
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/VCFP and INFS

IPAC, All LTSS, LHDM, MOOP, NURH

OCOA, OTRH, OUTP, PODS and PRDN

BCoE General Implementation Configuration



PREV, RESP, RSST, SCHL and SELF

SMCS, SNFS, STRH, TCMS and TRNS

TRPT, VABS, VISN, WEBT and WEIT

CONGRATULATIONS!



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.
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What to Look for in the BRD
•    Is there a Cost Share?  Will it apply to other Benefit Types?  For example, if there is 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?

•    Is there a Vendor?  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.  



•    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.  

Emphasis added for the sake of the lesson

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

Benefit Types.



•    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.  It is better to ask the question than to send through incorrect benefit

information.



SUBMIT

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

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

that apply.

True

False

case management

medical necessity

claims ops



SUBMIT

SUBMIT

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.

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

to their Designated Buddy or BA.

eligibility requirements

True

False
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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.

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
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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.

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.



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.

CARH: Cardiac Rehabilitation Services
Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.  The

ticket should have codes provided.

The usual vendor for Acupuncture is:

The state



SUBMIT

SUBMIT

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.

American Specialty Health (ASH)

Alternative Medicine Association (AMA)

True



SUBMIT
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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.

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.
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This plan has a lot of Restrictions/Exclusions/Limitations

An example of the TPCT Table in Facets

CRSP: Cosmetic/Plastics/Reconstructive Procedures



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.

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.  

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



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.

SUBMIT

J codes are often important in:

CHIR

CHEM

DENT



SUBMIT

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

The Benefit Type ________ is primarily for the state's information needs, but

in some cases will need to be configured.

CHIR

CHEM

DENT

CHEM

CRSP

DEDU



SUBMIT
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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.
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There may be a lot of material to digest in Exclusions, Limitations and Additional
Information. 

DIAS: 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

exclusion stating it is carved out to the listed pharmacy vendor. Covered codes would be

included.

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

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.

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.



SUBMIT

SUBMIT

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

Medicaid

HCPCS

MUE

True

False
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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.

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
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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. 

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.

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.



ERSV: Emergency Services
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.



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.

What might an Analyst configure in DRUG?

Over the Counter medications



SUBMIT

SUBMIT

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

Injections

Prescription medications

ECIS/EPSD

EDMS

ESRD



SUBMIT

CON TIN UE

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

DRUG

EMPS

ERSV



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.

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.  
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GBSU: Gastric Bypass/Obesity Surgery/Bariatrics

Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information,
then ensure the procedure codes supplied are configured as covered and/or not
covered.

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

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
it is configured.

GENT: Genetic Testing
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.  



GNDR: Transgender Related Care and Services
Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.  Codes

will be provided.

Which Benefit Type would typically NOT come over to Configuration?

EXIS

GBSU



SUBMIT

SUBMIT

Limitations for this Benefit Type are usually configured based on surgical

procedures.

GNDR

EXIS

GBSU

GENT



SUBMIT

SUBMIT

Limitations for this Benefit Type are usually configured based on surgical

procedures.

GNDR

EXIS

GBSU

GENT



SUBMIT

CON TIN UE

T/F: For most of the Benefit Types in this lesson, the BA should provide diagnosis

and/or procedure codes that apply.

True

False



GUAC: Guest Accommodations
Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.  Codes

will be provided.

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.
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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.

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. 



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.

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

HCPS



SUBMIT

SUBMIT

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

it often relies on medical necessity.

HEAR

HEHM

HEAR

HEHM

HCPS
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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.

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.
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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.

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.

SUBMIT

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

based on POS for the procedure codes.

HMHC

IMVA

VFCP



SUBMIT

CON TIN UE

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

HMHC

VFCP

INFS



IPAC: Inpatient Hospital Acute

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

All inpatient 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 $0, 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.

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.
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Pay close 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. 



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.

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

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.

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



SUBMIT

SUBMIT

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

IPAC

LTSS

LHDM

IPAC

LADS

LHDM



SUBMIT

CON TIN UE

Choose the TWO Benefit Types that should not require configuration.

MOOP

LSUP

IPAC

NURH



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.

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.
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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 a list 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.



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.

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.

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

territories.

True



SUBMIT

SUBMIT

This POS often has a different copay, so when configuring OUTP it is a possible

layer that will need to be mapped.

Limitations for this Benefit Type are often time-based.

False

Ambulatory Surgical Center

Home

Rural Health Center



SUBMIT

CON TIN UE

OUTP

PODS

PRDN



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 Immunizations/Vaccinations or Diagnostic

Testing.  Some procedures might be diagnosis code driven.

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.
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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. 

SCHL: School Based Services
Look at Coverage, Cost Share, Exclusions, Limitations and Additional Information.  Every

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 a lot 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.



SELF: Self-Referral Services
This should not come over to Configuration as we do not configure for referrals.

SUBMIT

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

categories such as Immunizations.

RESP

PREV

RSST



SUBMIT

CON TIN UE

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.

True

False



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.

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.
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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.

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.

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.

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



SUBMIT

SUBMIT

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

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.

True

False

True

False



SUBMIT

CON TIN UE

SNFS

TRNS

TCMS



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.

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.
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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.

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.

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.

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



SUBMIT

SUBMIT

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

VABS

WEBT

WEBT

TRPT

VISN



SUBMIT

CON TIN UE

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.

WEIT

WEBT

VABS



FIN ISH E D!
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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:
 General Implementation Configuration in SharePoint

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

