BCoE General Implementation Configuration

In this course you will learn what to look for and the steps to complete when making
Implementation changes to contracts for New Groups, Rebids and Renewals.

General Implementation Information

ABRT, ACUP, All BH, BLOO and CARH

CHEM, CHIR, CRSP, DEDU and DENT

DIAG, DIAS, and DMES/MDSP/PROP

DRUG, ECIS/EPSD, EDMS, EMPS, ERSV, ESRD

EXIS, FMPL, GBSU, GENT and GNDR

GUAC, HCPS, HEAR, HEHM

HMHC, HOSP, IMVA/VCEFP and INFS

IPAC, AIl LTSS, LHDM, MOOP, NURH

OCOA, OTRH, OUTP, PODS and PRDN



PREV, RESP, RSST, SCHL and SELF

SMCS, SNFS, STRH, TCMS and TRNS

TRPT, VABS, VISN, WEBT and WEIT

CONGRATULATIONS!
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General Implementation Information

General Information

The information contained in this module comes from the C.O.R.E. Policy and
Procedure Document contained in the SharePoint here: General Implementation
Configuration Document

Configuration tickets for BRD are split out by Benefit Type by the BA, with the
exception of benefits that are utilized by Medicare that are not utilized by Medicaid.
However, these can change year to year.

The Analyst will receive a spreadsheet wherein the BA has captured all benefit
requirements which have gone through IBC and been approved by the health plan.
Associates will focus on the Benefit Type(s) they have been assigned. In general
codes will be provided by the BA on the tickets, unless otherwise noted.

If there is a rebid, only the Benefit Types that are changing will come through.

Authorizations have to come through HCMS Team, and go through the UMAROW
Committee. If unsure about an authorization issue, reach out to the Designated
Buddy. Use Encoder Pro to look at Revenue Codes.

Behavioral Health Benefit Types (6) all tend to be grouped together, as do LTSS
Benefit Types (16).

There are Benefit Types that appear on the BRD that are not covered on this
document as they are not covered by Medicaid and thus do not need to be
configured. If an Analyst receives a ticket for a type not covered below, i.e.
Telemonitoring, and the BRD is not clear, please contact the Designated Buddy for
further guidance.


https://collaborate.wellpoint.com/:w:/r/sites/BCOE/BCoELibrary/_layouts/15/Doc.aspx?sourcedoc=%7BC1E1CBA0-F449-4ECE-9C44-A0BC4ACD8D96%7D&file=General%20Implementation%20Configuration.docx&action=default&mobileredirect=true&DefaultItemOpen=1
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1 BSB|Z| Prefix |Z| Beneﬂ'd'2| Requirement Te:{Z| Benefit Description I'ZI Coverage IZI
Prefix Description Tvpe
NCOO |NC Healthy | TMON Telemonitoring Telemonitoring services include in-home Not Covered.
Blue equipment and telecommunication technology |This benefit
Medicaid from contracted vendors to monitor members  |type is not
Adult Copay with specific health conditions. An initial utilized
physician visit and a physician’s order for under this
monitoring of data related to a specific diagnosis | Medicaid
100 are required. Physicians determine the product or
frequency of data transmission, and are trained |plan.

BS™"  Prefix
1 lpre 7 pescripti ”

[Ncoo | nc Heaithy [crHIR

| Medicaia
| Adutt copay|

What to Look for in the BRD

on monitoring protocols and follow-up actions
required. The member is instructed on the use
of equipment, proper transmission and related
processes. Telemonitoring services supplement

hut do not renlace face-to-face nhvsician visits.

- Is there a Cost Share? Will it apply to other Benefit Types? For example, if thereis a $4

cost share for an office visit for physician service, usually that $4 visit copay applies to

other services that can be done in a physician office as well.

- Are there Restrictions? Exclusions? Limitations? Additional Information? If so, are

they configurable, or just FYI?

Benel
Type

Requirement Te

Benefit Description

. [overeee

Cast-Share (¢ [Cost-Share (~
Newwork) | b

of.tlewwork]

[Restricted Coverage

[Exclusions [ imitations

., |Aadicionat information i

Chiropractic
services

A heaith profession concemed with the &
disgnosis, trestment and prevention of
mechanical disorders of the museuloskelatal
system, and the effects on the function of the
nervous system and general health. There is
an emphasis on manual treatments
including spinal manipulatien or adjusiment.

overed  |COPAY: 54 per |N/A ct

|CO-INSURANCE:

visit are limited to manual

[The feiowing I
are not covered:
ottne [y dtests or

Chiropractic visits are limited 1o thireen (13) per pian year,

DEDUCTIBLE
None

pine and X-rays.

therapeutic services are not sovered
when furnished or ordered by a
chircpractor.

2) Maintenance programs, active
corrective care, preventive care, or
weliness

services.
3) The following therapeutic

care are not covered

i 0

- Isthere aVendor? There are some generic “deny to vendor” service rules, while some

vendors have specific service rules, e.g. ASH. If a vendor is listed in Column M or Q, there

will also be something in the preceding Columns stating it is carved out to the vendor if

Configuration is needed. Sometimes a reference phone number will be listed in the

vendor column without an actual carve-out existing.



B e | [Bener | Requrementie |
1 T dpti Type bt e
NeGD | NE Healthy AP [Acupunciure

Blue

Viegicaia

aourtcopy

33

ohysical, mental, and emational conditions.

(Coverage— [ComShare | |CoseShare -
z T |Network) |~ fof-Network)
ves [NotCovered |COPAY: 50

|Aaditional Information

- BRDs may look slightly different from product to product as templates are updated

over time. Despite differences in the number of Columns, the information covered

remains the same.

- The word “authorization” is avoided in recent BRDs, so look for key words like “case

management” or “medical necessity” or “eligibility” to determine if UM or another body

has to determine and code a level of care.

NCOO |NC Healthy |GBSU
Blue
Medicaid
Adult Copay

Gastric
Bypass/Obesity
Surgery/Bariatrics

Bariatrics is a branch of medicine dealing with
prevention, control, and treatment of obesity.
Gastric bypass/obesity surgery is surgery on the
stomach and/or intestines to help the patient with
extreme obesity lose weight.

Covered

COPAY: $3 per
visit

- No copayment
for inpatient
admission
CO-INSURANCE:
None
DEDUCTIBLE:
None

N/A

Bariatric surgery and the
revision of a previous
bariatric surgical
procedure are covered for
members who meet
medical necessity
guidelines.

Bariatric procedures are not covered when:|

- The member does not meet the

eligibility requirements;
- The member does not meet medical
necessity guidelines;

- Duplicate procedures or services;
- Procedures or service that are

experimental, investigational, or part of a

clinical trial; or

- Member is pregnant.

Emphasis added for the sake of the lesson

- Newer BRDs have separate sheets with listings of codes encompassed by different

Benefit Types.




. ||Cost-Share

v Cost-Sha-ra v

Restricted . |Exclusions

Benefit Type  v|Requirement Te . [Benefit . [Coverage
: Description (In-Network) (Out-Of-Network) |Coverage
BLOO Blood Storage and Covered MiA MNIA MNIA NIA
Administration administration of
and Other Blood |blood or blood
Products components lost
or damaged
through surgery,
12 trauma or
disease.
< » = Medicaid BRD Summary Details Value-Added Benefits (VABS) BSDL  Document Approvals = BLOO CPT-HCPCS
A B C D E E G H
1 |The BLOO (Blood Administration and Other Blood Products) CPT/HCPCS are listed below:
2 —————eeeet
3 __CODE |
4 P9010 |
5 PO011
6 Po012 |
7 P9016 |
8 Po017
9 Po019
10 P9020
11 Po021
12 Po022
13 Po023
e e
< P — Medicaid BRD Summary Details Value-Added Benefits (VABS) BSDL  Docume

There will ALWAYS be questions, so it is expected that Analysts may need to reach out

to their Designated Buddy or the BA who worked on the BRD for clarification on some

issues. Itis better to ask the question than to send through incorrect benefit

information.



T/F: There may be differences between BRDs based on when they were created.

O True

O False

Which of these phrases may indicate UM is involved with the benefit? Choose all

that apply.
[] case management
[] medical necessity

[] claims ops



[ ] eligibility requirements

T/F: An Analyst should always figure things out on their own and never reach out

to their Designated Buddy or BA.

O True

O False

As you continue through this training, examples will be shown from various BRDs that
are current as of this module's creation. They are for example only, and may not reflect

the BRDs that you receive in the future.
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ABRT, ACUP, All BH, BLOO and CARH

ABRT: Abortion

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. The
ASH (Abortion/Sterilization/Hysterectomy) Committee finds out if the Health Plan will
follow our standard code list. The ASH list has all the procedure diagnosis codes and
exclusions that get configured by Claims Operations. Configuration will need to ensure if
there is any Cost Share that needs to be configured. The BA will already have reached out
to Janet Partin who owns/maintains the ASH standard code list before it comes to the
Configuration team. If Abortion is NOT covered, then that should come through to the

Configuration team with the needed codes that go along to have them set up as Non-

Covered.

| cosshare | costshare
L2 | (n-Networ | (Out-of-etwe - |
A N/A A

ACUP: Acupuncture

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. This
can be covered by us and/or covered as part of a Value Added Benefit. It can also be
carved out to a vendor, for instance, American Specialty Health (ASH.) The codes will be

supplied and if carved out to a vendor will need to deny to the vendor. In the situation



where the service is carved out to the vendor, then any limits would also be handled by

the vendor and would not need to be configured in Facets.

8585 | - [prefix - |Benefil-? Requirement Text -] | cost Share - |Cost-Share - [Restricted Coverage [~ [exclusions ~ |Umitations |~ |Additional informati - |Vendor
T prefix [Descripion  [Type (in-Network)
NGO |NCHealthy  |acUP |acupuncture ered|n/a /A cupuncture v rvice vendor ASH. /A n/a fast

offering for members 18 years of age and older

child No copay Acupuncture is carved out exclusively to the vendor ASH

I
Blue Medicaid ‘

BH: All Behavioral Health (BHCS, BHIO, BHIP, BHOP,
BHPH, BHRT)

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. The
most important item listed on the BRD is the Cost Share, as the BH grid
(https://collaborate.wellpoint.com/sites/HCMSBehavioralHealth/Service%20Grids/For
ms/Edit.aspx) has all of the other needed information for Configuration EXCEPT Cost
Share. Always read the BRD carefully and ask for clarification if necessary. The BH Grid
is not an exact one-to-one to the Benefit Types in the BRD, but are similar enough to

easily match up.

State . ||Facets [.||GroupIC. |Group [.|BSBS [.||Prefix [. |Benefit [v|Requirer. ||Benefit Description [~ ||Coverage [~ |Cost-Share (In-Network)[. | Cost-Share ~]
" |Update “|Name — |Prefix — [Description|Type — |ntText — - - " [(Out-Of-Network) -
- Status
TA TAMCDO00 [TOWA TA10 Towa BHIO Behavioral [Outpatient facility based Covered CO-PAY: 50 CO-PAY: 50
MEDICAID Medicaid Health/Sub |program aimed at CO-INSURANCE: None  |CO-INSURANCE: None
Children’s stance improving a member's DEDUCTIBLE: None DEDUCTIBLE: None
Mental Abuse - |functioning level to prevent
Health Intensive  |relapse or hospitalization
Waiver Qutpatient |Program usually meets
Program  [several times a week for at
(I0P) - least three (3) hours of

Facility behavioral health or
substance abuse services

Excel lowa Caid_HW_HAWL Service Grid 031523 @& - £ search (Alt + Q)

File Home Insert Draw Page Layout Formulas Data Review View Automate Help I3 Comments |\ Catch up | IERUGIL B 28 Sha
v v . sy Ov
J BHIO
A B C D E F G H
69 INTENSIVE OUTPATIENT
70
Intensive Outpatient BHIO 0905 IOP. Psychiatric, per diem All Dx Allowed - No Dx Restrictions Y i Authorization require
71 |program (IOP)
72 BHIO 59480 10P. Psychiatric, per diem All Dx Allowed - No Dx Resfrictions ¥ ¥
o BHIO 0906 0P, SA/CD, per diem All Dx Allowed - No Dx Restrictions ¥ ¥
74 BHIO HO015 |OP, Substance Use, per diem All Dx Allowed - No Dx Restrictions Y ¥
75 BHIO HO015 TG IOP. Substance Use with housing, per diem All Dx Allowed - No Dx Restrictions Y ¥
76 BHIO H2012 IOP, Psychiatric / substance use, per hour All Dx Allowed - No Dx Restrictions Y ¥




From the Iowa Behavioral Health Grid, found through
https://collaborate.wellpoint.com/sites/HCMSBehavioralHealth/Service%20Grids/For

ms/Edit.aspx

BLOO: Blood

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.

Sometimes there will be a limitation but it is rare. Codes should be supplied.

1 | Bses | prefix | Benefit _ _ | costshare | costshare _ _ _ _
Pre| - | Deseriptil - | Typ|-¥) Text | | Benefit [~ Coverage || (In-Networl - | (Out-of-Netwso - | Restricted Coverage | | Exclusions | - | <~ || Additional Information |~ ||
AR12 |Arkansas  |BLOO  |Blood Administration and [Storage and administration of blood or  |Covered N/A NfA N/A N/A N/A N/A |
10 Medicaid Other Blood Products blood components last o damaged
Tier 3 through surgery, trauma or disease.

CARH: Cardiac Rehabilitation Services

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. The

ticket should have codes provided.

1 sses |menefit . | costshare | costshare a »
prd | iptior ~ |Typel. 7| i Tet | coverage ||| (In-Network] - || (Out-of-Netwd | Limitations || Additional Information [ |
009 [cO ceHa Medicaid  |CARH | cardiac Notcovered  [n/A /4 A NfA

Behavioral Health Rehabilitation
Services

The usual vendor for Acupuncture is:

O The state



O American Specialty Health (ASH)

O Alternative Medicine Association (AMA)

The BRD provides the for Behavioral Health

Services, but the rest of the needed information is in the Behavioral Health Grid.

Type your answer here

T/F: BLOO and CARH tickets should have codes provided on the tickets.

O True



False
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CHEM, CHIR, CRSP, DEDU and DENT

156
157
158
1559
160
161

<

CHEM: Chemotherapy/Radiation

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. Look

for procedure codes, including J codes. Typically there are no exclusions or limitations.

J5045
12047
13050
18055
12057
1306

1
> = Change History ntroduction  References Medicaid BRD Summary Details Value-Added Benefits (VABS) BSDL  Document Approvals BLOO CPT-HCPCS = CHEM CPT-HCPCS

Some BRDs will have a sheet with CHEM codes listed.

CHIR: Chiropractic Services

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. This
is usually defined by provider specialty. Find hits with “H” category on the
Service/Procedure Conversion (TPCT Table) in Facets with Service Code NCCH and do
supplemental mapping from there. There are often restrictions, exclusions and
limitations-focus on what IS covered for chiropractic; the Analyst should get codes from
the BA for what is covered. For limitations, the BA will get things defined, i.e. if a visit is

ANY trip to the chiro, or only one that involves spinal manipulation.



Prefix | |Benefit | v|Requirer. |Benefit Description Coveragy . ||Cost-Shz . || Cost-Shz | Coverage .| [+ ||Additionz .|| Vendor [ |
Description |Type ~ [nt Text ~ |(in-Networ |(Out-Of-Ne - ~ |information -
L k) twork)
lowa CHIR Chiropracti |A health profession Covered |CO-PAY: |CO-PAY: |Chiropractic 1) lowa Medicaid has not approved  [1) X-rays are limited to one (1) per condition. N/A N/A
Medicaid c Services |concerned with the 50 50 manipulative therapy is |use of magnetic resonance (MRI)or |Na payment will be made for subsequent x-rays
Elderly diagnosis, treatment CO-INSUR |CO-INSUR |covered only for the videofluoroscopy to determine the absent a new condition. The documenting x-ray
Waiver and prevention of ANCE ANCE manual i ion of |di is of fion for must be taken at a time reasonably near the
mechanical disorders of MNone None the spine for the chiropractic manipulations. Only initiation of treatment, i.e.. no more than 12
the musculoskeletal DEDUCTI |DEDUCTI |purpose of cerrecting a [diagnostic x-rays can be used to months before or three months after the
system, and the effects BLE: None |BLE: None |subluxation, as support the diagnosis initiation of treatment.
on the function of the demonsirated by x-ray. [2) lowa Medicaid does not cover the |2) Generally, Medicaid limits chiropractic
nervous system and Mo x-ray is required for |use of i ipulati i ive treatment to one code per day per
general health. There pregnant women and  [treatment to prevent disease patient. Any treatments beyond the utilization
is an emphasis on children aged 18 and  |promete health, prolong and enhance |guidelines listed must be submitted with
manual treatments under [the quality of life, or to treat most documentation ta support the medical necessity.
including spinal other spinal disease or other |f documentation is not submitted, the claim will
manipulation or pathological disorders. Examples of |be denied for lack of information. The claim may
adjustment. these include, but are not limited to be resubmitted with documentation for
rheumatoid arthritis, muscular reconsideration for the following - Category |
. dystrophy, multiple sclerosis, diagnoses generally require short term
3

pneumonia, and emphysema
3) Maintenance therapy (such as
[therapy that is performed ta stabilize
a chronic condition or to prevent
deterioration) is not a Medicaid
benefit. Once the maximum
therapeutic benefit has been
achieved for a given condition,
ongoing maintenance therapy is not
considered to be reasonable and
necessary under the Medicaid
program

This plan has a lot of Restrictions/Exclusions/Limitations

treatment (12 manipulations per 12-month
period);

- Category Il diagnoses generally require
moderate term treatment (18 manipulations per
12- month periad); and

- Category Ill diagnoses generally require longer
term treatment (24 manipulations per 12- menth
period);

The utilization guideline for diagnostic
combinations between categories is 28
manipulations per 12-menth period

@ Service/Procedure Conversion - 0001 All Settings NCCH All ﬂ

m Save

Prefix Setting
0001 All Settings

Procedure

All

NCCH

Service Code Category

All Categories

" S e R R BT B

98960

99602
V5264
98929
98968
99233
01969
98929
99607
99220
V5364
RNPHR

An example of the TPCT Table in Facets

NCCH
NCCH
NCCH
INCCH
NCCH
NCCH
NCCH
NCCH
NCCH
NCCH

s Ssssssssss

CRSP: Cosmetic/Plastics/Reconstructive Procedures

Category | Setting CPTlow CPTHigh Modifier Service Code = Product




Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. There
are clinical edits around these services, so normally only the copay is going to be handled
by the Analyst at the Configuration level unless there are some requirements that need to

be configured by benefits.

a 858 | Prefix |- ||Benefit¥|Requirement Tex . |Benefit Description

| |[coverage | - |cost-Share |- |Cost-Share |- |Restricted Coverage [ ||exelusions [+ ||uimitations [ | Additional information
Prefix_ Descriotion _ Tvpe i = 5 or i o .
INCOD |NC Healthy |CRSP |Cosmetic/Plastics/R | - Cosmetic surgery includes any surgical Covered COPAY- S3per  |NfA 1) Cosmetic, reconstructive, or plastic surgery and related The plan does not cover cosmetic, N/A N/A
Blue |econstructive procedure to enhancing a patient’s appearance visit services are not covered, except when required to reconstructive, or plastic surgery to
Medicaid Procedures o improve aesthetic appeal, symmatry, andfor - No copayment - Imprave or restore physical function, improve appearance, performed for
Adult Copay proportion in the absence of accidental injury or for inpatient - Correct significant deformity resulting from disease, trauma, ogical rea: t medical
2 malformed body member. admission or previous therapeutic process; or y
- Reconstructive surgery includes surgical CO-INSURANCE: - Correct congenital or s that.
procedures whose goal is intended 1o restore None have resulted insignificant functional impairment or
form and function in structures deformed or DEDUCTIBLE disfigurament. The following procedures are considered
damaged by disease, congenital anomaly, tumor, None 2) The following reconstructive surgeries are covered for cosmetic under Medicaid and are never
trauma, or infection. members wha meet medical necessity guidelines: covered:
- Breast reconstructive surgery; - Augmentation of small breasts;
- Mastectomy; - Buttocks or thigh lifts;
- Reduction Mammaplasty; - Tummy tuck and repair;
- Craniofacial surgery; - Liposuction;
7 - Keloid Excision and Scar Revision, - Ear piercing;
- Rhinoplasty; and - Hair removal (all methods);
- Septoplasty. - Excisien/corraction of frown lines;
3) Breast reconstruction relating 1o a mastectomy, including | - Hairplasty for alopecia;
coverage of prostheses and nipple tattooing is covered for - Laser skin resurfacing; and
members who meet medical necessity guidelines. - PUVA treatment for vitiligo.
L3
L]
DEDU: Deductible
Most Medicaid markets do not have a deductible. There are instances, i.e North Carolina,
where the market wanted to see verbiage for this benefit type but no configuration was
needed. If a Medicaid market was to have a true deductible, then it would need to be
configured.
o [prefix [ |Beneff,7|Requirement Tex - |Benefit Description [ |coverage [ |cost:share. |- |costshare |- |Restricted Coverage [~ |exctusions - |uimitations | - | Additional [~ |vendor [~ |source Documen| - [BANotes (-]
Description  Tvpe Information
NC Healthy |DEDU Deductible Deductible is the amount the member must pay (Not Covered |N/A N/A Refer to the State to determine if the member hasa N/A IN/A N/A INorth Carolina  |N/A 3/1/2021 -Per
\Adult Copay Examples of different types of deductibles are: [Human Services |from the Heaith
|or all services. PPO plans may apply a |Line: |contact the State
|deductible to out-of-network services or both in- 800-723-4337

[must pay before Medicare (or the plan) begins to
loay its share for Part A inpatient services.

- Part 8 deguctible s an amount the member
Imust pay before Medicare (or the plan) begins to
loay its snare for Part 8 outpatient services,

|- Part D deguctible is an amount the member
Imust pay before the Part D plan beginsto pay its
Ishare for Part D prescription drugs

DENT: Dental

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.
Routine dental services (ADA codes) billed by a dentist are normally carved out to a

dental vendor and will need to deny as such. There are some medical or facility pieces



7| Prefix
"|Description|Type  — [ntText —

that we/Elevance will cover, so the Analyst has to look for the services that should be

covered by us, like accidental/injury dental coverage, ASC (Ambulatory Surgical Centers),
etc. The BA should have those defined on the BRD. For ASC they might provide POS

and/or bill type, but if not provided, configuration should be able to run a query to find

them.

" |Benefit | v|Requirer .|

Benefit Description

<]

Coveragy .. |

Cost-Shz . |
(In-Networ
k)

Cost-Shz .|
(Out-Of-Ne
twork)

Restricte" |
Coverage

Exclusions

<]

Limitatiof . |

Additionz . |
Information

Vendor ||

18

DC DENT Dental
Healthy

Families
Medicaid

Services for the prevention, diagnosis and
treatment of conditions, diseases. and injuries of
the mouth or teeth.

- Dental {Accident/Injury Only): Dental services
associated with the structure of the oral cavity
and contiguous tissues due to injury, or
impairment which may affect the oral or general
health of the individual.

- Dental (Preventive, Restorative): Any
diagnostic, preventive, or corrective dental
procedures administered by or under the direct
persenal supervision of a dentist in the practice
of the practitioner's profession.

- Dental (QOrthodontics): Orthodontics is a
specialty of dentistry concerned with the study
and treatment of malocclusions (improper bites),
which may be a result of tooth irregularity,
disproportionate jaw relationships, or both

Covered

J codes are often important in:

N/A

N/A

N/A

Routine dental
services are carved
out to Avesis.

N/A

N/A

Avesis, Inc

O CHIR

O CHEM

O DENT



An Analyst may need to run a TPCT Table in Facets for:

O CHIR
O CHEM
O DENT
The Benefit Type is primarily for the state's information needs, but

in some cases will need to be configured.

O CHEM

O CRSP

O DEDU






Lesson 4 of 14

DIAG, DIAS, and DMES/MDSP/PROP

DIAG: Diagnostic Testing (Laboratory/Radiology/Nuclear
Medicine)

« Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.
This Benefit Type covers a wide range of testing.

» Most substance abuse and mental health codes are captured under BH Benefit
Types, so the BH Grid is the ultimate Source of Truth for those tests.

« The BA should send all applicable procedure codes for diagnostic testing, so the
Analyst may have to search on the list to determine what might be for any procedure
listed as excluded. The Analyst can reach back out to BA with questions or
concerns, i.e. they can’t find a code referring to Paternity testing, even though it is
specifically listed in the Exclusions.

« Per day limits have historically been done by Code Editing, but if Configuration CAN
code for it, they SHOULD. If in doubt, verify! MUE can be changed or withdrawn at
any time, so if our limits differ from MUE, still code them as the MUE will hit first
then ours will hit if the MUE is changed or removed.

 Always check Additional Information to be sure that there is nothing else needed-
i.e. pull diagnostic mammogram codes, be sure they’re set on the supp table to B for
Both male and female.



| Prefix Benefit Type | Requiremer| | Benefit Description Coverage |- ||Cost-Share < | Cost-Share [ icted [~ Additional Information
Description | Text - | (In-Network) | (Out-Of-Netwo|Coverage
il i)
Simply Florida |DIAG Diagnostic |- Laboratory and Radiology” Testing or clinical|Covered Inpatient: N/A NIA 1) Employment related testing 1) FL Medicaid Benefit [mits | 1) Portable x-ray services are |}
Healthy Kids Testing studies of materials, fluids or tissues from one is not covered for drug screenings are diagnostic x-ray services
(Title XXI (Laboratary/R |patients, services include but are not limited Outpatient: $5 2) Blood replacement fees are|limited as follows provided at the residence of a
CHIP - adiolegy/Nucl |to, the obtaining and testing of blood samples per office visit not rei by Medicaid | - P ptive - Limited to no |reciplent who is unable to
Subsidized ear Medicine) |histology, hematology, blood chemistry, No 3) FL Medicaid does not more than 3 per week travel to a physician’s office or
Plan) Copay pathology, histopathalogy, microbiology, and Copayment cover radiological procedures | - Definitive - Limited to o |outpatient hospital's radiolagy
other diagnostic testing using physical for well-child that produce fonization or  |more than 1 per week facility. The recipient's
spacimens such as tissus, sputum, faces cars and require the use of contrast  |2) Allergen specific IgE residence must be one of the
urine or blood. May include but not limited to: preventive media, x-rays procedures quantitative or semi following: recipient's private
bone mass/density study, bone biopsy, photon care repeated due to provider quantitative, each allergen  |home, assisted living facility
absorptiometry, HIV/AIDS testing, lead blood error, or x-rays taken in order |mustbe limited to 12 per year |(ALF), nursing facility, or
screening. prostate-speciiic antigen (PSA) to provide a comparison with |3) Coverage of portable x-ray |intermediate cars facility for
testing, thermography/thermograms, sleep another x-ray services must be medically  [the developmentally disabled
studies and sleep therapy, portable x-ray 4) Neurology Services - necessary, do not duplicate  |(ICF/DD)
services, pre-admission tests, radiology, and Medicaid does not reimburse |another provider's service,  |2) To be reimbursed by
colorectal cancer screening procedures ta evaluation and management |and performed in the Medicaid. a portable x-ray
17 include barium enemas, sigmoidoscopy, fecal services on the same day that |recipient’s place of residence. |provider must perform both the
occult blood tests (FOBT), and screening EMG or NCS studies are - Portable x-ray services are |technical and professional
colonascapy. performed, unless the visitis |limited to one (1) unit of components of the service
- Nuclsar Madicine (Diagnostic Advanced a separate service and is not |service, per procedure, per | The tachnical component is
Imaging): Procedures and tests performed by an interpretative part of the  |recipient, per day the x-ray procedure. The
a radioisotope laboratory utilizing radioactive study. If the evaluation and | - The setup of portable x-ray |professional compenent is the
materials as required for diagnosis and management service is a equipment is limited to one  |provision of an interpretive
treatment of patients. Examples may include separate service, the visit  |(1) unit of service, per report to the ordering
but are not limited to CT. CTA, MRI. MRA, code must be billed with a recipient, per day practitioner
PET, and cardiac imaging modifier 25 - The transportation of 3) Medicaid does not
5) The services listed below  |equipment and personnel reimburse providers who
are not covered for FHK necessary to provide perform the technical
members: iological services is limited of the x-ray
- 36415 - Collection of to one (1) unit of service, per |procedure, and obtain a
venous bload by venipuncture |location, per day, regardless |consultation from an outside
- 36416 - Collection of of the number recipients practitioner for the
There may be a lot of material to digest in Exclusions, Limitations and Additional
Information.
DIAS: Diabetic Monitoring Suppli
L]
: Diabetic Monitoring Supplies
Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. Some
markets have this as part of pharmacy and not medical. If so, it is called out through an
|Prefix || Benefit|_w|Requirq .. |Benefit Description . | Covera .. | Cost-S| .. |Cost-S] . | Restricted Coverage [~ ||Exclusions [~ || Limitati[ ... || Additiof . |
Descripti |Type — |ent Text _ " |re ~re - - s ~ | Informati
L |lon (In-Netwo |(Out-Of-N on
rk) etwork)
|FL DIAS Diabetic |Supplies used to Covered N/A Diabetic Supply: Covered for  |Outpatient hospital | N/A NIA
SMMC Monitorin |self-menitor blood equipment, supplies and diabetic education
CHA g sugar levels, services used to treat diabetes; |programs that
Supplies |including blood sugar including outpatient educate recipients in

(glucose) test strips,
digital blood sugar
monitors. lancet
devices and lancets,
and glucose control
solutions for checking
test strip and moenitor
accuracy.

self-management training and
educational services if
member's PCP or referring
physician certifies the services
is Medically Necessary.

DMES/MDSP/PROR: Durable Medical
Equipment/Medical Supplies/ Prosthetics/Orthotics

the
self-management of
diabetes

« Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.



« For a new market implementation the Lead BA has a requirement to review all
DMEPOS codes against state documentation to determine if there are any
limitations. There is a new Groupings Template that includes all DMEPOS codes and
their applicable groupings.; The BA will get all the code limitations input into this
groupings template and get HP approval before sending over to configuration.
There will be instructions on the ticket on how to filter the template to get the codes
that should be grouped together within the same limitation.

» There are often LT/RT modifiers, in which case the limit normally gets doubled.
However, if in doubt, reach out to the BA and/or the Designated Buddy.

« DME rentals, codes billed with a RR modifier and/or without a modifier, are not
included in the limitations as these require authorizations and are part of the rent-
to-own process which is currently handled via PEGA. On the TPCT, these will be
mapped to a Rental Service ID. Rentals are always mapped to DR** Service IDs that
will have the authorization flag checked on the Service Definition (SEDF).

 Limits are for PURCHASES. Procedure codes for a Purchase will be mapped on the
TPCT with a NU modifier and mapped to Purchase Service ID.

. 8585 - [Prefix [ [Bené T | |Benefit Description [ ]| coverage [ ]| cost-share - |cost-share |- |Restricted Coverage [ |Exclusions |~ |uimitations [-]
Prefix Type |Text (in-Network) |(Out-of-Networ
NCOS  [Healthy Biue [DMES |Durable Durable Medical Equipment is primarily |Covered COPAY-50  |COPAY: 50 1) The following rental and purchase guidelines apply [The following durable medical equipment Children are eligible to receive additional

NCHC Copay Megicz and customarily used to serve 3 medical CO-INSURAN | CO-INSURANCE to durable medice! equipment, items and services are not covered services with prior authorization who

(Enroliment Equipment purpose, is appropriste for use in the CE:None None - eded for six (6) months or less are - Convenience items or features; meet medic ity guidelines.

Fee) (DME} withstand repeatad use, DEDUCTIBLE: |DEDUCTIBLE: |l al only; and wered patient lifc chairs; North Caralin Medicaid State Plan limits
aptive equipment/aids, None None - DME items needed for more than six (§) months are | - 3-wheeled scoaters; will apply unless the AGP standard limit is
jgen and related <iginle for ourchase and renta! ftems teup, delivery, or assembly of 2 dursble [z richer fimit

23 respiratory equipment, nebulizers, and becomes the property of the member when the total [medical squipment it=m being servicad or
clucometers. DME does not include rental payments reach the allowable
gisocssble medical supalies. new purchase price for the item.
2) CPAP or Bi-level device for the Treatment of
Obstructive Sleep Apnea is covered on a rental basis i
oniy. convenience, behavior therapy, and physical
3) Children Transport Chairs/Rell-about Chairs are restraint;
I— . dical nmcaceine | 1w -
NCO5  [Hesithy Blus [MDSP |Meical Medical supplies are generally disposable| Covered COPAY:50  |COPAY:SO [T WA Children are igiole to recsive agaitional
. NCHC Copay Supplies | or consumable items designed for use by CO-INSURAN |CO-INSURANCE services with prior authorization who
&8 [(Enroiiment a single individual. CE:None  |-None meet medic ity guitelines
Fee) DEDUCTIBLE: |DEDUCTIBLE North Caroli caid State Plan limits
NCO5  [Hesithy Blus [PROR |Prosthetics/Ort|These are medical devices (otherthan | Covered COPAY:S0 | COPAY:SO WA [The fallowing prosthetic and orthotic items  [Children are igible to recsive additional
NCHC Copay hotics | dental) ordered by your doctor or other CO-INSURAN |CO-INSURANCE and services are not covered | services with prior authorization who
&2/ [(Enroliment heath care provider that replace all or CE-None None - Convenience items; [ meet medical necessity guidelines
Fee) part of an internal body organ (including DEDUCTIBLE: | DEDUCTIBLE: - Maintenance or service contracts North Caraling Medicaid State Plan limits

Be sure to fully expand spreadsheet cells-there is much more to read under Restricted
Coverage for DMES

Because may change at any time, Analysts should configure Elevance

limits as well to serve as a backup.



O Medicaid

O HCPCS

O MUE

T/F: Analysts are able to configure rental limitations.

O True

O False
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DRUG, ECIS/EPSD, EDMS, EMPS, ERSV, ESRD

DRUG: Drugs

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. Cost
share is usually for prescription drugs and Configuration does NOT configure for
prescription medication, either retail or mail order. What IS reviewed is things like
medical Injections- the Analyst will get a list of codes to review. Define and look to see
what the services are and if could they be billed medically. If so, find how would they
come in. The BA would get those defined and would note the pertinent information for

the Configuration Analyst; if in doubt, reach back out to the BA.

o | e -
(vt

ECIS/EPSD: Early Childhood Intervention Services/Early
Periodic Screening, Diagnosis and Treatment

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. These
Benefit Types are driven by age ranges, which can be difficult; codes can overlap between
these two and medical services outside the age ranges. The Analyst should be sure to
understand the project/plan they are working on. For example, a code might be listed as

Covered, but looking at the Restrictions shows that it is only for ages 0-3. That can be



interpreted as once they reach 4 it could be covered under HCPS or another Benefit Type.
Or it may state the plan only covers ages 21 and up. The Analyst should do their research

and pay attention to the plan they are working in.

BSBS | | Prefix Descriptic * |Benefit -7| Requireme - |Benefit Descriptio.  |Covel * | Cost-Share - Cost-Share - [Restricted Coverage ~ |Exclusions || Limitations | Additional Information |2

1 | Prefix Type Text ge (In-Network) | (Out-of-Netw
| ok) |
overed |Copay: 50 copey: 50 /s A /A /A

GADD  |GA MedicalD 3 EXT

sernvices.

GA00 GA MiediCAD S Copay: 50 Copay: 50

speciatty servicas

EDMS: Enhanced Disease Management

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. Case
Management and UM are involved with this, determining the member’s condition and
what can be done to help them manage it. If there is a code given the Analyst would
configure it, but generally there is NO benefit impact and Configuration should not even

get a ticket on it.

1 |eses
Prefix |Prefix Description Benefit Type Requirement Text Benefit Description Coverage [? Costshare Restricted Coverage Exclusions

N/A WA N/A

G402 |GA Interpregnancy Care |EDMS Enhanced Disease Management Enhanced Disease Management, provided as 2 part of the case | Not Coverad - |N/A
ualitying members with This benett type
ave detailed s not utlized
ok closely |under this
stonsi, cinical snd | Wiecicaio
monitoring services productor pian

(pc)

EMPS: Employment Support Services

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. These
can be carved out to the state, so the given codes would be configured to deny to the
vendor in that case. If they ARE listed as covered by us then the Analyst would configure

them to pay as usual.




[~] Restricted Coverage | v |exciusians [+]
1 | Benefit i
|| Prefix Descriptior - | Typ!-7| Text - Benefit Description [~ Cost-Share (In-Network) Cost-Share (Out-of-N k)l |
NCD4 |Healthy Blue NCHC  [EMPS  |Employment Support  [State supported assistance for Not Covered N/A /A N/A Supported Employment and Employment
Copay (No Enrollment Services Medicaid members with disabilities to Specialist services are excluded from the
Fee) lgain and sustain paid competitive or health plan benefit. These services are
* self-employment carved out to the State Medicaid Direct
Program
.
ERSV: Emergency Services
: gency
Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. This
covers facility and professional services. Emergency Room services have specific ER
procedure and revenue codes: 9928X/045X range. Coverage is always for In and Out of
Network. The BA will define items like emergent vs non-emergent diagnosis codes and
if a Cost Share applies in one situation but not another.
Prefix [ ||Benefit [ y|Requirer _, |Benefit Description Coverag( . | Cost-Share (In-Network| ., | Cost-Share Restricted Coverage | |Exclusiol | Limitatior_, | Additional Information [, | Vendq .. |Configuration Notes
, [[pescripton|Type  nt Text — — (Out-Of-Network) — — —
lowa ERSV Emergency |An emergency medical Covered |CO-PAY: 1) No copayment |CO-PAY: 1) No copayment |An emergency room visit is |N/A N/A A Tist of the diagnosis NiA See "ER Dx Codes” tab for
hawk-i Services  |condition is 8 medical for emergency services.  [for emergency services. covered if at least one of codes considered the ICD-10 diagnosis
condition manifesting itself 2) Emergency services for |2) Emergency services for |the following conditions is emergent is posted on the codes for emergencies
by acute symptoms of non-emergent condifions  [non-emergent conditions  |met. lowa Medicaid Enterprise
sufficient severity are subject io a 525 are subject to a 525 - The member is (IME) wehsite.
(including severa pain) copayment. This copay  |copayment This copay  |evaluated or treated for a
such that a prudent applies only for families applies only for families medical emergency,
layperson, with an average with income that equals or |with income that equals or |accident, or injury;
knowledge of health and exceeds 150% of FPL. The|exceeds 150% of FPL. The| - The member's
medicine, could 525 copayment does not (525 copayment does not  |evaluation or freatment
reasonably expect the apply if the visit to the apply if the visit to the results in approval for
absence of immediate gency room is for an gency room is for an  |inpatient hospital
medical attention to result emergent condition or emergent condition er admission;
in: serious jeopardy o the results in a hospital results in a hospital - The member is referred
health of the individual or, admission, or if the admission, or if the by a physician;
in the case of a pregnant member is otherwise member is otherwise - The member is suffering
. woman, the health of the exempt from copays, as  |exempt from copays, as  |from an acute allergic
- woman of her unborn Tollows: Tollows: reaction; or
child; serious impairment - Children eligible for - Children eligible for - The member is
to bedily functions; or Medicaid under Part B of |Medicaid under Part B of  |axperiencing acute, sevare
serious dysfunction of any title 1V of the Social title IV of the Social respiratory distress.
bodily organ or part Security Act on the basis | Security Act on the basis
Emergency services are of being a child in foster of being a child in foster
furnished by a qualified care and individuals care and individuals
provider to evaluate or receiving benefits under  |receiving benefits undar
stabilize an emergency Part E of that title, without |Part E of that fille, without
medical condition. This regard to age; regard to age;
may include behavioral - Pragnant women, during | - Pragnant women, during
health emergency room and through th and through the
services. postpartum period which | postpartum period which
Degins on the last day of  |begins on the last day of
pregnancy and extends  |pregnancy and extends
througn the end of the through the end of the
month in which the sixty  |month in which the sixty
101
102
103
“
> Cover introduction Document Tracking Change History ~ References BSDL  Document Approvals DME and Supplies ~ ER Dx Codes Hopsice non-cov'd dx

Business Requirements



3 ICD-10 Emergency diagnosis codas as of 1/1/18, per Regulatory Alert #7441
4
Diagnosis . Termed
5 Code Diagnosis Name Effective As Of Date Notes
6 ADL.O01 TYPHOID MENINGITIS 4/1/2016
7 AD2.1 SALMONELLA SEPSIS 4/1/2016
g AD2.21 SALMONELLA MENINGITIS 4/1/2016
S AD5.0 FOODBORNE STAPHYLOCOCCAL INTOXICATION 4/1/2016
10 AQ05.1 BOTULISM FOOD POISONING 4/1/2016
11 AD5.4 FOODBORNE BACILLUS CEREUS INTOXICATION 4/1/2016
12 AD5.5 FOODBORNE VIBRIO VULNIFICUS INTOXICATION 4/1/2016
13 ANL.A OTHFR SPFCIFIFD BACTFRIAI FOODRORNF INTOXICATIONS arMa016

Small sample of the diagnosis codes given in the "ER Dx Codes" sheet

ESRD: End Stage Renal Disease

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. A list

of covered codes will be provided. Check for Limitations, though the BA should supply

the codes that need to be limited.

Prefix [ |[Benefit |_y|Requirer |Benefit Description [~ |Coverag .| Cost-Share (In-Network)| || Cost-Share [ | Restrict[. | Exclusior . | Limitatior . | Additional Information [ || Vendor
, Description | Type CntText o o | (Out-Of-Network) ~|Coverage o o o
lowa ESRD End-Stage |- Renal failure (or kidney failure) occurs when [Covered |CO-PAY: 50 CO-PAY: §0 N/A N/A N/A If a member under age 85 |N/A
Medicaid Renal the kidneys are not able to perform their CO-INSURANCE: None  |CO-INSURANCE: None is eligible for Medicare
State Plan Disease/Di [normal functions. End stage renal disease DEDUCTIBLE: Nene DEDUCTIBLE: None because of the need for
alysis (ESRD) s the term used to describe treatment for chronic renal

26

advanced renal failure

- Kidney disease education is for members
with Stage IV chronic kidney disease (CKD) to
help delay the need for a kidney transplant or
dialysis and prevent kidney disease
complications. Kidney disease education
teaches members how to take the best
possible care of their kidnays and gives them
information they need to make informed
decisions about their care

- Dialysis services are those provided for the
artificial and mechanical removal of toxic
materials and the maintenance of fluid
electrolyte, and acid-base balances in cases
of impaired or absent kidney function
Dialysis treatments are provided in various
settings, including hospital inpatient, hospital
outpatient, independent renal dialysis facility.
or the home

- Dialysis home support services and
self-dialysis training may be included if the

What mi

member is a candidate for home dialysis.

ght an Analyst configure in DRUG?

disease, Medicaid
payment will be made for
Medicare deductibles and
coinsurance

O

Over the Counter medications



O Injections

O Prescription medications

Which Benefit Type is dependent on the member's age?

O ECIS/EPSD

O EDMS

O ESRD




The 045X Revenue Code range is used for what Benefit Type?

O DRUG
O EMPS
O ERSV
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EXIS, FMPL, GBSU, GENT and GNDR

EXIS: Experimental, Investigational, Clinical Trials

This Benefit Type is handled by code editing and should not come over to Configuration

unless there are any requirements that are needed to be handled by benefits.

Prefix | |Benefit | 7|Requirer . ||Benefit Description [~ |Coverag. |Cost-Shar..||Cost-Share [ ||Restrict| . | Exclusions [~
N Description |Type  — |ntText — - " |{In-Network] | (Out-Of-Network) |Coverage -
lowa EXIS Experiment|A drug, device or service that has not been Mot NIA N/A N/A Unproven or
Medicaid al, approved as safe and effective for general use|Covered experimental medical
State Plan Investigatio |by the Food and Drug Administration or other and surgical procedures
nal, governing body. are not covered.
Clinical
Trials

FMPL: Family Planning

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. If

there are any needed diagnosis codes, the BA will gather them and submit a list with the

ticket.




Prafix
| |Descrition CostShare
Cost-Share | {Out-of-Netwo
Benefit Type Text Benefit Description Coverage | (In-Network} k) Restricted Coverage Exclusions Limitations Additional Information
dminiss £ other souernin
GA Family FMPL Family Planning Family planning services include Covered [W/A N/A Sereening, treatment and follow up for Nen family Non family Family planning services and supplies for Members and
Planning counseling, informat: sexually transmitted infections (STis), except |planning related  |planning related (Demonstration  Participants include at a minimum:
and communication activi HIV/AIDS and Hepatitis servicss services - Education and counseling necessary to make informed
delivery of contraceptives/birth Antibiotic treatment for §TIs when the chaices and understand cantraceptive methods;
control. infections are identified during a routine - Initial and annual complete physical examinations including
 family planning visit 2 pelvic examination and Pap tes
- Afollow up visit for the trestment/drugs - Follow up, brief and comprenensive visits - up to four (4)
may be covered such visits for PAHB Participants,
Subsequent follow-up visits ta re-screen - Pregnancy testing;
for STis based on the Centers for Disease - Contraceptive supplies and follow up care;
Contral and Prevention guidelines - Disgnosis of sexually transmitted infections;
- Counseling and referrals to social services - Trestment of sexually rransminied infections with the
and primary health care providers fallowing exception - P4HE Participants are excludad from
receiving drugs for the treatment of HIV/AIDS and hepatitis
29 under the Demonstration;
- For P4HB Participants - Drugs, supplies, or devices related to
the services described above that are prescribed by a
physician or advanced practice nurse (subject to the national
drug rebate program requirements).
- Infertiity assessments with the following exception - P4HE
Participants are excluded from receiving this benefit

GBSU: Gastric Bypass/Obesity Surgery/Bariatrics

1 Bsas

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information,

then ensure the procedure codes supplied are configured as covered and/or not

covered.

ticket.

it is configured.

Benefit

Pre~ | Prefix Descriptior ~ | Typ V| Requirement Tex! Benefit Description 1~
NCOd |leaitny Blus NCHC  [GBSU |G i Coveren
copay (No Envaliment
rec)

GENT: Genetic Testing

pEDUCTIBLE: None

URANCE: None

corar: 50

00-INSURANCE: None
DEDUCTIBLE: None

- Member s pregnant.

Any services that require an authorization would be supplied by HCMS via a separate

For limitations, it is usually configured based on surgical procedures.

Configuration would ensure that if there's a copay for an office visit for services that

[may have an agdirienal primary bariatric
lsurgical procegure.

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. The

BA will provide codes. There may also be code/diagnosis combinations provided. There

can be limitations, such as DNA testing only once per lifetime.




Prefix Descriptid | BenefitType [-7)| i el | i Coveragd v | Cost-Share| Cost-share [ | Restrict ~ | Exclusions [~] Limitations Additional [
L (In-Network) | (Out-of-Network)| Coverage Information

IN HCC Copay GENT Genetic Testing Genetic testing services evaluate the Covered Copay: $0 Copay: S0 Genetic testing is not a covered service in the following Genetic tests specific to 3 |N/A

Medicaid possibility of @ genetic disorder, diagnose circumstances. gene or a condition is

- For the sole convenience of informatian for the patient
without impacting treatment;
- Screening tests;

payable only once in the
lifetime of a member.

such disorders, counsel members regarding
such disorders, and follow members with
known or suspected disarders

- Genetic testing panels;

- Tests performed for the medical management of other
family members unless otherwise specified in policy;

- History, physical examination, pedigree analysis, genetic
counseling, or completion of conventional diagnostic studies
has given a definitive diagnosis

- 17 2 genetic test has previously been performed in order to
provide a conclusive diagnosis of the same genetic disorder;
- The establishment of paternity.

GNDR: Transgender Related Care and Services

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. Codes

will be provided.

858  ||Prefix Description | |Bend 7 - i Coverad | Cost-Shaf~ | Cost:Share| . | Restrict({ | Exclusions. [~ ] imitatic - | Additional Information
o Prefix Type Text Caverage
MDO00 Maryland - Medicaid, [SNDR  |Transgender |Gender dyspheria is the diagnosis given to Covered  |CO-PAY: $0 C0-Pav: 50 N/A | Any cosmetic procedure or surgery is excluded from N/A Effective 12/10/2015, MCOs are responsible for N/A
Related Care |persans whose gender assigned at birth does. | CO-INSURANC |CO-INSURANCE: coverage: gender reassignment surgeries when billed with
and Services [not match the gender with which they identify, E:None None 1. Abdominoplasty the diagnosis codes for pre/post gender dysphoria,
and who experience clinically significant distress| DEDUCTIBLE: |DEDUCTIBLE: 2. Blephracplasty with the exception of cosmetic portions. The
a5 a result. Gender dysphoria may be None None 3. Breast enlargement procedures, except in connection following is a list of the non-cosmetic procedure

manifested by a strong desire to be treated as codes that are covered:
the other gender or to be rid of one's sex
[characteristics, or by = strong conviction that

[one has feslings and reactions typical of the

[with covered augmentation mammaplasty
4. Brow lift

5. Cheskimplants

6. Chin/nese implants

L - Intersex surgery; male to female
2. - Intersex surgery; female to male

other gender Trestments for gender dysphoria
include counseling, hormane therapy, and
[g=ndler resssignment surgery. Gender
reassignment surgery (GRS) is @ term for the:
surzical procedures by which the physical
3ppearance and function of  person’s existing
sexual characteristics are aftered to resemble
those of the other sex

7 Cryopreservation, storage and thawing of reproductive

[tissue {i.e. cocytes, ovaries, testicular tissue] and the

charges associated therewith [e g, offics, hospits],

uitrasounds, laboratory tests, etc.]

8. Electrolysis

8 Face/forshead lifts

10. Facial bone reconstruction

11. Hair removal/nairplasty/hair transplants

12. Laryngoplasty

13. Lip reductionfenhancement

14. Uposuction

15. Mastopexy

16. Neck tightening

17. Nipplefareols reconstruction, except in connection with

a covered augmenta Ition Mammoplasty or Mastectomy

18. Penile prosthesisinon-infiatable/infiatable), except in

connection with a covered phalloplastylimplantation of the

prosthesis shall not be considered a second state

phalloplasty] in the female-to-male transition (subsequent
£ such oensthesis o biecs &

3.- Also combinations of individual procedures
billed separately, including but not limited to:

& - Mammaplasty sugmentstion; with prosthetic
implant

b. - Amputation of penis; complete

¢ - Orchiectomy, simple [including suacapsular,
With or without testicular prosthesis, scrotal or
inguinal approach

d. - Insertion of testicular prosthesis

& - Lsparoscopy, surgical; orchiscromy.

. - Scrotoplasty; complicated

£ - Vulvectomy, simple; complete

h. - Plastic repair of introitus

i. - Clitoroplasty for intersex state

. - Vaginectomy, complete removal of vaginal
wall;

k. - Construction of artificial vagina; without graft
1. - Revision (including removal) of prosthetic
m.- vaginal eraft; vaginal approach

Which Benefit Type would typically NOT come over to Configuration?

EXIS

GBSU




O GNDR

Limitations for this Benefit Type are usually configured based on surgical

procedures.
O EXIS
O GBSU
O GENT



O GNDR

Limitations for this Benefit Type are usually configured based on surgical

procedures.
O EXIS
O GBSU
O GENT



T/F: For most of the Benefit Types in this lesson, the BA should provide diagnosis
and/or procedure codes that apply.

O True

O False
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GUAC,

HCPS, HEAR, HEHM

GUAC: Guest Accommodations

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. Codes

will be provided.
Group ID . |Group [ ||BSBS |[. ||Prefix |. |Benefit | g|Requirer .. |Benefit Description || Coverage [ ||Cost-Share (In-Network)| ... | Cost-Share [~]
N ~|Name  |Prefix — |Description|Type  |ntText o o ~ |(Out-Of-Network) o
LAMCDO0 |Louisiana |LAQO LA GUAC Guest Guest accommodations Not covered N/A N/A
1] Medicaid Medicaid Accommod |refer to lodging for a

ations member’s family or
(Lodging/M |guardian while the member
eals/ltems) |is hospitalized. This may
include guest meals
provided for a member’s
family or guardian while
the member is
hospitalized. Comfort and
convenience items that do
not contribute meaningfully
to the treatment of the
member are not covered

HCPS: Healthcare Professional Services (Including PCP,
Physician, Specialist, and Nurse)

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.

This Benefit Type is a catch all, so there is a lot to look at outside of those specific
services that may be called out. At this time there will not be a list of codes due to
the sheer volume involved, but teams are working toward BAs being able to provide
all of the procedure codes for the items that do NOT fall within specific benefit
categories.

Check copay exclusions to make sure those services are not pulling a copay.

Services with their own Benefit Type should already be handled, but collaboration
with others working those Benefit Types is important.




1

« Become familiar with the state plans available, as some have a separate Pregnancy-

specific plan that will cover pregnancy/maternal claims.

 Places of Service RHC (Rural Health Clinic) and FQHC (Federally Qualified Health
Clinic) don't have a Benefit Type of their own so they fall under HCPS.

« The Analyst can't do a time table on a “per episode” basis, as there’s not a way to

handle that on a Configuration table.

» The Health Plan would have to approve any time limits or how to equate the time
limit, so that information should have been clarified and then included on the ticket.
For example, a code that is billed in 15-minute increments and has a limit of 4
units/calendar year. The question, “Is the 15-minute increment considered 1 unit
or is an hour considered 1 unit?” would be answered in the ticket.

<l

Bsg - | Bend 7 Requiren - | Benefit Deseription [ coverag - | Rastrieted Coverage <] Exelusions
prefix Type Text

<]

Limitations.

Ll

Agditional Information

Covered  |1) Effective 7/1/2015, procedurs code for collecionof 1
by venipuncture is coverad under Lead than topacco) ab

Icohl and/or.

MD0O Maryland - Medicaid, [HCPS  |Healshcare  [Services performed b
o ured screening ang Aleonol

professional

1) Effective 1/1/2018, Maryland Heafth
Kids Preventive Health Schadule has been
updated for SBIRT o

services itive Program. This code will pay a 510 flat fee ther than tobacce) abuse structured
(Including \en biled by the PCP in the office for lead screning for | seraening is no longer covered.

PCk, a5 0ld. . bundled postpartum procedure
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operating sure
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facilty or a nursing f r ather institution used as the
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will be reimbursed directly by the
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mens, other than by venipun
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visit by an FQHC. There are 5 SBIRT codes:
2 screening codes DHMH will only

reimburse for a maximun of 1 screening

nservices | covered, the provision of which will be reimbursed directly ~[and 4 interventions annually, per recipient

2= 12 3nd ouer Refer toindividual

overed when renderea

f delivery. postpartum care|
be billed alone and will be covered|

ow e

are not covered in a hospital setring. This restriction
includes Rural Health Clinics.

per day,

5) Members with HIV/AIDS diagnosis are limited toone (1) |visic charge on day of

seif-referred annual disgnostic and evaluation service [DES) | acupuncture by midwife,
sccmant acouidan e gt s [

ry Travel expenses Hypnosis or

ing or sdminister ications More than 1 [(in luges one the
emergency Separate [following specialty types: Certified Nurse

Practiioner, Family Practice, Internal
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I 5 aaternal /esal

You're gonna need a bigger spreadsheet.

HEAR: Hearing Services

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. There

is usually a copay for office visits involving hearing services, but it normally does not

apply to hearing aids. Exclusions are also important, as cochlear implants and hearing

aids may not be covered at all. Sometimes there is a vendor for hearing services.



|Prefix [ Benefit |_+|Requirer{. | Benefit Description Coverag. [+||Restricted Coverage Exclusior | Limitations Additional Information

| ||pescripton|Type ~ ntText — Out-Of-Network} -

A HEAR Hearing Qutpatient diagnostic hearing and balance Covered [N/A N/A Recipients must have a N/A Payment for each For members under the NiA
Medicald Services  |evaluations performed by a physician. audiologist, written authorization from individual audiolagy code  |age of 21 please refer to
with or other qualified provider to determine if member their primary care (below) is limited to one (1)|EPSDT Services for
NEAT/NEM needs medical treatment. physician for the per recipient per 180 days: |specific benefit coverage.
T - Audiology is the branch of science that studies audiologist's services

hearing, balance, and their disorders. lts 92552 92565 92576
practitioners, who study hearing and treat those 92553 92567 92577
with hearing losses. are audiologists. Employing 92555 92568 92579
various testing strategies (e g. hearing tests 92556 92569 92582
optoacoustic emission measurements, and 92557 92571 92583
electrophysiologic tests). audiology aims to 92663 92572 92584
determine whether someone can hear within the 92584 92575 92585
normal range, and if not, which portions of hearing
(high. middle, or low frequencies) are affected and
to what degree. If an audiologist diagnoses a
hearing loss he or she will provide
. recommendations to a patient as to what options
34 (e.g. hearing aids, cochlear implants, surgery,
appropriate medical referrals) may be of
assistance
- Hearing aid is an apparatus/electronic device that
amplifies sound for persons with impaired hearing
The device consists of a microphone, a battery
power supply, an amplifier, and a receiver.
.
HEHM: Health Homes
Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. This
is NOT Home Health, it is a care management service model and often requires medical
necessity. The BA will provide codes.
BSHS  |Uescriptio |Benent | Kequirement o NO |{Uut-of-Ne|  Hestricted
3 n |~ |Type 17| Text |~ Benefit Description | |coverage twork || Coverage | | Exclusions
IN32 IN HIP HEHM Health Homes Health Homes is a care management service model  [Not Covered N/A NfA N/A Health Homes is not a covered service
State Plan where all of the professionals involved in a member’s
Plus No care communicate with one another so that the
Copay member’s medical and behavioral health and social
(zZcs) service needs are addressed in a comprehensive
Medicaid manner. The coordination of a member’s care is
done through a dedicated care manager who
oversees and coordinates access to all of the services
a member requires in order to facilitate optimum
member health status.
Federal core Health Home services include:
- Comprehensive care management;
35 - Care cocrdination;
- Health promotion;
- Comprehensive transitional care/follow-ug;
- Member and family support; and
- Referral to community and social support services.

This Benefit Type is a catch-all, likely to have a lot of information to process.

HCPS

O



O HEAR

O HEHM

This Benefit Type, sometimes confused with Home Health, may involve UM since

it often relies on medical necessity.

O HEAR
O HEHM
O HCPS
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HMHC, HOSP, IMVA/VCFP and INFS

HMHC: Home Health Care

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. This
can have overlap with other Benefit Types. The POS/bill type is a big piece of it.
Procedure codes should be provided, but in any case look carefully at the Restrictions,
Exclusions, Limitations and Additional Information. The primary Restriction/Exclusion
is based on home setting, e.g consider home services for PT/ST/OT and look to see if

there is a difference in limits between POS that would require additional build out.

Exclusions imitatons Additonsl oformation

Home health servi 1) Home health agency services are covered for members [The following services are not 1) Telemedicine services are coversd,
include skilled and v i uidelines. covered 2) MHCP refers to the program as Telehomecare
non-skilled services, provided viatelehome  |1) Home Health Aide visits for

visit does not require the the sole purpose of providing Note: Covered services include and are not fimited to.
[Face-to-face encounter. household tasks, transportation, skilled nurse visits

companionship, or socislization. [s Gne face-to-face visit &) ~ Home hesith side visits;

2) services that are not Physical therapy;

il [ medically necessary. Oceupationsl therepy

PT/OT/RT/ST, dieticians 2) Services provided for Respiratory therapy;

and social workers that residents of a hospital, nursing Language-speech therapy,
fasility, and intermediate care Rehabilitation therapy;

are grovided to eligible

HOSP: Hospice Care

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information,
though there’s typically no Limitations. Pay particular attention to the Place of Service
aspect. There is a UM aspect as well that deals with the duration of the HEP (Hospice

Election Period) that the Analyst does not have to configure.



BSBS |[.|Prefix |[.||Benefit | y|Requirer . |Benefit Description [ |Coverag(..|Cost-Shar .. |Cost-Share  [. ||Restricted Coverage |-, ||Exclusionf.. ||Limitations (~]

Prefix — |Description|Type  |ntText - ~ |(In-Network]) |(Qut-Of-Network) - o -

"LAD4 LA HOSP Hospice Hospice care or palliative careis any  |Covered  |[N/A NIA Services provided to MN/A Effective 7/1/2020, hospice
Medicaid Care form of medical care or treatment that terminally ill individuals service limits are changed
with concentrates on reducing the severity with & prognosis of six (6) as follows: Inpatient
NEAT/INEM of the symptoms of a disease or slows months or less, who elect Respite Care: 1 per day up
T its progress rather than providing a to receive hospice services

cure. It aims at improving quality of life
by reducing or eliminating pain and
other physical symptems, enabling the
patient to ease or resolve psychological
and spiritual problems, and supporting
the partner and family. Hospice care is
multidisciplinary and includes home
vigits, professional medical help
available on call, teaching and
emotional support of the family, and
physical care of the client. Some
hospice programs provide care in a

provided by a certified
hospice agency.

to 5 per lifetime and Other
Respite Care: 7 units per
lifetime

37 center, as well as in the home
L] ° L] L3 L]
IMVA/VFCP: Immunizations/Vaccinations/Vaccines for
.
Children (VFC) Program
Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.
Immunizations for adults and Vaccines for Children are typically covered with no Cost
Share. Vaccines for Children (VFC) program is normally ages 0-18 and are denied by us
as they are vaccines that are covered/paid by the State. Look at Additional Information in
case there are specific immunizations called out as being covered, such as for HPV.
Non-covered may show if the plan only covers members over a certain age, but clinical
edits may catch some of those requirements as the procedure codes themselves are age-
restricted, for example, 90644 - Meningococcal conjugate vaccine, serogroups C & Y and
Haemophilus influenzae type b vaccine (Hib-MenCY), 4 dose schedule, when
administered to children 2-18 months of age.
, |8 prefix [ ] Beneft]-¥|Requirement Tex - |Benefit Description [~ |coverage [ |Restricted Coverage | - |Exclusions [ |Limitations [~ |Additional Information [~]
Prefix_ Descriotion Tvoe
NCOO  |MC Healthy  [Inva Immunizations,Vac |Immunization — The process of becoming Covered NfA N/A N/A ACIP vaccine recommendations can be
Blue cinations immune or the process of rendering a patient found an the Centers for Disease
Medicaid immune Control and Prevention
. Adult Copay Vaccination - The administration, usually by Website at
e injection, of immunogens as a means of www.cdc.gov/vaccines/hepfacip-recs.
protecting individuals from developing specific
diseases; included, but not limited to hepatitis B,
influenza, pneumacoccal pneumenia and
NCOQ |NC Healthy |WFCP Vaccines for The Vaccines for Children (VFC) program Not Covered |N/A I This plan N/A N/A
Blue Children [VFC) provides free vaccinations to Medicaid-eligible covers
Medicaid Program children, Alaska Natives, American Indians, members 21
Adult Copay children who have no health insurance, and to lyears of age
104 privately insured children with no coverage for and older

vaccinations {called underinsured children) who
are served at a Rural Health Center (RHC) or
Federally Qualified Health Center (FQHC)

anly.

INFS: Infertility Services



Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. This
Benefit Type may not be covered, but if it is then it will be diagnosis and procedure code

driven, codes which the BA will provide.

1
BSBS |[Prefix

Prefix [Descri BeneftType | __Requirement Text:
MNGZ [MN Medicaid [INFS Tnfertility Services
n

(5lue
|Advantage)

40

This Benefit Type may have overlap with others, so check if there is a difference

based on POS for the procedure codes.

O HMHC
O IMVA
O VECP



This Benefit Type may not be covered if the plan is only for Adults.

O HMHC
O VFCP
O INFS
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IPAC, All LTSS, LHDM, MOOP, NURH

IPAC: Inpatient Hospital Acute

« Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.
« Allinpatient care requires authorization.

« The Analyst will not get a whole list of procedure codes as this Benefit Type is
POS/TOB driven.

« The Cost Share is on the Room and Board level; if the copay is listed as S0, be sure
INPT isn’t pulling any cost share.

« Review exclusions and limitations and configure any that should be handled by
benefits. Exclusions for leave days or overnight leave of absence are revenue codes
that BAs will catch and pass along.

Prefix  [Bemefit | Requirement | costshare CostShare - - -
Descriptior < |Type |7 Text  |-¥|coverage || (In-Networ ~)| (Out-of-Network] - | [ Umitations || Additional Informatid - |
KY IPAC Inpatient Covered CO-PAY: 50 CO-PAY: 30 ) issions for stiC purposes are Covere: ] Anesthesi covered when servation services may be N/A

Medicaid-No Hosgital Acute CO-INSURANC |CO-
Copay E: None

3) The following inpatient hospital services are not
coverad:

LACS/LADS/LAFC/LARC/LATT/LCTS/LFIN/LFTS/
LHAB/LHEE/LHMS/LHOM/LNUH/LPEC/LSUP/ LTCH:
All Long Term Services and Support (LTSS)

» Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.



» Payclose attention as these can be complicated. Some are a part of the state
program, some are covered by us.

» Exclusions or Not Covered will usually exist because it’s carved out as part of the
state program, so the BRD will show services are carved out to the state Medicaid
program. Services are part of the fee for service state program, so would deny to the
State, not just deny period.

» Codes would be provided.

As can be seen from this sampling, there is a lot of information to review for LTSS and
may be a mix of Covered/Not Covered Benefit Types.

LHDM: Home Delivered Meals

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. This
Benefit Type can be covered, part of LTSS or a Value-Added Benefit. As with other LTSS
Types, it may be carved out to the State; codes would deny to be submitted to State.
Sometimes there is a vendor, i.e GA Foods, so it would be set up to deny to the vendor. In
some markets GA Foods will be the vendor that submits the claims to us. In that case the
services will be listed as covered. For these cases BA should be double-checking the

vendor situation.

Vendor

I<]

sa [prefic | [Benef7| Tox iptic [1|coverage [ [Restricted coverage ~ |Bxclusions [ |umitations. [ | additional information [+
prefix

Tuna

Descriot
NCOL [NCHealthy [LKDM |HomeDelivered |Meals delivered in a home and/or allowed in a congregate seming.  |Not Covereg [N/A Services are carves out to the State Medieald | N/A NjA Nerth

Biuc Mesis Direct program Carolina
Megicaid Depariment
Adult No of Healtn




61

61

MOOP: Maximum Out of Pocket

This is normally a Medicare item, but some states track the amounts for Medicaid as well.

They can use the information to determine if a member needs to be moved to a different

plan. If the state wants that wording in their contract, it will be on the BRD, but there

may not be any Configuration needed.

~ - B

| Benefit Descriptiol + | Coverage -]

Cost-Share {In-Network) [ - |

Cost-Share (Out-of-Network - |

Exclusions| - |

Limitations

| Additiona! Informatior - [ Vendol - |

NYS0  [NY Essential |MOOP |Maximum Out Of Packet  |[The Maximum Out Of |Covered

Plan 2
standard

Packet, or MOOP, is
the maximum amount
a member will pay out
of their own pocket in
a calendar year. This
includes all out of
pocket expenses
(copayments,
co-insurance, plan
deductibles) that are
associated with
covered medical
services that were
paid for by the plan.
(Note: This includes
Part B drug cost
sharing dispensed
[through a pharmacy
but DOES NOT include
Part D prescription
drug copayments.)
|Any cost sharing paid
for by anather payer
such as Medicaid is
not included in the

MOOP.

CO-PAY: $200
CO-INSURANCE: None
DEDUCTIBLE: None

NURH: Nursing Hotline

No configuration is needed. A phone number may appear on the BRD, but that is being

CO-PAY: $200
CO-INSURANCE: None
DEDUCTIBLE: None

N/A

N/A

N/A

NfA N/A |

phased out as if the number is changed it doesn’t always get communicated to Benefits

and then Configuration. Customer Service is the team that really needs the information,

and they have access to up-to-date Contact Lists.

MN Medicaid |NURH
Ma-Copay
(Blue

Advantage]

Nursing Hotline - Nurse Hotline is an
after-ours triage service

members can use if their

PCP is not available. Itis

Murse Helpling at 1-855-658-8248. TTY
users should call 711,

The Cost Share for this Benefit Type is on the Room & Board level.



O IPAC

O LTSS

O LHDM

This Benefit Type may be a part of LTSS or be listed on its own.

O IPAC
O LADS
O LHDM



Choose the TWO Benefit Types that should not require configuration.

[] MOOP
[] LSUP
[] IPAC
[] NURH
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OCOA, OTRH, OUTP, PODS and PRDN

OCOA: Out of Area/Out of Country

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.

However, this is handled through authorizations so there should not be anything to

configure. Medicaid does NOT cover Out of Country care.

1 BSBS |Prefix Cost-Share Additional
Prefix |Description Reguirement Text Description Coverage (Out-of-Network) |Restricted Col Information
MNOO |MN Medicaid Out of Area/Out of - Out-of-area services are |Covered CoPaY Medically necessary Telemedicine

MA-Copay Country provided outside of the 1)53.50 Out-of-Area services are services are
(Blue member's service area. non-emergent covered only for the covered.
Advantage) This may be considered an visit to 2 hospital |following:

62

area within or outside of
the member's home state
and plan location.

- Out-of-country services
are provided outside of
the United States, or the
U.s. territories of Guam,
Puerto Rico, U.5. Virgin
Islands, American Samoa
and Neorthern Mariana

Islands.

emergency reom,

- Only one (1}

copay per day per

provider for
non-emergency
visits

2) $3 per office

visit, per provider

for

non-preventative

services.

- Copayment

spplies to urgent

care centers

- Medical Emergency
Services

- Post-Stabilization Care
- Continuity of Care and
Transition Services

OTRH: Other Alternative Medicinal Therapies

This is typically not sent over to Configuration. If codes are found that are deemed to be a

part of this benefit as a part of the enterprise code mapping, then they will start sending

them over. Additional information may come later.




Cost-Share

BSBS |Prefix Cost-Share  |(Out-of-Netw Additional
Prefix |Description | Benefit Type i Text Benefit D Coverage (In-Network) [ork) Coverage |E
MNO2 |MN Medicaid |OTRA Other Alternative - Other Alternative Medical Therapies Not covered - this  |N/A N/A N/A N/A N/A N/A
MA-Children Medical Therapies Encompass a broad category of treatment benefit type is not
(Blue systems (= g, herbal medicing, homeopathy,  |utilizad under this
Advantage) naturopathy, hypnosis, and spiritual devotions) |Medicaid plan

or culturally based healing traditions such as
Chinese, Ayurvedic, and Christian Science
Alternative medicine is also referred to as
complementary medicine. Generally, it includes
any medical practice or form of treatment not
normally recognized as effective by the medical
community at large

- Religious Non-Medical Health Care Institution
(RNHCI): Previcusly known as Christian Science
Sanatoria, these facilities provide health care
66 furnished under established religious tenets
that prohibit canventional or unconventional
medical care for the treatment of 3 member,
and the sole reliance on these religious tansts

to fulfill a member's total health care needs

OUTP: Outpatient Hospital/Ambulatory Surgery Center
Services

- Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.

- Similarly to HCPS, anything and everything can be done in an outpatient setting, so
the Analyst is not provided with alist of codes. Check if the service is or is not listed out

in another Benefit Type.

- The Ambulatory Surgical Center (ASC) often has a different copay, and if so then that

layer would need to be mapped.

- Look at Exclusions. The Analyst should know how to run the appropriate queries to
determine Places of Service, and then if there's still questions reach back out to the BA

for clarification before moving on.

- TSV TRy O

biled on the same cate I
ot service as a home 1) Procedure codes 99201 -99215
visit, subsequent Imay be used in the outpatient
hospital visi setting (POS 22) for tne intal 1
consutation, preventive Iistory and physical workup prior to
medicine services, HCY outpatient surger
sereening, or nursing 2) Charges for observation time
home visit Imust be submitted using rev code
2) Services may not be 1) The following services are covered 0762 vith precedure code G0378 [+
biled on the same date mbulatory surgical senvices: /and the actual number of hours the [y
o1 service as - Infusion services Imember was in observation s units |-
psychotnerapy visits - Matemity services; billed (round 10 the nearest hour)
3) The following . Therapy o is covered dUP TO|!

- Outpatient hospital services: Preventve, diagnosiic. therapeutic, pallaive services are not - Outpatient hospital services (incuding 24 hours

care and ofher services provided to-a member n the oulpatient portion of a covered (diagnosiic and therapeutic); and 3) 13.33 J =Morbid Obesity

health facili - Residential - Psychiairic evaluation for Gastric Bypass|  [Treatment and 1355 Obesity

- Observation: Services furished by a hospital on the hospital's premises, Comeal ransplants |reatment. and 1) Outpatient services for  [surger

including use ofa bed and periadic monitoring by & hospitals nursing o oiner are covered inan | - Observation services |iiness care are Imiledto  [2) Services may be biled on the same dae|  [The fallowing are covered codes by

taff wihich are reasonable and necessary fo evaluale 3 patients condtion or outpatient or are not covered when  fone (1) wisi, per member,  [of service as a physical medicine modallty [MHD for patients I the 2bove criteria

determine the need for a possible admission 1o the hospital as an Inpatient, ambulatory surgical |partof a diagnostic or  |per day. Addiional medicaly [or procedure. are met. but do not require a prior

Opservation is an oufpatient service center (ASC) seting |inerapeutic service for | necessary visits on the & treaiment of odesily s covered jautnorization request

Outpatent - Ambulatory Surgical Centers: Also known as outpatient surgery centers or unless the provider is|active monitoring as | same day may be allowed. ~(when the treatmentis an integral and 43644, 43645, 43659, 43770
HosgitaliAmbulat |same day surgery centers, are health care facilies where surgical able to justify part of a procedure (e g.|2) Observaton senvices are. [necessary course of reatment for a 43775, 43845 43846, 43347
MO Medicaid ory Surgery procedures not requiring &n ovemight hospial stay are perfarmed. Such inpatient admission |colonoscopy. covered up to bireniy-four (Goncurrent or complicating medical 43848, 43771, 43772, 43773 and
i|Mo3g Expansion |OUTP [Center Services |surgery is commony less requiing |Covered [nia |N/A [for the procedure. (24) hours Jireatment WA 43778




PODS: Podiatry

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.
Similarly to Chiropractor/Acupuncture, it can rely on the provider specialty. Procedure

and diagnosis codes for routine foot care should be provided.

| osesprex [“erefix [ |BenefitType el [~ |coverage  []|Cost-share~ |cost-Share [ [Restricted Coverage  |Exclusions [ Juimitatiol - | Additional information

Description

NvoO NV Nevada MP0Ds. pociatry Poditry is the coveres /A nja

diagnosis, treatment,

PRDN: Private Duty Nursing

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. Some
items in this Benefit Type may be not be configurable. Some things may be at the
provider contract level like the needed provider specialty (RN, LPN). Limitations are
typically time-based, like 16 hours a day or 112 hours per week. Time increments have to
be reviewed for clarification. For example, 15 minute increments might be considered
one unit and will be determined by the BA before being sent over to configuration.

Historically, Code editing has been handling per day limitations.

BSBS Benefit | Requirement Cost-Share Restricted Additional
! Prefix_|Prefix Descr Type [7]  Text Benefit Description Coverage | Cost-Share (In-Network) (Out-of-Network) Coverage | Exclusions | Limitations| _Information | Vendor
NJ11 NJ KIDCARE PLAN B PRDN Private Duty |Private-duty nurses or private-duty attendants are |Covered CO-PAY: 50 CO-PAY- 50 N/A N/A N/A NfA N/A
Nursing registered nurses, licensed practical nurses, or CO-INSURANCE: None CO-INSURANCE: None
any other trained attendant whose services DEDUCTIBLE: None DEDUCTIBLE: None
72 ordinarily are rendered to, and restricted to, 3
particular patient by arrangement between the
patient and the private-duty nurse or attendant.

T/F: Medicaid will cover care a member receives out of the United States or its

territories.

O True



O False

This POS often has a different copay, so when configuring OUTP it is a possible
layer that will need to be mapped.

O Ambulatory Surgical Center
O Home
O Rural Health Center

Limitations for this Benefit Type are often time-based.



O OUTP

O PODS
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PREV, RESP, RSST, SCHL and SELF

PREV: Preventive Services

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. This

Benefit Type is typically covered 100%. Codes should be provided, but if not look in the

Additional Information for descriptions of specific procedures. Some may already be

captured under different Benefit Types like Inmunizations/Vaccinations or Diagnostic

Testing. Some procedures might be diagnosis code driven.

) BSBS Prefix |prefix Description Benefit  |Requirement |Benefit Description  |Coverage |Cost:share  |cost-share Restrictions | Exclusions [Limitations additional Information |vendor
Tun IText fret
NEOL NE CAID Basic Adult No |PREV Preventive Routine health care | Covered /A N/ N/ N/A 1) One routine physical exam every 12 rolling moniths performed | Preventive services include but not limited to /A
Copay Plan Services that includes by your PCP. Health visits as needed 3) Prostate Cancer Screening
check-ups, patient 2)screening for b] Pap Smear Exam
eling and '« Pap test 1 per rolling yesr ) Mammogram

'+ Women 35 years old Mammography Every 1 per calengar year.|d) Blocd Pressure, Heignt, Body Mass Index (5MI), Alcohol
|+ Women starting at age 65 or starting at 60 for women at risk | Use Check

87 Osteoporosis (Bone Mass Measurement) Every twio rolling years |e] Cholesterol

problems

'+ 65 years and older, or younger for those that have diabetes or
other risk factors Vision including Glaucoma or Dizbatic Retina
Exam 1 per rolling year

ages 503nd older Colorecta| Cancer Screening

01/21, mammography services for the
screening digital breast tomesynthesis, bilateral is coverad
when billed with the primary mammogram procedure code

RESP: Respite

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.

Procedure codes for Respite Care should be provided to Configuration. Place of Service

would be handled by Configuration, if the requirements indicate as such. Limitations on

time, especially with the units to time equivalencies, should be handled by the BA first

before sending to configuration.



BSES |~ | prefix | ||Benei.¥ Te | Benefit | |coverage| - |cost-Sharel - | cost-share | |Restricted Coverage [ |exclusiof - | Limitatio| - | Additional - |vendo| - |
1 prefix Description Type {In-Network) | {Out-of-Network) Information
NCOB  |NC Healthy RESP Respite Services provided on a short term basis to |Covered  N/A N/A As part of the In Lieu of Benefit Service benefit offering,  [N/A N/A N/A NfA
8lue Medicaid members unable to care for themselves members under the LTSS cohort, are eligible o receive

Child No Copay

due to the absence or need for relief of

89 persons normally providing their care
Respite care does not substitute for the

care usually provided by s registered

nurse, LPN, or therapist.

In-Home Respite care services.

RSST: Rehabilitative Services for Medical Conditions -
Short Term (OT, PT, RT, ST)

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. The

BA should provide codes.

[Prefix | v Requirement Tex - |
IDescriotion
NG Healthy
£
edicaia
|Acute N
(capey

Benef 7|
Tuma
RSST  [Renabiitatie

Services for

v Jostshare [~
(Out-of Networkl
A

| umitations

SCHL: School Based Services

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. Every

by an Independent Practitioner

Therapy

treatment visits, per plan

erapy disciplines
/. physical therapy, speech and ianguage therapy)

state/plan seems to handle it a little differently. What has been seen is if the school bills,

it might not be covered, but if an independent provider bills with POS 3 for being in a

school, then it is covered. Could be alot of back and forth between the BA and the health

plan to figure it out. If it’s not covered at all, it might need to be handled by Claims Ops, so

if it comes through to Configuration the Analyst should check with their Designated

Buddy to see if it should be rejected back and go to Claims Operations instead.

Benefit
Type Y|

1 prefix Text Benefit ‘Cavzr:gz

Cost-Share
(Out-of-Network)

Restricted

Cost:Share
Coverage | Exclusions

(In-Network)

Limitations

Additional

ited 10 twenty-seven (27) therapy

Vendor

NJ MEDICAID PLAN A SCHL  [School Based A Medicaid benefit that provides Covered

Services special education pregrams to
medically needy children under the
Individuals with Disabilities Education
Act. Programs include audiology and
other health-related programs
provided by schools.

CO-PAY: 50
CO-INSURANCE;

CO-PAY: 50
CO-INSURANCE.

Speech Therapy, N/A /A
Occupational

Mone None Therspy and
DEDUCTIBLE: None [DEDUCTIBLE: None |Physical Therapy
are not coverad,
covered under

Fee-for-Service

[AMERIGROUP shall identify and establish working
relatianships for coordinating care and services with
external organizations that interact with its enrollees,
including State agencies, schools, social services
organizations, consumer organizations, and

civic/community grougs.

N/A



SELF: Self-Referral Services

This should not come over to Configuration as we do not configure for referrals.

_ psesprefix [v|prefix [~ |BenefitType  [7|Requirement Te[ - |Benefit Description - |coverage [ |costShare  [|cost-Share [ | Restricted Covera | Exclusiol - |Limitatiol - | Additional Informatil |Vendor [~
: Description (In-Network) (Out-of-Network)

NVOO NY Nevada MeSELF self-Referral
Services

overed N/A N/A N/A N/A N/A N/A N/A

This Benefit Type is typically covered 100%, but may be captured under other

categories such as Immunizations.

O RESP

O PREV

O RSST




T/F: RESP, RSST and SCHL may all require some back-and-forth with the
assigning BA or the Designated Buddy and the Configuration Analyst.

O True

O False
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SMCS, SNFS, STRH, TCMS and TRNS

SMCS: Smoking Cessation Programs/Supplies

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. There

could be a vendor for some items/procedures, so the BA will provide specific codes if

necessary so the Analyst knows what to deny to the vendor vs what is covered by the

Health Plan.
F G H 1 J K L Vil N [0} P a
Prefix |. ||Benefit | v|Requirer . |Benefit Description || Coveragi - | Cost-Shé .. | Cost-She .- | Restricte .. | Exclusiof . | Limitatiof .. | Additioné . | Vendor |
Description|[Type ~ [ntText o | {In-Networ |(Out-Of-Ne |Coverage o | Information o
u k) twork)
OH Child |SMCS Smoking  |Smoking cessation programs provide counseling |Coverad  [N/A N/A N/A NIA N/A N/A N/A
No BH Cessation |and patiznt education as to the health risks of
Programs/ |smoking and specific information related te the
93 Supplies  |risks of specific diseases. Also includes items
such as nicotine patches, gum or other
non-smoking aids.

SNFS: Skilled Nursing Facility

» Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.
The Analyst should look for Restrictions, Exclusions and Limitations that can be
configured by Benefits.

« Something that may be in the BRD but Configuration does not handle would be, for
example, if the plan has a 90 day limit in which the member gets disenrolled and put
into another plan the first day of the month after the limit is reached.

« Any applicable codes will be provided.




| BenefitType | Requirement Text

Config Notes

Coverage |  Costshare CostShare Restricted Coverage Exclusions | Limitations Vendor
N/A IN/A [N/A N/A | The CPT Codes listed below are covered for ot

Etfective 8/22/2011 prior suthorization is not e
under the age of 21. Members age 21 and older require authorization.

utpatient OT/PT/ST.

SNFS. skilled Nursing covered  [N/a /A

Facility (SNF)

ed for members

53550 92614 97012 97112 97530 97762
92506 92616 97113 97532 97799
192507 97016 87116 87533 GO128

152508 57018 §7124 87535 GO151.

192520 95831 97022 $7138 97537 GO152
192526 95832 97024 97140 97542 GO153
192597 95833 97026 97150 97597 G0159
192505 95834 27028 87161 97598 GO160
/95851 97032 97162 G161

192607 95852 97033 87163 7603 G028
192608 95992 97032 97164 97606

192608 96105 97035 97165 97750 G021
122610 95110 27036 87166 97755 G0283

STRH: Sterilization and Reversal/Hysterectomy

Check Coverage and Cost Share, most of the Restrictions and Limitations will be handled
either through authorizations or by Claims Operations. The ASH Committee
(Abortion/Sterilization/Hysterectomy) finds out if the Health Plan will follow our
standard code list. The ASH list has all the procedure, diagnosis codes and exclusions
that get configured by Claims Operations. Configuration will need to ensure if there is
any Cost Share that needs to be configured. The BA will already have reached out to Janet
Partin who owns/maintains the ASH standard code list before it comes to the
Configuration team. If sterilization and reversal/hysterectomy is NOT covered, then that
should come through to the Configuration team with the needed codes that go along to

have them set up as Non-Covered.

Exclusions [V]/ umitatief Additional Information -]

]| Coseshar{-| Costshare| .

Bsesprd . |  Bsas|. [Beneft_Type |7
- [in-Network)

[Covered Steriiz:

ongs oract  [stR /A /A

the vagine

echnologies (ART),

TCMS: Targeted Case Management Services

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. The

BA will send over affected codes with ticket, probably only 2 or 3, along with diagnosis

codes if there are limits on something like HIV Case Management. This hasn’t always




been a Medicaid Benefit Type, so it may be listed as not covered or not utilized for this

program but it’s still captured under HCPS or BHOP. Case management usually means

UM is involved.

State | ||Facets |- |Group [ |Group [~ |BSBS [, ||Prefix (. |Benefit(y|Requir¢ . ||Benefit Description [ |Coverage [|Cost-Shar_ || Cost-Share [ ||Restricte ., | Exclusiq -, |Limitatio| . || Addition .
. - ls.lgd:;e_ ~ [Name —|Prefix — chescn‘ptT Type — [ent Text - ~ |(In-Network] | (Out-Of-Network] |Coverage - - ion
T Y TXMCDO |Texas TX00 TX TCMS Targeted |- The purpose of the case management N/A - This benefit type |N/A NiA NIA N/A NIA N/A
00 Medicaid Medicaid Case program is to provide a coordinated is not utilized under this
- STAR Manage |comprehensive pragram to ensure that Medicald product or
ment members receive efficient/cost effective plan.
Services [services at the appropriate level of care through
the p of indivi i i
and ion with
83 services.
- The program assessas plans, implements
coordinates. monitors and evaluates options
and services to meet the individual's overall
healthcare needs through communication and
utilization of available resources to promote
quality, cost-effective outcemes
TRNS: Transportation
Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. There
is usually a standard set of procedure codes, but there may be a 2 or 3 code deviation from
one market to another. There is usually a vendor involved for non-emergent transport,
and the BA sits in on the vendor calls to clarify the codes that will then get sent to
Configuration to ensure those codes deny to the vendor. Any services that are covered by
the vendor would be handled by that vendor. For example, if there is a Cost Share but
there is a vendor, the Analyst will not have to configure the copay because it will deny to
the vendor. Same thing with limitations, as the vendor will be handling the ride limit.
1 |PrefixDescription|  Benefit Type Requirement Text. Benefit Description Coverage Cost Share Cost-Share Restricted Coverage Exclusions Limitations Additional Information Vendor
(iIn-Network) _ | (Out-of-Network)
TN CoverKids Level [TRNS | Transportation Covered |CO-PAY: S0 CO-PAY: SO Ambulance, including land and air, |The following are not covered: N/A If member reguires assistance, one N/A

None Neone

DEDUCTIBLE: None  [DEDUCTIBLE: Nane |facil

T/F: SMCS may be covered on a Kid's Plan.

tis not essential

obability of harm to

the member is not
transportad to 3 facllity; and
- Routine/non-emergency

trensportation

from said s

servic
thata
in 3 dentist’s office shall be covered.
This requirement only applies to

members under age 21




O True

O False

T/F: Configuration is able to handle the 90 day limit for SNFS.

O True

O False

This Benefit Type usually has a standard set of procedure codes, and the BA sits in

on vendor calls to learn which of those codes the vendor uses.



O SNFS

O TRNS

O TCMS
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TRPT, VABS, VISN, WEBT and WEIT

TRPT: Transplants

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.
Procedure codes will be provided. These services commonly require an authorization, so

the Analyst may see information about medical necessity within the requirements.

1 msasprd | promxescron - | Benet 3| T S| o) o

VI corsuge~ | em Uimitations - Additional Information [

&3 TReT Transslants | An o Covarad NA /A

parsal orgen
trom anz bosy

VABS: Value-Added Benefits/Services

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.
Depending on the BRD the Analyst might see a multitude of things. Older markets had
everything called out. In new markets the only parts shown are those benefits that truly
have a claim or benefit impact. These will primarily fall under other Benefit Types, such
as Transportation or Home Delivered Meals. A ticket would only be submitted to

Configuration if there is a benefit impact that does not fall under another Benefit Type.



VA Anthem:-

Care

virginal Carcinal

Valug-Added
Benefits/servic

Valuz-addea benefits
are gefined as
services for which
eligible membersare
covered above and
beyond the standard
benefit set.

s

Coverea

Effective 7/1/2021, the current Adult Dental Value Added Benefit
mansged by DentsQuest will end and be replsced by 3 new State
funded Dental benefit that will be managed by Dentauest.

Effective August 1, 2017, the VA Virginal Cardinal Care program
will restrict the following VABS:

1) Adult Denta! Benefit - Eligible members must be 21 years of age
orolder

2) Enhanced Vision Care - Eligible members must be 21 years of
age or older

5) Enhanced Hearing Benefits - Eligible members must be 21 years
of age or older

4] HEPA-Zrade Al Purifier Benafit - Eligible members must have
asthma or a similar pulmonary condition

Effective 7/1/2021, the current Adult Dental Value
|Adged Benefit mansged by DentsQuest will end ang
lbe replaced by a new State funded Dental benefit that
[will be mznaged by DentaQuest.

Effective August 1, 2017, the VA Virginal Cardinal Care
lorogram will it th following VABs

1) Adurt Dental Benefit - Limit one routine exam and
cieaning every six months and one set of bitewing
|x-rays per 12-month period

12) Enhanced Vision Care - Limit one pair of glasses
|(lenses and frames) per 12-month period

|3) Enhanced Hearing Benefits - Limit one hearing exam
Jand up o §1,000 for hearing aids per 12-month

Effective 7/1/2021, the current Adult Dental Value Added Benefit managed by
DensCuest will end and be replaced by  new State funded Dental beneft that will
be managed by DentaQuest.

Effective August 1, 2017, the VA Virginal Cardinal Care program will cover the
|following VABs:

1) Adut Dental Beneft - receive routine and preventive dental care, including
exams, cleanings, and x-rays

2) Ennanced Vision Care - receive $100 toward the purchase of prescription
eyeglasses

3) Ennanced Hearing Benefit - receive no-cost routine hearing exams, hearing aids,
and hearing-aid batteries

|4) HEPA-grade Air Purifier Benefit - receive a no-cost HEPA-grade air purifier and
permanen: ficer

&7 5) Extra Cellphone Minutes - Eligible members must be 18 years [period, plus unlimited visits for fitting. Maximum of 60 |5) Community Transportation - receive transportation to non-covered provider
of age or older Inearing aid barteries per member per 12-month services 2nd community locations for various health and wellness activities
lperiod. Limitations on the hearing benefitsare s |6) Extra Cellphone Minutes - receive 200 free minutes when signing up with Safelink,
Virginal Cardinal Care 4.0 (rolling effective dates 8/1 - 12/1/2018), follows plus 100 extra minutes on their birthdays. Also includes are unlimited text messages
addritional VAB services -Limit one hearing exam per 12-month period - |to or from anyone and unlimited free calls to our Service Plus Call Center
1) Lifeline - 18 years or alder Hearing Aid Exam & Sel , Hearing Aid |7) Link - acgess to an online program lecates and displays
2) Sport Physicals - must be enrolled in school and be 13 years of Exam & Selection; Binaural , Hearing Aid Check; available local community-based programs, benefits, supports, and services
age oryeungsr Monaural B) Assistive/gripping devices - recaive up to $50 worth of assistive devices such as
3) HEPA Air Purifier - Member must receive case management Hearing Aid Check; Binaural , Electroacoustic sressing aids, kitchen aids, and reachers
authorization based on  diagnosis of asthma or other chronic Evaluation, Hearing Aid; Monaural , Electroacoustic  |9) Walker/wheelchair accessories - receive up to $50 worth of wheelchair or
puimonary condition Evaluation, Hearing Aid; Binaural , Hearing Screening | walker accessories
4) Boys & Girls membership - Members ages 6-18/excludes |and Assessment For Hearing Aid
summer services and other special programs. -Unlimited visits for fitting - Under Virginal Cardinal Care {rolling effective dates 8/1 - 12/1/2018), the following
5) GED Assistance -at least 18 years or older. Members may be |- Up 1o 51,000 for hearing aids per 12-month period - [VAB services are covered
pia 1600 1716 thow emser rare " n By o e < tnr rhonnr Aicsacas aduiran
o o o
VISN: Vision
Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. Much
like Dental, the routine services are typically carved out to a vendor. The BA will work
with a vendor contact and define the contract, then provide codes and other criteria for
services that stay with us and thus can be configured versus deny to the vendor.
|Prefix [ ||Benefit | w|Requirer. |Benefit Description [..|Coverag. ||Cost-She. |Cost-She.. | Restricted Coverage |- | Exclusions [ || Limitations [ ||Additional [ ||Vendor [
Description ([Type ~ — [ntText — - ~|(In-Networ | (Out-Of-Ne - - ~ |Information -
1 k) twork)
VWA VISN Covered |N/A N/A 1) Routine 1) Eyeglass frames, 1) Eye examinations  |The vendor EyeQuest
Medicaid prevention, diagnosis medical/surgical vision [lenses, contact lenses, |and refraction and contractor is
FIMC and treatment of services are covered and fabrication services [fitting services are EyeQuest
conditions, diseases through Amerigroup’s  |and associated fitting  |covered with the
and injuries of the eye vendor contract with and dispensing following limitations:
- Ophthalmalogy is the EyeQuest services are covered - Once every 24
branch of medicine - Fundus under HCA's months for clients 21
which deals with the photagraphy ocular fee-for-service years of age or older;
diseases and surgery screening program. HCA's vision |and,
of the visual pathways, interpretation and hardware contractor is - Once every 12
including the eye, report {procedure Aireray Optical, which is|months for clients 20
brain, and areas §2250) is covered when|part of the Washington |years of age or
surrounding the eye submitted with TC State Department of  |younger.
such as the lachrymal modifier, and not Correctional Industries. (2) Repair and
system and eyelids. denied to vendor. Providers must obt: adjustment of
- Optometry is a health 2) Examinations and  |all hardware through  |spectacles (92370 and
o care profession refraction services are |Airway Optical. HCA  |92371) is limited to

concerned with
examination, diagnosis.
and treatment of the
eyes and related
structures and with
determination and
correction of vision
problems using lenses
and other optical aids.
- Routine vision
services include visual
examination. fitting,
dispensing and
adjustment of
eyeglasses, follow-up
examinations, and
contact lenses

only covered outside
the specified
Limitations i

- The provider is
diagnosing or treating
the client for a medical
condition that has
symptems of vision
problems or disease

- The client is on
medication that affects
vision: or,

- The service is
necessary due to lost or
broken
eyeglasses/contacts

when the eyeglasses or

does not pay any other
optical manufacturer or
provider for frames,
lens, or contact lenses
2) Group vision
screening for
eyeglasses is not
covered.

3) Vision-related
services for cosmetic
purposes only are not
coverad

4} Refractive surgery of
any type that changes
the eye's refractive
error is not covered
when the intent of the

clients 20 years of age
and younger.

3) Scanning
computerized
ophthalmic diagnostic
imaging, posterior
segment, with
interpretation and
report, unilateral or
bilateral; optic nerve
(92133) s limited to
one (1) per calendar
year.

4) Scanning
computerized
ophthalmic diagnostic
imaging. posterior

WEBT: Video Doctor Visits (LiveHealth Online)




Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.
Procedure codes, modifiers and place of service criteria will be given. If Cost Share is
different from the plan’s standard office visits and/or behavioral services then cost

share benefits would need to be configured.

Cost-Shar|
, BSBS| Prefix e Cost-Share
Prefi | Descrip| Benefi| Requirem Covera | (In-Netw | (Out-of-Ne
X~|| tion-|tTyg.v| entTex-| Benefit Description-| gel[-| ork)(~| twork) -|
WNO2 |WNY Child |WEBT r ith |Covered N/A /A

] Vendor (-1

/A N/A Liverealth Online (LHO) '

N/

WEIT: Weight Reduction Program

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information. This
Benefit Type may be a Value-Added Benefit, in which case the BA will have worked with
the Health Plan to determine if it needs to be configured to be covered by us or not. If

there will be claims, the BA will supply the codes to be configured.

1 8585 __[Descriptio [Benefit
prefil~ n  [1ype [T
IN2§ werT

Additional

[+ exctusiof | || informationl - | vend |

) 52500 POWER Account*

This Benefit Type is primarily captured in other categories, but older BRDs still

call out everything, whether or not it has a distinct claim or benefit impact.

TRPT



O VABS

O WEBT

The routine services under this Benefit Type are typically carved out to a vendor.

O WEBT

O TRPT

O VISN




This Benefit Type may fall under Value Added, so the BA will have worked with the

Health Plan to determine if any configuration needs to happen in-house.

O WEIT
O WEBT
O VABS
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CONGRATULATIONS!

You have completed the Implementation Configuration
Overview Training! You can access the most up-to-date General

Implementation Configuration document.through'the BCoE
SharePoint Library at:



https://collaborate.wellpoint.com/:w:/r/sites/BCOE/BCoELibrary/_layouts/15/Doc.aspx?sourcedoc=%7BC1E1CBA0-F449-4ECE-9C44-A0BC4ACD8D96%7D&file=General%20Implementation%20Configuration.docx&action=default&mobileredirect=true&DefaultItemOpen=1&cid=17317d7e-9f59-48de-b66d-b2acd48c5605

