimination information can be located on our
website at https://www.jeffersonhealthplans.com/medicare
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Chapter 3: Member Eligibility & Enrollment

Health Partners (Medicaid), KidzPartners (CHIP), Health Partners Medicare,
Jefferson Health Plans Individual and Family Plans

Purpose: This chapter provides an overview of enrollment and eligibility guidelines
used by Jefferson Health Plans

Topics: Important topics from this chapter include:

Health Partners (Medicaid)

KidzPartners (CHIP)

Health Partners Medicare

Jefferson Health Plans Individual and Family Plans
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Overview

This chapter provides an overview of the various guidelines and tools available to
Jefferson Health Plans providers in determining the eligibility and enrollment status of
patients covered by our plans:

e Free CHIP:
Provides free health insurance for uninsured children and teens (up to age
19) who qualify and are not eligible for Medical Assistance.

e Low-Cost and Full-Cost CHIP:
Provides low-cost health insurance for uninsured children and teens (up to
age 19) who qualify and are not eligible for Medical Assistance. Families
must pay a monthly premium for each child and there are copayments for
certain services.

e Medical Assistance:
Provides free insurance for qualifying children, teens, and adults who
qualify.

e Medicare Advantage (HMO/PPO):
Medicare Advantage is a type of Medicare health plan offered by a private
company that contracts with Medicare to provide a member with all their
Part A and Part B benefits. These plans may also provide Part D benefits.

e Jefferson Health Plans Individual and Family Plans:
Pennie is the official online marketplace made possible by the State of
Pennsylvania and private insurance companies to provide affordable, high
quality health insurance plans to Pennsylvanians.

Note: Enrollment in CHIP and Medical Assistance is based on household size and income.

Discrimination against Jefferson Health Plans members is prohibited. Accept and treat
members without regard to race, age, gender, sexual preference, national origin,
religion, health status, economic status, or physical disabilities. No provider may
engage in any practice, with respect to any Jefferson Health Plans member, that
constitutes unlawful discrimination under any state or federal law or regulation. No
provider may deny, limit, or condition the services offered on the basis of any factor
that is related to health status, including, but not limited to the following:

e Medical condition, including mental as well as physical illness
Claims experience
Receipt of health care
Medical history
Geneticinformation
Evidence of insurability, including conditions arising out of acts of domestic
violence
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e Disability

What is HealthChoices?

HealthChoices is a mandatory state program that requires most Medical Assistance (MA)
recipients in Pennsylvania to select a health plan and a primary care provider (PCP) for
their health care. Health care providers in the HealthChoices program must participate
with the Pennsylvania Department of Human Services (DHS) and have a Medical
Assistance identification number.

Enrollment

DHS contracts with an independent vendor, currently MAXIMUS, to provide enrollment
assistance services. The vendor is the Enrollment Assistance Contractor (EAC).
Enrollment assistance services include educating and assisting newly enrolled Medical
Assistance recipients in selecting and changing their PH-MCO, enrollment referral
systems and benefits and selecting a primary care physician (PCP). The EAC operates
a HealthChoices Hotline to take Medical Assistance recipients’ calls and to record
their change in PH-MCO and PCP selection. Electronic records of these changes are
forwarded weekly to DHS and Jefferson Health Plans. Once an MA recipient has
enrolled with Jefferson Health Plans, he or she may make future changes to his or her
PCP directly with Health Partners.

Jefferson Health Plans members are not required to select a dentist. When dental
care is needed, members may self-refer to any primary care dental provider in the
our dental network.

Newborns are eligible for Jefferson Health Plans benefits if the mother is enrolled at
the time of the child’s birth. The parent or guardian must contact the County
Assistance Office to have the baby added to the mother’s coverage, and the EAC or
Jefferson Health Plans to select a PCP for the infant.

The Jefferson Health Plans Member ID Card

Health Partners (Medicaid) members are issued an identification card; however,
possession of the ID card does not ensure current member eligibility for Health
Partners (Medicaid) benefits. Also, patients without an ID card with them may still be
active members.

For these reasons, it’s important to verify eligibility.
Verification of member eligibility may be obtained by:

e Accessing the Pennsylvania State Eligibility Verification System (EVS) at
1-800-766-5387

Jefferson Health Plans | Provider Manual




e Logging on to our provider portal

e (Calling the Enrollment Eligibility Helpline and providing the patient’s name
and birth date Monday through Friday, 9:00 a.m. - 5 p.m. For more
information, refer to the Contact Information section in the appendix.

Members also receive and should always carry a DHS Pennsylvania Access card, which
can be used to qualify them for transportation and related services to which they may
be entitled. The card, however, does not provide evidence of their eligibility with
Jefferson Health Plans.

Providers must use this card to access the Department’s EVS and verify the member’s
eligibility. The ACCESS card will allow the provider the capability to access the most
current eligibility information without contacting the PH-MCO directly.

Third Party Liability

Jefferson Health Plans uses DHS Third Party Liability Resource information as a base
for other insurance coverage. If there is evidence of probable other insurance found
through secondary claim submission or contact from other carriers or the member,
this information will be recorded on our processing systems and DHS will be notified.
Investigation of other possible insurance will be required prior to payment, except
when preventive pediatric care services are involved (not including hospital delivery
claims).

Third party liability insurance, employer group insurance, Workers’ Compensation,
and Medicare precede Medicaid as primary payers. Medicaid is the payer of last
resort. Claims should be submitted to any other insurance carrier including Medicare,
prior to submitting to us. We will coordinate benefits to pay up to the contracted rate
or the Medical Assistance rate. If a primary insurer has paid more than we would have
paid if its coverage were primary, no additional reimbursement will be paid and the
member will be held harmless.

Members may not realize or remember that their dependent children may have
coverage under a working spouse’s employer group plan or absent parent required
(court-ordered) coverage.

Providers should ask for the most current insurance information at every encounter.
Please remind members to contact us to update their other insurance information.
Medicaid eligibility is not affected by a member having other insurance.

Third party liability also relates to automobile insurance and personal injury insurance
coverage (homeowner’s, etc.). If a member is injured in an accident, and the liability
insurance is known and established, the provider should first bill the member’s
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liability carrier prior to submitting a claim to us. Under HealthChoices, we must notify
DHS if we provide reimbursement for the care of a member’s auto-related or other
accident-related injuries. DHS retains the right of subrogation. Under the
HealthChoices contract, we are required to notify DHS of any personal liability
lawsuits for purposes of subrogation.

Member Panels

Every month, PCPs will receive a Member Panel Report via the provider portal
providing an up-to-date listing of the members assigned to each PCP in their practice.
Note: These lists should not be used to check eligibility. The eligibility function in
the provider portal provides the most current eligibility information.

We require providers to use this list, at minimum, to outreach to members who are
non-compliant with Early and Periodic Screening, Diagnostic and Treatment (EPSDT)
periodicity and immunization schedules.

Verification of Eligibility

Providers may verify member eligibility by logging on to our provider portal or by
calling us 24 hours a day, seven days a week and providing the patient’s name and
birth date. Refer to the Contact Information section in the appendix for the
appropriate contact information.

Member Transfers

Both members and providers may find it necessary to modify the doctor-patient
relationship that currently exists between a Jefferson Health Plans member and his or
her PCP. This section provides an overview of the two types of transfers available to
both members and participating physicians.

Voluntary Transfers

Members may elect to change their PCP by calling Jefferson Health Plans Member
Relations and requesting a transfer or by signing on to the member portal and
selecting the “change your PCP” option. Members requesting a change will be issued
new membership cards within seven to ten days of the effective transfer date. When
care is required prior to the issuance of the new membership panel, we will notify you
by phone. As a Jefferson Health Plans provider, you are expected to facilitate the
transfer of records when members choose a new provider.

Jefferson Health Plans Member Relations will reassign any member requesting a new
medical provider for both routine and exceptional circumstances.

Routine transfers are done at the member’s discretion and will have a future effective
date (routinely the first of the upcoming month) with the newly-selected Primary
Care site.
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Exceptional transfers requiring an immediate transfer and effective date will be
accommodated when there are issues of continuity, when a member has travel
difficulties or when a member is no longer comfortable with a PCP.

Involuntary Transfers
Providers have the right to request that a member select another PCP within 30 days,
under the following conditions:
e Member demonstrates a pattern of broken appointments without
adequate notice
e Member and the provider have failed to establish an adequate
patient/provider relationship

To implement an involuntary transfer for one of the reasons noted above, you must
send a certified letter to the member and a copy to us.

Jefferson Health Plans

Attn: Member Relations Department
901 Market Street, Suite 500
Philadelphia, PA. 19107

The letter should indicate the reason for requesting an involuntary transfer. Please
note that in accordance with DHS regulations and your agreement with us, severity of
illness and/or medical diagnosis are not acceptable reasons for a transfer. In fact, our
provider contracts prohibit discrimination on the basis of health status. If the request
is approved, we will contact the member to assist in selecting a new PCP. The transfer
to another PCP will occur within 30 days during which time the transferring provider
must be available for urgent care. The transferring provider must also facilitate the
transfer of records to the new provider.

Recipient Restriction Program

We participate in the Pennsylvania Department of Human Services (DHS) Recipient
Restriction Program. The program calls for us to monitor and identify Medical
Assistance recipients who improperly or excessively utilize Medicaid services. In
cooperation with the DHS Bureau of Program Integrity, we will refer members with
suspected patterns of inappropriate utilization to the Recipient Restriction Program.
These members may be restricted to a certain physician and/or pharmacy or another
provider in this event. Providers requesting information on this program may contact
the Jefferson Health Plans Pharmacy department at 215-991-4094.
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Loss of Medical Assistance Eligibility

Members may lose eligibility for Medical Assistance for various reasons at any time
during the month. Based on determination communicated to the plan by the
Department of Human Services (DHS) regarding member’s coverage, our Enrollment
department will update the member eligibility until the end of the month according
to the notification received from DHS. Except under circumstances where the date
communicated by DHS should be the expiration date of the member’s coverage (i.e.,
member deceased, etc.).

Care Gap Report

A monthly report of the status for each member of their age appropriate HEDIS and
clinical quality indicators is sent to practice sites via our provider portal. These
reports assist practices with outreach to close necessary preventive and chronic
disease management gaps in care. We request you use this list to identify members
who are non-compliant with specific services and use your own designed outreach
efforts to get the non-compliant members in for needed care. This report should not
be used to verify eligibility.

What is CHIP?

The Children’s Health Insurance Program (CHIP) provides important health
benefits to children who do not have other health insurance coverage and who
are ineligible to receive Medical Assistance in Pennsylvania. Funded by the
Commonwealth of Pennsylvania and the federal government, CHIP provides
insurance for all uninsured children and teens (up to age 19) in the
Commonwealth of Pennsylvania.

Enrollment

CHIP is administered by private health insurance companies that are licensed and
regulated by the Pennsylvania Department of Human Services (DHS). We contract with
the Commonwealth of Pennsylvania to offer CHIP and provide coverage to eligible
children in Pennsylvania through our KidzPartners program.

The KidzPartners Member ID Card

All KidzPartners (CHIP) members are issued an identification card, however, possession
of the KidzPartners card does not ensure current member eligibility for KidzPartners
benefits. And of course, patients who do not have a KidzPartners ID card with them
may still be active members.

For these reasons, it’s important to verify eligibility.

Verification of member eligibility may be obtained by:
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e Accessing the Pennsylvania State Eligibility Verification System (EVS) at 1-
800-766- 5387

e Logging on to our provider portal

e Calling the Enrollment Eligibility helpline and providing the patient’s name
and birth date. Refer to the Contact Information_section in the appendix
for the appropriate contact information.

Third Party Liability

If there is evidence of probable other insurance found through secondary claim
submission or contact from other carriers or the member, this information will be
recorded on our processing systems. We will contact the primary insurance company
to validate the dates of coverage. If a child has obtained other health insurance they
are not eligible for CHIP coverage.

Providers should ask for the most current insurance information at every encounter.

Third party liability also relates to automobile insurance and personal injury insurance
coverage (homeowner’s, etc.). If a member is injured in an accident and liability
insurance is known and established, the provider should first bill the member’s
liability carrier prior to submitting a claim to KidzPartners. If the other insurance does
not initially pay, KidzPartners is obligated to pay and recover monies from the other
insurer.

Third party liability also includes personal lawsuits brought by a member against a
third party. Providers should bill all available medical insurers for any services, even if
a member has or intends to bring suit.

Member Panels
Every month, PCPs will receive a Member Panel Report providing an up-to-date listing
of the members assigned to each PCP in their practice.

Note: These lists should not be used to check eligibility. The eligibility function in

our provider portal provides the most current eligibility information.

We require providers to use this list, at minimum, to outreach to members who are
non-compliant with Early and Periodic Screening, Diagnhostic and Treatment (EPSDT)
periodicity and immunization schedules.

Verification of Eligibility
Providers may verify member eligibility by logging on to our provider portal or by
calling us 24 hours a day, seven days a week and providing the patient’s name and
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birth date. Refer to the Contact Information section in the appendix for the
appropriate contact information.

Member Transfers

Both members and providers may find it necessary to modify the doctor-patient
relationship that currently exists between a KidzPartners member and their provider.
This section provides an overview of the two types of transfers available to both
members and participating physicians.

Voluntary Transfers

Members may elect to change their PCP by calling KidzPartners Member Relations and
requesting a transfer. Members requesting a change will be issued new membership
cards within seven to ten days of the effective transfer date. When care is required
prior to the issuance of the new membership panel, we will notify you by phone. As a
KidzPartners provider, you are expected to facilitate the transfer of records when
members choose a new provider.

KidzPartners Member Relations will reassign any member requesting a new medical
provider for both routine and exceptional circumstances.

Routine transfers are done at the member’s discretion and will have a future effective
date (routinely the first day of the upcoming month) with the newly selected primary
care site.

Exceptional transfers requiring an immediate transfer and effective date will be
accommodated when there are issues of continuity, when a member has travel
difficulties, or when a member is no longer comfortable with a PCP.

Involuntary Transfers
Providers have the right to request that a member select another provider within 30
days, under the following conditions:
e Member demonstrates a pattern of broken appointments without
adequate notice
e Member and the provider have failed to establish an adequate patient-
provider relationship

To implement an involuntary transfer for one of the reasons noted above, you must
send a certified letter to the member and a copy us.

Jefferson Health Plans
Attn: Member Relations Department
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901 Market Street, Suite 500
Philadelphia, PA. 19107

The letter should indicate the reason for requesting an involuntary transfer. Please
note that in accordance with your agreement with us, severity of illness and/or
medical diagnosis are not acceptable reasons for a transfer. In fact, our provider
contracts prohibit discrimination on the basis of health status. KidzPartners will
contact the member to assist in selecting a new PCP. The transfer to another PCP will
occur within 30 days during which time the transferring provider must be available for
urgent care. The transferring provider must also facilitate the transfer of records to
the new provider.

What is Medicare Advantage?

Jefferson Health Plans Health Partners Medicare plans are Medicare Advantage plans
offered in Pennsylvania. We offer HMO and PPO plans. Medicare Advantage is a type of
Medicare health plan offered by a private company that contracts with Medicare to
provide a member with all their Part A and Part B benefits. Plans may also provide
Part D benefits. Medicare services are covered through the Medicare Advantage plan
and are not paid for under original Medicare. Members are required to select a PCP
for their health care.

The Health Partners Medicare Member ID Card

All Health Partners Medicare members are issued an identification card, however,
possession of the Health Partners Medicare ID card does not ensure current member
eligibility for Health Partners Medicare benefits. And of course, patients who do not
have a Health Partners Medicare ID card with them may still be active members.
For these reasons, it’s important to verify eligibility.

Verification of member eligibility may be obtained by:
e Logging on to our provider portal
e (Calling the Enrollment Eligibility Helpline and providing the patient’s name
and birth date. For more information, refer to the Contact Information
section in the appendix.

Third Party Liability

Jefferson Health Plans uses the Centers of Medicare & Medicaid Services (CMS) Third
Party Liability Resource information as a base for other insurance coverage. If there is
evidence of probable other insurance found through secondary claim submission or
contact from other carriers or the member, this information will be recorded on our
processing systems and reported to CMS.
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Third party liability insurance, employer group insurance, Workers Compensation and
commercial coverage precede Medicare Advantage as primary payers. Claims should
be submitted to any other insurance carrier (except Medicaid) prior to submitting to
Health Partners Medicare. Health Partners Medicare will coordinate benefits to pay up
to the contracted rate. If a primary insurer has paid more than Health Partners
Medicare would have paid if its coverage were primary, no additional reimbursement
will be paid, and the member should be held harmless.

Members may not realize or remember that they have coverage under a working
spouse’s employer group plan.

Providers should ask for the most current insurance information at every encounter.

Third party liability also relates to automobile insurance and personal injury insurance
coverage (homeowner’s, etc.). If a member is injured in an accident, and the liability
insurance is known and established, the provider should first bill the member’s
liability carrier prior to submitting a claim to Health Partners Medicare.

Third party liability also includes personal lawsuits brought by a member against a
third party. Providers should bill all available medical insurers for any services, even if
a member has or intends to bring suit.

Member Panels (not applicable to PPO products)
Every month, PCPs will receive a Member Panel Report providing an up-to-date listing
of the members assigned to each PCP in their practice.

Note: These lists should not be used to check eligibility. The eligibility function in
our provider portal provides the most current eligibility information.

We require providers to use this list, at minimum, to outreach to members who are
non-compliant with Early and Periodic Screening, Diagnostic and Treatment (EPSDT)
periodicity and immunization schedules.

Verification of Eligibility

Providers may verify member eligibility by logging on to our provider portal or by
calling us 24 hours a day, seven days a week and providing the patient’s name and
birth date. Refer to the Contact Information section in the appendix for the
appropriate contact information.

Member Transfers (not applicable to PPO products)

Both members and providers may find it necessary to modify the doctor-patient
relationship that currently exists between a Health Partners Medicare member and
their provider. This section provides an overview of the two types of transfers
available to both members and participating physicians.
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Voluntary Transfers

Members may elect to change their PCP by calling Health Partners Medicare Member
Relations at 1-866-901-8000 (TTY 1-877-454-8477) and requesting a transfer.
Members requesting a change will be issued new membership cards within seven to
ten days of the effective transfer date. When care is required prior to the issuance of
the new membership panel, we will notify you by phone. As a Jefferson health Plans
provider, you are expected to facilitate the transfer of records when members choose
a new provider.

Health Partners Medicare Member Relations will reassign any member requesting a
new medical provider for both routine and exceptional circumstances.

Routine transfers are done at the member’s discretion and will have a future effective
date (routinely the first of the upcoming month) with the newly selected primary care
site.

Exceptional transfers requiring an immediate transfer and effective date will be
accommodated when there are issues of continuity, when a member has travel
difficulties, or when a member is no longer comfortable with a PCP.

Involuntary Transfers

Providers have the right to request that a member select another provider within 30
days, under the following conditions:

e Member demonstrates a pattern of broken appointments without adequate
notice and/or

e Member and the provider have failed to establish an adequate
patient/provider relationship

To implement an involuntary transfer for one of the reasons noted above, you must
send a certified letter to the member and a copy to us.

Jefferson Health Plans

Attn: Member Relations Department
901 Market Street, Suite 500
Philadelphia, PA 19107

The letter should indicate the reason for requesting an involuntary transfer. Please
note that in accordance with your Medicare agreement with us, severity of illness or
medical diagnosis is not an acceptable reason for a transfer. In fact, our provider
contracts prohibit discrimination on the basis of health status We will contact the
member to assist in selecting a new PCP. The transfer to another PCP will occur within
30 days during which time the transferring provider must be available for urgent care.
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The transferring provider must also facilitate the transfer of records to the new
provider.

Care Gap Report

A monthly report of the status for each member of their age appropriate HEDIS and
clinical quality indicators is sent to practice sites via our provider portal. These
reports assist practices with outreach to close necessary preventive and chronic
disease management gaps in care. We request you use this list to identify members
who are non-compliant with specific services and use your own designed outreach
efforts to get the non-compliant members in for needed care. This report should not
be used to verify eligibility.

What is the Affordable Care Act (ACA)?

Jefferson Health Plans individual and family plans are offered in Pennsylvania’s Bucks,
Montgomery and Philadelphia Counties. Pennsylvania operates their state-based
exchange through Pennie. We offer these plans as a private company to
Pennsylvanians directly through the Pennie exchange or an off-exchange option.

The Jefferson Health Plans Individual and Family Plan Member ID Cards

All Jefferson Health Plans Individual and Family Plan members are issued an
identification card. However, possession of the Jefferson Health Plans ID card does
not ensure current member eligibility for Jefferson Health Plan benefits. And of
course, patients who do not have a Jefferson Health Plans ID card with them may still
be active members.

For these reasons, it’s important to verify eligibility.
Verification of member eligibility may be obtained by:
e Logging on to our provider portal
e (Calling the Enrollment Eligibility Helpline and providing the patient’s name
and birth date. For more information, refer to the Contact Information
section of the appendix.

Third Party Liability

We use the Centers of Medicare & Medicaid Services (CMS) Third Party Liability
Resource information as a base for other insurance coverage. If there is evidence of
probable other insurance found through secondary claim submission or contact from
other carriers or the member, this information will be recorded on our processing
systems and reported to CMS.

Third party liability insurance, employer group insurance, Workers Compensation and
commercial coverage precede Medicare Advantage as primary payers. Claims should

Jefferson Health Plans | Provider Manual



https://hppprovider.healthtrioconnect.com/app/index.page

be submitted to any other insurance carrier (except Medicaid) prior to submitting to
us. We will coordinate benefits to pay up to the contracted rate. If a primary insurer
has paid more than Jefferson Health Plans would have paid if its coverage were
primary, no additional reimbursement will be paid, and the member should be held
harmless.

Providers should ask for the most current insurance information at every encounter.

Third party liability also relates to automobile insurance and personal injury insurance
coverage (homeowner’s, etc.). If a member is injured in an accident, and the liability
insurance is known and established, the provider should first bill the member’s
liability carrier prior to submitting a claim to Jefferson Health Plans.

Third party liability also includes personal lawsuits brought by a member against a
third party. Providers should bill all available medical insurers for any services, even if
a member has or intends to bring suit.

Verification of Eligibility

Providers may verify member eligibility by logging on to our provider portal or by
calling us 24 hours a day, seven days a week and providing the patient’s name and
birth date. Refer to the Contact Information section of the appendix for the
appropriate contact information.

Member Transfers

Both members and providers may find it necessary to modify the doctor-patient
relationship that currently exists between a Jefferson Health Plans member and
their provider. This section provides an overview of the two types of transfers
available to both members and participating physicians.

Voluntary Transfers

Members may elect to change their PCP by calling Jefferson Health Plans Member
Relations at 1-866-901-8000 (TTY 1-877-454-8477) and requesting a transfer. Members
requesting a change will be issued new membership cards within seven to ten days of
the effective transfer date. When care is required prior to the issuance of the new
membership panel, we will notify you by phone. As a Jefferson Health Plans provider,
you are expected to facilitate the transfer of records when members choose a hew
provider.

Jefferson Health Plans Member Relations will reassign any member requesting a new
medical provider for both routine and exceptional circumstances.
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Routine transfers are done at the member’s discretion and will have a future effective

date (routinely the first of the upcoming month) with the newly selected primary care
site.

Exceptional transfers requiring an immediate transfer and effective date will be
accommodated when there are issues of continuity, when a member has travel
difficulties, or when a member is no longer comfortable with a PCP.

Involuntary Transfers
Providers have the right to request that a member select another provider within 30
days, under the following conditions:
e Member demonstrates a pattern of broken appointments without adequate
notice and/or
e Member and the provider have failed to establish an adequate
patient/provider relationship

To implement an involuntary transfer for one of the reasons noted above, you must
send a certified letter to the member and a copy to us.

Jefferson Health Plans

Attn: Member Relations Department
901 Market Street, Suite 500
Philadelphia, PA 19107

The letter should indicate the reason for requesting an involuntary transfer. Please
note that in accordance with your agreement with us, severity of illness or medical
diagnosis is not an acceptable reason for a transfer. In fact, our provider contracts
prohibit discrimination on the basis of health status. We will contact the member to
assist in selecting a new PCP. The transfer to another PCP will occur within 30 days
during which time the transferring provider must be available for urgent care. The
transferring provider must also facilitate the transfer of records to the new provider.
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Chapter 4: Health Partners (Medicaid)

Purpose: This chapter provides an overview of the benefits available to Health
Partners (Medicaid) members

Topics: Important topics from this chapter include:

e Summary of Medicaid benefits
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Overview
This chapter provides an overview of the benefits Health Partners (Medicaid) members
are entitled to and guidelines for appropriately utilizing authorizations.

Note: The guidelines provided in this document do not address all benefit packages
available to Health Partners (Medicaid) members. If a conflict exists between this
document and the member’s benefit package, the benefit package takes precedence.

Summary of Benefits

The following chart is a quick reference that lists many Health Partners (Medicaid)
benefits and services. It indicates whether an authorization is required and
summarizes important guidelines. Additional information about covered and non-
covered services follows this chart.

Prior authorization is always required for out-of-network services, except
emergency/urgent care, maternity care, family planning services and renal dialysis
services. Pregnant members already receiving care from an Out-of-Network
practitioner at the time of enrollment may continue to receive services from that
specialist throughout the pregnancy and postpartum period related to the delivery.

Health Partners (Medicaid) Benefits

The following table list the benefits available to Health Partners (Medicaid) members
and any prior authorization, cost sharing, or benefit limit requirements associated
with those services.

Table 4A: Health Partners (Medicaid) Benefits

. . e s Prior
Benefit/Service Covered | Benefit Limit Authorization Copay

Advanced Diagnostic
Radiology Yes No Yes: Contact eviCore S0
(MRI, CT, PET)

Ambulance (Emergent) Yes No No S0

Ambulatory Surgery
Center/ Short Yes No No S0
Procedure Unit

Annual Eye Exam Yes 2/year No S0
Audiology Services Yes No No $0
Chiropractic Services Yes No Yes: Contact eviCore S0
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Table 4A: Health Partners (Medicaid) Benefits

Prior

Benefit/Service Covered Benefit Limit Authorization Copay
Clinic (Outpatient
Hospital, Independent, Yes No No S0
& FQHC)
Cosmetic Services No N/A ves: Fgr Restorative S0
ervices
Cardiac Rhythm Devices
(Pacers and Yes No Yes: Contact eviCore S0
Defibrillators)
Dentures: 1 per
lifetime;
Dental Exams/prophylaxis
(Diagnostic, preventive, 1 per 180 days;
restorative and surgical Yes Contact Avesis 50
dental procedures, Crowns,
prosthodontics and Periodontics and
sedation.) Endodontics only
via approved
benefit limit
exception
Diagnostic Cardiac . .
Catheterizations Yes No Yes: Contact eviCore S0
Diagnostic Radiology Yes No No 50
(X-ray)
Durable Medical
Equipment Purchase Yes No Yes S0
> $500
Durable Medical
Equipment Rental ves No ves >0
. . S0 per day
Electlvg Inpatient Yes No Yes up to SO per
Surgical Care T
admission
Emergency Services Yes No No S0
Eyewear (Contact, Yes See Vision Care Yes: Contact Davis Vision S0

Lenses, or Frames)

for details.
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Table 4A: Health Partners (Medicaid) Benefits

Nursing Home Care

. . s Prior
Benefit/Service Covered Benefit Limit Authorization Copay
Family Planning Yes No No S0
Annual membership $0 probationa
Fitness (Gym) Membership Yes covered program No P visits Yy
requirements apply
Hearing Aids No N/A N/A N/A
Home Infusion Yes No Yes S0
Home Health Nurses,
Social Workers, Aids or Yes No Yes S0
Therapists
Yes: COTI,
Election of
Hospice Form
Hospice (Inpatient only) Yes No and Plan of S0
Treatment/
Clinical
Documentation
Hyperbaric Oxygen Yes No Yes $0
Therapy
Infertility Treatment No N/A N/A N/A
S0 per day up
Inpatient Acute Hospital Yes No Yes to SO per
admission
. S0 per day up
Inpa:llssntitlz Thab Yes No Yes to SO per
P admission
ICF/IID Admission
Intermediate Care Facility results in immediate
(ICF) for Individuals with disenrollment;
Intellectual Disabilities (1ID) Yes ICF/ORC admission Yes S0
and Other Related requires prior auth.
Conditions (ORC) 30 days with
disenrollment.
Laboratory Yes No No S0
Long Term/Custodial Yes No Yes $0
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Table 4A: Health Partners (Medicaid) Benefits

Benefit

Prior

Benefit / Service Covered Limit Authorization Copay
Medical Diagnostics Yes No No S0
Medical Oncology Yes No Yes: Contact
(Chemotherapy) eviCore S0
Yes: Diabetic
supplies are
Medical/Surgical Supplies covered No Yes: >$500 S0
under the RX
benefit
Non-Emergent Care
Outside USA No N/A N/A N/A
Non-Emergent Ambulance Yes No Yes S0
Nuclear Medicine Yes No No S0
Nutritional Supplements Yes No Yes S0
Obstetrical - Outpatient
(Pre and Post-Natal) ves No No 20
Orthotic (Diabetics only) Yes No Yes S0
Outpatient Physical and Yes: Contact
Occupational Therapy ves No eviCore %0
. Yes: Contact
Outpatient Speech Therapy Yes No eviCore S0
PCP visits
(including CRNP, PA) ves No No 20
Pain Management Yes No ves: ;ontact S0
eviCore
Yes: If designated
Pharmaceutical Yes No as prior auth. drug S0 generic
or non-formulary and $0 brand
(Prescription)
Podiatrist Services Yes No No S0
Preventative Physical exam Yes No No S0
Private Duty Nursing No N/A N/A N/A
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Table 4A: Health Partners (Medicaid) Benefits

. . s Prior
Benefit / Service Covered Benefit Limit N Copay
Authorization
Hearing Aids are not
covered.
. . Ocular prosthesis is
Prosthetic Device Yes limited to 1/yr. Yes S0
Low vision aids are
limited to 1/2yr.
o Yes: Contact
Radiation Therapy Yes No eviCore $0
Renal Dialysis Yes No No S0
. 5 days every 60
Respite Care Yes certified days Yes S0
Skilled Nursing Facility Yes No Yes SO
Sleep Studies Yes No Yes: Fontact S0
eviCore
Specialist visits
(including CRNP, PA) Yes No No 30
Spine and Joint Surgeries Yes No Yes: Fontact $0
eviCore
Stress Echocardiography,
Echocardiography, Yes: Contact
& Cardiac Nuclear Yes No eviCore 30
Medicine Imaging
Tobacco Cessation Yes 70 visits per No $0
calendar year
Transporta'ltlon Yes No Yes $0
(van service)
Ultrasound (US) Yes No No $0
Urgent Care Yes No No $0
Vascular Surgeries Yes No Yes $0
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Benefits During and After Pregnancy

Members who are confirmed to be pregnant are not subject to limitations on the
number of services or copayments. Members are eligible for comprehensive medical,
dental, vision and pharmacy coverage with no copayments or visit limits during the
term of their pregnancy and until the end of their postpartum care. These services
include expanded nutritional counseling and smoking cessation services. However,
services not ordinarily covered under a pregnant member’s benefit package are not
covered, even while pregnant.

To receive these comprehensive benefits, a member must inform all her providers at
the time of service that she is pregnant.

Pregnant Members Have No Service Limitations

Pregnant members have no service limitations (i.e., limits on the number of services)
during their pregnancy and until the end of their postpartum care. After this period
the member is moved to her regularly assigned benefit package and may then have
service restrictions.

Health Partners (Medicaid) members with Medicare coverage

For members with Medicare coverage, if Medicare is the primary insurer and Medicaid
is secondary, no benefit limits apply. If Medicare denies a service or claim and the
Medicaid limits above have been reached, the service will be denied.

For example: A Health Partners (Medicaid) member has had one inpatient rehab
admission and Medicare denies the second inpatient rehab admission. Since that rehab
admission exceeds the one per year Medicaid limit, Jefferson Health Plans will deny
the claim. If Medicare pays the second admission, Jefferson Health Plans will pay the
co-insurance or deductible up to the amount Jefferson Health Plans would have paid
had Jefferson Health Plans been primary.

The following section provides an overview of the services covered by Jefferson
Health Plans. However, member benefits may vary and this section does not address
specific benefit packages available to Health Partners (Medicaid) members. If a
conflict exists between this document and the member’s benefit package, the benefit
package takes precedence.

Abortion Services

Abortion services are covered only when the pregnancy endangers the life of the
woman, or the pregnancy is the result of rape or incest. The provider must certify
that one of these circumstances applied by completing a Physician Certification for an
Abortion (Medical Assistance MA-3) form.
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If the pregnancy was the result of rape or incest, a signed statement must be
completed within the appropriate law enforcement jurisdiction. In the case of incest,
when the victim is a minor, this statement must include the name of the law
enforcement agency or child protective service where the report was made. If the
provider believes the victim is not capable of reporting the incident, the provider
must indicate the reason why on the Medical Assistance MA-3 form. When Part Il of
the MA-3 form is completed by the physician, an MA-368 form must be attached as
well.

A copy of the Medical Assistance MA-3 form (and the Medical Assistance MA-368 form
when required) must be attached to the claim for payment.

Claims for abortion services that are submitted electronically (EDI) should have the
following paperwork identification as part of the electronic claim: a copy of the
Medical Assistance forms (MA-3 and/or MA-368). This copy should be added to the
member’s file and be available upon request from Jefferson Health Plans.

Allergy Testing and Treatment

The Primary Care Physician (PCP) is responsible for coordinating the treatment of
allergies. The PCP and the allergist should agree upon a treatment plan and
determine a schedule for patient visits to the allergist.

Once a desensitization program is initiated, the patient must return to the PCP for
ongoing implementation of the treatment. In high-risk circumstances, by mutual
agreement of the PCP and the allergist, the allergist may carry out the treatment
plan.

In maintenance therapy situations that are carried out in the PCP’s office, the
allergist should provide at least a six-month supply of serum. When a new bottle of
serum extract is initiated, the allergist may administer the first injection. Allergist
should use Procedure Code 95165 for preparation of serum.

Allergy RAST testing is covered only when performed by the participating lab.

Ambulance

Jefferson Health Plans covers all emergency ambulance services with qualified
transport services. All non-emergent transportation service must be provided by a
Jefferson Health Plans approved transportation service. All non-emergent services
provided by non-participating transportation vendors will not be reimbursed without
prior authorization from Jefferson Health Plans. Also, see Transportation (Non-
Emergent).
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Ambulatory Surgical Center/Short Procedure Unit

For a procedure to be considered an Ambulatory Surgical or Short Procedure Unit
(SPU) procedure, the care must involve all of the following services:

1. an operating room procedure;

2. general, regional or MAC (Monitored Anesthesia, Conscious) anesthesia; and

3. recovery room services. The procedure must be performed in connection with
covered services. Claims for Ambulatory Surgery and SPU procedures must be billed
using the appropriate national standard for billing code type, revenue codes and
procedures for all three services. All other procedures will be considered Outpatient
Services.

Cardiac Rehabilitation

Cardiac rehabilitation services are covered when the member has a documented
diagnosis of acute myocardial infarction within the preceding twelve (12) month
period; had coronary bypass surgery; and/or have stable angina pectoris. These
cardiac rehabilitation services are covered only in outpatient or home settings. No
prior authorization is required.

Chiropractic Care

Services of a state-licensed chiropractor are covered only to provide treatment for
manual manipulation of the spine to correct a subluxation demonstrated by x-rays.
Contact eviCore Inc., for prior authorization.

Colorectal Screenings
Members who are age 45 and older are eligible for this screening to detect polyps and
other early signs of colon and rectal cancer.

Dental

Jefferson Health Plans contracts with a dental benefits administrator/subcontractor.
All members are offered dental services effective the first day of eligibility subject to
their benefit package. Certain services, including all SPU services, require prior
authorization by the dental benefits subcontractor. All dental procedures that require
hospitalization must be prior authorized by Jefferson Health Plans’ Inpatient Services
department. Appropriate documentation must be provided when requesting prior
authorization.

Members can receive dental services from a participating primary care dentist. All
they have to do is choose a dentist from the list of dentists in the online Provider
Directory. The primary care dentist will coordinate members to periodontists and
other dental specialists according to the policies defined by the dental subcontractor
and approved by Jefferson Health Plans.
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Diabetes Self-Management Training and Education

Outpatient Diabetes Self-Management Training and Education services furnished to an
individual with diabetes are covered when performed by a provider with Outpatient
Diabetes Education Program recognition from the American Diabetes Association. For
more information or for help finding a participating provider, the member or PCP
should call the Provider Services Helpline or Member Relations department to self-
refer. For more information, refer to the Contact Information section.

Diabetes Self-Management Supplies

Formulary diabetic test strips, lancets, glucose meters, syringes and alcohol swabs are
covered under the pharmacy benefit. These supplies can be obtained from any
Jefferson Health Plans participating pharmacy with a prescription. Please refer to the
formulary located on our website for more information.

Dialysis

Hemodialysis and peritoneal dialysis are covered benefits. Members requiring these
services should be directed to a participating specialist. In cases where the Health
Partners (Medicaid) member also has Medicare coverage, Jefferson Health Plans
becomes secondary insurance. Dialysis services do not need prior authorization.

Durable Medical Equipment (DME)
Durable Medical Equipment is covered, so long as the provider directs patients to a
Jefferson Health Plans participating DME vendor.

Key points to remember when prescribing DME items for Health Partners (Medicaid)
members:

e All purchased DME items or supplies and outpatient services less than $500
per claim line DO NOT require prior authorization from Jefferson Health
Plans.

e If any portion of a purchased customized DME device has a reimbursement
value greater than $500, an authorization is required for the entire DME
device.

e All DME rentals require prior authorization, regardless of reimbursement
value.

e When the patient is renting a DME product covered by their previous
insurer, it is the DME provider’s responsibility to provide Jefferson Health
Plans with the following information:

e Clinical documentation

e Physician orders

e Number of months covered by the previous insurer
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e Termination date of the member’s previous insurance coverage

e |If, at time of the member’s transition, the DME rental is deemed medically
necessary, Jefferson Health Plans will approve coverage up to a total
maximum coverage period of 10 months (inclusive of the months covered by
the previous insurer). If the DME rental is determined to not meet the
criteria for medical necessity at time of the member’s transition, the DME
rental may only be approved for a period of up to two months (60 days) to
ensure continuity of care.

e All special items which do not have their own HCPCS code (such as E1399)
require prior authorization, regardless of reimbursement value.

e Over 200 diapers/month requires prior authorization.

e Authorizations are based on benefit coverage/medical necessity.

e Preferred nebulizers and humidifiers are covered under the pharmacy
benefit.

If you have questions, please call the Jefferson Health Plans Outpatient Services
department during regular business hours. Providers who need help with urgent issues
after business hours (about DME or such other outpatient services as discharge
planning placements, home care, and transportation) can call Medical Management
(refer to the Contact Information section) and leave a message, which will be
forwarded to an on-call nurse case manager.

Home Accessibility DME

Home accessibility DME is a DHS Process that consist of certain modifications,
construction or renovation to an existing structure other than a repair or an addition
to the private home of the member (including homes owned or leased by
parents/relatives with whom the member resides and family living homes that are
privately owned, rented, or leased by the host family) which are necessary due to the
member’s disability, to ensure the health, security of, and accessibility for the
member, or which enable the member to function with greater independence in the
home.

Health Partners (Medicaid) member may be approved for Home Accessibility DME
services. This approval is contingent upon medical necessity information submitted to
Jefferson Health Plans along with required DHS support documentation. They can
receive adaptations that consist of certain modifications to the private home of the
member (including homes owned or leased by parents/relatives with whom the
member resides and family living homes that are privately owned, rented, or leased
by the host family) which are necessary due to the member’s disability, to ensure the
health, security of, and accessibility for the member, or which enable the member to
function with greater independence in the home.
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Emergency Care

Emergency care and post-stabilization services in emergency rooms and emergency
admissions are covered in full by Jefferson Health Plans for both participating and
non-participating facilities, with no distinction for in or out-of-area services. Members
are not responsible for any payments. Emergency care and post-stabilization services
do not require prior authorization.

Non-par follow-up specialty care for an emergency is covered by Jefferson Health
Plans, but our staff will outreach to the member to appropriately arrange for services
to be provided in-network, whenever possible. Members are not responsible for any
payments.

Emergency Services (Act 68)
Members are instructed to go to the nearest ER or call 911 for emergency care. An
emergency medical condition is defined by the Commonwealth’s Department of
Human Services as a medical condition manifesting itself by acute symptoms of
sufficient severity (including severe pain) such that a prudent layperson who possesses
an average knowledge of health and medicine could reasonably expect the absence of
immediate medical attention to result in:

e 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;
e serious impairment to bodily functions; or
e serious dysfunction of any bodily organ or part.

Members are required to call their PCP as soon as possible after receiving emergency
care, and to arrange follow-up care through their PCP.

Emergency room services reported with a behavioral health diagnosis are processed
through the member’s medical benefit. In the case of emergency room evaluations for
voluntary or involuntary commitment pursuant to the 1976 Mental Health Procedures
Act, the behavioral health vendor in the member’s locality is responsible for the
inpatient admission based upon the member's primary diagnosis.

Emergency room services that convert to Observation (OBS) reported with a
behavioral health diagnosis is processed through the member’s medical benefit and
reimbursed at the OBS contracted rate.

Transportation and related emergency services provided by a licensed ambulance
service shall constitute an emergency service if the condition is as described
above.
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Family Planning

Family planning counseling services are covered by Jefferson Health Plans. If the PCP
does not perform these services, he/she should refer the member to an
obstetrician/gynecologist, nurse midwife or a Family Planning Council site. Members
have the option to self-refer to the Family Planning Council, Ob/Gyn or nurse midwife
without prior approval from a PCP. Members are not required to obtain family
planning services from an in-plan provider. For further information, providers can call
(on behalf of their members) the Jefferson Health Plans Member Relations
department. For more information, refer to the Contact Information section.

Foot Care

Medical and/or surgical treatment of conditions of the feet, such as, but not limited
to, bunions, ingrown toenails, plantar warts and hammertoes, are covered. Treatment
of corns, calluses, nails of feet, flat feet, fallen arches, chronic foot strain or
symptomatic complaints of the feet, are not covered unless associated with disease
affecting the lower limbs which requires the care of a podiatrist or a physician. No
prior authorization is needed.

Gynecological and/or Obstetric Examinations
The PCP may perform routine gynecological exams as appropriate. Members may self-
refer to OB/GYN specialists or nurse midwives for any routine gynecological and/or
maternity services without prior approval from a PCP. Members receiving maternity
care from an Out-of-Network OB/GYN at the time of enrollment may continue to
receive services from that provider throughout the pregnancy and postpartum period.
e Providers are encouraged to notify Jefferson Health Plans as soon as a
pregnant member is identified. Providers can call the Baby Partners hotline
to advise us of a pregnant member and/or members who are at risk of poor
birth outcomes (during business hours or our 24- hour Member Relations
line) to arrange to have their care coordinated by Jefferson Health Plans’
care coordination team.
e Pennsylvania’s Medical Assistance Program (Medicaid) requires all
Obstetrical Needs Assessment Forms (ONAFs) to be submitted electronically
online via eviCore Optum’s portal at obcare.optum.com.

For more information, refer to the Contact Information section.

Healthy Kids

The Early, and Periodic Screening, Diagnosis and Treatment (EPSDT) benefit program is
a preventive health program mandated by federal and state regulation that is
available to children and young adults under the age of 21 as a benefit of the Medical
Assistance program.
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EPSDT is designed to promote early detection and, as applicable, treatment of
conditions and illnesses affecting growth and development in the Medical Assistance
population. Services include physical examinations, blood lead testing and treatment,
immunizations, dental care, vision testing and treatment, hearing testing, and
screening for certain medical conditions. Autism Spectrum Disorder and
developmental screenings are also included in the EPSDT schedule. Certain counseling
services, such as pregnancy and STD prevention for sexually active adolescents, are
also included.

Jefferson Health Plans’ Pediatric and Adolescent Preventive Care Flow Sheets,
Screening Schedule, and Pediatric Immunization Schedule are designed to assist PCPs
in delivering EPSDT- related services. The EPSDT Periodicity Schedule is located on the
Jefferson Health Plans website for easy reference and is available upon request by
contacting the Jefferson Health Plans Provider Services Helpline at 1-888-991-9023.
PCP success in delivering these vital pediatric preventive services in accordance with
these standards will be closely audited by Jefferson Health Plans.

Services not on the Medical Assistance fee schedule, or that exceed the fee schedule

in amount, duration, or scope, may be covered under this program. Contact Jefferson
Health Plans’ Healthy Kids department for further information. For more information,
refer to the Contact Information section.

Hearing Examinations
Audiometry/tympanometry is covered for children up to age 21.

Home Health Care

Home care services are covered when medically necessary. Jefferson Health Plans can
facilitate the following care in the home when medically necessary: registered nurse,
physical therapy, occupational therapy, speech therapy, and medical social worker
intermittent visits. Prior authorization is required for all home health services except
the initial evaluation. Parenteral and enteral nutrition, respiratory therapy, and IV
antibiotic therapy are also covered home care benefits if they have been authorized
prior to the care.

One maternity home health care visit may be provided within 48 hours of discharge
and the second is recommended to take place within 7-84 days post-delivery.
Additional post-delivery home care visits will require prior authorization.

Hospice Care
Jefferson Health Plans will refer members to a participating hospice if they wish to
elect hospice coverage. Members may remain enrolled in Health Partners (Medicaid)
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even though they have elected hospice coverage. If a member requires hospice care,
the provider’s request must include a signed prescription/order Certificate of
Terminal Illness (COTI) (consent by member, not the medical director of the servicing
hospice). Jefferson Health Plans follows PA Charter 1130. The MA Program covers
hospice care furnished to eligible MA recipients by hospices enrolled in the Program.
Payment for hospice care is subject to this chapter, Chapters 1101 and 1150 (relating
to general provisions; and MA Program payment policies) and the procedures listed in
the MA Program fee schedule.

Use the home care/hospice request form is available on our form and supply request
webpage.

When a Health Partners Medicare member elects to receive hospice care, the hospice
services will be managed and reimbursed by original Medicare. Most members will
disenroll from Health Partners Medicare after they elect hospice care. However, the
member may continue enrollment in Health Partners Medicare and is entitled to
receive any benefits other than those that are the responsibility of fee-for-service
Medicare hospice. The Primary Hospice Agency would submit for payment of general
hospice services under the 4 primary T-codes in order to receive payment in full for
services:

e T2042 - HOSPICEROUTINE HOME CARE

e T2045 - HOSPICEGENERALCARE

e T2044 - HOSPICERESPITECARE

e T2043 - HOSPICECONTINUOUS HOMECARE

If the required documents electing hospice are not signed timely based on regulatory
requirements, then services being rendered are not authorized or approved.

Medicaid will cover hospice services when:
e a doctor certifies that the patient is terminally ill and is expected to live
six (6) months or less; and
e a patient chooses to receive palliative care only instead of therapeutic care
for the terminal illness; and
e care is provided by a Jefferson Health Plans participating hospice program.

The hospice benefit is in-home palliative and supportive medical, nursing and other
healthcare services which are designed to meet the special physical, psychological,
spiritual and social needs of dying members and their families (spouse and children,
siblings of a terminally ill child, and other persons involved in caring for the
individual).
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When hospice services in home are not able to be maintained due to lack of social
support or symptom management, an inpatient setting may be indicated and would
require prior authorization. For more information, see the Contact Information
section.
Coverage under the above noted T-codes include:
e Physician and nursing services
e Medications including outpatient prescription drugs for pain relief and
symptom management
e Physical, occupational and speech therapy
e Medical social services and counseling to beneficiary and family members
e Short-term inpatient care, including respite care (a short stay intended to
give temporary relief-up to five days in a row to the person who regularly
assists with home care) is covered while in hospice program.

Jefferson Health Plans reimbursement to hospice providers includes services rendered
by non-hospice providers for conditions related to the member’s terminal illness.
Therefore, any service provided that is related to the terminal illness should be
reported to the hospice provider directly for reimbursement.

These related services include but not limited to pharmacy, laboratory, durable
medical equipment, and short-term inpatient stays.

For any service provided that is not related to the member’s terminal illness, the
following modifiers must be appended to all claims as appropriate:
e GV attending physician not employed or paid under arrangement by the
patient’s hospice provider.
— GV modifier should only be reported by the attending physician who
is not employed by the hospice.
— The -GV "modifier can only be reported by a professional provider.
e GW service not related to the hospice patient’s terminal condition.
Shift Care services reported with HCPCS codes 59122-59124 and MANNA
services are separately reimbursed and do not require the -GW modifier for
reimbursement.

Hospital Services

Members are entitled to admission for medically necessary services obtained at a
Jefferson Health Plans participating hospital, when those services can only be
provided in an inpatient hospital setting. All hospital admissions, including those
admitted through the emergency room, as well as elective admissions, must be called
in to Jefferson Health Plans’ Inpatient Services department for authorization within
two business days. Transfers to non-participating facilities require prior authorization
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before transfer occurs. Prior authorization is needed, except in the following
instances:
e medical emergency;
e urgently needed services obtained outside of the service area; and
e when Jefferson Health Plans approves, in advance, a stay in a hospital that
does not participate with us.

From the effective date of coverage until discharge, Jefferson Health Plans will cover
medically necessary care including, but not limited to:

e Room, meals and general nursing care in a semi-private room (unless other
accommodations are medically necessary)

e Physician services

e Special care units, such as intensive care or coronary care units

e Special diets, when medically necessary

e Blood transfusions and their administration

e X-ray, laboratory and other diagnostic tests

e Services and supplies furnished by the hospital for inpatient medical and
surgical treatment

e Operating and recovery room

e Oxygen, medication and anesthesia

e Use of durable medical equipment (DME) such as wheelchairs

e Rehabilitation services such as physical therapy, occupational therapy and
speech pathology

e Inhalation therapy, chemotherapy and radiation therapy

e Kidney, heart, heart/lung, lung, liver, bone marrow and corneal transplants
for approved indications in Medicare-certified transplant facilities or
transplant facilities approved by Jefferson Health Plans

e Maintenance dialysis in an approved renal dialysis facility or hospital

Preadmission services: In alignment with CMS’ policy/billing guidelines, preadmission
diagnostic and non-diagnostic services related to the admission that are rendered
during the 3 days (hospitals subject to IPPS, inpatient prospective payment system) or
1 day (hospitals excluded from IPPS) prior to an inpatient hospital admission (even if
the days cross the calendar year) are considered inpatient services and included in
the inpatient reimbursement. Preadmission services may be subject to post-payment
audits and retraction.

Behavioral health services may include inpatient services, partial hospitalization
services for mental illness, emotional disorders and alcohol and drug abuse services
and are managed by the Behavioral Health Managed Care Organization (BH-MCO).
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The admitting physician may request an expedited appeal with the Medical Director.
Physician-to- physician discussion is always available during the review process by
calling 1-866-500-4571.

The PCP (or the covering hospital physician or hospitalist) should make rounds on
admitted patients regularly regardless of the provider admitting the patient.
Jefferson Health Plans will look to the PCP for assistance in ensuring appropriate
utilization of hospital services.

In the event of a serious or life-threatening emergency, the member should be
directed to the nearest emergency facility.

Immunization Registries

The Philadelphia Department of Public Health sponsors the KIDS Immunization Registry
which is a database of immunizations given to children in Philadelphia from birth
through 18 years of age. Philadelphia Board of Health regulations require doctors in
Philadelphia to report immunizations given to children from birth until age 19 to the
registry. Kids Registry can be found at http://kids.phila.gov.

The Kids Registry Coordinator can be contacted for assistance at 215-685-6468.

For Montgomery, Chester, Bucks and Delaware Counties, vaccines are monitored
through the Pennsylvania Statewide Immunization System at
www. health.pa.gov/MyRecords/Registries/

PA%20S11S/Pages/default.aspx#.WdPwDRjD-70 or call 1-877-774-4748. Providers are
encouraged to participate.

Injectables
Certain injectables, such as oncology products and/or home infusion/IV formulations,
are covered as a medical benefit.

For injectables covered under the pharmacy benefit, please see information about our
Specialty Medication Program located in the Pharmacy entry in this chapter. Please
refer to the formulary located on our formularies webpage for more information
regarding specific coverage such as prior authorization, for specialty medications.

JW Modifier

Effective January 1, 2017, physicians and hospitals are required by CMS to use the JW
modifier to identify discarded drugs and biologicals. The JW modifier is used to report
a discarded/unused portion of a drug.
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The JW modifier is reported on drug claims to report the amount of drug or biological
that is discarded and eligible for payment. The JW modifier requirement applies to all
separately payable drugs assigned status indicators G or K under CMS OPPS for which
there is an unused or discarded amount. Eligible and participating 340B providers are
not exempt from reporting the JW modifier. The JW modifier is not intended for use
on claims for hospital inpatient admissions.

When a provider must discard the remainder of a single use vial or other single use
package after administering a dose/quantity of the drug or biological, payment is
made for the amount of drug or biological discarded as well as the dose administered,
up to amount of the drug or biological as indicated on the vial or package label. The
discarded drug amount should be billed on a separate line on the claim with the JW
modifier. The administered amount should be billed on a separate line without the
modifier.

Note: Multi-use vials are not subject to payment for discarded amounts of drug or
biological.

Laboratory

Outpatient laboratory services are provided through Jefferson Health Plans’ sole
national preferred commercial laboratory, Quest Diagnostics, and also hospital
locations contracted for laboratory services. Locations of participating labs can be
found via our online provider directory. Physicians must complete the requisition form
for all laboratory services. Laboratories must be CLIA-approved for participation in
the Medical Assistance Program.

Mammograms

Screening mammographic examinations are covered annually. Members may self-refer
for mammograms to any participating site that provides this screening. No
authorization is needed if the provider is in the Jefferson Health Plans network.

Medical Oncology Services
Medical oncology services are covered. Inpatient services require prior authorization
by Jefferson Health Plans. Contact eviCore Inc., for prior authorization.

Medical Supplies

Perishable but medically necessary items that are used to treat injuries (including
anklets, bandages, soft cervical collars, casts, cartilage knee braces, clavicle straps,
wrist splints wrist/forearm splints, cock-up splints, elastic bandages, nasal splints,
slings, finger splints, cold/hot packs and straps for tennis elbow) and that have valid
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HCPCS codes do not require prior authorization from Outpatient Services if items are
less than $500 per claim line.

Medical Visits

Outpatient medical visits performed in a physician’s office, hospital and skilled
nursing facility or at home, by a Jefferson Health Plans participating
physician/provider, are covered.

Mental Health and Substance Abuse Treatment

Under HealthChoices, all Medical Assistance members, regardless of the health
plan/MCO to which they belong, receive mental health and substance abuse
treatment through the behavioral health managed care organization (BH-MCO)
assigned to their county of residence. For more information, see the Behavioral
Health contact information section of the manual.

PCPs who identify a Health Partners (Medicaid) member in need of behavioral health
services should direct the member to call his or her county’s BH-MCO. The BH-MCO
will conduct an intake assessment and refer the member to the appropriate level of
care.

Pharmacy

Health Partners (Medicaid) drug benefit has been developed to cover medically
necessary prescription products for self-administration in an outpatient setting. Non-
self-administered drugs in the outpatient setting — not covered under the pharmacy
benefit — are available through the contractual buy and bill process based on
Jefferson Health Plans medical fee schedule.

A formulary, also called statewide preferred drug list (PDL), is a list of medicines that
Jefferson Health Plans covers. The statewide preferred drug list is the same for all
Medicaid members across Pennsylvania. In addition to the PDL, Jefferson Health Plans
also covers a supplemental formulary, which includes medications outside the scope
of the PDL. The PDL and Jefferson Health Plans Supplemental formulary is what your
PCP or other doctor should use when deciding what medicines you should take. The
formulary has both brand name and generic drugs. Generic drugs contain the same
active ingredients as brand name drugs. Any medicine prescribed by your doctor that
is not on Jefferson Health Plans’ formulary needs prior authorization. The formulary
can change from time to time, so you should make sure that your provider has the
latest information when prescribing a medicine for you. Links to the statewide PDL,
Jefferson Health Plans supplemental formulary, and drug specific prior authorization
forms can be found on our formularies webpage.
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For additional printed copies, please call the Provider Services Helpline. For more
information, refer to the Contact Information section.

Pharmacy Benefit Design

A maximum of a 30-day supply of medication is eligible for coverage in an outpatient
setting. Refills can be obtained when 80% of utilization has occurred. The prescriber is
urged to prescribe in amounts that adhere to FDA guidelines and accepted standards
of care.

Prescription limits for adult members 18 years of age and older may apply, depending
upon the member’s benefit package.

The formulary covers preferred, medically necessary prescription products and

limited over-the- counter (OTC) medications. Certain OTC drugs (e.g., aspirin,
acetaminophen, vitamins, hydrocortisone) with an NDC code are covered with a
doctor’s prescription. Blood glucose test strips, alcohol swabs, syringes and lancets
(along with blood glucose monitors, limited to 1 per year) are only covered through
the pharmacy benefit with a prescription. Preferred diabetic supplies, meters and test
strips are part of the Statewide PDL, they can be found directly at www.papdl.com or
accessed through our website’s formularies webpage. The OTC products listed in the
formulary are covered with a written prescription.

Certain vaccines (such as flu, pneumonia, hepatitis and varicella zoster) are covered
under the pharmacy benefit with a prescription for members 19 and older. Please
refer to the Vaccines for Children (VFC) program regarding coverage of vaccines for
members 0 to 18 years of age. Please refer to the formulary for more information
regarding which vaccines are covered at the point-of-sale pharmacy. Members are
encouraged to go to a participating network pharmacy which can supply and
administer the vaccine.

Pharmacy Prior Authorization

Certain drugs on the Statewide PDL along with the Jefferson Health Plans
supplemental formulary may require a prior authorization. Statewide PDL prior
authorizations are based on drug class and Jefferson Health Plans supplemental prior
authorization criteria is drug specific. Both Statewide PDL and Jefferson Health Plans
Supplemental formulary prior authorizations can be found on our prior authorization
webpage. There may be occasions when an unlisted drug or non-formulary is desired
for medical management of a specific patient. In those instances, the unlisted
medication may be requested through a medical exception process using the Non-
formulary Prior Authorization form.
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To ensure that select medications are utilized appropriately, prior authorization may
be required for the dispensing of specific products. These medications may require
authorization for the following reasons:
e Non-formulary medications, or benefit exceptions requested for medical
necessity
e Medications and/or treatments under clinical investigation
e Duplication of Therapy Edits will be hard coded to assure appropriate
utilization of multiple drugs within the same therapeutic categories (e.g.,
duplication of SSRIs).
e Prescriptions that exceed set plan limits (days’ supply, quantity, refill too
soon and cost)
New-to-market products prior to review by the P&T Committee
Orphan Drugs/Experimental Medications
Selected injectable and oral medications
Specialty medications
Drugs that exceed FDA prescribing limits

To request a prior authorization, the physician or a member of his/her staff should
contact Jefferson Health Plans’ Pharmacy department at 1-866-841-7659. All
requests can be faxed (1-866-240-3712) 24 hours per day; calls should be placed
from 8:00 A.M. to 6:00 P.M., Monday through Friday. In the event of an immediate
need after business hours, the call should be made to Member Relations at 1-800-
553-0784. The call will be evaluated and routed to a clinical pharmacist on-call
(24/7).

The physician may use Jefferson Health Plans’ drug specific forms or a letter of
request, but must include the following information for a quick and appropriate
review to take place:
e Specific reason for request
Name and recipient number of member
Date of birthdate of member
Physician’s name, license number, NPl number and specialty
Physician’s phone and fax numbers
Name of primary care physician (PCP) if different
Drug name, strength and quantity of medication
Days’ supply (duration of therapy) and number of refills
Route of administration
Diagnosis
Formulary medications used, duration and therapy result and
documentation such as pharmacy records or chart notes
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e Additional clinical information that may contribute to the review decision
such as specific lab results.

All forms should be legible and completely filled out. All prior authorization forms are
available on the Jefferson Health Plans Prior Authorization webpage.

Upon receiving the prior authorization request from the prescriber, Jefferson Health
Plans will render a decision within 24 hours. Approval or denial letters are mailed to
the member or parent/guardian, in the case of a child. A copy of the member letter
will also be faxed or mailed to the prescribing physician. At any time during normal
business hours, the prescribing physician can discuss the denial with a clinical
pharmacist or can have a peer-to-peer discussion with the medical director by calling
the Pharmacy department at 1-866-841-7659.

If a member presents a pharmacy with a prescription that requires prior
authorization, whether for a non-formulary drug or otherwise, and if the prior
authorization cannot be processed immediately, Jefferson Health Plans will allow the
pharmacy to dispense an interim supply of the prescription under the following
circumstances:

e if the prescription is for a new medication (one that the recipient has not
taken before or that is taken for an acute condition), Jefferson Health
Plans will allow the pharmacy to dispense a five (5) day supply* of the
medication to ensure that the member receives the prescribed medication
while the recipient or pharmacy takes the appropriate steps to complete
the prior authorization process in a timely manner.

e |If the prescription is for an ongoing medication (one that is continuously
prescribed for the treatment of an illness or condition that is chronic in
nature in which there has not been a break in treatment for greater than
30 Days), Jefferson Health Plans will allow the pharmacy to dispense a 15-
day supply* of the medication automatically, unless Jefferson Health Plans
mailed to the member, with a copy to the prescriber, an advanced written
notice of the reduction or termination of the medication at least 10 days
prior to the end of the period for which the medication was previously
authorized.

Note: The DHS requirement that the Member be given at least a seventy-two (72)
hour supply (Jefferson Health Plans allows for five days) for a new medication or a
fifteen (15) day supply for an Ongoing Medication does not apply when a pharmacist
determines that the taking of the prescribed medication — either alone or along with
other medication that the Member may be taking — would jeopardize the health or
safety of the Member.
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Jefferson Health Plans will respond to the request for prior authorization within 24
hours from when the request was received. If the prior authorization is denied, the
recipient is entitled to appeal the decision through several avenues. The 5-day or 15-
day requirement does not apply when the pharmacist determines that taking the
medication, either alone or along with other medication that the recipient may be
taking, would jeopardize the health and safety of the member.

The goal of the drug benefit program is to provide safe and cost-effective
pharmacotherapy to our members.

Physical Therapy (PT)/Occupational Therapy (OT)/Speech Therapy
(ST)

Members have coverage for outpatient PT/OT/ST when performed by a participating
Jefferson Health Plans provider. Contact eviCore for prior authorization, which is
required for all outpatient PT/OT/ST. Prior authorization is not required for
outpatient evaluation. Contact eviCore Inc., for prior authorization.

Preventive Health Services

Preventive health services, including routine physical exams, health screening, health
education and well childcare, are covered according to schedules approved by
Jefferson Health Plans, when provided by the PCP or Jefferson Health Plans
participating gynecologist.

Prosthetics/Orthotics

Purchase and fitting of prosthetic devices and supplies which replace all or part of an
absent body organ and its adjoining tissues or replace all or part of the function of a
permanently useless or malfunctioning body organ require prior authorization by the
Jefferson Health Plans’ Outpatient Services department. Orthotics and customized
devices require prior authorization.

Radiation Therapy
Radiation therapy services are covered. Contact eviCore Inc., for prior authorization
for radiation therapy.

Rehabilitation
Please see alphabetized listings “Physical Therapy (PT)/Occupational Therapy
(OT)/Speech Therapy (ST).” Inpatient rehabilitation requires a prior authorization.
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Sigmoidoscopy
Please see alphabetized listing under “Colorectal Cancer Screening.”

Skilled Nursing Facility

Services for inpatient care in a Jefferson Health Plans participating skilled nursing
facility must be prior authorized by Jefferson Health Plans’ Inpatient Services
department.

Smoking Cessation

Various smoking cessation services are available to our members to assist them in
quitting smoking. Please reference our website for the most current reimbursable
expenses.

Specialist Visits

PCP referrals to Jefferson Health Plans participating specialists and other providers
are not required. Services provided by non-Jefferson Health Plans participating
physicians and other non-participating licensed allied health personnel will be
covered only when prior authorized by Jefferson Health Plans.

While PCP referrals are not required, we still consider the Primary Care Physician
(PCP) to be the gatekeeper of care. When coordinating care, the PCP should continue
to direct the member to a specialist who the PCP believes can best assist with the
care needed. In return, it is extremely important for specialists to continue to keep a
patient’s assigned PCP informed of all care they render to the patient. This ensures
that the PCP has the appropriate opportunity to manage the overall health of the
patient as care is provided, and that the patient, our member, benefits from the
robust coordination of care.

Specialty Medication Program

Jefferson Health Plans supports appropriate use of specialty medications and has
established suppliers as well as procedures for appropriate prescribing and
monitoring. Under the direction of the Jefferson Health Plans’ Pharmacy department,
the physician provider has the primary responsibility for obtaining prior authorization
for medications included in this program. The prescribing physician will need to send
the completed medical request to the Jefferson Health Plans Pharmacy department
by fax with all pertinent lab information at 1-866-240-3712.

Specialty medications are higher cost, biologics, injections or oral medications that
require special handling, monitoring, or have limited distribution per manufacturer or
FDA guidelines. They are used to treat complex, chronic, and often costly conditions
such as rheumatoid arthritis, hepatitis C and hemophilia. Specific specialty pharmacy
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vendors who have met high quality measures and accreditation are contracted with
Jefferson Health Plans to handle and distribute these medications.

All requests for prior authorization are reviewed by the Pharmacy department for
approval. Approvals, including approvals for shorter durations are coordinated with
the contracted specialty vendor for distribution to the provider’s office or member’s
home.

In addition, the prescriber can always call Jefferson Health Plans’ Pharmacy
department at 1-866-841-7659 for assistance with the prior authorization on
specialty medications and preferred specialty vendors. Specific prior authorization
forms are available on our prior authorization webpage.

Certain specialty medications are processed through the Pharmacy department and
require a prior authorization. Please refer to the formulary and the website for more
information regarding specialty medications, drug specific prior authorization forms,
and preferred vendors. For further information visit our specialty medications

webpage.

Sterilization

Such sterilization procedures as tubal ligation and vasectomy are covered with no
prior authorization required when provided as outpatient services to Jefferson Health
Plans members age 21 or older. Prior authorization is required if these services are
provided on an inpatient basis. A properly completed MA-41 form documenting the
member’s voluntary informed consent must accompany the provider’s claim for
payment for all sterilization services.

Hysterectomy is not covered if solely for sterilization purposes.

Transportation (Non-Emergent)
Non-emergent transportation services require prior authorization.

Jefferson Health Plans members are eligible for registration with the DHS Medical
Assistance Transportation Program (MATP - more info available at
http://matp.pa.gov/). MATP can provide help with health-related transportation,
including to and from doctor visits. To facilitate the process, members and providers
must be registered with their respective county’s MATP provider. MATP will determine
transport eligibility (reimbursement, paratransit, or mass transit) based on the
medical assessment supplied by the provider. Members can call their county’s MATP
provider to arrange transportation or may call our Member Relations. Providers may
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arrange transportation by calling our Special Needs Unit. For more information, refer
to the Contact Information section.

Some of Jefferson Health Plans’ participating hospitals provide limited, non-urgent
transportation to their facilities on a scheduled basis for services such as diagnostic
testing.

Vaccines for Children (VFC) program

Providers in Philadelphia County must obtain their vaccine through the Philadelphia
VFC program at
https://www.health.pa.gov/topics/programs/immunizations/Pages/VFC.aspx or call
1-888-646- 6864. Please be aware that for Jefferson Health Plans providers,
participation in the VFC program is required if you see eligible members in the age
ranges of 0 through 18. Providers should submit claims with the vaccine codes to be
paid the administrative fee.

Providers outside Philadelphia County should obtain their vaccine from the state VFC
program by calling 215-685-6498 or visiting the website for the PA Department of
Immunizations at http://www.health.pa.gov/.

Vision Care

Jefferson Health Plans covers vision care for all members through our subcontracted
provider, Davis Vision. Members can choose a vision care provider from the online
Jefferson Health Plans Provider Directory.

Davis Vision covers routine eye examinations for all members.

For members under 21, EPSDT services are covered as medically necessary. Children
are eligible for eyeglasses and contact lenses when medically necessary.

Health Partners (Medicaid) members age 21 and over can receive one pair of
eyeglasses or contact lenses every year.

Members can choose an eye care provider from the Jefferson Health Plans online
provider directory or call Member Relations for a printed list of providers or other
help.

Value Added Benefits

Fitness Program

Members are eligible to enroll once a year in any of Jefferson Health Plans’
participating fitness centers, and can self-refer to these programs. No prior
authorization is required. Once enrolled, members will have a one-year membership
from the date of enrollment. There are no minimum visit requirements. However,
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members will not be able to go to another fitness center for one year after
enrollment.

Non-Covered Services
The following services and benefits are excluded or limited under the Jefferson
Health Plans plan. Members may self-refer themselves for these services at their own
expense.
e Artificial insemination/infertility treatment
e Cosmetic surgery, except to correct a serious disfigurement or deformity
caused by disease or injury that occurred while the patient was a
participating member; or for the treatment of congenital anomalies to
restore a part of the body to its proper function
e Health club memberships except when stipulated by contract with
Jefferson Health Plans
e Personal convenience items or services
e Reversal of tubal ligation
e Services available through other programs such as workers’ compensation,
Veterans Administration, other governmental programs/agencies or other
insurance coverage
e Services for which neither the member nor another party on his or her
behalf has any legal obligation to pay
e Services not provided by, or arranged through a provider, medical office, or
dental office participating with Jefferson Health Plans, except for
emergency services or services that may be self-referred, unless authorized
by Jefferson Health Plans
e Services not reasonable or medically necessary for the diagnosis or
treatment of an illness or injury, or for restoration of physiologic function
(except preventive services)
e Services performed by immediate relatives of members, or by others in the
member’s household
e Transportation services, other than those Ambulance and Non-Emergent
Transportation services described under Jefferson Health Plans “Covered
Services” in this chapter.

Medical Directors will not approve services that are deemed harmful, are of inferior
quality, or are medically unnecessary (as may be the case with a serious and clearly
preventable adverse event). In addition, based on The Centers for Medicare and
Medicaid Services (CMS) guidelines, financial compensation for any and all services
rendered as a result of, or increased by, a preventable serious adverse event will be
withheld or recovered.

Recipient Restriction Program
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Jefferson Health Plans participates in the Pennsylvania Department of Human Services
Recipient Restriction Program. The program calls for Jefferson Health Plans to
monitor and identify Medical Assistance recipients who improperly or excessively
utilize Medicaid services. In cooperation with the Department of Human Services’
Bureau of Program Integrity, Jefferson Health Plans will refer members with suspected
patterns of inappropriate utilization to the Pennsylvania Department of Human
Services’ Recipient Restriction Program. These members may be restricted to a
certain physician and/or pharmacy. Providers requesting information on this program
may contact the Jefferson Health Plans Pharmacy department at 1-866-841-7659.
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Chapter 5: Health Partners Medicare Summary of
Benefits

Purpose: This chapter provides an overview of the benefits available to Health
Partners Medicare members.

Topics: Important topics from this chapter include:

e Summary of Medicare benefits
Health Partners Medicare Prime (HMO-PQOS)
Health Partners Medicare Complete (HMO-PQS)
Health Partners Medicare Special (HMO SNP)
Health Partners Medicare Silver (HMO POS)
Health Partners Medicare Platinum (HMO POS)
Jefferson Health Plans Giveback (HMO SNP), (New! January 1, 2024)
Jefferson Health Plans Pearl (HMO SNP) (New! January 1, 2024)
Jefferson Health Plans Flex (PPO) (New! January 1, 2024)
Jefferson Health Plans Flex Plus (PPO) (New! January 1, 2024)
Non-Covered Services
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Overview
This chapter provides an overview of the 2023 benefits that Jefferson Health Plans
members are entitled to and guidelines for appropriately utilizing authorizations.

Jefferson Health Plans Background in Medicare

In 2014, Health Partners Plans (HPP) launched Health Partners Medicare (HP Medicare)
in Philadelphia and the surrounding counties. Since then, the HP Medicare service
area has expanded and now includes Berks, Bucks, Carbon, Chester, Cumberland,
Dauphin, Delaware, Lancaster, Lebanon, Lehigh, Montgomery, Northampton, Perry,
Philadelphia and Schuylkill counties in Pennsylvania as well as Burlington, Camden,
and Gloucester counties in New Jersey. In late 2021, HPP was fully acquired by
Jefferson Health. Heath Partners Medicare will be rebranded as Jefferson Health Plans
in 2024 and will also expand into Atlantic and Mercer counties in New Jersey.

Regulatory Compliance

As a Medicare Advantage plan with a Centers for Medicare & Medicaid Services (CMS)
contract, Jefferson Health Plans complies with all applicable CMS regulations. Not
only does Jefferson Health Plans have a comprehensive Medicare Compliance
program, led by a Medicare Compliance officer, but every operational area at
Jefferson Health Plans is also responsible for the compliance of its functions. Should
you have any questions about our Medicare Compliance program, please contact our
Provider Services Helpline at 1-888-991-9023.

Among the requirements with which Jefferson Health Plans complies, are:

e We provide CMS with specific information about our plans that CMS makes
available to current and potential beneficiaries to enable them to make
informed decisions about their Medicare options. This includes plan
benefits; cost sharing; service area; rate of disenrollment; enrollee
satisfaction; health outcomes; the plan’s compliance record; member
appeals; and formal actions of other regulatory bodies.

e We comply with all applicable regulations and instructions from CMS.
Among the topics covered are enrollment and disenrollment, non-
discrimination, provision of basic benefits, and access to benefits.

e We meet the required manner and form of communicating information to
beneficiaries.

e We submit formal reporting on the financial status of Jefferson Health
Plans.
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Summary of Benefits

Jefferson Health Plans

The benefits offered by Medicare Advantage plans can change annually. Each year
Jefferson Health Plans submits its proposed plans for the next year to CMS for
approval. Benefits for the coming year are usually approved by CMS by early August;
and in most cases benefits stay the same for a calendar year. CMS may require
Medicare Advantage plans to make benefit changes within a calendar year, but this is
rare.

A full description of all plan benefits can be found at Jeffersonhealthplans.com.

It is especially important for Jefferson Health Plans providers to be aware of the
plans, the benefits available to members, and cost-sharing that providers should
expect from members.

Please note: Providers are prohibited from billing our dual eligible members for any
Medicare cost-sharing for Part A & B covered services. Additionally, providers should
bill any Medicare cost-sharing to the member’s assighed Community HealthChoices
(CHC) plan.

Please note that Jefferson Health Plans do not require PCP referrals for plan
specialists.

Prior authorization is ALWAYS REQUIRED for out-of-network services for our HMO plans,
except emergency care and (for dual eligible members only) family planning and
maternity care. Prior authorization is not required for out-of-network urgent care or
dialysis services when the member is temporarily out of the Jefferson Health Plans
service area. Prior authorization is not required for certain services out-of-network
for PPO plans (available January 1, 2024. Please go to Jeffersonhealthplans.com for
details.

Cost-Sharing for Dual Eligible Members

Medicare cost-sharing includes copayments, coinsurance, and deductibles. The cost-
sharing responsibility of members who are dual eligible (Medicare and Medicaid) is
based on their category of Medicaid eligibility. Medicaid will pay the Medicare Part A
and B service cost-sharing for any Cost Share Protected Dual Eligible members as long
as the benefit is covered by both Medicare and Medicaid. Medicaid will cover
Medicare cost-sharing up to the difference between the Medicare paid amount and
the Medicaid rate for the service. If the Medicaid rate is lower than the Medicare
rate, Medicaid may not remit payment and the provider will be considered paid in
full.
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Coverage of Medicaid benefits is now being administered by the Community
HealthChoices (CHC) plans, those Managed Care Organizations that provide
Pennsylvania Medicaid coverage to dual eligible beneficiaries. Providers should bill
any Medicare cost-sharing to the member’s CHC for remittance of payment. As the
member’s Medicare provider, you are not obligated to participate in the CHC’s
network in order to submit claims.

Reminder Related to Dual Eligible Billing

Federal law prohibits the billing of any Medicare Part A and B cost-sharing if a
member’s Medicaid category is Qualified Medicare Beneficiary Plus (QMB Plus);
therefore, you are never to bill a QMB Plus member for Medicare Part A and B cost-
sharing, even if the service is not covered by Medicaid.

Keep in mind that while Health Partners Medicare Special is a Dual Eligible Special
Needs Plan whose membership is limited to members with cost share protection, dual
eligible individuals (including those who are full dual eligible) may also be members of
our other health plans.

Hospice Care

Jefferson Health Plans will refer members to a participating hospice if they wish to
elect hospice coverage. Members may remain enrolled in Health Partners Medicare
even though they have elected hospice coverage. If a member requires hospice care,
the provider’s request must include a signed prescription/order Certificate of
Terminal Illness (COTI) (consent by member, not the medical director of the servicing
hospice). Jefferson Health Plans follows PA Charter 1130. The MA Program covers
hospice care furnished to eligible MA recipients by hospices enrolled in the Program.
Payment for hospice care is subject to this chapter, Chapter 1 (relating to general
provisions; and MA Program payment policies) and the procedures listed in the MA
Program fee schedule.

Use the home care/hospice request form available at www.jeffersonhealthplans.com.

When a Health Partners Medicare member elects to receive hospice care, the hospice
services will be managed and reimbursed by original Medicare. Most members will
disenroll from Health Partners Medicare after they elect hospice care. However, the
member may continue enrollment in Health Partners Medicare and is entitled to
receive any benefits other than those that are the responsibility of fee-for-service
Medicare hospice. The Primary Hospice Agency would submit for payment of general
hospice services under the 4 primary T-codes to receive payment in full for services.
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JW Modifier

Effective January 1, 2017, physicians and hospitals are required to use the JW
modifier to identify discarded drugs and biologicals. The JW modifier is used to report
a discarded/unused portion of a drug.

The JW modifier is reported on drug claims to report the amount of drug or biological
that is discarded and eligible for payment. The JW modifier requirement applies to all
separately payable drugs assigned status indicators G or K under CMS OPPS for which
there is an unused or discarded amount. Eligible and participating 340B providers are
not exempt from reporting the JW modifier. The JW modifier is not intended for use
on claims for hospital inpatient admissions.

When a provider must discard the remainder of a single use vial or other single use
package after administering a dose/quantity of the drug or biological, payment is
made for the amount of drug or biological discarded as well as the dose administered,
up to amount of the drug or biological as indicated on the vial or package label. The
discarded drug amount should be billed on a separate line on the claim with the JW
modifier. The administered amount should be billed on a separate line without the
modifier.

Note: Multi-use vials are not subject to payment for discarded amounts of drug or
biological.

Non-Covered Services
The following services and benefits are excluded or limited under Health Partners
Medicare.

e Services considered not reasonable and necessary, according to the
standards of Original Medicare, unless these services are listed by our plan
as covered services.

e Experimental medical and surgical procedures, equipment, and
medications, unless covered by Original Medicare or under a Medicare-
approved clinical research study or by our plan. Experimental procedures
and items are those items and procedures determined by our plan and
Original Medicare to not be generally accepted by the medical community.

e Surgical treatment for morbid obesity, except when it is considered
medically necessary and covered under Original Medicare.

e Private room in a hospital, except when it is considered medically
necessary.

e Private duty nurses.
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e Personal items in your room at a hospital or a skilled nursing facility, such
as a telephone or a television.

e Full-time nursing care in your home.

e Custodial care, including care provided in a nursing home, hospice, or other
facility setting when you do not require skilled medical care or skilled
nursing care. Custodial care is personal care that does not require the
continuing attention of trained medical or paramedical personnel, such as
care that helps you with bathing, dressing or other activities of daily living.

e Homemaker services including basic household assistance, such as light
housekeeping or light meal preparation.

e Fees charged by your immediate relatives or members of your household.

e Meals delivered to your home (except as provided by the meals benefit in
certain plans).

e Elective or voluntary enhancement procedures or services (including weight
loss, hair growth, sexual performance, athletic performance, cosmetic
purposes, anti-aging, and mental performance), except when medically
necessary.

e Cosmetic surgery or procedures, unless needed due to an injury or to
improve a malformed part of the body. However, all stages of
reconstruction are covered for a breast after a mastectomy, as well as for
the unaffected breast to produce a symmetrical appearance.

e Routine dental care except as shown in plan Evidence of Coverage
documents. Non-routine dental care required to treat illness or injury may
be covered as inpatient or outpatient care.

e Chiropractic care, other than manual manipulation of the spine consistent
with Medicare coverage guidelines.

e Routine foot care, except for the limited coverage provided according to
Medicare guidelines, and services shown in plan Evidence of Coverage
documents.

e Orthopedic shoes unless the shoes are part of a leg brace and are included
in the cost of the brace or the shoes are for a person with diabetic foot
disease.

e Supportive devices for the feet, except for orthopedic or therapeutic shoes
for people with diabetic foot disease.

e Hearing aids or exams to fit hearing aids beyond the services shown in plan
Evidence of Coverage documents.

e Eyeglasses beyond the coverage shown in plan Evidence of Coverage
documents. (However, eyeglasses are covered for people after cataract
surgery.) Radial keratotomy, LASIK surgery, vision therapy and other low
vision aids are not covered.
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e Reversal of sterilization procedures and non-prescription contraceptive
supplies.

e Acupuncture, except for services shown in plan Evidence of Coverage
documents.

e Naturopath services (uses natural or alternative treatments).

e Services provided to veterans in Veterans Affairs (VA) facilities. However,
when emergency services are received at a VA hospital and the VA cost-
sharing is more than the cost-sharing under our plan, we will reimburse
veterans for the difference. Members are still responsible for our cost-
sharing amounts.

e Drugs used to treat anorexia, weight loss, or weight gain, even if used for a
non-cosmetic purpose (e.g., morbid obesity).

e Drugs used to promote fertility.

e Drugs used for cosmetic purposes or hair growth.

e Drugs used to treat symptomatic relief of cough and colds, including over
the counter (OTC) medications, except as covered by the OTC benefit in
our plans.

e Prescription vitamin and mineral products, except prenatal vitamins and
fluoride preparations, except as covered by the OTC benefit in our plans.

e Covered outpatient drugs which the manufacturer seeks to require, as a
condition of sale, that associated tests or monitoring services be purchased
exclusively from the manufacturer or its designee.

e Agents used to treat sexual or erectile dysfunction except when prescribed
to treat medically accepted indications other than sexual dysfunction or
erectile dysfunction.

e Non-prescription drugs, such as over the counter (OTC) products, except
items used in the administration of insulin and those items covered by the
OTC benefit in our plans.

The plan will not cover the excluded services listed above. Even if received at an
emergency facility, the excluded services are still not covered.
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Chapter 6: KidzPartners (CHIP) Summary of
Benefits

Purpose: This chapter provides an overview of the benefits available to KidzPartners
members

Topics: Important topics from this chapter include:

=  Summary of KidzPartners benefits
= Covered Services
= Non-Covered Services
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Overview
This chapter provides an overview of the benefits KidzPartners members are entitled
to and guidelines for appropriately utilizing authorizations.

Summary of Benefits

The following chart is a quick reference that lists many KidzPartners benefits and
services and summarizes important guidelines. Additional information about covered
and non-covered services follows this chart.

Prior authorization is ALWAYS REQUIRED for out-of-network services, except
emergency/urgent care, family planning and dialysis services. Pregnant members
already receiving care from an Out-of- Network practitioner at the time of enrollment
may continue to receive services from that specialist throughout the pregnancy and
postpartum period related to the delivery.

KidzPartners Benefits
The following table lists the benefits available to KidzPartners members and their
related benefit limits, prior authorization requirements, and copays when applicable.

Benefit/Service Covered Benefit Limit Prior Authorization
Acupuncture = Yes = No = Yes
Advanced Diagnostic . Yes . No = Yes (Contact
Radiology (MRI, CT, PET) eviCore)
Ambulance (Emergent) . Yes = No = No

Ambulatory Surgery

Center/ Short Procedure = Yes = No = Yes
Unit
Annual Eye Exam = Yes = 1/year = No
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Table 6A: KidzPartners Benefits

Benefit/Service Covered Benefit Limit Prior Authorization
Audiology Services Yes No = No
Autism Services Yes No = No
Bariatric Surgery No No = No
Chemotherapy Yes No = No
. . . 20
Chiropractic Services Yes . . = No
visits/year
Clinic (Outpatient
Hospital, Independent Yes No = No
& FQHC)
Cosmetic Services No N/A = Yes
Diagnostic Radiology .
(X-ray, US) Yes No No
Dental Services Yes See Pental - Cont.a ct
section Avesis
Durable Medical
Equipment Purchase Yes No = Yes
> $500
Durable Medical
Equipment Rental Yes No - Yes
Elective Inpatient
Surgical Care Yes No Yes
Emergency Services Yes No = No
Eyewear (Contact, v See Vision = No (Contact
Lenses, or Frames) es Care Davis
section \/ician)

Jefferson Health Plans | Provider Manual




Table 6A: KidzPartners Benefits

covered under
the RX benefit)

Benefit/Service Covered Benefit Limit Prior Authorization
Family Planning = Yes = No = No
. = Annual membership
Fitness (Gym) = Yes covered. Program = No
Membership .
requirements apply
Hearing Aids = Yes * 1 hearing aid per = Yes
ear every two years
Home Infusion = Yes = No = Yes
Home Health Nurses,
Social Workers, Aids, and = Yes = No = Yes
Therapists
= Yes: Certification
of Terminal
Illness, Election of
Hospice (Inpatient only) = Yes = No Hospice Form and
Plan of Treatment
/ Clinical
Documentation
Infertility Treatment = No = N/A = N/A
Inpatient Acute Hospital = Yes = No = Yes
Laboratory = Yes = No = No
Medical Diagnostics = Yes = No = No
= Yes (Diabetic
Medical/Surgical Supplies supplies are = No = Yes (If >$500)
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Table 6A: KidzPartners Benefits

Benefit/Service Covered Benefit Limit Prior Authorization
Non-Emergent
Care Outside = No N/A = N/A
USA
Non-Emergent . -
Ambulance No No N/A
Nuclear Medicine = Yes No = No
Nutritional - Yes No = Yes (If
Supplements >$500)
Obstetrical -
Outpatient (Pre = Yes No = No
and Post-Natal)
Orthotic (Diabetics = Yes (If
= Y
only) es No >$500)
Outpatient Physical, 39_ = Yes
Occupational, and * Yes visits/year (Contact
Speech Therapy for each eviCore)
PCP Visits
(including CRNP, = Yes No = No
PA)
= Yes (If
designated
Pharmaceutical = Yes No as prior
authorizati
on drug or
Podiatrist
Services = No N/A = N/A
(Routine)
Preventative
Physical Exam " Yes No = No
Private Duty
Nursing * Yes No = Yes
(Inpatient)
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Table 6A: KidzPartners Benefits

Benefit/Service Covered Benefit Limit Prior Authorization
. . = Yes (If >
Prosthetic Device = Y .
es No $500)
= Yes
Radiation Therapy * Yes = No (Contact
vl Anva)
Renal Dialysis . . .
(Emergent) Yes No No
Respite Care = No = N/A = N/A
Skilled Nursing Facility * Yes = No = Yes
Specialist visits . . .
(including CRNP, PA) Yes No No
Stress
Echocardiography, = Yes
Echocardiography, & * Yes = No (Contact
Cardiac Nuclear eviCore)
Medicine Imaging
Tobacco Cessation = Yes = No = No
Transportation
(van service) = No = N/A = N/A
Urgent Care * Yes = No = No

Copays for KidzPartners Members

KidzPartners members may be responsible for copayments. This information is
distributed to members through their Member Handbook on the KidzPartners section
of our website, www.jeffersonhealthplans.com, and key copay information is printed
on their member ID card.
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All members enrolled in KidzPartners:
There are no CHIP copays for preventive care services, including well-child visits and
visits for immunizations, for members in any premium category.

Members enrolled in “free” KidzPartners:
There are no CHIP copays for any services for any members enrolled in the free
program.

Members enrolled in “low-cost” KidzPartners pay the following CHIP copays:

= §5 for visits to your children’s primary care physician (PCP), except for
well-child visits

= $5 for visits to specialists
= §25 for visits to the emergency room.

— Copay is waived if your child is admitted
= $