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Introduction
Dear Provider,

MDwise developed this reimbursement manual to provide guidance in interpreting certain specific
Marketplace benefits. We hope that you find this reimbursement manual helpful, but please do not consider
this manual all inclusive.

Each chapter in this manual is dedicated to a type of service rendered. For certain services, take for exampl
OPreventative Servicesao, providers may need to re

Chapters are then further broken down into the follding sections.

Benefit Coverage
This section outlines the extent of coverage for a type of service and includes definitions of phrases that are
key to understanding the MDwise Marketplace benefit.

Benefit Limitations and Exclusions

Information onlimitations and exclusions for the particular benefit will be found in this section. Providers

can also find the exclusion list at the end of this manual. Please note that these lists are not all inclusive and
there may be other limitations or exclusion®nincluded. You may find additional exclusions in the MDwise
Marketplace Individual and Chi@nly contracts.

Provider Reimbursement and Submission Requirements
This section details required modifiers, service provider requirements, and limits on assbciarges.

Procedure Codes and Claim Consideration
We have included applicable CPT and D codes for you to reference. Please note that the codes
included are for clarity, and may not be the full list of applicable codes.

Prior Authorization (PA) Requ irements

Prior authorization requirements for the particular benefit can be found here. 3toauldalso refer to our
prior authorization quick reference guide which can be found at MDwise.org/forms. Please note that all
services rendered by an out of netwk provider or facility require prior authorization, except in the case of
emergencies.

Disclaimer: MDwise has developed this Marketplace policy and procedure based upon the current
available information as of the most recent effective date. The interdfchis policy is to provide guidance

in interpretingcertainstandardMarketplacebenefits.Thisinformationmaynot be allinclusive As the claims
payer entity, and the MDwisebs del egat e, t heingc!l ai
related issues and policy updates affecting claims processing and implement those changes. If there is a
discrepancy between claims administration information, provider billing issues and MDwise policy, please
notify MDwiseimmediately.
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ABC - Abortion Coverage

1. Benefit Coverage

1.1. MDwisereimbursedor therapeutictreatmentof spontaneou®r missedabortion andservices
relevant to thistreatment.

1.2. An elective abortion is an abortion that a doctor performs because the mother has chimsen
terminatethe pregnancyln accordancewith IC 16-34-1-8 MDwisemayonly coveranelective
abortion in the followingcases.

1 The pregnant woman became pregnant through an act of rapecest.
1 Anabortionis necessaryo avertthe pregnantwoman'sdeathor asubstantiaandirreversible
impairmentof a major bodilyfunctionof the pregnantwoman.

1.3. For anelectiveabortionto be coveredby MDwise one of the followingis necessary:

1 A physician has found, and certified in writing on the basis of his priofesgudgment, that
the life of the mother would be endangeredf the fetuswere carriedto term. The certification
must contain the name and address of the patient,

9 Ifthe pregnancysthe result of anactof rapeor incest,signeddocumentationmusthbe
receivedfrom alaw enforcementagencyor publichealthservicestating:

0 That the person upon whom the medical procedure was performed was repdded
have been the victim of an incident of rapeincest

0 The date on which the incidemiccurred

0 The dateon which the report was made, which must have been within 60 days of the
dateon whichthe incidentoccurred;the nameandaddressof the victim; andthe name
andaddressof the personmakingthe report (if differentfrom the victim)

0 That the reportincluded the signature tiie person who reported the incident

2. Benefit Limitations and Exclusions

2.1. Thefollowingbenefitlimitationsor exclusionsapplyto abortion services:
1 Exceptfor the reasonsstatedin section1.2.,electiveabortionsare not covered.
1 With the exceptionof emergencyservicesall servicesprovidedby out of network providers
require priorauthorization

3. Provider Reimbursement & Submission Requirements

3.1. An electiveabortionis reimbursedonly if submittedwith appropriatedocumentation(asoutlinedin
1.3). Providers must attach the documentation to the paper claim form or send it separately as an
attachment to the electronic claim transaction. Correct documentation must be submitted with a
claim before the abortion or anglirectly related service can be reimbursed. The primary service
provider should forward copies of the physician certification to the related service provider to bill
for theseservices.

3.2. MDwise does not require supporting documentation for spontaneouissed, or threatened
abortions(SeeTable3). MDwisereimbursesor therapeutictreatmentof spontaneou®r missed
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abortion,andservicesrelevantto thistreatment,accordingto the p r o v i cdn¢ract@dallowable

amount.

3.3. Reimbursementnethodologyrelatedto coveredelectiveabortionsandservicess basedon the

pl ace

of service (e.g. outpatient offi

ce

versus nonrsurgical). Please see the applicable BCCP for provigienbursementspecifics

4. Procedure Codes and Claim Considerations

4.1. Thediagnosior procedurecodeslistedin the tablesbelow indicatea possibleelectiveabortion

cl

was performed. The claims payer should suspend claims that have one of the diagnoses from
Table 1or one of the procedure codes from Table 2 for claims examiner review of appropriate

documentation supporting coverage of the elective abortion. If appropriate documentation is not
submittedwith the claim,thenthe claimmustbe denied. The exception is a claim with one of the

diagnosis codes provided in Section 4.2.

In additionto the diagnosis/procedurést below, useof G7 modifier (the pregnancyesultedfrom

rape or incest, or pregnancy certified by physician as life threatemiag)also be used to indicate
that appropriate documentation must beviewed.

Tablel - Diagnosis Codes that Suspend for Review of Documentation

COEEZ%PSBIS_ Description

0045 Genital tract and pelvic infection following (induced)mination of
pregnancy

004.6 Delayed or excessive hemorrhage following (induced) termination of
pregnancy

004.7 Embolism following (induced) termination of pregnancy

004.80 (Induced) termination of pregnancy with unspecified complications

004.81 Shock following (induced) termination of pregnancy

004.82 Renal failure following (induced) termination of pregnancy

004.83 Metabolic disorder following (induced) termination of pregnancy

004.84 Damage to pelvic organs following (induced) terminatiopEgnancy

004.85 Other venous complications following (induced) termination of pregnancy

004.86 Cardiac arrest following (induced) termination of pregnancy

004.87 Sepsis following (induced) termination of pregnancy

004.88 Urinary tract infectionfollowing (induced) termination of pregnancy

004.89 (Induced) termination of pregnancy with other complications

007.0 Genital tract and pelvic infection following failed attempted termination of
pregnancy

0071 Delayed or excessive hemorrhage followifagied attempted termination of
pregnancy

007.2 Embolism following failed attempted termination of pregnancy

007.30 Failed attempted termination of pregnancy with unspecified complications

007.31 Shock following failed attempted termination of pregnancy

007.32 Renal failure following failed attempted termination of pregnancy

007.33 Metabolic disorder following failed attempted termination of pregnancy

007.34 Damage to pelvic organs following failed attempted termination of
pregnancy
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CoDdI:%Pg[S)IS- Description

007.35 Other venous complications following failed attempted termination of pregnan
007.36 Cardiac arrest following failed attempted termination of pregnancy;

007.37 Sepsis following faileattempted termination of pregnancy

007.39 Failed attempted termination of pregnancy with other complications

007.4 Failed attempted termination of pregnancy without complication

233.2 Encounter for elective termination of pregnancy

Table 2 - Procedure Codes that Suspend for Review of Documentation
Procedure Codes Description

59100 Hysterotomy, abdominal
59200 Insertion of cervical dilator, (e.g., luminaria, prostaglandin) (separate proced
59840 Induced abortion, by dilation andurettage
59841 Induced abortion, by dilation and evacuation
Induced abortion, by 1 or more intramniotic injections (amniocentesis
59850 injections), including hospital admission and visits, delivery of fetus 4
secundines;
Induced abortion,by 1 or more intraamniotic injections (amniocentesis
59851 injections), including hospital admission and visits, delivery of fetus 4

secundines; with dilation and curettage and/or evacuation

Induced abortion, by 1 or more intramniotic injections gmniocentesis
59852 injections), including hospital admission and visits, delivery of fetus 4
secundines; with hysterotomy (failed inteanniotic injection)

Induced abortion, by 1 or more vaginal suppositories (eg, prostaglandin) wit
59855 or without cervical dilation (eg, laminaria), including hospital admission and
visits, delivery of fetus and secundines;

Induced abortion, by 1 or more vaginal suppositories (eg, prostaglandin) wit
or without cervical dilation (eg, laminaria), including hteslpadmission and

59856 visits, delivery of fetus and secundines; with dilation and curettage and/or
evacuation
Induced abortion, by 1 or more vaginal suppositories (eg, prostaglandin) wit

59857 or \_/vithouF cervical dilation (eg, Iam_inaria),_includlmyspital adrr_1ission a_nd
visits, delivery of fetus and secundines; with hysterotomy (failed medical
evacuation)

59866 Multifetal pregnancy reduction(s) (MPR)

S0190 Mifepristone, oral, 200 mg

S0191 Misoprostol, oral, 200 mcg

ICD 10 Procedure Codes

10A00z2Z Abortion of products of conception, open approach

10A03z2Z Abortion of products of conception, percutaneous approach

10A04z22 Abortion of products of conception, percutaneous endoscopic approach

10A0726 Abortion of products of conception, vacuumia natural or artificial opening

10A07ZW Abortion of products of conception, laminaria, via natural or artificial opening

10A07ZX Abortion of products of conception, abortifacient, via natural or artificial oper

10A072Z Abortion of products of @nception, via natural or artificial opening

10A082Z Abortion of products of conception, via natural or artificial opening endoscoq

4.2. Exclusions. MDwise excludes the following codes in Table 3 from the abortioiteria. If a claim
contains a procedure code from Table 2 and one of the diagnosis codes below, the claim should not
suspended for review of appropriate documentation.
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Table 3 6 Excluded Abortion Criteria

Diagnosis Code Description
(ICD -10)
O01.XXX Hydatidiform mole
002. XXX Other abnormal product of conception, includes missed abortion
003 XXX Spontane_ous abortion, includes miscarriage, spontaneous abortion, and
complications
020.0X Threatened abortion
020.8X Other specified hemorrhage in earpregnancy
020.9X Unspecified hemorrhage in early pregnancy
036.4XX Intrauterine death
044 XXX Placenta previa
045. XXX Abruptio placentae
046.XXX Antepartum hemorrhage

4.3. Non -Surgical Abortions . MDwise only reimburses the Food and Drug Administrat{®&DA)
approved regimen for medically induced abortions using orally administered mifepristone and
misoprostol.MDwisedoesnot reimbursewhatis commonlyknown asthe evidencebasedregimen
for medical abortion with mifepristone and misoprostol, whicttludes athome or vaginal
administration ofmisoprostol.

The FDAapproved regimen for these medications is as follows: Recommended gestatiodedage
days from last menstrual period (LMP) Mifepristone dés&00 mg orally administered on day one
office visit. Providers must use HCPCS code SGMepristone, oral, 200mg, to bill Mifepristone
and use code S018Misoprostol, oral, 200 mcg to bill Misoprostol. Medical abortion by oral
ingestion of Mifepristone and Misoprostol requires three separate effisits to complete the

procedure.

Confirmation of pregnancy status must occur prior to the day one office visit. The day one office
visit must occur after the 18 hour counseling and waiting period required by IC34151.1.
Claims for day one and ddtiiree office visits are held, pending submission of required

documentation. To be reimbursed for services, MDwise requires providers to submit all necessary
documentation with claims for these office visits, as outlined in 1.3.

Table 4provides the billng guidelines for these office visits and the medications provided during the
office visits. Providers must bill all claims for medical abortion by oral ingestion of Mifepristone and
Misoprostol on the CMSL500 claim form or via electronic transaction. @es S0190 & S0191 are

to be reimbursed under the medical benefit.
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Table 4 6 Mifepristone and Misoprostol Billing Guidelines

Office Documentation/Medication
Visit
Day One: Member reviews and signs the Patient Agreement

M

M Provider orallyadministers three 200 mg tablets of mifepristone.

M Provider bills HCPCS code S01&8aifepristone, oral, 200 mg, three
units.

M Provider bills the appropriate evaluation and management (E/M) co
for the office visit.

Day Three: | A Providerchecks pregnancy status with clinical examination or
ultrasound (US) exam.

M If an US is performed, provider bills the appropriate code for the

service provided.

Provider orally administers two 200 mcg tablets of misoprostol

Providerbills HCPCS code S016Misoprostol, oral, 200 mcg, two

units.

Provider bills appropriate E/M code for the office visit.

Provider verifies pregnancy termination with clinical examination or

exam.

Provider bills appropriat&/M code for the office visit.

If an US is performed, the provider bills the appropriate code for the

service provided

= =

Day 14:

=E BE

5. Prior Authorization (PA) Requirements
5.1. Claimsreceivedfor abortion servicesare processedn accordanceawvith the MDwise Marketplace
Prior Authorizationrequirements.
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ANP - Advanced Practice Nurses, Physician Assistants & Dieticians

1. Benefit Coverage

1.1. CoveredAdvancedPracticeNursesandPhysiciamssistanPA) servicesnclude:
9 Office Visitsfor preventivecare,primary care,andfor medicalcareandconsultationgo
examine, diagnose, and treat an illnesmjury.

1 TherapyServicesvhengivenin the office of a Physiciarfe.g.clinicalnursespecialist)

1 InpatientServices

9 Surgical Servicdassistant).

i DiagnosticHealthServicesvhenrequiredto diagnoseor monitor asymptom,diseaseor
condition.

1 Home Visitsfor medicalcareandconsultationgo examinediagnoseandtreat anillnessor
injury perforhmel i n memberds

1 Emergency roonservices

1.2. Primary Care Practitioner . A primary care practitioner is defined as a participating provider in
the memberds delivery system who has ageeéd t
medical care and is one of the followisgecialties:

1 A physiciarwho hasa primaryspecialtydesignatiorof familymedicine jnternalmedicine,
gynecology, obstetrics, qrediatrics
1 A nurse practitioner who practices in a primary caetting

1.3. Inpatient Services. The following advanced practice nurse and PA services are covered during
an inpatienstay:
T Medical carevisits
1 Assistancavith surgeryandthe administrationof generalanesthesia.

1.4. The servicesof advance@racticenurseor PAmaybe coveredif all of the followingconditionsare
met:

1 Theyarethe typethat areconsideredp h y s i servieedf fuhishedby adoctor of medicine
or osteopathy(MD/DO);

1 The practitioneris legallyauthorizedto perform the servicesn the Statein whichtheyare
performed;

1 Theyareperformedin collaborationwith anMD/DO; and

M They are not otherwisgrecluded

1.5. Nutrition counseling. According to ACA Preventive Services Regulations, nutritional counseling
is covered without member cost sharing for adultsth hyperlipidemia, and other known risk
factors for cardiovascular and die¢lated chronic disease. Nutrition counseling and behavioral
interventions are also covered to promote sustained weight loss for obese adults and children age
six years and olderScreening for obesity in children, adolescents and adults is also covered. A
licensed dietician can provide theservices.
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2. Benefit Limitations and Exclusions

2.1. Thefollowingbenefitlimitationsapplyto NP, PA anddieticianservices:
1 New patientofficevisitsare limitedto one (1) per member,per provider within the lastthree
(3) years. New patient is defined as a member who has not received any professional services
from the provider or another provider of the same spedtialvithin the same group practice
within the last three (3) years.
1 Medical care visits limited to one visit per day by any one NPAr

2.2. The following exclusions apply to NP, PA and dietisenvices:

T Consultationcodes(992416 99245,992518 99255),Care PlanOversight(9937406 99380)
andprolongedphysiciarserviceg CPT code 99354)are not covered.

1 Physician standby services (CPT code 99360), team conferences (codes 3&&)and
telephone calls (codes 99379373) are notovered

1 Physiciamr Other Pr a ¢ t i ¢hargedoe qorssdltingwith Enrolleesby telephone facsimile
machine, electronic mail systems or other consultation or medical management service not
involving direct (facéo-face) care with the Enrollee except as otherwise describethis
Contract.

9 Services or supplies related to alternative or complementary medicine. Services in this
categoryinclude,but are not limited to, acupunctureholistic medicine homeopathyhypnosis,
aroma therapy, massage and massage therapy theildpy, herbal, vitamin or dietary
products or therapies, naturopathy, thermograph, orthomolecular therapy, contact reflex
analysis, bioenergial synchronization technique (BEST), iridstady of the iris, auditory
integration therapy (AIT), colonic irgation, magnetic innervation therapy, electromagnetic
therapy, andheurofeedback.

1 Physician standkservices.

2.3. With the exceptionof emergencyservicesall servicesprovidedby out of network providers
require prior authorization.

3. Provider Reimbursement & Submission Requirements

3.1. All professionabkervicesfor contractedprovidersare paidat the lesserof the contractedp r ovi der
rate (based orthe percentagef Medicare Physician Fee Schedule (MPFS) or billed charges. If there
is not a Medcarerate for the coveredserviceprovidedon the Medicarefee schedulethe base
payment s150% of the Medicaid (I HCP) pecentdggeofthedul
MPFS is then applied to the fee amount.

3.2. Ifaprovider hasmore thanone deliverysystem {.e. hassignedwith multiple deliverysystems)the
highest contract rate will apply to services to members not assigneddordracted delivery
system.

3.3. For noncontracted providers, in which a PA was received, or the service wasnagrgency

service, the lowest QHP rate is used to calculate the reimbursement rate. For professional claims
this is125%.

Modified on July 14, 2017 Pagel3 of 266



3.4. Nurse Practitioners and CNSs. NPs and CNSs are paid for covered services at 85% of what a
physician is paid under the MPFS, orifMe di car e r at e, 150% of Medi c
contractedpercentageof MPFS is then applied to the f@amount.

When a NP or CNS actively assists a physician in performing a surgical procedure and furnishes
more than just ancid|l @GNYs & esearnvciecses tdree NPBisg ialm
at-surgery services. NP and CNS assistansurgery services at reimbursed at the lesser of the

actual charge or 85 percent of the 16 percent that a physician is paid under the MPFS. Since
physiciangare paid at 16 percent of the surgical payment amount under the MPFS for assistant
surgery services, the actual payment amount that NPs and CNSs receive for asatstangery

services is 13.6 percent of the amount paid to physicians. Only the ASfimomust be reported

on the claim form when a NP or CNS bills assistatsurgery services.

3.5. Certified nurse -midwife (CNM). Payment for CNM services is made at 100% of the physician
fee schedule amount for the same service performed physsician.

Py ment for covered drugs and biologicals furni
to the Part B drug/biological payment methodology. Covered clinical diagnostic lab services
furnished by CNMs are paid according to the clinical diagnosticdlalséhedule.

3.6. Physician assistant (PA) services. PAs are paid at 85% of what a physician is paid under the
MPFS or if no Medicare rate, 150% of Medi cai d
applied to the feamount.

When a PA actively assistgaaysician in performing a surgical procedure and furnishes more than
just ancillary services, the PAGasug@yserviacee s ar e
Covered PA assistardt-surgery services at 80 percent of the lesser of the actualrgh or 85

percent of what a physician is paid under the MPFS. Since physicians are paid at 16 percent of the
surgical payment amount under the MPFS for assistantirgery services, the actual payment

amount that PAs receive for assistaaitsurgery serices is 13.6 percent of the amount paid to
physicians. Only the AS modifier must be reported on the claim form when a NP or CNS bills
assistanft-surgery services.

3.7. Dieticians. NPs and CNSs are paid for covered services at 85% of what a physician isnplaid
the MPFS, or if no Medicare rate, 150% of Med
applied to the fee amount. Dieticians may provide covered nutritional counseling and medical
nutrition therapyservices.

3.8. Site of Service Adjustment. Under the MPFSsome procedures have a separate Medicare fee
schedule rate for a practitioner6s pr offaiditgi on.
setting. The CMS furnishes both fees in the MPFS update. The Site of Service adjustment is also
applicable to services performed by a NP, CNS, CNAPA

The place of service code (POS) is used to identify where the procedure is furnished. The list of
facilities where a practitionerods professional
Outpatient HospitalOff Campus (POS code 19)

Hospitals (POS cod21-23);

Ambulatory surgical center (ASC) (POS cdti®

Skilled Nursing Facilities (SNF) (POS cad§

Hospice (PO334)

E R
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Ambulance (POS 412)

Inpatient psychiatric facilities (PG%);

Psychiatric facility partial hospitalization (PO&)
Community Mental Health Centers (CMHC) (POS cdii®);
Comprehensivénpatientrehabilitationfacilities(POS61);

E N I ]

Some services, by nature of their description or type of procedure, are performey iontertain
settings and have only one maximum allowable fee per code. Some examples of these services
include:
1 EvaluatiormndmanagemenfE&M)codeswhich specifythe site-of-serviceSOS)within the
description of the procedure codes (e.g., inittedspitakcare);
1 Majorsurgicaproceduresthat are generallyperformedonlyin hospitalsettings.

NOTE: If there is a separate rate for services performed in a facility or-fexility setting payment

is based on the applicable rate for the POS (fac{fyor non-facility) that is billed on the claim. If
only one rate is indicated on the Medicare Ph
that service is billed on a claim in any setting. Certain procedures would only be performed in a
facility setting, such as, procedure code 19301 (partial mastectomy).

3.9. Same Day Services. When a patient is seen in the hospital or outpatient/office setting for more
than one visit on the same day by a practitioner in the same billing group, same specialty,
reimbursementwill be paidto one practitionerandthe other service(swill be deniedfor inclusive
to the other service code on thatay.

Specialist claims billed on the same day as another practitioner but of a different specialty or group
will be reimbursed according the MPFS.

Preventive service performed on the same day as an Evaluation and Managementaservice
allowable and payable when billed in conjunction with and E/M visit and the appropriate modifier
code.

3.10. Bundled Services/Supplies. There are a number of services/supplies that are covered under
Medicareandthat haveHCPCScodes but they are servicesfor which Medicarebundlespayment
into the payment for other related services. MDwise will follow the Medicare bundling rule and
NCCI edits,exceptasindicatedin the supplementaMedicaidcoveredcodelist.

For example, injection services included in the fee schedule generally are not paid for separately if
the practitioner is paid for an E/M service rendered at the same time. Reisemoent is only

available for those injection services if no other physician fee schedule service is being paid. In
either case, the drug is separately payable. If, for example, code 99211 is billed with an injection
service, pay only for code 99211 and theparately payable drug.

3.11. Global Surgical Procedures. When a midlevel practitioner furnishes services to a patient
duringaglobalsurgicalperiod,the levelofthep r a ¢ t i invioleementindusnishingpart of the
surgeonds gl ob alstbasdetergined adnsispeiat with éhg golicynfar processing
physician surgical claims. Billing requirements and adjudication of claims requirements for global
surgeries are outlined in BCCP #22, Physician Services. The same processing requirements apply
to surgical services provided by a m@lel practitioner, including multiple surgery, bilateral
surgery, and team surgeon procesgjugdelines.
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3.12. Inpatient Services. Both Initial Hospital Care (CPT codes 99281099223) and Subsequent
HospitalCarecodesare 0 p @i e sarvicesandmaybe reimbursedonly once per dayby the
same practitioner of the same specialty from the same group practice. In a hospital inpatient
situation involving one physician covering for another, if physician A sees the patient in the
morning and practitioner B, who is covering for A, sees the same patient in the evening,
practitioner B is not reimbursed for the secomisit.

I f the practitioners are each responsible for
be coveed if the practitioners are in different specialties.

Only one hospital discharge day management service is payable per patient per hospital stay.
Physicians or qualified nonphysician practitioners, other than the attending physician, who have
been managg concurrent health care problems not primarily managed by the attending physician,
and who are not acting on behalf of the attending physician, should use Subsequent Hospital Care
(CPT code range 9923ad 99233) for a final visit. A subsequent hospitiaitvwilled in addition to

hospital discharge day management service on the same day by the same practitioner is not
reimbursable.

3.13. Observation Care. Payment for an initial observation care code is for all the care rendered by
the ordering practitioneront he date the patientds observatio
observationcodes,paymentfor asubsequenbbservationcarecodeisfor allthe carerenderedby
the treating practitioner on the day(s) other than the initial or discharge dateothlér
practitioners who furnish consultations or additional evaluations or services while the patient is
receiving hospital outpatient observation services must bill the appropriate outpatient service
codes.

For example, if an internist orders observatigervices and asks another practitioner to
additionally evaluate the patient, only the internist may bill the initial and subsequent observation
care codes. The other practitioner who evaluates the patient must bill the new or established
office or other outpatient visit codes as appropriate.

If the same practitioner who ordered hospital outpatient observation services also admits the
patient to inpatient status before the end of the date on which the patient began receiving hospital
outpatient observatiorservices, pay only an initial hospital visit for the evaluation and management
services provided on that date. Payment for the initial hospital visit includes all services provided
to the patient on the date of admission by that practitioner, regardiesthe site of service.

The global surgical fee includes payment for hospital observation (codes 99217, 99218, 99219,
99220, 99224, 99225, 99226, 99234, 99235, and 99236) services unless the criteria for use of CP1
modi f-R & r-85 060-5306 ar e met

3.14. When a hospital inpatient/hospital outpatient or emergency department E/M is shared between a
physician and an NP from the same group practice and the physician provides ahy-face
portion of the E/M encounter with the patient, the service mayliiked under either the
physician'®r the NP'sNPI number.However,if there wasno faceto-faceencounterbetweenthe
patient and the physician (e.g., even if the physician participated in the service by only reviewing
the patient'smedicalrecord) thenthe servicemayonly be billedunderthe NP'sNPI.

3.15. Physician Shortage Area (PSA). No PSA or Health Profession Shortage Area (HPSA)
payments are made for the Marketplagmeduct
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4. Procedure Codes and Claim Considerations

4.1. Modifiers. There are a number omodifiers (for example AS and mod 25) that can be used by
practitioners and can affect payment of claim. The complete list can be found in the CMS manual,
on the CMS website, or atww.wpsmedicare.com

E/M serwvges should be billed with modifier 25 when on claim with preventive services. If the
modifier is not included, then in accordance with NCCI edits, the preventive service codes should
be reimbursed and the E/M service should deny for included in the primanyice.

4.2. MDwise pays for an evaluation and management service on the day of or on the day before a
procedure witha9ed ay gl obal surgical period i5f760t he pr
indicate that the service resulted in the decision to perfotine procedure. MDwise does not pay
for anevaluatiormandmanagemenservicebilled with the CPT modifier -5 7 ibit wasnot provided
on the dayof or the daybeforea procedurewith a0 or 10-dayglobalsurgicalperiod.

5. Prior Authorization (PA) Requirements

5.1. NP,CNS,PA,anddieticianclaimsare processedn accordancewvith the MDwise MarketplacePrior
Authorizationrequirement.

6. Copays and Coinsurance

6.1. Refer to the MDwise Marketplace Individual Policy for the Schedule of Benefits whioimarizes
applicable coinsurance and copays related to coverage of PMP and specialist services (which
includes nurse practitioners, certified nurse midwives, dieticians, and physician assistants). Please
also note:

91 Iftherenderingnursepractitioneristhe me mb ePMBa is part of a PMPgroup (billingentity),
then the PMP copay rules apply, not the speciabigiay.
1 Iftherenderingcertified nursemidwifeor physiciarassistants part of a PMPgroup (billingentity),
then the PMP copay rules apphgt the specialistopay.
91 If multiple items that require copay are on the same bill (e-payxand E/M service), there is only
one copay amount that is applied. The copay to be applied is the highest copay amount considering
all servicesenderedandthe copaysassociatedvith thoseservices.
1 Surgicakervicesperformedin anoffice settingwill be subjectto the office visit copay.The office
visit copay will be applied to the office visit charge and surgical services until the copay has been
reached upo the allowedamount.
1 Coinsuranceapplieso drugsandbiologicalgeceivedin the office setting,in additionto the office
copay.
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AMT - Ambulance Transportation

1. Benefit Coverage

1.1. Ambulance services are a Covered Health Service arlgn Medically Necessary, except when
ordered by anemployer,school fire or publicsafetyofficialandthe memberis not in a positionto
refuse, or when a member is required by MDwise to move from a Neerticipating Provider to a
Participatindrovider.

1.2. AmbulanceServicesare transportationby avehicle(includingground,water, fixed wingandrotary
wing air transportation) designed, equipped and used only to transport the sick and injured and
staffed by Emergency Medical Technicians, paramedicgher certified medical professionals
from or between any of the following listdzklow.

1 Fromtheme mb ehon@e sceneof accidentor medicalEmergencyo a Hospital,
1 BetweenHospitals,

1 Between a Hospital and Skilled Nursing Facibity,

1 FromaHospitalor SkilledNursingFacilityto theme mb ehontes

1.3. The marketplace covers ambulance services, including fixed wing and rotary wing ambulance
servicespnlyif they are furnishedto amemberwhosemedicalconditionis suchthat other means
of transportationare contraindicated. The member's condition must require the ambulance
transportation itself and the level of service provided in order for the billed service to be
considered medicallyecessary.

1.4. Payment is based on the level of service provided, notfenvehicle used. Occasionally, local
jurisdictions require the dispatch of an ambulance that is above the level of service that ends up
beingprovidedto the member.In this,asin mostinstancesthe Marketplacepaysonlyfor the level
of serviceprovided, andthen only whenthe serviceprovidedis medicallynecessary.

1.5. Ambulance trips must be made to the closest local facility that can give Covered Health Services
appropriatefor the me mb econditson.If none of thesefacilitiesareinthe me mb dacadasea,
they are coveredfor trips to the closestfacilityoutsidetheir localarea.

1.6. Definitions
T 0Advanced | i forqpurposep g € 168819 and as defined in the IAC, Title 836,

The Indiana Emergency Medical Services Commission (EMSC) dedireasced life support

(ALS) adollows:

9 Care given at the scene of an accident, act of terrorism if the governor has declared a
disaster emergency under IC 414-3-12 in response to the act of terrorism, or illness,
during transport, given at the hospitAy a paramedic, emergency medical technician
intermediate, and care that is more advanced than the care usually provided by an
emergency medical technician or an emergency medical techfbesio advanced.he
term may include any of thellowing:

o Defibrillation

o Endotracheaintubation

o Parenteral injection of appropriateedications
o Electrocardiogranmterpretation
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o Emergency management of trauma dimss

oBasi c | i fisedefined pypghe EMSE as tlodlowing
1 Assessment oémergencyatients.
1 Administration ofoxygen.
1 Use of mechanical breathidgvices.
9 Application of antishocktrousers.
1 Performance of cardiopulmonargsuscitation.
1 Application of dressings and bandaggterials.
1 Application of splinting and immobilizatidevices.
0 Useof liftingandmovingdeviceso ensuresafetransport.
0 Useof anautomaticor asemiautomatiaefibrillator if the defibrillatoris usedin
accordance with training procedures established bycidmamission.
0 Administrationby anemergencymedicaltechnicianor emergencymedicaltechnician
basic advanced of epinephrine throughaato-injector.
1 Foranemergencymedicaltechnicianbasicadvancedthe following:
0 Electrocardiogrannterpretation.
0 Manual externadiefibrillation.
0 Intravenoudluidtherapy.
0 Other proceduresauthorizedby the commissionincludingprocedurescontainedin
the revisednationalemergencymedicaltechniciarbasictrainingcurriculumguide.

Except as defined by the EMSC and the training and certifications starekteddished under IC
16-31-2-9(4), and under IC 181-2-9(5), the term basic life support and BLS services do not
include invasive medical care techniques or advanced life support.

9 Emergency is defined as a medical condition manifesting itself by acmetsyns, including
severepain,of sufficientseveritythat a prudentlaypersonwith anaverageknowledgeof health
andmedicinecouldreasonablyexpectthe absenceof immediatemedicalattentionto resultin:

0 Seriousjeopardyto the healthof the individualpr in the caseof a pregnantwoman,the
woman or her unborrchild,

0 Serious impairment to bodily functionsr,

0 Serious dysfunction of any bodily organpart.

M Prudentlayperson i s an evaluation of whether a cond
definitiono. A prudent | ayperson is a per s
on his or her practical experience when making a decision regarding the need to seek
emergencymedicaltreatment.A prudentlaypersonis consideredto haveactedd r e a s oifn a b |
other similarly situated laypersons would have believed, on the basis of observation of the
medical symptoms at hand, that emergency medical treatment was necessary. Severe pain anc
other symptoms may constitute such emergency cases. (8B0INCQA) Prudent layperson
review is conducted to determine whether ambulance services meet the definition of an
emergency medicabndition.

2. Benefit Limitations and Exclusions

2.1. Thefollowingbenefitlimitationsor exclusionsapplyto ambulanceservices:
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1 Non-CoveredServicedor Ambulancdancludeanyof the following.
0 Tripsto aP h y s i dfficearmclini,lab,or a morgueor funeralhome.
o0 Ambulanceusagevhenanothertype of transportationcanbe usedwithout endangering
the member'shealth.
o0 Ambulance usage for the convenience of the member, famiBravider.
o0 MediCar, MediVan, or wheelchaiambulance
1 Servicegprovidedby volunteerambulancessociation$or which patientis not obligatedto
pay, visiting teachers, vocatiorralidance and other counselors, and services related to
outside, occupational and socativities.

3. Provider Reimbursement & Submission Requirements
3.1. Reimbursement for ambulance services is based on Medicare ambulance fee schedule.

http://www.cms.gov/Medicare/MedicaFeefor-Service
PaymetiAmbulanceFeeSchedule/index.html

The fee schedule payment for ambulance services equals a base rate for the level of service, plus
payment for mileage and the following applicable adjustment factors:
1 Moneyamountthat servesasa nationallyuniform baserate, or CF,for allgroundambulance
services
1 Relativevalueunit (RVU)assignedo eachtype of groundambulanceservice
1 Geographiadjustmenfactor (GAF)for eachambulancdee scheduldocalityarea(geographic
practice cost indexGPCI])
1 Nationallyuniform loaded mileageate
1 Additional amount for certain mileage for a rupadint-of-pickup

Payment under the fee schedule for ambulance services:
1 Includes a base rate payment plus a paymeninitgage;
1 Coversboth the transport of the memberto the nearestappropriatefacilityandallitemsand
services associated with such transpatg
1 Doesnot includea separatepaymentfor itemsandservicedurnishedduringthe transport
(e.g. drugs and biological, EKG, extra attendaits).

In accordancevith the Marketplace policy:
T The Medicare rate is multirgeel i ed by the prov
9 Ifthe provideris not contractedthe lowest QHP rate is usedto calculatehe reimbursement
rate. For facilities, this is 133%, and for professional clal®S%.
1 Insomecasethe authorizationcould containthe non-contractedprovider reimbursemenftor
the service irguestion.
1 Inallcasesif the billedamountis lessthanthe contractedpaymentamount,the billedamount
is to bereimbursed.

3.2. Air Ambulance Service Levels. The base payment rate for the applicable type of air ambulance
service is adjusted by the GAF and, when applicable, by the appropriate risk assessment factor
(RAF) to determine the amount of payment. Air ambulance services havCF or RVUs. This
amount is compared to the actual charge. The lesser of the charge or the adjusted GAF rate
amountis addedto the paymentrate per mile, multipliedby the numberof milesthat the
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beneficiary was transported. Wheapplicable, the appropriate RAF is also applied to the air mileage
rate as follows:

1 Nationallyuniform baserate for fixedwingtransportationanda nationallyuniform baserate
for rotary wingtransportation
1 GAFfor eachambulancdee scheduldocalityarea(GPCI)
1 Nationallyuniformloadedmileageate for eachtype of air service
1 Ruraladjustmento the baserate andmileagefor servicedurnishedfor arural point-of-

pickup.

Air ambulance services may be paid only for ambulance servicebhdsital.

3.3. Run Sheets. Ambulance suppliers (both air and ground) should include the complete address of
the origin and destination for each transport on the run sheet and on the claim submitted to
MDwise Marketplace. The origin is the point where the loadeage begins and the destination is
the point where the load mileageends.Loadmileageonly includesthe mileswhere the patientis on
board the ambul ance. The providerdés document a
or odometerreadingsndicatingstartingandendingtrip mileage.

3.4. DX. Ambulance claims must include a diagnosis in order to process the claim. Although
emergencymedicaltechniciangannotdiagnosethey areinstructedto codewhattheyobserved
such as respiratory distre$886.09).

3.5. Determination of Coverage 6 Emergency Ambulance Services . Coverage of ambulance
transportation services is partially tied to payment of the associated emergency services (e.g.
emergencyoom visit) asoutlinedin thisma n u @éhé&pteon Emergencyservices.

Ambulanceclaimsfor diagnosisiot listedon the MDwise ERAuto-Paylist or for whichthere isno
authorization, are subject to medical review according to the prudent layperson standard and paid
according to the reviewdetermination

3.6. Ambulance Claims billed as Non -Emergent. All scheduled transports will be considered
non-emergencyFor exampletransportsto nursinghomes patienthomesandESRDfacilitiesare
considered noremergency. For ambulance services that were billedaasemergent (e.g. non
emergentHCPCScode,no y indicatorin box 24con CMS15000r emergencyindicatoron 837),
prior authorization is required. The claims payer must check to see if the exmergent service
was authorized. If there is no authorizatiaie claim should be denied. If the service was
authorized, the claim may be reimbursed, even if a run sheet wasmiclotled.

Effective for claims with dates of service on and after October 1, 2013, payment feermargency
Basid.ife Support(BLS)ransportsof individualso andfrom renaldialysisreatmentfacilitieswill be
reduced by 10%. The payment reduction affects transports to and from both ho$@issd and
freestanding renal dialysis treatment facilities for dialysis services providachoremergency

basisThe reducedrate will be calculatedandappliedto HCPCScode A0428when billedwith origin

or destination modbhbsed ESRO)OGO OHOIspirekst ar
associated mileage, represented by HCR©8eA0425.

Multiple Patient Transports . When more than one patient is transported in an ambulance, the
allowed charge for each individual is a percentage of the allowed charge for a single member
transport. The applicable percentage is based on theltotenber of patients transported, including
both Marketplace and nemarketplace patients. The policy applies to both ground and air
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transports. Providers should report this situation using the GM Modifier. . Refer to value code 32
which indicates the nundy of patients transported.

If two patients are transported at the same time in one ambulance to the same destination, then
the Marketplace will allow 75% of the singlatient allowed amount for the level of service
furnished to a member, plus 50% of thatal mileage payment allowance for the entire trip.

If three or more patients are transported at the same time in one ambulance to the same
destination, then the Marketplace will allow 60% of the sifgggent allowed amount for the level

of service funished that member. In addition, the total mileage allowed amount would be divided
by the number of all patients onboard.

3.7. Ambulance Services for Deceased Member
The following information states the Marketplace policy related to the death of a benefamary
the payment for ambulance services.

1 The patient is pronounced dead after the ambulance is dispatched but before
transport. Ground providers can bill a BLS service along with the QL modifier. Air
providers can use the appropriate code with the QL maelif There will be no rural
allowance or mileagesimbursed.

1 The patient is pronounced dead after being loaded into the ambulance.
Pronouncemenis madeenroute or uponarrival.Paymenis madefollowingthe usual
reimbursementules.

1 No payment will be made if the patient was pronounced dead prior to the
ambulance being dispatched. For air ambulance services, no payment will be allowed if
the dispatchethadreceivedpronouncementof deathin sufficienttime to permit the flightto
be &orted beforetake-off.

3.8. Inpatient Stays . Hospital bundling rules exclude payment to independent suppliers of ambulance
services for members during a hospital inpatient stay. Ambulance services with a date of service
that isthe sameasthe admissioror dischargadate on aninpatientclaimare separatelypayableand
not subject to the bundling rul es. Pl ease thi:
additionalinformationaboutcoverageof ambulanceervicesduringaninpatientstay.

3.9. Hospice. Ambulance services not related to Hospice care can be covered; however services
relatedto or causedoy the terminalillnessshouldbe submittedto the hospice Documentationis
required to verify the reason for the ambulance trip is not relatedthe terminal iliness or is
prior to the start of hospice. Modifiers GV and GB are not applicable to ambulance suppliers.
Pleaseseethisma n u éhaptemson HospiceServicedor additionalinformationaboutcoverageof
ambulanceservicesor amemberthat haselectedhospicecoverage.

4. Procedure Codes and Claim Considerations

4.1. Providersmustincludethe applicablgorocedurecode(s)from the AmbulanceTransportationCode
set below to be reimbursed for ambulance services. If the ambulance servicmnas
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emergency, the provider must use the Y indicator in Field 24c on the CMS 1500 or the Emergency
Indicator on the 837 P. If an ambulance provider submits a claim for ALS or BLS emergent services
however does not include the emergenagyicator, the claim may be denied.

The level of service is determined based on the patient condition, not the vehicle used.

Ground Ambulance Provider Code Set

HCPCS Description

Code

A0425 Ground mileage, per loaded mile;

A0426 Ambulance servicegdvanced life support, nonemergency transport, level 1 (ALS1

A0427 Ambulance service, advanced life support, emergency, level 1 {&h8&igency)

A0428 Ambulance service, basic life support, nonemergency transport (BLS)

A0429 Ambulance service, badite support, emergency transport, one way (BLS
emergency)

A0433 Advanced ALS (Level 2)

A0434 Specialty Care Transport

Separate payment is not allowed for supplies and ancillary services (e.g., waiting time, extra attendants,
injections, and EKGsThe payments for those are included in the base rate.

Air Ambulance Code Set

HCPCS Description

Code

A0430 Ambulance service, conventional air service transport, one way (fixed wing

A0431 Ambulance service, conventional air service, transport, one (satary wing)

A0431 Ambulanceservice conventionakir service transport, one way (rotary wing);

QL if the memberis pronounced dead after takeoff to point of pickup, but befor
the memberisloaded

A0435 Fixed wing, air mileage

A0436 Rotary wing aimileage, per statute mile

4.2. Modifiers. Modifiers identifying place of origin and destination of the ambulance trip must be
submittedon allambulancelaims Eachof the modifiersmaybe utilizedto makeup the first and/or
second half of a two lettemodifier. The first letter must describe the origin of the transport, and
the second letter must describe the destination (Example: if a patient is picked up at his/her home
and transported to the hospital, the modifier to describe the origin and destmatiould bed

RH).

The following is a list of the only valid modifiers to be used by ambulance suppliers:
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Modifier

Description

D

Diagnostic or therapeutic site other than P or H when these are used as ori
codes

Residentialdomiciliary, custodial facility (other than 1819 facility)

Hospital based ESRD facility

Hospital

—|T|®(m

Site of transfer (e.g. airport or helicopter pad) between modes of ambulancy
transport

Freestanding ESRD facility

Skilled Nursing Facility

Physiciands office

Residence

Scene of accident or acute event

Xlwlo|lo|Z2|«

Il ntermedi ate stop at physiciands o
only)

Additional modifiers for ambulance services:

Modifier Description

QM Provided under arrangement kayprovider of services (used by institutional providers)

QN Ambulance service furnished directly by a provider of services

QL Use when the patient is pronounced deceased after the ambulance is called. The p
is pronounced dead after the ambulance#dled but before transport. Ground provide
can bill a BLS service along with the QL modifier.
Air providers can use the appropriate air base rate code (fixed wing or rotary wing)
the QL modifier.

GM When more than one patient is transported in ambulance and document details of t

transport. Used by both ground and air transports.

4.3. Point of Pick -up (POP). All claims for services must include the ZIP code for the point of
pickup.AmbulancePricingis determinedby the zip code of the POPwhich determinesif the urban
or rural rate is usedfor the base.The POPcanbe identifiedby the Provider:

1
1

On an attached rusheet
On the claim image in a detéite

T Above the oO0rendering2addressoé on HCFA(box

1

For electronic/EDIclaimsthe POPshouldbe populatedin the commentsfieldon line 1

If the point of pickup cannot be identified, then the claim will be denied. The following are
exceptions to the claim being denied for a POP.

1

f

Out of stateprovider arereimbursedusingthe urbanrate, andthe applicablgercentage
applied as indicated in Sectidr.
Eskenazi Hospital is priced from the Medicare Urbate.

For point of pickup outside the United States ambulance providers should report the point of
pickup ZIP codes according to the following:
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1 Forgroundor air transport outsideof the United Statesto a drop off outsideof the United
Stateg(in Canadaor Mexico),the closestUnited StatesZIP codeto the actualpoint of

1 Forwatertransport from the territorial watersof the United Statesto the United Statesuse
the ZIP code for the port ofentry.

1 Forgroundtransportfrom Canadao Mexicoto the United Statesusethe ZIP code at the
United Statesborder at the point of entry into the United States.

4.4. The Marketplacecontainsarestriction that milesbeyondthe closestavailabldacilityshouldnot be
billed. In accordance with Medicare billing guideline,-covered miles beyond the closest facility
however can be billed with HORECEmpuancen eagerper
mile,e.g.for milestraveledbeyondthe closestappropriatef a c i Thiesenomcoveredlineitems
can be billed on claims also containing covered charges. Ambulance claims may &G the
modifier on line items for suchon-coveredmileage.

5. Prior Authorization (PA) Requirements

5.1. Claimsreceivedfor ambulanceservicesare processedn accordanceawith the MDwise
Marketplace Prior Authorizatiorequirements.

5.2. The following requiregwuthorization
|| Facilityto facilityand/ornon-emergentambulanceransfersrequire prior authorization
1 Fixed wing air ambulantensport

1 Retrospective review of rotary wing aambulance

5.3. Please note: Nowparemergency ambulance claims do not require amthorization
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ASC - Ambulatory Surgical Centers

1. Benefit Coverage

1.1. Coveragefor ambulatorysurgicakervicesncludesbut is not limited to the list below

T Performance of accepted operative and other invapnaeedures
The correction of fractures andislocations.
Operative and cuttingrocedures.
Endoscopiexaminationssuchasarthroscopy,bronchoscopygcolonoscopylaparoscopy.
Other invasiveproceduressuchasangiogramarteriogram,amniocentesisgap or punctureof
brain or spine.
Sterilization
Temporomandibulafjoint connectingthe lower jawto the temporalbone at the sideof the
head) and craniomandibular (head and neck muscle) disorders if provided within MDwise
guidelines.
Intraocularlensimplantationfor the treatment of cataractor aphala.
Other procedures approved byDwise

|l
|l
|l
1

=a =
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1.2. ReconstructiveServices Certain ReconstructiveServicesequiredto correct adeformity caused
by disease, trauma, congenital anomalies, or previous therapeutic process are covered.
Reconstructive Servicagquired due to prior therapeutic process are payable only if the original
procedure would have been a covered service under the membensract.

Covered Reconstructive Services are limited to the following list.

1 Necessarycareandtreatmentof medicallydiagnoseaongenitadefectsandbirth

abnormalities of a newborachild.

Breast reconstruction resulting fromraastectomy.

1 Hemangiomasndport wine stainsof the headandneckareasfor childrenagesl8 yearsof
age oryounger.

1 Limbdeformitiessuchasclubhand,clubfoot, syndactylywebbeddigits),polydactyly
(supernumerary digitsimacrodactylia.

1 Otoplastywhen performedto improve hearingby directingsoundin the ear canalwhenear

or earsare absentor deformedfrom trauma,surgery,diseaseor congenitabefect.

Tongue release for diaghosistohguetied.

Congenitadisordersthat causeskulldeformity suchasC r 0 u zdis@aées

Cleftlip.

Cleft palate.

=

= =4 - A

1.3. Mastectomyd A member who is receiving benefits for a mastectomy or for folaw care in
connectionwith amastectomyandwho electsbreastreconstruction,will alsoreceivecoveragefor
all of the following listetelow.

1 Reconstruction of the breast on which the mastectomy has hmaformed.
1 Surgeryandreconstructionof the other breastto producea symmetricahppearance.
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1 Prosthesesndtreatmentof physicacomplicationsof all stagesof mastectomyjncluding
lymphedemas.

1.4. An ASC is a distinct entity that operates exclusively for the purpose of furnishing outpatient
surgical services to patients. An ASC is either independent (i.e., not a part of a provider of services
or any other facility), or operated by a hospital (i.e., under the common ownership, licensure or
control of a hospital). A hospitadperated facility bs the option of being considered by Medicare
(for reimbursementpurposes)to eitherto beanASCor to be aprovider-baseddepartmentof the
hospital.

2. Benefit Limitations and Exclusions
2.1. Thefollowingbenefitlimitationsor exclusionsapplyto outpatientservices:

1 Any procedures, services, equipment or supplies provided in connection with cosmetic
servicesThisexclusionappliessvenif the originalcosmeticservicesreatment or surgerywas
performed while thememberwas covered by anotheplan prior to MDwise coverage.

Directly related means that the treatment or surgery occurred as a direct result of the
cosmetic services treatment or surgery and would not have taken place in the absence of the
cosmetic services treatment or surgery. Thagclusion does not apply to conditions including
but not limited to myocardial infarction, pulmonary embolism, thrombophlebitis, and
exacerbation of cemorbidconditions.

1 Abortion, except in the followingases.
0 The pregnant woman became pregnant throwghact of rape omcest.
0 An abortionis necessaryo avertthe pregnantwoman'sdeathor asubstantiand
irreversible impairment of a major bodily function of the pregnaoman.

9 Surgical treatment afynecomastia.

1 ReconstructiveHealthServiceexceptasspecificallystatedin Sectionl.3or asrequiredby
law.

1 Sclerotherapyor the treatmentof varicoseveinsof the lower extremitiesincludingultrasonic
guidance for needle and/or catheter placement and subsequent sequential ultrasound studies
to assess the results of ongoing treatment of varicose veins of the lower extremities with
sclerotherapy.

1 Treatment of telangiectatic dermal veins (spider veins) bynagtyod.

1 Surgicatreatmentof flat feet, subluxationof the foot, weak,strained,unstablefeet, tarsalgia,
metatarsalgidyyperkeratosis

9 Bariatric surgery, regardless of the purpose it is proposed or performed. This includes but is
not limited to RouxenY (RNY), Laparoscopic gastric bypass surgery or other gastric bypass
surgery, orGastroplasty, or gastric banding procedures. Complications directly related to
bariatricsurgerythat resultsin anInpatientstayor anextendedlnpatientstayfor the bariatric
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surgery, as determined by MDwise, are not covered. This estoluapplies even if the original
treatment or surgery was performed while the member was covered by another plan prior to
MDwise coverage. Directly related means that the treatment or surgery occurred as a direct
result of the bariatric surgery and woultbt have taken place in the absence of the surgery.
This exclusion does not apply to conditions including but not limited to myocardial infarction,
pulmonary embolism, thrombophlebitis, and exacerbation efraarbid conditions.

1 Services to reverse voluntdy inducedsterility.

1 Eyesurgeryto correct errors of refraction,suchasnearsightednesdncludingwithout
limitation LASIK, radial keratotomy or keratomileusis, or excimer laser refractive
keratectomy.

1 Services and supplies related to deansformation and/or the reversal thereof, or male or
female sexual or erectile dysfunctions or inadequacies, regardless of origin or cause. This
Exclusion includes sexual therapy and counseling. This exclusion also includes penile
prostheses or implantand vascular or artificial reconstruction, Prescription Drugs, and all
other proceduresandequipmentdevelopedor or usedin the treatmentof impotency,andall
related Diagnostidesting.Effective with dates of service 1.1.16 and beyond, the exclusion
related to erectile dysfunction and surgeries for sexual dysfunction is no longer in effect and
such services are eligible for coverage. Effective with dates of service 1.1.17 and beyond, the
exclusion related to gender transition is no longer in effegtiauch services are eligible for
coverage (45 CFR 92.207(b)(4) 45 CFR § 92.207(b)(5)).

1 With the exceptionof emergencyservicesall servicesprovidedby out of network providers
require priorauthorization.

Please also refer to MDwise MarketplaCentract Individual Policy: Article 4 Exclusions,
Section 4.1 for a comprehensive list of exclusions.

3. Provider Reimbursement & Submission Requirements

3.1. Covered ASC services are those surgical procedures that are identified by CMS on a listing that is
updatedat leastannuallySomesurgicalprocedurescoveredby Medicareare not on the ASClist of
coveredsurgicabroceduresFor surgicaproceduresnot coveredin ASCsthe relatedprofessional
services may be billed by the rendering provider howetbe, facility charges are necovered
(except as outlined in 4.4elow).

CMS also publishes quarterly updates to the lists of covered surgical procedures and covered
ancillary services to establish payment indicators and payment rates for newly creatddiLev

HCPCS and Category Il CPT codes. The complete lists of ASC covered surgical procedures and
ASC covered ancillary services, the applicable payment indicators, payment rates for each covered
surgical procedure and ancillary service before adjustmBmtsegional wage variations, the wage
adjusted payment rates, and wage indices are available on the CMS Web site at:
http://www.cms.gov/Medicare/MedicaFeefor-ServicePayment/ASCPayment/index.html

3.2. Claims are billed on the UB04. The ASC payment includes operating and recovery rooms, patient
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preparation areas, waiting rooms, and all services and procedures providezhnection with
coveredsurgicaproceduresfurnishedby nursestechnicalpersonnelandothersinvolvedin patient

care. The payment does not include physician services or medical and other health services for
which payment may be made under other Metdi provisions (e.g., services of an independent
laboratory located on the same site as the ASC, anesthetist professional servicesnplamtable

DME) . Physiciansd ser vi eerpostadpesabive senvicds,sack & office y
visits consultations, diagnostic tests, removal of stitches, changing of dressings, and other services
whichthe individualphysiciarusuallyincludesin the feefor agivensurgicalprocedure.

3.3. ASCservicedor which paymentisincludedin the ASC paymentfor a coveredsurgicabrocedure
include, but are not limiteto:
1 Useof the facilitywhere the surgicalproceduresare performed(e.g.OR room, recovery
room, prep areaetc.)
1 Nursing, technician, and relatsérvices;
1 Laboratorytesting;
1 Drugs andbiologicals for which separate payment is not allowed under the Outpatient
ProspectivePaymentSystem(OPPS)medicalandsurgicakuppliesnot on passthrough status
1 Equipment;
Surgicatlressings;
1 Implantedprostheticdevicesjncludingintraocularlenseql0OLs),andrelatedaccessoriesind
supplies not on pasthroughstatus
ImplantedDME andrelatedaccessorieandsuppliesnot on passthrough status
Splints and casts and relatéévices;
1 Radiologyservicesfor which separatgpayments not allowedunderthe OPPSandother
diagnostidestsor interpretive serviceshat are integralto a surgicalprocedure;
1 Administrative, recordkeeping and housekeeping itemssanvices;
1 Materials, including supplies and equipment for the administration and monitoring of
anesthesiaandsupervisiornof the servicesof ananesthetisty the operatingsurgeon.

=

= =

The above items and services fall within the scope of ASC facility services, and payment for them is
packaged into the ASC payment for the covered surgical procedu&Cs must incorporate charges

for packaged services into the charges reported for the separately payable services with which they
are provided. Facilities may not be paid appropriately if they unbundle charges and report those
charges for packaged codes separate linétem charges.

3.4. Coveredancillaryitemsandserviceghat areintegralto a coveredsurgicalprocedureandfor
which separate payment to the ASC is alloviecude:

1 BrachytherapygourcesMedicarepaysthe sameamountfor brachytherapyourcesto ASCs
as it pays hospitals under ti@PPS

1 Certainimplantabléatemsthat havepassthroughstatusunderthe OPPS;

1 Certainitemsandservicesthat CMSdesignategascontractor-priced,including but not limited
to, the procurement of corneal tiss(V2785); Payment for corneal tissue acquisition is based
on acquisition cost omvoice.

9 Certain drugs and biologicals for which separate payment is allowed under the OPPS. These
drugsare paidthe sameamountasindicatedin the OPPSNew drugsandbiologicaldor which
product-specific HCPCS codes do not exist and are billed by ASCs using HCPCS code C9399
(unclassifiedirugor biological)andare pricedat 95%of the averagevholesaleprice (AWP).

9 Certainradiologyservicedor which separatepaymaet is allowedunderthe OPPS.
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These items and services must be provided integral to covered surgical procedures, that is,
immediately before, during, or immediately after the covered surgical procedure.

3.5. Coverage of Services in ASCs Which Are Not ASC  Facility Services or Covered
Ancillary Services
T A numberof itemsandservicescoveredunderthe Marketplacemaybe furnishedin anASC

whichare not consideredASC servicesandwhich paymentfor ASCservicesdoesnot
include. These noASC services areovered and paid for under the different fee schedules. In
addition, the ASC may be part of a medical complex that includes other entities, such as an
independent | aboratory, supplier of durabl
are coveredas separate entities.

Examples items not included in Who may receive payment
payment for ASC services

Physicians® ser vi (Physician
procedures excluded from ASC
payment)

The purchase or rental of non Supplier An ASC can be a supplier of
implantable durable medicatiuipment | DME if it has a supplier number from
(DME) to ASC patients for use in their| the National Supplier Clearinghouse

homes (NSC).

Non-implantable prosthetic devices Supplier. An ASC can be a suppliér
norn-implantable prosthetics if it has a
supplier number from th&SC

Ambulance services Ambulance provider

Leg, arm, back and neck braces Supplier. An ASC can be a supplodr
non-implantable prosthetics if it has a
supplier number from th&lSC

Artificial legs, arms, and eyes Supplier. An ASC can be a supplodr
non-implantable prosthetics if it has a
supplier number from th&SC

Services furnished by an independent| Certified lab. ASCs can receive lab
laboratory certification and a CLIA number.

1 Non-implantable Durable Medical Equipment & prosthetitfsthe ASC furnishes items of
non-implantable DME to beneficiaries, it is treated as a DME supplier, and all the rules and
conditionsordinarilyapplicabléo DMEare applicableincludingobtaininga suppliernumber.

1 AmbulanceServices If the ASCfurnishesambulanceservicesthe facilitymayobtainapproval
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as an ambulance supplier to bill covered ambulaeceices.

1 Serviceof Independentaboratory- In most casesdiagnostidestsperformeddirectly by an
ASC are not considered ASC facility services. In order to bill for diagnostic tests as a
laboratory,anA S Clabsratorymustbe CLIA certifiedandenrolledasalaboratoryandthe
certified clinical laboratory must bill for the sgces provided in the ASC. Otherwise, the ASC
makes arrangements with a covered laboratory or laboratories for laboratory services.

3.6. Multiple Surgeries. When the ASC performs multiple surgical procedures in the same operative
sessiorthat are subjectto the multiple procedurediscount,reimbursements asfollows:

T 100percentof the fee scheduleamountfor the highestvaluedprocedure;
M 50 percent of the fee schedule amount for the remairpnacedures;

The OPPS/ASC final rule for the relevant payment year specifies whether or not a surgical
procedure is subject to multiplprocedurediscounting for that year.

The ASC surgical services billed with modifiéB and-52 shall not be subjected to further ming
reductions. (i.e., the multiple procedure price reduction rules do not apply). Payment for an ASC
surgical procedure billed with modifie74 may be subject to the multiple procedure discount if
that surgical procedure is indicated as eligible fortipté procedure discount.

A procedure performed bilaterally in one operative session is reported as two procedures, either
as a single unit on two separate lines or wit
procedurereduction of 50 percentapgiesto all bilateralproceduressubjectto multiple procedure
discounting. For example, if lavage by cannulation; maxillary sinus (antrum puncture by natural
ostium) (CPT code 31020) is performed bilaterally in one operative session, the provide reports
31020 on two separate lines or with 0206 in the
includes other services to which the multiple procedure discount applies, apply the multiple
procedure reduction of 50 percent to the payment for at least one of BT code 31020
paymentrates.

3.7. Payment Rates. The payment rates established for ASC procedures are standard base rates that
have been adjusted to remove the effects of regional wage variations. When processing claims for
ASCservicesthe baseratesmustbe adjustedto reflectthe wageindexvalueapplicabldo the area
in which the ASC itocated.

There is no adjustment for geographic wage differences for the following:

Corneal tissuacquisition;

Drugs and devices that have pabksough status under th@PPS;
Brachytherapygources;

Payment adjustment for NTIOLand

Separately payable drugs dndlogicals.

= =4 -4 -8

In accordance with the Marketplace policy:

1 The MedicareadjustedASCrate (of if no Medicarerate 150%of Medicaid)is multipliedby the
pr ov icdneract@drate,for examplel63%for aQHP 1 contractedprovider.

9 Ifthe provideris not contractedthe lowest QHP rate is usedto calculatehe reimbursement
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rate. For facilities, this would be 133%. In some case, the authorization could contaionthe
contractedprovider reimbursemenfor the servicein question.In all casesif the billed
amountis lessthanthe contractedpaymentamount,the billedamountis to bereimbursed.

3.8. Payment Indicators . The CMS Ambulatory Surgery Center provider pagmtains a list of ASC
payment indicators that are used in the pricing of ASC services. The payment indicators represent
policyrelevant characteristics of HCPCS codes related to their payment status in ASCs; for
examplewhetheracodeis designate@dspackagedpfficebasedor deviceintensive.

1 Services for HCPCS with payment indicators M6 (No payment made; paid under another fee
schedule)U5 (Surgicalinlistedserviceexcludedfrom ASC paymentNo paymentmade.)or
X5 (Unsafesurgicaprocedurein ASC.No paymentmade)areto be denied.

1 Services for CPT codes with payment indicators E5 (Surgical procedure/item not valid for
Medicare purposes because of coverage, regulation and/or statute; no payment made.), or Y5
(Non-surgicabrocedure/itemnot vdid for Medicarepurposesbecausef coverageregulation
and/or statute; no payment made.) should also be denied, unless they are on the MDwise
Marketplace list of covered IHC&bdes.

1 Servicesor HCPCScodeswith the following paymentindicatorsshouldnot be reimbursed
unlessthey are on the MDwise Marketplacdist of coveredIHCP codes:

o L1(InfluenzaraccinepneumococcavaccinePackagedem/serviceno separate
paymentmade)

0 NI (Packaged service/item; no separate payment made)

0 S1(Servicenot surgicain nature;andnot aradiologyservicepayableunderthe OPPS,
drug/biological, or brachytherapy source. Packaged item/service; no separate payment
made)

3.9. Offset for Payment for PassThrough Devices - There canbe situationswhere the approved
payment amount for specifically identified procedures are reduced when provided in conjunction
with a specific pasthrough device. This reduction would only be applicable when services for
specific pairs of codes are provided on the same day by the samader. Code pairs subject to
this policy are updated on a quarterly basis. CMS informs payers of the code pairs and the percent
reduction taken from the proaeotdiler e payment r a

3.10. Payment When a Device is furnished with No Cost or With Full or Partial Credit
ASCs are paid a reduced amount for certain specified procedures when a specified device is
furnishedwithout cost or for which either a partialor full creditisreceived(e.g. devicerecall).

For specified procedure coddbat include payment for a device, ASCs are required to include
modifier 8FB on the procedure code when a specified device is furnished without cost or for
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which full credit is received. If the ASC receives a partial credit of 50 percemhare of the cost

of a specified device, the ASC is required to include mod#e€ on the procedure code if the
procedure is on the list of specified procedures to which #C reduction applies. The pricing
determination related to modifier8FB and-FC is made prior to the application of multiple

procedure payment reductions. Tables listing the procedures and devices to which the payment
adjustments apply, and the full and partial adjustment amounts, are available on the CMS Web site

3.11. Sterilization . A sterilization may be performed in an ASC, however does require prior
authorization. 1t is the providerds responsib
During the authorization process, it will be confirmed with the provider that the propensent
has been obtained and documented. A consent form may be attached to the sterilization claim;
however the provider is not required to submit the consent form with the claim. Reimbursement
is available without submission of the conskmim.

4. Procedure Codes and Claim Considerations

4.1. Inpatient Only Services. According to Medicare rules, certain services are reimbursable only if
provided in an inpatient setting. Ho we elgible t h
for reimbursement undethe Marketplace in both outpatient and inpatient settings. Medicare
inpatient only services are identified with a Status C5 indicator. If an outpatient claim has a service
with a Status C5 indicator, the entire claim should be processed according tcatietg
reimbursementmethodologyoutlinedin the IHCP ProviderManuafollowing ASCpricinglogic.To
determine pricing, base ASC rate should be calculated at 150% of Medicaid fee schedule (to
determine Medicar e equi v alperoeotpfMedicdréarate ipthemv i der
applied. Outpatient reimbursement rules, such as multiple surgeries, bilateral surgeries and the
payment of standloneandaddon servicesshouldbe followedin the pricingof the claim.

I f a oMedi car e icalprpcadure i performed foywdichshene i no ASC numeric

code on the IHCP fee schedule (see IHCP fee schedule and the ASC assigned numeric code locate
to the right of the pricing information) or there is a service for which no fee amount is assigned,
notify MDwise via email that there is no pricing for this service. MDwise will then determine

pricing.

4.2. Payment for Terminated Procedures.  The following criteria determine the appropriate ASC
facilitypaymentfor a scheduledsurgicalprocedurethat is terminateddueto medicalcomplications
which increase the surgical risk to tpatient

1 Deny payment when an ASC submits a claim for a procedure that is terminated before the
patient is taken into the treatment or operating room. For example, paymenteisied if
scheduledsurgeryis canceledr postponedbecausdhe patienton intakecomplainsof acold
or flu.
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1 Pay 50 percent of the rate if a surgical procedure is terminated due to the onset of medical
complications after the patient hdseen prepared for surgery and taken to the operating
room but before anesthesia has been induced or the procedure initiated. Facilities use a 73
modifier to indicate that the procedure was terminated prior to induction of anesthesia or
initiation of theprocedure.

1 Make full payment of the surgical procedure if a medical complication arises which causes the
procedure to be terminated after anesthesia has been induced or the procedure initiated.
Facilitiesusea 74 modifierto indicatethat the procedurewasterminatedafter administration
of anesthesia or initiation of therocedure.

1 Applya50 percentpaymentreductionfor discontinuedradiologyproceduresandother
proceduresthat do not require anesthesiaracilitiesusethe -52 modifierto indicatethe
discontinuance of these applicapl®cedures.

9 ASC surgical services billed with th&2 or- 73 modifiers are not subject to the multiple
procedure discount. Fifty percent of the full OPPS amount is paid if a procedure for which
anesthesia is planned isdontinued after the patient is prepared and taken to the room
wherethe procedureisto be performedbut before anesthesids provided.Thesesituations
are indicated by Modifier3.

5. Prior Authorization (PA) Requirements

5.1. Claimsreceivedfrom ASCsare processedn accordancewith the MDwiseMarketplacePrior
Authorizationrequirements.
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ANS - Anesthesia

1. Benefit Coverage

1.1. MDwise reimburses qualified anesthesia providers within the scope of practice for covered
anesthesiagerviceghatincludethe provisionof generalndregionalanesthesiandsupportive
services performed for covered obstetrical, surgical, medical and pain management services.
providers for theadmin

1.2. For paymentpurposesgualifiednon physiciaranesthetisincludesCRNAs.

1.3. Example®f variousmethodsof anesthesiancludegeneralanesthesiaegionalanesthesia,
monitored anesthesiaare (MAC), andmoderatesedation("consciouss e dat i on o) .

The following types of anesthesia are eligible for separate reimbursewieen provided by a
physician other than the operating surgeon:

Epidural
Fieldblock
Inhalation
Intravenous
Nerve block
Regional
Spinal

E R I

1.4. Anesthesia and Hospital charges for dental care, for an Enrollee less than 19 years of age or an
Enrollee who igphysically or mentally disabled, are covered if the Enrollee requires dental
treatmentto begivenin a Hospitalor Outpatient AmbulatorySurgicaFacility.This Coveragedoes
not apply to treatment for temporal mandibular joint disorders (TMJ). Extractibteeth to
prepare the jaw for radiation treatment or neoplastic diseaseoigered.

1.5. Thelndicationsfor GeneralAnesthesiaaspublishedn the referencemanualf the American
Academy of Pediatric Dentistry, should be used to determine wheenforming dental
procedures is necessary to tr eanestheslkhe Enr ol | ee

1.6. As per Dental cargrovisionsrequired IC 2713-7-15, the regulations state the health
maintenance organization may:

1 Require prior authorization fohospitalization or treatment in an ambulatory outpatient
surgical center for dental care procedures in the same manner that prior authorization is
required for hospitalization or treatment of other covered medical conditions; and

 Restrict coverage to include only procedures performed by a licensed dentist who has
privileges at the hospital or ambulatory outpatient surgical center.
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2. Benefit Limitations and Exclusions

2.1. Pleaseaefer to MDwise MarketplaceContract IndividualPolicy:Article 4 ExclusionsSection4.1.
for a comprehensive list @xclusions.

3. Provider Reimbursement & Submission Requirements
3.1. Claimsare billedon a CMS1500form or its electronicequivalent.

3.2. The Medicare fee amount will be calculated based upon whether the proceduedscally
directed,or medicallysupervisedy a physicianthe vendorpaysthe lesserof the actualchargeor
the anesthesia fee schedamount.

3.3. The AmericanSocietyof AnesthesiologistéASA)anesthesi@odesandthe AnesthesidJnit System
are onlyused to calculate professiomra@imbursement.

3.4. Physiciansvolvedwith two concurrentcaseswith residents.The physiciarcanbill baseunitsand
time units based on the amount of time the physician is actually present with the resident during
each of thetwo concurrentcases.

3.5. Generalregionalor epiduralanesthesiadministeredoy the sameprovider performingthe surgical
or obstetrical delivery procedure is not reimbursable, because it is included in the surgical delivery
fee.

3.6. The providerreimbursemenis asper contractedrate utilizingthe appropriateMedicarephysician
fee schedule as the basste.

T Use the Medicare payment amount, i f pargeati | ab
of Medicare. If not, and the service code is covered, then use the Medicaid payment amount
as the base. 150% of Medicaid is deemed equivalent to the Medicare rate; then apply the
pr o v icdngract@dpercentof Medicarelf there isno Medicareor Medicad rate andthe
service is covered, the item must be manugliged.

If the provider is not contracted, and the service is authorized, then the following rate is
applied to the applicable Medicare fee amount (or 150% of the Medicaid payment amount as
the Medicare equivalent when no fee in Medicare is available and it is a covered service),
unlessn somecasethe authorizationcould containthe non-contractedprovider rate:
o0 Facilityl33%,
o Professional | claimB25%
1 Siteof service(non facilityandfacilityservicesfeesmayapplyto certainservicecodes

1 Inallcasesif the billedamountis lessthanthe contractedpaymentamount,the billedamount
is to bereimbursed

3.7. When billing regional anesthesia as the anesthesia type for a given sprgmedure that is
performed by a qualified anesthesia professio
manner as a general anesthetic, such as base units plus time, and it will be reimbursed the same
way.Do not usethe bilateralprocedurecode modifier 50 in conjunctionwith anesthesianodifiers.
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3.8. MDwise Marketplace Ologist Rule When an anesthesiologist (311) or Certified Registered
Nurse Anesthetist (094) perform services in these service settings or places of service, regardless
of whether the provider is contracted with the delivery system or any delivery system, these
specialty types should be reimbursed for covered services in accordance with Marketplace
reimbursement methodology and the applicaB@CP.

The processing rules for thegarovider types include reimbursing covered services in these service
settings, including inpatient services (POS 21) regardless of whether an authorization was obtained
when required.

The onlyexceptions to this rule are those services that are on the Matplace prior

authorization list that are performed by an anesthesiologist, radiologist, or pathologist or submitted
by a lab. This includes, for example an MRA performed by a radiologist, pain management services
performed by an anesthesiologist, and géntesting submitted by a lab or pathologist. In each of
these cases, if there is no prior authorization for the service, the claim should be denied, regardless
of contracting status.

Type of Service PA Requirement

Anesthesiologist or CRNA

IP contracted Anesthesiologist No PA

IP noncontracted No PA

Anesthesiologist

POS 22 and 23 noeoontracted No PA unless anesthesiology service is
Anesthesiologist listed on PA list

POS 11 norcontracted No PA unless anesthesiology servise
Anesthesiologist listed on PA list

POS 24 norcontracted No PA unless anesthesiology service is
Anesthesiologist listed on PA list

3.9. General Payment Rule. The CMS Medicare fee schedule amount for physician anesthesia
services is, with the exceptions noted, basedalowable base and time units multiplied by an
anesthesi@onversionfactor specificto that locality. The baseunit for eachanesthesigrocedure
is communicated by means of the HCPCS file releasedially.

T Payment at Personally Performed Rate. The feeschedule payment determination is
madeby recognizinghe baseunit for the anesthesi@ode andone time unit per 15 minutesof
anesthesia timé:

0 The physician personally performed the entire anesthesia sealooe;

0 Thephysiciansinvolvedwith one anesthesi@zasewith aresident,the physiciaris a
teachingohysician

o0 The physiciars involvedin the trainingof physiciamresidentsin a singleanesthesi@ase,
two concurrentanesthesizasednvolvingresidentsor a singleanesthesig@aseinvolving
aresidentthatis concurrentto anothercasepaidunderthe medicaldirectionrules.

o The physiciaris continuouslyinvolvedin a singlecaseinvolvinga studentnurse
anesthetist;

o If the physician is involved with a single case with a CRNA (or AA) maytmay

Modified on July 14, 2017 Page37 of 266



physiciarserviceandthe CRNA (or AA) servicein accordancewith the medical
direction payment policyor

0 The physician and the CRNA (or AA) are involved in one anesthesia case and the
servicesof eachare foundto be medicallynecessaryDocumentationmustbe submitted
by both the CRNA and the physician to support payment of the full fee for each of the
two providers. The physician reports the
0Qz6 modi fier for @easemonmedically directec

1 Payment at the Medically Directed Rate. Pay ment for the physici:
serviceis determinedon the basisof 50 percentof the allowancefor the serviceperformedby
the physician alone. Medical direction occurs if the physician meditedists qualified
individuals in two, three, or four concurrent cases and the physician performs the following
activities:

0 Performs a preanesthetic examination amdaluation;

0 Prescribes the anesthesia plan; Personally participates in thedewsinding
procedures in the anesthesia plan, including inductioneamergence

0 Ensures that any procedures in anesthesia plan that her or she does not peaferm
performed by a qualifiednesthetist

0 Monitors the course of anesthesia at frequémtervals

o Remainghysicallypresentandavailabldor immediatediagnosisndtreatment of
emergencies

o0 Provides indicated posinesthesiaare

0 Please also refer to Anesthesia Claims Modifiers Se@ti®n

T Payment at Medically Supervised Rate. Only three baseunits per procedureare allowed
whenthe anesthesiologids involvedin furnishingmore thanfour proceduresconcurrentlyor
is performing other services while directing the concurrent procedures. An additional time
unit maybe recognizedf the physiciarcandocumnent he or shewaspresentatinduction.

T Biling and Payment for Multiple Anesthesia Procedures. Paymentanbe madeunder
the fee schedule for anesthesia services associated with multiple surgical procedures or
multiple bilateraprocedures.

o Payment igletermined based on the base unit of the anesthesia procedure with the
highestbaseunit valueandtime units basedon the actualanesthesigime of the multiple
procedures

o Physicians bill for the anesthesia services associated with multiple biksuiegakies by
reporting the anesthesia procedure with the highest base unit value with the multiple
proceduremodifier &5 0 Th&yreport the total time for all proceduresin the lineitem
with the highest base unitalue.

o If the same anesthesia CPT codgplies to two or more of the surgical procedures,
billersenter the anesthesi@ode with the 6-5 1 mhodifierandthe numberof surgeriesto
which the modified CPT codapplies.

T Monitored Anesthesia Care. Paymenfor reasonableandmedicallynecessarynonitored
anesthesia care services is made on the same basis as other anesthesia services.
Anesthesiologistsisemodifier QSto report monitored anesthesi@are casesMonitored
anesthesia care involves the intoperative monitoring by a physician or gifigld individual
under the medical direction of a physician
anticipation of the need for administration of general anesthesia or of the development of
adverse physiological patient reaction to the surgicalcedure. It also includes the
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performance of a preanesthetic examination and evaluation, prescription of the anesthesia

care required, administration of any necessary oral or parenteral medications (e.g., atropine,
demerol, valium) and provision of indi®d postoperative anesthesia care.

Payment is made under the fee schedule using the payment rules in accordance if the physicia
personally performs the monitored anesthesia care case or under the applicable rules if the
physician medically directs four éewer concurrent cases and monitored anesthesia care
represents one or more of these concurrent cases.

1 Moderate Conscious Sedation. Moderate sedation is a drug induced depression of
consciousness during which the patient responds purposefully to vedmainands, either
aloneor accompaniedby lighttactile stimulation.Moderatesedationdoesnot includeminimal
sedation, deep sedation or monitored anesthesia care. The moderate (conscious) sedation
codesare carrier pricedunderthe Medicarephysiciarfee schedule.

CPT codes are subject to billing rules as indicated for same physician or other qualified health
care professional performing the diagnostic or therapeutic service that the sedation supports,
a second physician or other qualified health carefpssional other than the health care
professional performing the diagnostic or therapeutic services providing moderate sedation in
the facility setting, and in conjunction with codes listed in Appendix G of the current CPT
AMA codebook (Summaryf CPT codesthat includemoderate(conscious$edation.The

CPT includes Appendix GGummary of CPT Codes That Include Moderate (Conscious) Sedation
This appendix lists those procedures for which moderate (conscious) sedation is an inherent
part of the procedure iself. CPT coding guidelines instruct practices not to report CPT codes
99143to 99145in conjunctionwith codeslistedin AppendixG. The National Correct Coding
Initiative has established edits that bundle CPT codes 99143 and 99144 into the procedures
listed in AppendiG.

In the unusual event when a second physician other than the health care professional
performing the diagnostic or therapeutic services provides moderate sedation in the facility
setting for the procedures listed in Appendix G, the sad physician can bill 99148 to 99150.
The term, facility, includes those places of service listed in Chapter 23 Addendiiehd 29.
However, when these services are performed by the second physician in the nonfacility
setting, CPT codes 99148 to 99156eanot to be reported.

9 Ifthe anesthesiologistr CRNA providesanesthesi&or diagnosticor therapeuticnerveblocks
or injectionsandadifferentprovider performsthe block or injection,thenthe anesthesiologist
or CRNA may report the anesthesiservice using CPT code 01991. The service must meet
the criteria for monitored anesthesizare.

T If the anesthesiologist or CRNA provides both the anesthesia service and the block or
injection, then the anesthesiologist or CRNA may report the anesthesiaiee using the
conscioussedationcode andthe injectionor block. However,the anesthesigervicemust
meet the requirements for conscious sedation and if a lower level complexity anesthesia
serviceis provided,thenthe conscioussedationcode shouldnot bereported.

1 Thereisno CPTcodefor the performanceof localanesthesiandaspaymentfor this service
is consideredin the paymentfor the underlyingmedicalor surgicakervice.

T Payment for Medical and Surgical Services Furnished in Addition to Anesthesia
Procedure. Payment may be made under the fee schedule for specific medical and surgical
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services furnished by the anesthesiologist as long as these services are reasonable and
medically necessary or provided that other rebundling provisions (see 830 and Chapter 23,
CMS Manual) do not preclude separate payment. These services may be furnished in
conjunction with the anesthesia procedure to the patient or may be furnished as single
servicesge.g. duringthe dayof or the daybeforethe anesthesigervice.Theseservicesnclude
the insertion of a Swan Ganz catheter, the insertion of central venous pressure lines,
emergency intubation, and critical catisits.

1 General Anesthesia for Dental Procedures. The scopeof this policyislimited to medical
plan coverage of the facility and/or monitored anesthesia care (MAC)/general anesthesia
services provided in conjunction with dental treatment, and not the dental or oral surgery
services.

Anesthesia and Hospital charges for dental care, for an Enrollee less than 19 years of age or ar
Enrollee who is physically or mentally disabled, are covered if the Enrollee requires dental
treatment to be given in a Hospital or Outpatient AmbulatoBurgical Facility. The Indications

for General Anesthesia, as published in the reference manual of the American Academy of
Pediatric Dentistry, should be used to determine whether performing dental procedures is
necessary to treat unddrgendtahr ol | eeds conditi on

1 Preoperative/Postoperative Visits

o Consistent with CMS, will not separately reimburse an E/M service (excluding critical
careCPTcodes9929199292)whenreported by the samespecialtyphysiciaror other
health care professional on the sardate of service as an anesthesia management
service.

0 Critical careCPT codes9929199292are not consideredincludedin ananesthesia
management service and will be separatei;mbursed.

0 The same specialty physician or other health care professionafilsedieas physicians
and/or other healthcare professional®f the samegroup andsamespecialtyreporting
the same Federal Tax Identificationmber.

3.10. Pain Management
1 Postoperative Pain Management Services
o0 Postoperative epidural catheter managementsabarachnoid drugdministration
servicesarereimbursedusingprocedurecode01996.

o Doesnot payseparatelyor procedurecode 019960n the samedaythe epiduralis
placed. Limit to one unit of service for each dayranagement.

o No modifier when thisprocedure is monitored by an anesthepiavider.

o If the anesthesiologist continues with the patient's care after discharge, the
appropriate Evaluation and Management code should be used.

1 Services related to Pain Management Services as Outpatient
o Certain painmanagementherapyserviceqe.g.,njectibles)performedby an
anesthesiologigpainmanagemenspecialisare consideredcoveredasper deemed
medicallynecessary.
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3.11. Anesthesia services performed by CRNA:
The allowance for the anesthesia servigenished by a CRNA, medically directed or not
medically directed is based on allowable base and time units on the Medicare Physician Fee
Schedule.

(1) The allowance for an anesthesia service furnished by a medically directed CRNA is based on a
fixed percentage of the MPFS allowance recognized for the anesthesia service personally
performed by the physician alone. The CRNA is reimbursed at 80% of this allowable charge (non
medically directed).

If the CRNA is medically directed, reimbursement is 50th@ MPFS allowable charge.

2) The CF for an anesthesia service furnished by a CRNA not directed by a physician may not
exceed the CF for a service personally performed by a physician.

Modifier QS and QZ, are informational modifiers and will not deterenany pricing logic.
Modifiers G8 and G9 are region specific per the Medicare Payer and MDwise does not require,
the G8 or G9. These modifiers are informational and do not impact payment.

Procedure Code Modifiers -Anesthesia (CRNA): See table below

Modifie r Description

QS Monitored anesthesia care services

QX CRNA with medical direction by a physician
QZ CRNA without medical direction by a physician

|Note: CRNA providers use the same physical status modifiers that apply to the anesthesiolog|

3.12. Anesthesia for Vaginal or Cesarean Delivery

Provider uses the anesthesia CPT vaginal or cesarean delivery CPT codes. (Obstetric Anesthesia
services 01958 01969). This method of billing is the same for any other surgery and for

obstetrical anesthesia, gardless of the type of anesthesia provided (such as general or regional),
including epidural anesthesia.

When the anesthesiologist starts an epidural for labor, and switching to a general anesthetic for
the delivery becomes necessary, combine and billttial time for the procedure performed,
such as vaginal delivery or cesarean sectiois€Ction).

The actual time of the procedure should be indicated in minutes in field 24G ol€CiM&81500
claim form. The same method of billing applies to anesthesiall services.

System is to calculate total units by adding base units to the number of time units based on the
number of minutes billed on the claim. Convert eachrhfhute block of time to one time unit.

Per CMSfor the obstetrical adeon codes, sah as 01968 or 01969, the anesthesia tiilse
separatelyreported with each of the primary and the adth code based on the amount of time
appropriately associated with either code. Thus, recognize both the base unit and the time units
for the primary and the adan obstetrical anesthesia codes.

Procedure codse 01960 and 01967, calculates one time unit for eacimlibute block of time
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billed in the first hour of service and, for subsequent hours of service, calculates one unit of
service for every 6dminute block of time or portion billed.

EXAMPLE: Code 01968 billed with 01968. Make two separate calculations. Price code 01967
using 5 base units and anesthesia time units and price code 01968 using 2 base units and
anesthesia time units.

When a provider, other than the surgeon or obstetrician, bflis epidural anesthesia, the plan
reimburses that provider in the same manner as for general anesthesia.

3.13. Anesthesia Time and Calculation of Anesthesia Time  Units
Anesthesia time is defined as the period during which an anesthesia practitioner is pnagent
the patient. It starts when the anesthesia practitioner begins to prepare the patient for anesthesia
services in the operating room or an equivalent area and ends when the anesthesia practitioner is
no longer furnishing anesthesia services to theigrdt that is, when the patient may be placed
safely under postoperative care.

1 Anesthesidime is acontinuoustime period from the start of anesthesi#o the endof an
anesthesiaervice.
9 Actual anesthesia time in minutes is reported on tham.

Anesthesia Reimbursement Rate Calculation - (Base Units + Time Units + Modifier
Units + Qualifying Circumstance Units) x Medicare Conversion Factor.

The fee schedule amount for an anesthesia service personally performed by a physician on the
basis of anmesthesisspecificfee schedule Conversion Factor (CF) and unreduced base units and
anesthesia time units. One anesthesia time unit is equivalent to 15 minutes of anesthesia time, anc
fractions of a 15minute period are recognized as fractions of an anesta time unit. Units are
indicated in Box 24G of the CMS1500. Providers should indicate the actual time of the service
rendered, in minutes, in the units field of tl@VS1500 claim form. The claims payer should
systematically convert minutes to units aadd the assigned base units in addition to units for
modifying circumstances for a total unit value times the anesthesia conversion factor.

Anesthesia Time Table
Anesthesia Time is figured by allowiage time unit for every 15 minutes  (or portion
thereof) of anesthesia time billed. The table below will act as guide in translating time to units.

1-15 1 unit 61-75 5 units 121-135 9 units

16-30 2 units 76-90 6 units 136-150 10 units
31-45 3 units 91-105 7 units 151-165 11 units
46-60 4 units 106120 8 units 166-180 12 units

Modified on July 14, 2017 Paget2 of 266



Qualifying Circumstances: See table below

Qualifying Description Action
Circumstance
99100 Anesthesia for patient of Add 1 additional unit

extreme age less than 1, or
greater than 70.

99140 Anesthesia complicated by | Add 1 additional unit
emergencyconditions
99116 Anesthesia complicated by | Deny-Non-covered

utilization of total body
hypothermia.
96135 Anesthesia complicated by | Deny-Non-covered.
utilization of total body
hypotension.

Status Modifiers - see table below

Modifier Description Elective
P1 A normal healthy patient for an elective operation 0 units
P2 A patient with mild systemic disease 0 units
P3 A patient with severe systemic disease 1 unit
P4 A patient with a severe systemic disease that is a constg 2 units

threat to life

P5 A moribund patient who is not expected to survive 3 units
without the operation

P6 A declared brairdead patient whose organs are being 0 units
removed for donor purposes

Anesthesia Claims Modifiers

Physicians report theppropriate anesthesia modifier to denote whether the service was
personally performed, medically directed, or medically supervised.

For medicaldirected anesthesia services, the allowance for both the physician and the Certified
Registered Nurse Anesthetti (CRNA) is 50 percent of the allowance for the anesthesia service if
performed by the physician or CRNA alone.

Specific anesthesia modifiers include:

AA Anesthesia Services performed personally by the anesthesiologist;
AD Medical Supervision bypdysician; more than 4 concurrent anesthesia
procedures;
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GS8 Monitored anesthesia care (MAC) for deep complex complicated, or markedly
invasive surgical procedures;

G9 Monitored anesthesia care for patient who has a history of severe cardio
pulmonarycondition;

QK Medical direction of two, three or four concurrent anesthesia procedures
involving qualified individuals;
QS Monitored anesthesia care service;

The QS maodifier is for informational purposes. Providers must report actual
anesthesia time othe claim.

QX CRNA service; with medical direction by a physician;
QY Medical direction of one certified registered nurse anesthetist by an
anesthesiologist;

Q CRNA service: without medical direction by a physician; and
GC. These services have bepearformed by a resident under the direction of a teaching
physician

The GC modifier is reported by the teaching physician to indicate he/she rendere
the service in compliance with the teaching physician requirements in §100.1.2.
One of the payment mod#rs must be used in conjunction with the GC modifier

Medicare Anesthesia Conversion Factor

Resource: WPS Medicare Part B Specialty Pricing for Michigan and Indiana Priorifiegf current

conversion and base units utilized in pricing

A 2017AnesthesiaConversionFactors[ZIP, 11KB]- Theseare the anesthesi@onversion
factorsusedto computeallowableamountsfor anesthesigervicesunder CPT codes00100
to 01999. (Updated 2/31/2012)

A 2014AnesthesiaBaseUnits by CPT Code [ZIP, 13KB]- Theseare the anesthesidaseunits
usedto computeallowableamountsfor anesthesiagervicesunder CPT codes00100to 01999.

Medicare Conversion Factor

The chart below lists theevised FSY 2017 anesthesia zero percemarticipating, non
participating and limiting charge conversion factors (CFs) effective for dates of séaviaary 1,
2017 through December 31, 201For physiciartirected anesthesia services, the allowance for
both the physician and the Certified Retred Nurse Anesthetist (CRNA) is 50 percent of the
allowance for the anesthesia service if performed by the physician or CRNA alone.

The Medicare approved amount for an anesthesia service is calculated as follows:

(Base Units + Time Units) x Conversidfactor = Approved Amount.
To determine the medically directed rate, multiply the approved amount by 50%.
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State Locality | Participating Physicia] Non-participating |Limiting Charge CH
and CRNA CF Physician CF
Indiana $21.09 $20.04 $ 23.05

Frequency of Rate Updates: Annudly or on an as needed basis per Medicare Regulation

4. Procedure Codes and Claim Considerations

4.1. Refer also to Section 8bove.

4.2. Anesthesia services under CPT codes 001001699.

4.3. Followingis alist of applicableanesthesi@odes.The list is maynot be allinclusive.

9914399145

9914899150

CPT

62310

62311

62318

62319

Modified on July 14, 2017

Moderate sedation services (other than those services describexbtgs00100
01999) provided by the same physician or other qualified healthcare professional
performing the diagnostior therapeutic service that the sedation supports,
requiring the presence of an independent trained observer to assist in the
monitoring of the patient'slevelof consciousnesandphysiologicastatus[includes
codes 99143, 991499145]

Moderate sedation services (other than those services describexbthys00100
01999)providedby a physiciaror other qualifiedhealthcareprofessionabther than
the health care professional performing the diagnostic or therapeutic service that
the sedaion supports [includes codes 99148, 99199150]

Potential anesthesia services / pain management

Injection(s), of diagnostic or therapeutic substanc@é(g)udinganesthetic,
antispasmodiapioid, steroid, other solution),not includingneurolyticsubstances,
including needle or catheter placement, includes contrast for localization when
performed, epidural or subarachnoid; cervicaltleoracic

Injection(s) of diagnostior therapeuticsubstance(sfincludinganesthetic,
antispasmdic, opioid, steroid, other solution),not includingneurolyticsubstances,
including needle or catheter placement, includes contrast for localization when
performed, epidural or subarachnoid; lumbar, sagratdal)

Injection(s)jncludingcatheterplacementcontinuousinfusionor intermittent bolus,
of diagnostic or therapeutic substance(s) (including anesthetic, antispasmodic,
opioid, steroid, other solution), not including neurolytic substances, includes
contrast for localization when performee&pidural or subarachnoid; cervical or
thoracic

Injection(s) includingcatheterplacementcontinuousinfusionor intermittent bolus,
of diagnostior therapeuticsubstance(s)(includirepestheticantispasmodi@pioid,
steroid, other solution), notincluding neurolytic substances, includes contrast for
localizatiorwhen performed,epiduralor subarachnoidumbar,sacral(caudal)
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6440064450 Introduction/injectionof anesthetiagent(nerveblock),diagnosticor therapeutic
[when used for regionahnesthesia; includes codes 64400, 64402, 64B/H)8,
64410, 64412, 64413, 64415, 64416, 64417, 64418, 64420, 64421, 64425, 64430,
64435, 64445, 64446, 64447, 64448, 64449, 64450]

This list of dental related anesthesia codes included as potential biléels for covered anesthesia
services for dental care as outlined in the policy may not bénallusive.

The scope of this policy is limited to medical plan coverage of the facility and/or monitored
anesthesia care (MAC)/general anesthesia servicesgedyn conjunction with dental treatment,
and not the dental or oral surgery services.

Codes Description
D9220 Deep sedation/general anesthesia, first3idiutes
D9221 Deepsedation/generanesthesiagachadditionall5 minutes

01999 Unlisted anesthesjarocedure(s)

5. Prior Authorization (PA) Requirements

5.1. Claimsreceivedfor Anesthesiaervicesare processedn accordancenith the MDwise Marketplace
Prior Authorizationrequirements.

5.2. PAenteredfor inpatientstayservesasglobalauthorizationthat coversanesthesigrovider services
provided during inpatiergtay.

5.3. CertainPainManagemenservicesequire PA.Pleasaeferto thisma n u éhaperon Pain
ManagemenServices.
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BHS - Behavioral Health Services

1. Benefit Coverage

1.1. MDwise Marketplacecoveredbehaviorahealthservicesncludethe followinggeneralcategoryof
services.

Inpatient psychiatric and substance absewices

Emergency/crisiservices

Alcohol and drug abuse services (substaaizese)

Therapy and counselinmdividual, group ofamily

Psychiatric drugs included on MDwiB®L

Laboratoryandradiologyservicedor medicationregulationanddiagnosis

Screening and evaluation adidgnosis

Neuropsychology and psychologitadting

Medicationmanagement

Acute outpatientserviceqi.e.PartialHospitalization|ntensiveOutpatient Services)

=

=4 =4 =4 =4 -8 -8 8 8 9

1.2. Mental Health Parity. The MentalHealthParityandAddictionsAct MHPAEAof 2008,provides
for full ment al health parity i n t henaybDtapplye M,
treatment limitations or financial requirements on the coverage of mental health care services or
substanceabuseservicedf similarlimitationsor requirementsare not imposedon the coverageof
services for other medical or surgicandtions.

1.3. Autism Spectrum Disorder. Inaccordancewith IC 27-13-7-14.7,MDwise providescoverage
for individuals with autism spectrum disorders. Services provided to a member are limited to
services that are prescri bed cdorgandehvich atneatmbne r s &
plan. The treatment plan must be updated at least every six months. Services may include
medically necessary speech, occupational, and/or phtrsécapy.

Services may also include medically necessary behavioral health semacesess maladaptive
behavior, parenting, emotional regulation, and other symptoms of a behavioral health nature. This
could include psychiatric diagnostic evaluations, and other covered behavioral health services, as
outlined in this BAP, related to dividual, family, group therapy, applied behavior analysis (ABA),
and medication management. Such services may not be subject to dollar limits, deductibles,
copayments, or coinsurance provisions that are less favorable to a member than the dollar limits,
deductibles, copayments, or coinsurance provisions that apply to physical illness.

Prior to initiating ABA therapy, the provider must obtain prior approval. The initial assessment
(CPT codes 96150, or 90791) does not require an authorization. Howeverrgdonitiating health

and behavior interventions, approval must be obtained. This applies to CPT codes 96151 through
96155 for diagnoses codes 299.0 or 299.8. For other therapies initiated for persons with Autism
Spectrum Disorder prior authorizations wilollow the requirements as outlined in this Attachment
B.

Providers who deliver behavioral health services to members with Autistic Spectrum Disorder
must be a licensed Behavioral Health Provider such as a Psychiatrist or Health Service Provider in
Psytiology (HSPP. The BCBA credential is not recognized by the State of Indiana and thus this
credential alone is not sufficient to provide the services.
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1.4. Inpatient Psychiatric Care. Acute psychiatricandsubstanceabuseinpatientservicesare mental
healthinterventionsusedto stabilizeand managepeoplewith severesymptomsandbehaviorsthat
have or may result in harm to self and/others.

Depending on the needs of thmember, acute psychiatric and substance abuse inpatient services
often include, but are not limited to, 2hour psychiatric and medical services, inpatient
detoxification continuous monitoring, medication management, treatment planning, individual
therapy,family therapy, and group therapy.

Behavioral health emergency admissions are reimbursable only in cases of a sudden onset of a
psychiatric condition manifesting itself by acute symptoms of such severity that the absence of
immediate medical attention ctd reasonably be expected to result in one (1) of the following:

(1) Danger to theindividual.

(2) Danger toothers.

(3) Death of theindividual.

Please refer to Section 1.20 regarding coverage and reimbursement for behavioral health services
provided in anemergency room.

Prior Authorization:  With the exception of emergency admissions, prior authorization is

required for any psychiatric admission, including admissions for substance abuse and observation
stays. Emergency admissions that require prior atitadion must be reported to MDwise within

48 hours of admission. If the end of the-#®ur period falls on a weekend or legal holiday,
emergency admissions must be reported on the next business day after the weekend or héliday
that time, the same statards for PA are applied as would have been applied if the authorization had
been requested before the admission.

1.5. Facility Types. Coverage is available for inpatient psychiatric and substance abuse services in an
acutecarehospitalor alicensedreestandingsychiatrichospitalregardlesof the numberof beds.

1.6. Psychiatric/Substance Abuse Inpatient Stay Reimbursement. The Inpatient Psychiatric
FacilityProspectivePaymentSystem(IPFPP S} usedfor freestandingsychiatrichospitalsandsome
certified psychiatric units of general acute care hospitals. Payments under the IPF PPS are based o
a federal per diem base rate that includes both inpatient operating and cegld#d costs
(including routine and ancillary services), but excludesaienmpasgshrough costs (i.e., bad debts,
and graduate medical education). Psychiatric hospitals and distinct part psychiatric units of acute
carehospitalsareincludedin the IPFPPSandcanbe determinedby the facilitiesOSCARnumber.

Reimbursement fosubstance abuse and chemical dependency admissions in other acute care
hospitals, generally those that dondt have di.
diagnosigelated grouping (M®RG) payment methodology that reimburses a per cese

according to diagnoses, procedures, age, gender, and discharge status. -DRGAS

reimbursement rates are intended to cover all inpatient hospital costs, including the costs of
inpatient routine care and ancillary services. Reimbursable psychiattisubstance abuse/

chemical dependency M3RGs include 880 through 887 & 895 through 897.

Additional payments to hospitals are provided for the following:
1 Capitalcosts
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1 DSH payment, épplicable
1 IME® Capitalonly
1 Outlier payment,if applicable

Direct care services of physicians including psychiatric evaluations, are excluded from-ihie@P
rate and are billable separately by the rendering provider on the /8@ claim form or 837P
transaction. In addition, claims for other beharal health providers (e.g. HSPP, redel BH
practitioner, clinical nurse specialist) may, as appropriate, be reimbursable. Appropriate billing
would be, for example, if the BH provider is not an employee of the facility or is not paid directly
by thefacility for the BH service.

Effective January 1, 2016, a nurse practitioner (NP) or clinical nurse specialist (CNS) who performs
evaluation and management (E/M) rounding in the inpatient mental health setting is reimbursable
separately from the per diemate paid to the facility. Certified registered nurse anesthetists

(CRNAS) are excluded from this reimbursement policy change. E/M rounding includes initial,
subsequent, and dischargay management. Unlike for physicians, psychiatric services, such as
group and individual therapy, performed by an NP or CNS will not be reimbursed separately.
These services, when performed by an NP or CN

Please note: An inpatient claim may not be denied because the prowiietd include a DRG on
the claim. It is the expectation that the payer will run the claim through the DRG grouper to
determine applicable payment.

1.7. Transfers/Readmissions/ Outpatient Services within Three Days of an Inpatient
Stay/Observation Stays/Lessthan 24-Hour Stays. Behaviorahealthcareservicedor the
above events follow the same coverage, prior authorization, and reimbursement policies and
proceduresfor theseeventsasdescribedin the MedicareClaimsPaymentManualndMDwise
policies.

1.8. Residential Treatment, Psychiatric, Eating Disorders, Substance Abuse Disorders
Effective 1.1.2016, coverage in available for Residential Treatment related to psychiatric,
eating, and substance abuse disorders. Residential treatment facilities stfernaute level of
care which provides 24hour/7-day assessment and diagnostic services, and active behavioral
health treatment services to members who do not require intensive nursing care, medical
monitoring, and physician services that are offered iraemte care facility. Treatment is
offered in a highly structured and supervised environment and includes individual and group
therapy and may also include skilled nursing care and family therapy. The course of treatment
in Residential Rehabilitationfiso cused on addressing the Oowhy nc
admi ssion (e.g., changes in the memberds sign
factors, or level of functioning) to the point that rehabilitation can be safely, efficiently and
effectively continued in a less intensive level of care. Treatment in a residential treatment
center is limited to 60 days

Residential treatment facilities are reimbursed on a per diem basis, as determined by the
Providerd&s contr actveofallSevicespxeapt: di em i s i ncl usi

1 Physician services
1 Pharmaceuticals

Pharmaceuticals that are billed separately are paid by the pharmacy benefit marwager,
through the medical benefit.
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Prior Authorization:  Authorization is required and is generally apped for 14 days and
subsequent approval is needed for additional days.

1.9. Behavioral Health Professional Services During Medical/Surgical Stay . Inpatient
psychiatricconsultationsgvaluationsmedicationmanagemenandpsychotherapygervicesnaybe
provided by a behavioral health provider tormemberduring a medical surgical stay and are
covered benefits. Such services would be covered under the global authorization obtained by the
inpatient facility. The exception is diagnostic interviews (CPT codes 98790792 along with
CPT code 90785 if included as add on code). Only one diagnostic interview should be provided
during an inpatient stay. Additional diagnostic interviews would require @ighorization.

1.10. Psychiatric diagnostic interviews (CPT code 90791 or 90792).  Reimbursement is available
for one unit of psychiatric diagnostic interview, CPT code 90791 or 90792, per recipent,
billing provider , per calendar year without prior authorization. A maximum of two (2) units
(diagnostic interview interviews) per member per calendar year is allowed witpdot
authorization whenamemberis separatelyevaluatedoth by a physiciaror HSPPanda mid-level
practitioner.

It is MDwise policy that an advanced practice nurse may perform the diagnostic interview in lieu of
a physician. Therefore, of the two (2) units allowed without PA, one unit may be provided by a
physician, an advanced practice nurseadtSPP and one by another Malel practitioner (e.g.

LCSW, MSW, etc.). All additional units require prior authorization.

Please Note : A diagnostic interview provided in emergency room or during an inpatient stay may be
reimbursed without prior authdiirain addition to maximum # of units outlined above. Please refer to
Section D.1.2.14 regarding coverage of Emergency Behavioral Health Services.

Prior Authorization:

Members may selfefer to anyMDwise contracted behavioral health professional  for a
diagnostic interview without authorization. If the provider is not contracted with MDwise prior
authorization is required.

Example: A Community Mental Health Center (CHMC) as a billing provider, may conduct a diagnos
interview by both a psychiatristroHSPP, and a rédel practitioner and be reimbursed without prior
authorization. If another psychiatrist or HSPP within the same CMHC wanted to conduct a diagnosti
interview in the same year, prior authorization would be required.

1.11. Psychotherapy (individual group & family).  Reimbursement is available for medically
necessary psychotherapy services according to MDwise behavioral health guidelines, and
consistentwith prior authorizationrequirementsasoutlinedbelow.

Prior Authorization:

1 For contracted MDwise behavioral health providers , in addition to a 90791 d®#0792
memberscanreceiveup to twelve (12) therapy sessionsvithout prior authorizationper
billing provider . This includes CPT codes: 90832, 90834, 90837, 9084d0847

1 When appropriate,CPT code 90785, interactivecomplexitymaybe reimbursedin additionto
the CPT codes outlinedbove.

1 All other therapy visits require prior authorization. All services fout -of-network
providers require priorauthorization.
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1.12. Pharmacological (medication) management (with or without psychotherapy
services). Members may receive a medical E/M service on the same day as a psychotherapy
service when performed by the same physician or other qualified healthcare professional. When
psychotherapy is provided in addition to medical management, an appropriateradd
psychotherapy code with E/M may be reimbursed (CPT codes 90833, 90836, or 90838). If a
provider is only providing pharmacologic management during the visit, they cannoteise th
psychotherapy addn codes and must instead bill the applicable E/M service code, based on the
complexity of the visit (e.g. 99211 ¥0212).

In addition to psychiatrists, nurse practitioners and clinical nurse specialists who have prescription
authority can also provide and bill for the psychotherapy and pharmacological management services
with the above listed codes. MDwise does not reimburse clinical social workers, psychologists, or
any other licensed BH provider, including nurse practitiomand clinical nurse specialists without
prescription authority, for those codes.

1.13. Interactive complexity (add on code). Interactive complexity (CPT code 90785) refers to
specificcommunicatiorfactorsthat complicatethe deliveryof a psychiatrigprocedue. Common
factors include more difficult communication with discordant or emotional family members and
engagemendf youngandverballyundevelopedr impairedpatients.

CPT code 90785 is an adnh code to a psychotherapy service and may not be billed atand

alone code. The code may be billed in conjunction with the following procedure codes when

appropriate:

1 Diagnostic evaluation codes: 90791 &3d92

1 Psychotherapy codes: 90832, 90834, 90837

1 Psychotherapyhenperformedwith anevaluatiorandmanagemente/M)service:CPT codes
90833, 90836, 90838, 992®B255, 993049337, an®934199350

1 Group psychotherapy: CPT co®®853

The service mayot be billed in conjunction with:
1 Crisispsychotherapyprocedurecodes90839& 90840
1 E/M services wheno psychotherapy iserformed

Only one unit of service (CPT code 90875) may be billed, per day, per member.

Prior Authorization:

Interactive complexity does not require a separate authorization. If the psychiatric service to
which CPT code 90875is beingaddedis authorized then this authorizationalsoapplieso the add
on service.

1.14. Electroconvulsive therapy (ECT). Electroconvulsive therapy (CPT code 90870) may be
performed while anemberis hospitalized or as an outpatient procedure. In eitlcase, it is done
under brief general anesthesia (CPT 00104). Outpatient ECT services require prior authorization.
Inpatient ECT services are authorized as part of the inpatient stay (see D.1.2). Outpatient facility
chargesarereimbursedbasedon MedicareambulatorypaymentclassificatiofAPC)rates.

1.15. Neuropsychological & Psychological Testing . Medically necessary psychological testing and

neuropsychologicdkstingare coveredserviceshoweverwith the exceptionof CPTcode 96110,
require prior authorizaion. This applies to CPT codes 96101, 96102, 96103, 96105, 96111,
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96116, 96118, 96119, & 96120. Psychological testing may only be provided by physician, or HSPP
with the exception of codes 96102 and 96119 which may be rendered by a midlevel practitioner

under the direct supervision of a physicianH8PP.

1.16. Partial Hospitalization. Reimbursement is available for partial hospitalization services provided
for individuals who require less than ftilne hospitalization, but need more extensive or
structuredtreatment than intermittent outpatient mental health services. Partial hospitalization
servicesrequire prior authorization . The number of days per week required is determined by
whatis medicallynecessarmndindicatedin the me mb dreafnentplan.

Covered outpatient partial hospitalization services are billed on a facility claim and are reimbursed

according to the following:

Service Revenue CPT Code | Rate
Code

Partial Hospitalizatio® alkinclusive per diem 912 H0035 $159.75

payment of three to five hours (half day)

Partial Hospitalizatio® alkinclusive per diem 913 H0035 $213.00

payment of six or more hours (full day)
The base rate for partial hospitalization 1is
example in qualified healthl an 1, t he provi der ds ¢ on tdayPtit ed

per diem rate for that provider would be $259.09.

Covered partial hospitalization professional services provided by a physician, physician assistant,
HSPP, clinical nurse specialatd/or nurse practitioners can be reimbursed in addition to the
facility charge. The services of other practitioners (including clinical social workers and

occupational therapists), are bundled for partial hospitalization services.

1.15. Intensive Outpatient (I OP) Services. Reimbursement is available for intensive outpatient
services provided for individuals who require less thantiole hospitalization and partial

hospitalizationbut needmore extensiveor structuredtreatmentthanintermittent outpatient
mental health services. IOP serviaegjuire prior authorization

week required is deter mi
treatmentplan.

. The number of days per

ned by what is medica

IOP outpatient facility services are billed onaility claim and are reimbursed according to the

following:
Service Revenue Code | CPT Code Rate
Psychiatric IORper diem rate 905 59480 $86.54
Substance Abuse |IO8per diem rate 906 H0015 $86.54

The base rate for IOP is then multiplied by tpher o v
the providerds contracte
$141.06.

1.16. Screening and Brief Intervention Services (SBI).

i derds contracted rat ¢
d rate would be

SBI identifies and intervenes with
individualsvho are atrisk for substancebuserelated problemsor injuries.

163 %.

SBI services use established systems (generally hb@bavioral health environment), such as
trauma centers, emergency rooms, community clinics, and school clinics, to screen patients who

Modified on July 14, 2017

Pageb1l of 266



are at risk for substance abuse and, if necessary, provide them with brief interventions or referrals
to appropriate treatment. SBI services are not typically billed by behavioral health clinics as
screening and interventions are already include in behaviwalth assessment/treatment CPT

codes (e.g. G0396, G0397).

Reimbursable procedure codes include:

1 994080 Alcohol and/or substance abuse structured screening and brief intervention services,
15-30 minutes

T 9940906 Alcohol and/or substance abuse structdrecreening and brief intervention services,
greater than 30 minutes

1 G03960 Alcohol and/or substance abuse structured screening and brief intervention services,
15-30 minutes

1 GO03976 Alcohol and/or substanceabusestructured screeningandbrief interventon services,
greater than 3dninutes

Providers can bilbne of the aboveprocedure cods only after an individual has been screened for
alcohol or drug abuse by a healthcare professional and it appears that a brief intervention is needed
SBI services are limited to one structured screening and brief intervention per member per year
when biled by the same billing provider.

Reimbursement for SBI services will be restricted to the following place of service (POS) and
corresponding POS Codes:

04 - Homeless shelter

11 ¢ Office

200 Urgent care facility

23 0 Emergency room

50 0 FederallyQualified Health Center (FQHC)

72 d Rural health clinic (RHC)

= =4 -8 -a_a_-9

Prior Authorization:
1 One of the above procedure codeare allowedwithout prior authorization per
member,per billing provider .
1 Non-contractedprovidersmustreceiveprior authorizationfor SB servicesgxceptif
provided as an emergensgrvice.

1.17. Smoking Cessation Treatment Services. Smoking cessation treatment is available for two
individual smoking cessation counseling treatments per member per calendar year. Prior
authorization is not required for this treatment. In accordance wBBCP 23, Preventive Services,
Smokingcessatioris considereda preventivebenefitandthus membercostsharing(e.g.copays)
does notapply.

Each attempt may include a maximum of four (4) intermediate and/or intensive sessions, with a
total benefit covering up to 8 sessions per year per member who uebadco. The provider and
member have the flexibility to choose between intermediate (more than 3 minutes but less than 10
minutes), or intensive (more than 10 minutes) cessation counseling sessions for each attempt.
Smoking cessation services are to bbeld with a primary diagnosis code BiL7.2XX 01iZ87.891.

Smoking cessation counseling services are to be reimbursed using the following procedure codes:
1 99406:Smokingandtobaccocessatiorcounselingisit; intermediate greaterthan 3 minutes,
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up to 10minutes

1 99407:Smokingandtobaccocessatiorcounselingisit patient;intensive greaterthan 10
minutes

1 GO0436:Smokingandtobaccocessatiorcounselingrisitfor the asymptomatigatient;
intermediate, greater than 3 minutes, up to dfnutes

1 G0437:Smokingandtobaccocessatiorcounselingrisitfor the asymptomatigatient;
intensive, greater than 1fdinutes

When providers and practitioners furnish a service to the general public at no charge, including
smokingcessationcounselingservicesthey cannot receivemarketplacereimbursementfor that
service.

Treatment services must be prescribed by a licensed practitioner within the scope of license under
Indiana law.

1.18. Telepsychiatry. MDwise reimburses for telemedicine services, only when the hub and spoke
sites are greater tha@0 miles apart. This 20 mile rule does not apply to CMHCs, Federally
Qualified Health Centers, Rural Health Centers, or Critical Access Hospitals. The membsr mu
be present and able to participate in thisit.

The following CPT codes are reimbursable for providers that render services via telemedicine at
the hub site. Modifier GTVia interactive audio and video telecommunicationp reystielne used to
denote telemedicine services. The payment amount is equal to the current fee schedule amount for

the following services multiplied by the provi
9 Office or other outpatient visitd 99201 to 99205 and 99211 @0215
1 Individu&psychotherapy 90833 t090838
9 Psychiatric diagnostic intervie&v90791 90792
1 Individualandgroup healthandbehaviorassessmerdndintervention (961500 96154)
1 Alcoholand/orsubstancgother thantobacco)abusestructured assessmerdndintervention

services (99408, 994090396 and>0397)
1 Smokingcessatiorservices (9940699407G0436and G0437)

The following HCPCS code and revenue code are reimbursable for providers that render services
via telemedicine at the spoke site. Modifier GVia interactive audio and video telecommunications
systemjnust be used to denote telemedicine services.
1 SpokeservicesarereimbursedusingHCPCScode Q3014 Telehealtbriginatingitefacilityfee.
The GT modifier must be used to denote telemediciservices.
1 Revenue code 780 represents telemedicine services. If a different, separately reimbursable
treatmentroom revenuecodeis providedon the samedayasthe telemedicineconsultation;
the appropriate treatment room revenue code should also be inetidn the claim.

Documentation must be maintained in the pat
provided separate from the telemedicinisit.
T I'f spoke site services are provided in a ph

the samedate asthe spokeservice the medicalprofessionakhouldbill Q3014 asa separate
line item from other professionalervices.

1 Anyexistingservicelimitation for officevisitsis applicableAll telemedicineservicesbilled
using the codes listed abowection will be counted against the office visit limit and prior
authorizationrequirements.
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1.19. Observation Stays. Psychiatric and substance/chemical abuse observation stays in acute care
hospitals and freestanding psychiatric hospitals are reimburdaideiders should bill any
inpatientstaythat is lessthan24 hours asanoutpatientservice(e.g.observationstay).

Providers can retain members for more than one-B8ur observation period when the member
has not met criteria for admission but the tréag physician believes that allowing the member to
leave the facility would likely put the member at serious risk. This observation period camdist
more than three days or 72 hours and is billed as an outpatient claim . Outpatient facility
charges areeimbursed based on Medicare ambulatory payment classification (APC) rates.

Prior Authorization:
1 With the exceptionof emergencyadmissiongsoutlinedin SectionD.1.2.14 pbservation
staysrequire prior authorization .
1 An observation stay may have beenitially authorized as an inpatient admission. In these
situationsthe inpatientauthorizationmustapplyto the observationstayfor claimpayment
purposes.

1.20. Emergency Behavioral Health Services. Emergency behavioral health services provided in an
emergency room are covered services in accordance with MDwise MM BAE2rgency and
Post-Stabilization Services A covered service provided by a behavioral health provider in an
emergency room is reimirsable under the behavioral health benefit. However, servicesided
in an emergency room and/or provided by an emergency room physician (or other medical
provider) are reimbursed under the medical benefit.

A diagnostic interview (CPT code 90791 60792) provided in emergency room may be
reimbursed without prior authorization in addition to maximum # of units outlined 1.20.

MDwise does not require prior authorization for emergency services.

2. Benefit Limitations and Exclusions

2.1. The following are nao-coveredservices

1 Longterm or custodialcareincludingdomiciliary,convalescentare,skillednursingfacilities
used for longterm care and custodial care, nursing home care, hdrmsed respite care,
group homes, halfway homes, or residenfaailities

1 Careprovidedor billedby ahotel, healthresort, convalescenhome,rest home,nursinghome
or other extended care facility home for the aged, infirmary, school infirmary, institution
providing education in special environments, superviséagligr halfway house, or any similar
facility orinstitution.

1 Services at a residential treatment facility. Residential treatment means individualized and
intensive treatment in a residential facility, including observation and assessment by a Provider
weeklyor more frequently,anindividualizegrogramof rehabilitation therapy,educationand
recreational or sociahctivities.

9 Serviceor careprovidedor billed by a school,CustodialCare centerfor the developmentally
disabled, residential progranier drug and alcohol, or outward bound programs, even if
psychotherapy iscluded.

1 Wildernesscamps.

1 Weight loss programs, whether or not they are pursued under medical or Physician
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supervisionunlessspecificallyistedasCoveredin this Contract. This exclusionincludesputis
not limited to, commercial weight loss programs (Weight Watchers, Jenny Craig, LA Weight
Loss) and fastingrograms.

1 Maritalcounseling.

1 Selfhelptrainingandother forms of non-medicalseltcare,exceptasotherwise providedin
enrolleeContract.

1 Alternative or complementary medicine including, but not limited to, acupuncture, holistic
medicine, homeopathy, hypnosis, aroma therapy, reike therapy, massage therapy, herbal,
vitaminor dietaryproductsor therapiesnaturopathythermographprthomoleculartherapy,
contact reflex analysis, bioenergial synchronization technique (BEST), iriekiladyy of the
iris, auditory integration therapy (AIT), colonic irrigation, magnetic innervation therapy,
electromagnetic therapy, ameurofeedback.

1 Servicedor anycondition,diseasedefect,ailment,or injury arisingout of andin the courseof
empl oyment if benefits are available under
law.

1 Servicedhat are providedasbenefitsby anygovernmentalnit, unlessotherwiserequired by
law or regulation.

1 A conditionresultingfrom direct participationin ariot, civildisobediencenuclearexplosion,
or nuclearaccident.

1 Carerequiredwhileincarceratedn afederal,stateor local penalinstitution or requiredwhile
in custody of federal, state or local law enforcement authorities, including work release
programs, unless otherwise required by lawregulation.

9 Court orderedtestingor careunlessMedicallyNecessary.

1 Physiciaor Other Pr a ¢ t i ¢hargedoe qorssdltingwith Enrolleesby telephone facsimile
machine, electronic mail systems or other consultation or medical management service not
involving direct (fac#o-face) care with the Enrollee except as otherwise described is th
Contract.

1 Telephoneconsultationsor consultationsviaelectronicmailor internet/website, exceptas
required by law, authorized OyiDwise.

1 Anyserviceswhichare not deemedto be medicallynecessarysdeterminedby MDwiseor
that areexperimental/investigative.

3. Provider Reimbursement and Submission Requirements

3.1. Behaviorahealthclaimsmustincludeaprimary behaviorahealthdiagnosi€ode.
1 Forinpatientor outpatientfacilityclaimsabehaviorahealthdiagnosiode mustbein the
primary diagnosis field on a WB/837I.
9 For professionatlaims,abehaviorahealthdiagnosisode mustbeincludedin the procedure
line first diagnosis pointer (CM$8500/837P BoR4E).

If abehavioral health provider does not include a behaviorhkalth diagnosis in one of these

fields in combination with a procedure code or revenue code within the scope of this policy, the
claim could be denied with the appropriate denial message. Consideration would however need to
be given to whether claim coulshstead be covered as a medical service. For example, medically
necessary neuropsychological testing performed by a HSPP to evaluate the effects of brain damage
is a covered service (with PA), however the primary diagnosis may not be a behavioral health
diagnosis that is included in A.1. Another example is health and behavior assessment procedure
codes (9615M6155) that are used to assess factors that may affect the recovery or progression of
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a diagnosed physical health problem (e.g. diabetes). Psydislwgit provide this service should
utilize a physical health diagnosis.

322 Documentation on the memberds condition is to
claims, regardless of the date of service, are subject to post payment review ofrdotation
regarding medicalecessity.

4. Procedure Codes and Claim Consideration

4.1. Pleaseseethe detailedcodinginformationfoundin the benefitcoveragesectionof this chapter.

5. Prior Authorization (PA) Requirements

5.1. Admissions and Observations Stays

1 With the exceptionof emergencyadmissiong@soutlinedin Sectionl.20,0bservationstays
require prior authorization

1 An observation stay may have been initially authorized as an inpatient admission. In these
situationsthe inpatientauthorizationmustapplyto the observationstayfor claimpayment
purposes.

1 With the exception of emergency admissions, prior authorization is required for any
psychiatric admission, including admissions for substance abuse and observation stays.
Emergencyadmissionshat require prior authorizationmustbe reported to MDwisewithin 48
hours of admission. If the end of the 4®ur period falls on a weekend or legal holiday,
emergency admissions must be reported on the next business day after the weekend or
holiday At that time, the same standards for PA are applied as would have been applied if the
authorization had been requested before t@mission.

5.2. Members may selfefer to anyMDwise contracted behavioral health professional  for a
diagnostic interview withouauthorization. If the provider is not contracted with MDwise prior
authorization igequired.

5.3. For contracted MDwise behavioral health providers , in addition to a 90791 or 90792,
memberscanreceiveupto twelve (12) therapy sessionsvithout prior authorization per billing
provider . This includes CPT codes: 90832, 90834, 90837, 9084& 8%V

1 When appropriate, CPT code 90785, interactivecomplexitymaybe reimbursedin additionto
the CPT codes outlinedbove.

9 Interactive complexity does not require separate authorization. If the psychiatric service to
whichCPT code 90875is beingaddedis authorized then this authorizationalsoapplieso the
addon service.

5.4. Medication Management aRdychotherapy
1 Forcontracted MDwise psychiatrists and nurse practitioners/clinical nurse specialtsts
haveprescriptionauthority, 19 visitswithout prior authorizationare allowedfor the following
CPT codes per memberper billing provider : 9920199205, 9921199215, and 99241
99245. These services are cumulative by billing provider. Thus, a MDwise contracted billing
provider (e.g. CMHC) may receive 19 total visits without authorization for any of these CPT
codeswhether providedby a psychiatristnursepractitioner or clinicalnursespecialist.
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1 In addition to the E/M codes above, add psychotherapy codes 90833 and 90836 may be
providedwithout prior authorizationfor 19 visits.Thesepsychotherapyodesdo not require
aseparateauthorizationasthey are addon codesto an E/Mserviceandmaynot be usedasa
standaloneservice.

1 Psychotherapyaddon code 90838(60 minutes)howeverdoeshoweverrequire a separate
authorization.

5.5. Partial hospitalization services require prior authorization. The number of days per week required
is determinedby what is medicallynecessaryandindicatedinthe me mb dreafimentplan.

5.6. Screening and Briéfitervention
1 One G03960r G0397is allowedwithout prior authorization,per member,per billing
provider .
1 Non-contractedprovidersmustreceiveprior authorizationfor SBlservicesgxceptif provided
as an emergencervice.
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CRS - Cardiac Rehab Services

1. Benefit Coverage

1.1. Covered Cardiac Rehabilitation Services are medically necessary services to restore an individual'"
functional status after a cardiac event. Cardiac rehabilitation and intensive cardiac rehabilitation
must be prior authorized to determine level of service required. It is a program of medical
evaluationeducationsupervisedxercisetraining,andpsychosociadupport.Home programs on-
going conditioning and maintenance are oatered.

12. Cardi ac Rehab (CR) Services are furnished in
outpatient facility setting and as per MDwise individual gotientract language, physician home
visits and must adhere to 42 CFR 410.49 a, b, d, e, and f. For Intensive Cardiac Rehabilitation
(ICR), the hospital outpatient settimgr p hy si ci a n st psdvide ICR Uusing am i ¢
approvedICR program.ICR servicesmeana physiciarsupervisecprogramthat furnisheshe same
items/services under the same conditions as a CR program but must also adhere to all
requirementsfor ICR asdescribedin 42 CFR410.49ajncludingoutcome measurement.

Cardiac programsnclude the following:

Physiciarprescribedexercise

Psychosociassessment

Outcomesassessment

An individualized treatmenglan

Cardiac risk factor modification including education counseling and training tailored to the
patimads 0 s

E R I ]

1.3. EvaluatiorandManagementE/M)servicesECGsandother diagnosticservicesnaybe coveredon
the day of cardiac rehabilitation if these services are separate and distinct from the cardiac
rehabilitation program and are medicallgcessary.

1.4. Forms of counseling, su@s dietary counseling, psychosocial intervention, lipid management and
stressmanagemenare consideredcomponentsof the cardiacrehabilitationprogramandare not
separatelyeimbursed.

2. Benefit Limitations and Exclusions
2.1. Limitations

1 Upto 36visitswhenmedicallynecessarmndrenderedasPhysiciatHome Visitsand Office
Services or Outpatient Services

2.2. Exclusions
T Home programs,on-goingconditioningandmaintenancere not covered.
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3. Provider Reimbursement & Submission Requirements

3.1. The provider reimbursement is as per contracted rate utilizing the appropriate Medicare physician
fee scheduleor applicableoutpatientprospectivepaymentsystem(OPPS)ricing/outpatientpricer

as the baseate.

T Use the Medicare payment amount, i f avail ab
percentageof Medicare. If not, and the service code is covered, then use the Medicaid
payment amount as the base. 150% of Maidiés deemed equivalent to the Medicare rate;

t hen appl y doftractegperoentageoeMedicarelf thereisno Medicareor
Medicaidrate andthe service is covered, the item must be manualiigced.

9 If the provider is not contracted, and thgervice is authorized, then the following rate is
applied to the applicable Medicare fee amount (or 150% of the Medicaid payment amount as
the Medicare equivalent when no fee in Medicare is available and it is a covered service),
unlessn somecasethe authorizationcould containthe non-contractedprovider rate:

o0 Facilityl33%,

o Professional | claimB25%
Siteof service(nonfacilityandfacilityservicesfeesmayapplyto certainservicecodes
T Inallcasesif the billedamountis lessthanthe contractedpaymentamount,the billedamount

is to bereimbursed.

=

3.2. The provider billson Form CMS1450(akaUB-04 at present)or CMS15000r their electronic
equivalent.

4. Procedure Codes and Claim Considerations

4.1. Claims are to be submitted with following:
Revenue code 0943: hospital outpatiéatility
POS 22 Hospital outpatiersetting
POS 11: Office setting/Clinic

CPT/HCPCS Codes:

93797: Cardiac rehab

93798: Cardiac rehab/monitor

G0422: Intensive cardiac rehabilitation, with or without continuous E@@nitoring with
exercise, per session

G0423: Intensive cardiac rehabilitation, with or without continuous ECG monitoring without
exercise, per session

Physician or other qualified health care professional services for outpatient cardiac rehabilitation
include those applicable claims edits utilized by MDwise e.g., bundled services as bitleded as
part of one cardiac rehab visit.
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5. Prior Authorization (PA) Requirements

5.1. Claimsreceivedfor CardiacRehabservicesare processedn accordancewith the MDwise
Marketplace Prior Authorizatiorequirements.

5.2. Cardiac Rehalitation requires priorauthorization
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DNT - Dental Services

1. Benefit Coverage

1.1. OutpatientServicesPhysiciatHome VisitsandOffice ServicesEmergencyCareandUrgentCare
services for dental work and oral surgery are covered if they are for the initial repair of an injury
to the jaw, sound natural teeth, mouth or face which are required as a result of an accident and
are not excessive in scopéduration, or intensity to provide safe, adequate, and appropriate
treatment without adversely affecting the patierttdition.

Covered Health Services for Accidental Dental include, but are not limited to all of the following.

Oral examinations

X-rays

Tests and laboratorgxaminations
Restorations

Prostheticservices

Oral surgery
Mandibular/maxillargeconstruction
Anesthesia

E R B B |

1.2. Extractionof teeth to preparethe jawfor radiationtreatmentor neoplastiadiseasés covered.
(MDwise Marketplace Adult o€hild contract SectioB.4)

1.3. Providersof dentalservicesncludelicensedDoctor of Dental Surgeryo D . D or&Daxtor of

Medical Dentistryp D. M. D. 6.

1.4. Treatmentfor painisonly coveredif it isthe result of anaccidentalnjury.
1.5. Injuryasaresult of chewingor bitingis not consideredanaccidentalnjury.

1.6. "Initial"dentalwork to repairinjuriesdueto anaccidentmeansperformedwithin 12 monthsfrom
the injury, or as reasonably soon thereafter as possible and includes all examinations and
treatment to complete theepair.

For a Child requiring facial reconstruction due to dental related injury, there may be several years
between the accident and the final repair.

1.7. Thispolicydoesnot applyto coveredtreatmentrenderedfor temporalmandibulajoint disorders
(TMJ).

1.8. Anesthesia and Hospital charges for dental care, for an Enrollee less than 19 years of age or an
Enrollee who is physically or mentally disabled, are covered if the Enrollee requires dental
treatmentto be givenin a Hospitalor Outpatient Ambulatory SurgicaFacility. The Indicationsor
General Anesthesia, as published in the reference manual of the American Academy of Pediatric
Dentistry, should be used to determine whether performing dental procedures is necessary
treat the Enrollee's condition under geneealesthesia.
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2. Benefit Limitations and Exclusions

2.1. Limitations
1 $3,000 max/Benefit Period peaccident
1 The benefit limit will notapply to Outpatient facility charges, anesthesia billed by a Provider
other thanthe Physiciamperformingthe service,or to serviceghat we arerequiredby law to
cover.

2.2. Non-covered
f Routine dental care is not a Covered Health Service underGloistract

2.3. Exclusions
2.3.1. Coverage is not provided for any of ttellowing:

o Dental treatment, regardless of origin or cause, except as specified elsewhere in this
Contract. o0ODental treatmentd includes but
treatment of or rdlated to the teeth, jawbones (except that TMJ is a CoveBedvice)
or gums, including, but not limited to the lisélow.

0 Extraction, restoration and replacement tafeth.

0 Medical or surgical treatments of dentainditions.

0 Services to improve dentalinicabutcomes.

1 Treatmentof the teeth,jawboneor gumsthat isrequired asaresult of amedicalcondition
exceptasexpresslyrequiredby law or specificallstatedasa CoveredHealth Service.
Dentalimplants.

Dentalbraces.

1 Dental xrays, supplieand appliances and all associated expense, including hospitalization and
anesthesia, except as required by law. The only exceptions to this are for any of the following
listedbelow.

o Transplanfpreparation.

o Initiation ofimmunosuppresives.

o Direct treatment of acutetraumaticinjury, canceror cleft palate.

1 Treatmentof congenitallynissingmalpositionedpr supernumeraryteeth, evenif part of a
congenitahnomaly.

Refer to MDwise Marketplace Adult and Child Individual Contract Policy, ArticEEx¢]usions,

Section 4.1 for list of excluded services.

= =

3. Claims Considerations

1 Theproviderbillson Form CMS15000r CMS1450(akaUB-04 at present)or its electronic
equivalent.

1 Dateof accidentto beincludedin applicabldield of claimform. Claimmaybe deniedif date of
accident is not submitted. Emergency Services (POS 23) claims are processed in accordance
with the emergency services BAP and clapoiscy.

4. Prior Authorization (PA) Requirements
4.1. Claims received for Dental Services are procesgedccordance with the MDwise Marketplace Prior
Authorization requirements.
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DBE - Diabetic Equipment, Education, & Supplies

1. Benefit Coverage

1.1. MDwisewill reimbursemedicalnecessargoveredservicesasdeterminedfor diabeteseducation,
training, equipmet andsupplies.

1.2. DiabetesSelfManagemenTraining(DSMT)for anindividualwith insulindependentdiabetesnon
insulin dependent diabetes, or elevated blood glucose levels induced by pregnancy or another
medicalconditionwhenall of the followingrequirementslisted below are met:

9 Ordered in writing by a physician orgodiatrist
1 Providedby a HealthCare Professionalvho islicensedregistered,or certified under state
law.

For the purposes of this provision, a "Health Care Professional" mé@m®hysician or podiatrist
ordering the training or a Provider who has obtained certification in diabetes education by the
American Diabetes Association. Ngrhysician Health Care Professional includes those qualified
advanced practice nurses, physiciasistants and registered dieticians licensed in Indiana.

1.3 Diabetes Equipment (such as blood sugar monitors and external insulin pumps) is covered as a
DME benefit and in accordance with the Prior Authorization requirements. For equipment that
doesnot require aprior authorization,covereddiabetesequipmentis reimbursedwithout a prior
authorizationunlessexceedscost limitationsper DME authorizationpolicy.

1.4 DiabetesSupplieghat areroutinely coveredincludelancetsspringpoweredlancingdevicestest
strips, control solution, gauze, needles, syringes, and alcohol swabs, are covered as a pharmacy
item and will be processed through tiRBM.

1.5 Covered Health Services also include all Physician prescribed Medically Necessary equipment anc
suppliesusedfor the managemenandtreatment of diabetespursuantto the followingchaptersin
this manual: Medical Supplies, Durable Medical Equipment and Appliances, Physician Home Visits
and Office Services, and Preventive Caggvices.

2. Benefit Limitations and Exclusions

2.1 Limitations
1 Diabetes Self -Management Training/ Education

0 MDwisecovers10 hours of initial trainingwithin a continuous12-month periodfor a
member who has been diagnosed with diabetes. Additional hours require prior
authorization.

o Theinitialtrainingmustbe completedno more than12 monthsfrom the time trainingis
commenced.

o0 MDwise members are eligible to receive 2 hours folloyw training each calendar
following the year in which member received initial training. The member may receive
the 2 hours of follow-up trainingwhen ordered evenin the eventthat no initial training
claim(s) have been received. Additional hours beyond two hours require prior
authorization
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0 Thenumberof initial or follow-up hoursordered canbe fewer than10 hoursor 2
hoursallowed.

0 The10hoursof trainingcanbe donein anycombinationof 30 minuteincrements.

0 Followup trainingis furnishedin incrementsof no lessthan30 minuteincrements.

1 Diabetes Supplies. A 90 day supply of testing materials may be obtaiatdne time. If
testing is required above routine testing parameters for finaulin diabetics and insulin
dependentdiabeticsadditionalsupplyvolumecanbe prior authorizedasmedicallynecessary
upon request by physician. For items available on thmédary, prior authorization will be
required through the pharmacy benefitanager.

3. Provider Reimbursement & Submission Requirements

3.1. The provider reimbursements asper contractedrate utilizingthe appropriateMedicarephysician
fee schedule for théase rate for the education and equipment/DME. Specific diabetes supplies as
indicatedin this policyare processedhroughthe pharmacybenefitmanager.
T Use the Medicare payment amount, i f avail ab
percentageof Medcare. If not, and the service code is covered, then use the Medicaid
payment amount as the base. 150% of Medicaid is deemed equivalent to the Medicare rate;
t hen appl y doftractegperoentageoeMedicarelf thereisno Medicareor
Medicaidrate andthe service is covered, the item must be manualiiged.

9 If the provider is not contracted, and the service is authorized, then the following rate is
applied to the applicable Medicare fee amount (or 150% of the Medicaid payment amount as
the Medicare equivalent when no fee in Medicare is available and it is a covered service),
unlessn somecasethe authorizationcould containthe non-contractedprovider rate:

o0 Facilityl33%,
o Professional | clainte25%

9 Siteof service(nonfacilityandfacilityservicesfeesmayapplyto certainservicecodes

1 Inallcasesif the billedamountis lessthanthe contractedpaymentamount,the billedamount
is to bereimbursed.

3.2. Manual Pricing. CPT codes billed for the marketplace, which fall under thanual pricing logic
should follow the published Medicaid rate methodology, as outlined in the below table and in the
IHCP Bulletin,BT 200940and201213.Exceptfor drugsandbiologicalwhich havespeciabricing,
HCPCS codes which indicate manual pricwaill be reimbursed at 60% of billed charges, or for
DME products, 60% of the Manufacturers Suggested Retail Price (MSRP). For the pricing of drugs
and biological, refer tCCP 20, PharmacRi&logicals

To determine the base Medicare rate for CRbdes, the applicable Medicaid rate, based on the
bel ow table is multiplied by 150 %. The provid:
Medicare rate.

For HCPS codes that are paid at 60% of billed charges, there is no additional percentage applied
(Medicare equivalency or additional provider contracted amount).
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Procedure Code Codes Billed on CMS -1500 | Codes Billed on UB -04
Range

1000019999 20% of billed Amount 20% of billed Amount
20000629999 20% of billed Amount 10% of billed Amount
3000639999 20% of billed Amount 10% of billed Amount
4000049999 20% of billed Amount 15% of billed Amount
5000059999 35% of billed Amount 10% of billed Amount
6000669999 20% of billed Amount 15% of billed Amount
7000679999 25% of billed Amount 15%of billed Amount
8000089999 30% of billed Amount 15% of billed Amount

3.3. Payment to normphysician practitioners billing on behalf of a DSMT program (G0108 or G0109).
For the purpose of this policy, nephysician billing includes qualified licensed nprsetitioner,
licenseddieticianor physiciarassistanaisgovernedby stateregulationsandwithin their scopeof
practice. Quafications as stated in Sectiointludes having obtained current certification in
diabetes education by the American Diabefssociation.

NOTE: Diabetes sefhanagement training may be obtained in a Federally Qualified Health Center (FQ
Effective January 1, 2006, payment for DSMT provided in a Federally Qualified Health Clinic (FQHC)
meets all of the requiremeidientified in Pub. 10@, chapter 18, section 120 may be made in addition to
one other visit the beneficiary had during the same day.

3.4. Per MDwise Individual Contract Policy: No Copay/Coinsurance applies to certain diabetic and
asthmatic suppliesputo the Allowed Amount when obtained from a Participating Pharmacy.
These supplies are covered as medical supplies, durable medical equipment, and appliances if
obtained from a NorParticipating Pharmacy. Diabetic test strips are covered subject to apjdic
Prescription Drug Copay/Coinsurance.

4. Procedure Codes and Claim Considerations

4.1. ICD diagnosis of diabetes is required on the claim

ICD-10 Code
E08.9, E09.8 E09.9
(E09:), (E13.9), E08
(E08.0- E08.9)

Description
Secondary diabetes mellitus
Drug or chemical induced diabetes mellitus

(E10-) Type 1 diabetes mellitus
(E11,) Type 2 diabetes mellitus
(E13) Other specified diabetes mellitus

024.4024.319 Maternal diabetes mellitus complicating pregnancy, childbirth, or
the puerperium

028 Abnormal findings on antenatal screening of mother

024.4 Gestational Diabetes

4.1. HCPCS codes for DSMT:
i GO0108Diabetesoutpatientselfmanagementrainingservicesjndividualper 30 minutesor
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1 GO0109Diabetesoutpatientselfmanagementrainingservicesgroup session2 or more), per
30 minutes

5. Prior Authorization (PA) Requirements

5.1.Claimsreceivedfor DiabetesEducationEquipmentandSuppliesre processedn accordancewith
the MDwise Marketplace Prior Authorizatioequirements.

5.2. Diabeticeducationif more thanthe initial 10 hoursor more than2 hoursfor subsequenyears
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DHS - Diagnostic Health Services

1. Benefit Coverage

1.1. DiagnosticHealth Servicesarethosecoveredtestsor proceduresperformedwhenamemberhas
specific symptoms to detect or monitor his/her condition. Covered services indicated as
necessaryor diagnosingncludethose servicesprovidedaspart of PhysiciatHome Visits& Office
Services, Inpatient Services, Outpatient Services, Home Care SeranceHospice Services
coveredbenefits.

12. For Diagnostic Health Services other than tho
Enrolleemaybe requiredto useParticipatingndependentaboratoryor medicaldiagnosticservice
Provider.

1.3. Coverag for DiagnosticHealth Servicesncludesbutis not limited to those servicedistedbelow.
1 X-ray& other radiologyservicesjncludingnammogramsor anypersondiagnosedvith

breastdisease.

Magnetic Resonance AngiograghiRA)

Magnetic ResonandenagingMRI).

Computer TomographyandComputer Axial TomographyScangCAT).

Laboratory and pathologservices.

Cardiographicencephalographiendradioisotopetests.

Nuclear cardiology imagirgjudies.

Ultrasoundservices.

Allergytests.

Electrocardiogram§EKG).

El ectromyograms (EMG) except Senads. surface E

Echocardiograms.

Bone densitystudies.

Positron emission tomography (PEgans)

Echographies.

Dopplerstudies.

DiagnosticTestsasanevaluationto determinethe needfor a Covered TransplantProcedure.

Brainstem evoked potentia{BAER).

Somatosensory evoked potentigSSEP).

Visual evoked potential EP).

Nerve conductionstudies.

Muscletesting.

Electrocorticograms.

E R N B B B R B B R B B B B R I R B |

1.4. Centralsupply(lV tubing)or pharmacynecessarye.g.intravenousdye)to performtestsare
Coveredaspart of the test, whether performedin aHospitalor P h y s i officea n 8 s

1.5. Indiana Code Requirements for diagnostiteenings
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Indiana code requirement, therefomgill need to pay in addition to the preventive benefits and
will be paid under diagnostic benefit

Diagnostic Breast Cancer Screening Mammography.

The following breast cancer screening
mammography Health Services are Covered Diagnostic Health Services.
1 IfthefemaleEnrolleeis at least35 yearsof age,shemayhaveone (1) Coveredbaselinébreast
cancer screening mammography performed before she becomes 40 yeays. of

9 Ifthe Enrolleeis lessthan 40 yearsof ageandis highrisk, shemayhaveone (1) breastcancer
screening mammography performed evgear.
A womanis consideredo h ir g hsf khémeetsat leastone (1) of the following:

(0]

(0]

(0]
(0]
(0]

Has a personal history of breasancer.

Has a personal historgf breast disease proven beniggbiopsy.
Has amother, sister, or daughter who has had breaahcer.
Is at least 30 years of age and has not gbigth.

1 Any adlitional mammography views thate required for propeevaluation.

9 Ultrasoundservicesif determinedMedicallyNecessaryby the physiciartreatingthe Enrollee.

1.6. High Breast Density Screening. High breast density screening is a Covered Diagnostic
Health Service for an Enrollee who is at least 40 years of age and who has been determined to
have high breast density. High breast densitydsrdition in which there is a greater amount
of breast and connective tissue in comparison to fat in the breast.

1.7. Diagnostic Colorectal Cancer Screening.

1.8. Diagnostic Prostate Cancer Screening.

2. Benefit Limitations and Exclusions

2.1. Limitations

1 For DiagnosticHealtlser vi ces
office,the membermayberequiredto useMDwise Participatingndependentaboratoryor
medical diagnostic servi€rovider.

Colorectal cancer screening is a Covered
DiagnosticHealth Serviceunderthe ageof fifty (50) if at highrisk for colorectal CA accordingto
the most recent published guidelines of the American Caiswariety.

One (1) prostate specific antigen test Covered

annually if at least 50 years of age, If less than 50 yd#axge and at high risk for prostate CA
accordingto mostrecentpublishedguidelineof the AmericanCancerSocietyone (1) prostate
specific antigen test is Coveraanually.

ot her t han

those approvec

1 Hospice providers should note that they must not include cdastsservices, such as
laboratoryand Xr ay s, wi th
ratesincludethesecosts,andthey are expresslythe responsibilityof the hospiceprovider.

t he

attendi

ng physicianés

1 Radiology services furnished to skilled nagsfacility (SNF) patients cannot be billed
separately for the technical componed@tpayment is included in the comprehensjper diem
When anoutsideentity performsa diagnostidest for an SNFpatient,the outsideentity must
bill the SNF.
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1 The policyfor the payment window for outpatient services treated as inpatient services
requires payment for certain outpatient services provided to a beneficiary on the date of an
inpatient admission or during the 3 calendar days (or 1 calendar day for dR®8 hsepital
or, in the case of a nosubsection (d) hospital,) prior to the date of an inpatient admission to
be bundled (i.e., included) with the paymen
outpatientservicesare providedby the admittinghospitalor anentity that is wholly owned or
wholly operated by the admitting hospital. The policy applies to all diagnostic outpatient
servicesandnon-diagnosticserviceqi.e.,therapeutic)that arerelatedto the inpatientstay.
Ambulance and maintenae renal dialysis services are not subject to the payment window. An
outpatient service is related to the admission if it is clinically associated with the reason for a
patientds inpatient admission.

2.2. Exclusions
1 Diagnostidestingor treatmentrelatedto infertility is excluded.
f Surface EMGOs Sarviees no't Covered

3. Provider Reimbursement & Submission Requirements

3.1 Diagnostic Services are paid per contracted percentage rate based on Indiana Medicare
reimbursement using the applicable pricers or fmdedules for the place of service for the
date(s)of serviceasthe baserate (e.g.MedicarePhysiciareeSchedulel.abFeeScheduleASC,
pricers- OPPSAPC,DialysisRehabMSDRG andHospiceand SNFper diem methodologies.)

T Use the Medicare payment amount, i f avail ab
percentof Medicarelf not, andthe servicecodeis covered,then usethe Medicaidpayment
amountas the base. 150% of Medicaid is deemed equivalent to the Medicarehare;
apply the pr owerceptofBledicteont r act ed

9 If the provider is not contracted, and the service is authorized, then the following rate is
applied to the applicable Medicare fee amount (or 150% of the Medicaid payment amount as
the Medicare eqivalent when no fee in Medicare is available and it is a covered service),
unlessn somecasethe authorizationcould containthe non-contractedprovider rate:

1 Facilityl33%,
1 Professional | claimk25%

1 Siteof service(nonfacilityandfacilityservicesfeesmayapplyto certainservicecodes

1 Inallcasesif the billedamountis lessthanthe contractedpaymentamount,the billedamount
is to bereimbursed

3.2. If lab/radiology/imagingerviceis done in the office andthey are billed on the claimwith the office
visit the office copaywill incorporate the x-ray/lab/imagingervice.If x-ray/lab/imagingerviceis
billed separatelyon a differentclaim,the copay/coinsurancamountwill be owed on that service.If
multipleitemsthat require copayare on the samebill, there is only one copay/coinsurancamount
that applies.

3.3. Thereis no memberliabilityfor out of network provider paymentwhenin the eventa Tier 1 or

Tier 2 provider, or emergency service provider, sends labs to an out of network lab, dtreer
routine copay or coinsurancgayments.
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3.4. Placeof servicecode (POS)is usedto identifywhere the procedureis furnished.The list of
facilitieswhereap h y s i pcofessioriakervicesare paidatthe facilityrate include:

Hospitals (POS cod21-23);

Skillednursingfacilities(SNF)for a PartA resident(POScode 31);
Comprehensivénpatientrehabilitationfacilities(POS61);

Inpatient psychiatric facilities (PG%);

Community mental health centers (CMHC) (POS cd8);
Approvedambulatorysurgicalcenter (ASC)for aHCPCScode includedon the ASCapproved
list of procedures (POS code 24nd

1 MedicareapprovedASCfor aprocedurenot on the ASClist of approvedprocedureswith
dates of service on or after January 1, 2008. (POS @dde

SNFsto Part B residents (POS code32);

Patientds homend( POS code 12) ;

9 Facilityor institution other thana hospital,skillednursingfacility,communitymentalhealth
center or ASC (POS codes 49 &9).

E R I |

= =

3.5. Marketplace Ologist Rule. AnesthesiologistRadiologistPathologistandindependent.abs-
Reimbursement and Prior Authorization Requiremé&xclusion.

When a pathologist (341), anesthesiologist (311), Certified Registered Nurse Anesthetist (094), or
radiologist (333) perform services in theservice settings or places of service, regardless of
whether the provider is contracted with the delivery system or any delivery system, these
specialty types should be reimbursed for covered services in accordance with Marketplace
reimbursement methodolog

The processing rules for these provider types include reimbursing covered services in these
service settings, including inpatient services (POS 21) regardless of whether an authorization was
obtained when required.

The onlyexceptions to this rule arethose services that are on the Marketplace prior
authorization list that are performed by an anesthesiologist, radiologist, or pathologist or
submitted by a lab. This includes, for example an MRA performed by a radiologist, pain
management services perfoed by an anesthesiologist, and genetic testing submitted by a lab or
pathologist. In each of these cases, if there is no prior authorization for the service, the claim
should be denied, regardless of contracting status.
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Type of Service

PA Requirement

Radiologist

Inpatient (IP) Contracted Radiologist

No PA

IP Non-contracted Radiologist

No PA

POS 11 norcontracted Radiologist

No PA unless the radiology service is liste
on PA list

POS 22 and 23 nenontracted
Radiologist

No PA unlesghe radiology service is listeg
on PA list

POS 24 norcontracted Radiologist

No PA unless the radiology service is liste
on PA list

Pathologist
Inpatient contracted Pathologist No PA
Inpatient noncontracted Pathologist No PA

POS 11 norcontractedPathologist

No PA unless the pathology service is
listed on PA list

POS 22 and 23 nenontracted
Pathologist

No PA unless the pathology service is
listed on PA list

POS 24 norcontracted Pathologist

No PA unless the pathology service is
listed on PA list

Anesthesiologist

IP contracted Anesthesiologist

No PA

IP noncontracted Anesthesiologist

No PA

POS 22 and 23 noenontracted
Anesthesiologist

No PA unless anesthesiology service is
listed on PA list

POS 11 norcontracted Anesthesiologist

No PA unlessanesthesiology service is
listed on PA list

POS 24 norcontracted Anesthesiologist

No PA unless anesthesiology service is
listed on PA list

LABs

Non-contracted independent labs (POS 81)

No PA unless lab service is on PA list

3.6. Laboratory/Pathology/Imaging Services
9 Providersbill serviceson aCMS15000r UB04 claimform or the electronicequivalent.

1

All physiciadabservicesshouldbe billedwith anappropriatecode,anyclaimsubmitted

without a lab CPT code witleny.

When billing for clinical diagnostic tests, providers must indicate the appropriate CPT or
HCPCS code on the claim form. If the provider administers the procedure more than one
time in the sameday,the provider shouldbill it asonly oneline item, with anindicationof the

number of units of service given thaay.
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1 Forlabserviceshilledtwice on the sameday,the appropriaterepeatmodifier (91) shouldbe
present on the claim, or the second service line will deny dsicate.

1 Modifier QW is not a pricingmodifier; so the claimshouldbe reimbursedaccordingto the
rate located on the lab fee schedule. The QW is a CLIA designated modifier to show the
office is allowed to perform the service beibijjed.

1 Unbundlingof laboratoryservicecode panelsgsnot permitted. ThebundledlabCPT Codes
shouldbebilledwhena seriesof labsare completedat the sametime. Denyanylinesbilled
individually when there is one CPT code that applies to the panel of labs. Do not pay each
individual linéem.

Lab Panels. Organ or diseas@riented panels were developed to allow for coding of a group of
tests. Providers are expected to bill the lab panel when all the tests listed within each panel are
performed on the same date of service. When one or reasf the tests within the panel are not
performed on the same date of service, providers may bill each test individually. Providers may
not bill for a panel and all the individual tests listed within that panel on the same day. However,
tests performed inaddition to those listed on the panel on the same date of service may be
reported separately in addition to the panel code. Providers must follow CPT coding guidelines
when reporting multiple panels. For example, providers cannot report 80048 with 8003Ren
same date of service because all the same lab codes in 80048 are components of 80053.

Interpretation of Clinical Laboratory Services. The CMS has identified certain procedures
as clinical lab tests that frequently require a laboratory physician grpnét. Payment may be
made under the Medicare physician fee schedule for the professional component of physician
laboratory or physician pathology services furnished to hospital inpatients or outpatients by
hospital physicians or by independent laboraggriThe physician can bill these codes with the 26
modifier.

3.7. Radiology/ Imaging Services. OutpatientFacilitybillingradiologicakervicesshouldbe billed on
a UB04 claim form. When a service is performed in an outpatient setting including the ER,
Observation or treatment room the radiological services will be processed under the Medicare
APC (OPPS) system logic. A majority of outpatient radiological services are assigned a status
indicator that allows the radiology service to be paid under a setedfiee schedule rate. When a
separate payment is allowed the rate is identified on the Medicare Physician Fee Schedule.
Facilitiesare reimbursedat the TC or technicalcomponentrate indicatedon the schedule.

Services provided are billed using reveraseles, HCPCS code/CPT code, line item dates of
service, units, and applicable modifiers.
1 Modifiers: TC, 26, 5076

Radiology services can be billed on a GKSRO0.

Reimbursement for radiology services are based on the covered code and rate published in th
Medicare Physician Fee Schedule. This includes the professional component of outpatient
radiology services.

The professional component for a physician to read the test can be billed on a CMS 1500 and
reimbursed based on the CMS Medicare Fee Schedule.
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When a physician or radiologist is billing for just the professional component/ interpretation, claim
is submitted using the appropriate CPT code along with the modifier 26. Reimbursement is based
on the Medicare Physician Fee Schedulewitichave the professional rate indicated separately

with a 26 identifier on the fee schedule.

When billing only the technical component, providers use Modifier TC, Technical
component, with the appropriate CPT code.

When billing for professional and tegsltal components of service, providers should use no
modifiers.

When a service is billed globally, the provider is reimbursed for the equipment, supplies, and
technical support, as well as the interpretation of the results and the report.

A diagnosticservice or test that cannot be distinctly split between TC and PC is considered to be
a global test or service. Examples of global tests/services are radiation treatment delivery (CPT
codes 7740477416).

CPT codes for which providers should use these migd to bill are listed in the Federal
Register under RVUs and related information.

For freestanding or officeds billing for the
interpretation payment should be made according to the global rate identified on the

Phystian Fee Schedule. Global rates are indicated on the Fee Schedule as a total rate and

do not have any modifier indications listed.

Under the physician fee schedugmme procedureshave a separate Medicare fee schedule rate
for a physiciands professional sfacititywsetting.§hew h e n
CMS furnishes both fees in the MPFSDB update.

4. Procedure Codes and Claim Considerations

4.1. Refer to the CPT / HCPG references for complete listing of
laboratory/pathology/radiology/imagingdes.Revenueand CPT/HCPCSsubmissionasper
billing/pricingequirements.

1 Modifier GG isusedto showthat the diagnostidest performedon the samedateasthe
screeningestis appropriate.This modifieris for trackingpurposesonly.

1 Place of service code (POS) is used to identify where the procedure is furnished. The
l'ist of facilities where a physiciands prof
include:

0 Hospitals (POS code 223)

Skilled nursing facilities (SNF) for a Part A resident (POS code 31)

Comprehensive inpatient rehabilitation facilities (POS 61)

Inpatient psychiatric facilities (POS 51)

Community mental health services (CMHC) (POS code 53)

Approved ambulatory surgical center (ASC) for a HCPCS code included on the

ASC approved list of procedures (POS code 24)

0 Medicare approved ASC for a procedure code not on the ASC list of approved

procedures with dates of service on or after January 1, 2008 (@t 24)

O O O OO
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If the radiologist orders additional films based on the condition discovered during the screening
mammogram, both procedures may be coded. When this occurs, append modifier GG
Performance and payment of a screening mammography and diagmastimography on same
patient, same day to the diagnostic mammography code.

1 Modifier GG indicates the test changed from a screening test to a diagnostic test. If not

performedon both breastsjt isalsoimportantto appendthe appropriateanatomicmodifier,
RTor LT, to indicateon which sidethe diagnostianammogranwasperformed.

5. Prior Authorization (PA) Requirements

5.1. Claimsreceivedfor DiagnosticServicesare processedn accordancewith the MDwise
Marketplace Prior Authorizatiorequirements.

6. Copay and Coinsurance

6.1. Copays and coinsurance amounts are applied as directed by MDwise and the
Marketplace contract.
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DLS - Dialysis Services

1. Benefit Coverage

1.1. Dialysistreatmentsof anacuteor chronickidneyailment(e.g.end stagerenaldiseasejvhich may
includethe supportiveuseof anartificialkidneymachinejs a coveredservice.

1.2. There are two types of renal dialysis procedures in common clinical usage: hemodialysis and
peritonealdialysisBoth are acceptablenodesof treatmentfor end stagerenaldiseas€d ESRD)and
are covered by the Marketplace. Peritoneal dialysis is particularly stated

1

|l
|l
|l
|l

Patients without family members to assistéitdialysis;

Children;

Patiens with no peripheralsitesavailabldor fistulaor cannulglacement;

Patientswho havedifficultylearningthe more complexhemodialysisechniqueand
Elderlypatientswith cardiovasculadiseasevho are unableto tolerate intravasculafluid shifts
associated witthemodialysis.

1.3. Ifamemberrequiresdialysigreatmentandthe nearestMDwise participatingprovider dialysis
facility is more than 30 miles from the membe
facility nearest to theihome.

1.4. Dialysis Service. Covered dialysis servicesude:

f

Acute Dialysis Dialysisgivento patientswho are not ESRDpatients but who require dialysis
because of temporary kidney failure due to a sudden trauma; e.qg., traffic accident or ingestion
of certaindrugs.

BackUp Dialysis- Dialysisgivento patientsunderspeciakcircumstancesExamplesre:dialysis

of a home dialysis patient in a dialysis fa
di al ysis when a pati ent énsiveicdrd om ansirgpatienebgsisj ance s
preoperative and postoperative dialysis provided to transptetients.

InpatientDialysis- Dialysiswhich,becauseof medicalnecessityis furnishedto anESRD

patient on a temporary inpatient basis in a hosp{pid orDRG basis)

OutpatientDialysis- Dialysisfurnishedon anoutpatientbasisat arenaldialysiscenteror

facility.

Home Dialysis- Dialysisperformedby anappropriatelytrained patient(andthep at i ent @ s
caregiver)andat home.Thiscanbe hemodialysi®r peritonealdialysis.

SelfDialysisandHome DialysisTraining- A programthat trains ESRDpatientsto perform
selfdialysis or home dialysis with little or no professional assistance, and trains other
individualgo assistpatientsin performingselfdialysisor homedialysis.

15.Di alysis Coverage Under the Hospice Benefit.
ESRDor temporarykidneyfailure,the patientmayreceivecovereddialysisservicesin additionto
the hospicebenefit. A patient does not need to stop dialysis treatment to receive care under the
hospicebenefit.

2. Benefit Limitations and Exclusions
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2.1. Thefollowingbenefitlimitationsor exclusionsapplyto dialysiservices:
1 With the exceptionof emergencyservicesall servicesprovidedby out of network providers
require priorauthorization.

3. Provider Reimbursement & Submission Requirements

3.1. MDwise follows Medicare reimbursement methodology for dialysis services and utilizes the end
stage renatlisease (ESRD) prospective payment system (PPS). The ESRD PPS provides a single
payment to ESRD facilities that covers all of the resources used in furnishing an outpatient dialysis
treatment,includingsuppliesandequipmentusedto administerdialysiqin the ESRDfacilityor ata
p at i romd),dregs,biologicalslaboratorytests,training,andsupportservices.

All ESRD related services and supplies are paid to the ESRD facility through the ESRD PPS. Other
entities providing ESRD related servicessluding laboratories, suppliers and physicians billing for
ESRD related drugs must look to the ESRD facility for payment Billing edits established should deny
or reject claims to other providers and suppliers billing for ESRD related labs, drugs anéesuppl

In accordance with the Marketplace policy:

i The MedicareadjustedPPSate is multipliedbythe p r o v i cdnéract@drate, for example
163% for a QHP 1 contractegrovider.

1 Ifthe provideris not contracted,the lowest QHP rate is usedto calculatehe reimbursement
rate. For facilities, this would be 133%. In some case, the authorization could contain the
non-contractedprovider reimbursemenftor the servicein question.

1 Inallcasesif the billedamountis lessthanthe contractedpaymentamount,the billedamount
is to bereimbursed.

Note: Services not included in the PPS that remain separately payable, include blood and blood
processing, preventive vaccines and telehealth servithsre are also some labs and drugs that are
not covered under he composite rate, but that may be medically necessary for some patients
receiving dialysis. The list of drugs and biologicals used for the ESRD PPS consolidated billing may
be viewed athttp://www.cms.gov/Medicare?medicdfeefor-Service
Payment/ESRDpayment/ConsolidatedBilling.html

ESRD facilities billing for any labs or drugs will be considered part of the bundled PPS payment
unless billedvith the member AY.

The ESRD PPS pédialysis treatment base rate is subsequently adjusted to reflect differences in:

T Facilityleveladjustmentge.g.wagelevelsamongthe areasin which ESRDfacilitiesare
located)

M Patientlevel adjustments forasemix

T An outlier adjustment (i&pplicable)

1 A training addon (ifapplicable)

Facility -level Adjustments . The facility6s payment rate is
Core-Based Statistical Area (CBSA) in which the facility is located. Each fadilags#ied as either

urban or rural. Urban facilities use the wage index for the CBSA in which the facility is located and
rural facilities use the rural wage index. The facildyel adjustments also include an adjuster for
facilities treatingalowvalme of di alysis treatments. To det e
the labor portion of the appropriate base rate is first adjusted by an area wage index and then added
to the nonlabor portion.
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ESRD PPSFacility information needed in the paycadnlation for ESRD facilities can be found at:
http://cms.hhs.gov/Medicare/Mesiedor-Servic®ayment/ESRDpaymentfaddRenaDiseas& SREPayment
RegulatiorendNoticedtems/CMI3526-F.html

This includes CBSA assignments, urban vs. rural locations, independent vs. hospital status, and whe
provider is low volume.

Low -Volume Facility Adjustment : Providers will receive an adjustment to their ESRD PPS rate
when the facility furnished less than 4,000 treatments in each of the three years preceding the
payment year and has not opened, closed or received a new provideter due to a change in
ownership during the three years preceding the payment year.

Please Note : Pediatric dialysis treatments are not eligible for the low volume facility adjustment

Adult Patient -level Adjustments . Included in the casmix adjusters foadults are those

variables that were previously used in basic eabe adjusted composite payment system, that is,

age, body surface area (BSA) and low body mass index (BMI). In addition to those adjusters that are
currently used, the ESRD PPS will allscorporate adjustments for six emorbidity categories and

an adjustment for the onset of renal dialysis.

Co-morbid Adjustments : The ESRD PPS provides for three categories of chronimoobid
conditionsandthree categoriedor acuteco-morbid conditions A singleadjustmentwill be madeto
claims containing one or more of the amorbid conditions. The highest emorbid adjustment
applicable will be applied to the claim. The acutencorbid adjustment may be paid no greater than
four consecutive months foany reported acute cemorbid condition, unless there is a
reoccurrence of thecondition.

The three chronic cemorbid categories eligible for a payment adjustment are:

1 Hereditary hemolytic and sickle cathemia
1 Monoclonal gammopathy (in the absencearofitiplemyeloma)
1 Myelodysplastisyndrome

The three acute cemorbid categories eligible for a payment adjustment are:

 BacterialPneumonia
1 GastrointestinaBleeding
9 Pericarditis

Information related to the comorbid conditions eligible for adjustment can be found at:
http://www.cms.gov/Medicare/Mediador-SendePayment/ESRDpayment/Comorbidity Conditions.html

Onset of Dialysis Adjustment : An adjustment will be made for patients that have marketplace
coverage during their first four months of dialysis. This adjustment will be determined by the dialysis
start dae as included by the provider. When the onset of dialysis adjustment is provided, the claim
is not entitled to a cemorbid adjustment or a training adjustment.

Adjustments Specific to Pediatric Patients . The pediatric model incorporates separate
adjustersbased on two age groups (<13,-13) and dialysis modality (hemodialysis, peritoneal
dialysis). The petreatment base rate as it applies to pediatric patients is the same base rate that
applies for adult patients, which is also adjusted by the area waigs. However, due to the lack of
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statistical robustness, the base rate for pediatric patients is not adjusted by the same {etieint
casemix adjusters as for adult patients. Treatments furnished to pediatric patients:

T Canqualifyfor atrainingaddon payment(whenapplicable)
1 Are eligible for an outlieadjustment

Outlier Adjustment. ESRD facilities that are treating patients with unusually high resource
requirements, as measured through their utilization of identified services beyond a specified
threshold, will be entitled to outlier payments. Such payments are an additional payment beyond the
otherwise applicable caseix adjusted prospective payment amount.

ESRD outlier services are the following items and services that are included in the BEESRBuRdle:

1 ESRBDrelateddrugsandbiologicaldhat were or would havebeen,prior to Januaryl, 2011,
separatelpillable

T ESRDrelatedlaboratoryteststhat were or would havebeen,prior to Januaryi, 2011,
separatelyillable

1 Medical/surgicauppliesincludingsyringesusedto administerESRDBrelateddrugsthat were
or would havebeen,prior to Januaryi, 2011,separatehybillable

T Renal dialysis service drugs that were or would have been, prior to January 1, 2011, covered,
notwithstandinghe delayedmplementatiorof ESRDrelated oral-only drugseffectiveJanuary
1,2014

Information related to the outlier services eligible for adjustment can be found at the following
website: http://cms.hhs.gov/Medicare/Medicafeefor-Service
Payment/ESRDpayment/Outlier_Services.html

This listmay be updated as often as quarterly in January, April, July and October of each year.

All drugs reported on the ESRD claim under revenue codes 0634, 0635 and 0636 with a rate
available on the ASP file will be considered in the Medicare allowed paymdam)(&mount for
outlier consideration with the exception of any drugs reported with the AY modifier and drugs
included in the original composite rate payment system.

Note : Services not included in the PPS thamain separately payable, including blood diadod
processing, preventive vaccines and telehealth services are not considered outlier services.

Training Add -on. Facilities that are certified to furnish training services will receive a training add
on payment amount of $33.44, which is adjusted by geographic area wage index to account for
an hour of nursing time for each training treatment that is furnished. The trainingoadapplies to
both peritoneal dialysis (PD) and hemodialysis (HD) training treatments.

3.2. CMSpublisheshe ESRDPPSatesinad F e dR & @il sidtieewhien CMSincorporatesnew cost
data or wage index. These rates are updated using new program data or revising the payment
methodology.

3.3. Laboratory Services . All ESRErelated laboratory tests are included in the ESRD PPS. If
laboratoryservicesare billed by alaboratoryother thanthe ESRDfacilityandthe laboratory
service furnished is ESRilated, the claim will béenied.
In the event that an ESREelated laboratory service or drug was furnished to an ESRD beneficiary
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for reasons other than for the treatment of ESRD, the provider may submit a claim for separate
payment wusing modifier O0AYO.

The consolidated billing edit for laboratory services will be bypassed when billed in conjunction
with an emergency room service onhespital outpatient claim and the AY modifier will not be
necessary. The intent of the bypass is to acknowledge that there are emergency circumstances
where the reason for the patientds illness is
being ESRErelated is not known.

3.4. Drugs and Biologicals . Drugs used in the dialysis procedure are covered under the ESRD PPS
andmaynot bereimbursedseparatelyWhen adrugor biologicalis billed by providersother than
the ESRD facility and the drug or agical furnished is designated as a drug or biological that is
included in the ESRD PPS (ESiRIxted), the claim will be denied. In the event that an ESRD
related drug or biological was furnished to an ESRD member for reasons other than for the
treatment of ESRDthe provider maysubmita claimfor separatepaymentusingmodifier AY.

The ESRD PPS includes some drugs and biologicals when these drugs can be used as equivalents
ESRDrelated injectable drugs and biologicals. These drugs may be reponle renal dialysis

facility claim for consideration of outlier payments. For the ESRIAted drugs and biologicals that

do not have an assigned HCPCS, ESRD facilities should bill using revenue code 0250 and report th
national drug code (NDC).

3.5. Home Dia lysis Services. The payment of home dialysis items and services, regardless of home
treatment modality,are includedin the ESRDPP $aymentrate. Therefore,allhomedialysislaims
must be submitted by a renal dialysis facility. Separate billing fored\ESRD supply HCPCS
codes may be reimbursable by DME suppliers when submitted for services not related to the
b e nef IESRDdialygidresatmentandsuchservicesare billedwith the AY modifier.

3.6. Blood and Blood Services Furnished in Hospital Based and Independent Dialysis
Facilities . Facility staff time used to perform any service in the dialysis unit, including time to
administerblood, isincludedin the ESRDPPSHowever,the followingmaybe paidin additionto
the ESRD PPi&te.

1 Blood;

1 Suppliesised to administer bloodgnd

1 Bloodprocessindgees(e.g.blood typingandcrossmatching}that are chargedby the blood
supplier orlb.

Payment is made on a made at the lower of the actual charge on the bill, or at the Medicare rate (or
at 150% of theMedicaid rate if there is no Medicare rate), or a reasonable cost basis in the same
way as for any other member receiving blood on an outpatient.

HCPCS codes and related charges are reported by both hospéaéd and independent renal
facilities. In genal, blood processing charges are billed under revenue center 039x. Patient specific
lab blood processing charges are processed as lab services under the revenue center 030x. For
supplies, facilities use revenue code 0270.

3.7. Parenteral/enterahutrition (PEN)administeredduringdialysismaybe covered,but it is not part of
the Medicare ESRD benefit. Therefore, an ESRD facility or PEN supplier may bill separately from
the compositerate for PENsolutionif the patientreceivedprior authorization.

3.8. Physician@servicedurnishedto ESRDpatientsfor direct patientcarein connectionwith the renal
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conditionor anyother condition,are coveredin additionto the ESRDPPSate.

4. Procedure Codes and Claim Considerations

4.1. Diagnosis Codes. Dialysis services maye provided for the following diagnosiedes:

DIAENOSIS DESCRIPTION

CODE (ICD-10)

N17.0 Acute kidney failure with tubular necrosis

N17.1 Acute kidney failure with acute cortical necrosis

N17.2 Acute kidney failure with medullary necrosis

N17.8 Other acute kidney failure

N17.9 Acute kidney failure, unspecified

N18.1 Chronic kidney disease, stage 1

N18.2 Chronic kidney disease, stage 2 (mild)

N18.3 Chronic kidney disease, stage 3 (moderate)

N18.4 Chronic kidney disease, stage 4 (severe)

N18.5 Chronic kidney disease, stage 5

N18.6 End stage renal disease

N18.9 Chronic kidney disease, unspecified

113.11 Hypertensive heart and chronic kidney disease without heart failure, with stage 5 chroni
kidney disease, or end stage renal disease

113.2 Hypertensive heart and chronic kidney disease with heart failure and with stage 5 chron
kidney disease, or end stage renal disease

003.32 Renal failure following incomplete spontaneous abortion

003.82 Renal failure following complete or unspecif@ggbntaneous abortion

004.82 Renal failure following (induced) termination of pregnancy

007.32 Renal failure following failed attempted termination of pregnancy

008.4 Renal failure following ectopic and molar pregnancy

P96.0 Congenital renal failure

4.2. Revenue Codes. Providers must use one of the following revenue codes, based on the applicable

treatmentmodalityto determinethe PPSate. Servicesncludedin the PPSate andrelatedcharges

are not to be submitted on the bill separately. Services wlaitd provided that are not included in

the PPS rate may be billed separately as described in esglidons.

0821 Hemodialysis Outpatient or Home Dialysis
0831- Peritoneal Dialysis Outpatient or Home-
0841 Continuous Ambulatory Peritoneal Diais (CAPD)- Outpatient
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0851- Continuous Cycling Peritoneal Dialysis (CCPD)utpatient.

4.3. ESRDfacilitiesarerequiredto bill certaincondition codes valuecodes,anddiagnosisodesso that
claims can be priced correctly through the ESRD PPS. Formppehensive ESRD billiggide,
along with value and condition codes explanations, refer to.
http://www.wpsmedicare.com/j8macparta/training/on_demand/_filesfgssthillingguide.pél

5. Prior Authorization (PA) Requirements

5.1. Claimsreceivedfor dialysisservicesare processedn accordancevith the MDwiseMarketplace
Prior Authorizationrequiremerts.
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DME o DME Medical Supplies

1. Benefit Coverage

1.1. MDwisewill reimbursemedicallynecessargoveredservicesrelatedto durablemedicalequipment,
medical supplies, prosthetics and orthotics. Copays and coinsurance amourdpied as
directed by MDwise and the Marketplace polaontract.

1.2. Durable Medical Equipment (DME) isconsideredmedicalequipmentthat meetsthe following
requirements.
1 Canwithstandrepeateduseandis not disposablei.e.,could normallybe rented,andusedby
successiveatients
Is primarily and customarily used to serve a medicapose,
Isgenerallynot usefulto apersonin the absenceof a Sicknes®r Injury,
Is appropriate for use in the homand
Isthe most costeffectivetype of medicalapparatusappropriatefor the condition.

= =4 -4 A

DME providers may be reimbursed for the rental (or, at MDwise option, the purchase) of covered
durable medical equipment prescribed by a Physician or other Provider and as deemed medically
necessary. Examples indtubut are not limited to wheelchairs, crutches, hospital beds, and oxygen
equipment.

Rental costs must not be more than the purchase price. The Contract will not pay for rental for a
longer period of time than it would cost to purchase equipment. Rentadsy be required for a 30

90 day period prior to purchase in order to determine response to treatment and/or compliance
with equipment.

Equipment should be purchased when it costs more to rent it than to buy it. Repair of purchased
medical equipment isovered as deemed necessary.

The cost for delivering and installing the equipment are Covered Health Services.

Payment for related supplies is a Covered Service only when the equipment is a rental, and
medically fitting supplies are included in tleatal, or the equipment is owned by the Enrollee,
medically fitting supplies may be paid separately.

Covered Health Services include the following:
Hemodialysigquipment

Crutches and replacement of pads aipb
Pressuremachines

Infusion pump for IMluids andnedicine
Glucometer

Tracheotomytube

Cardiac, neonatal and sleep apneanitors

Augmentivecommunicationdevicesare coveredwhen MDwise approvesbasedon the
Enrollee’'scondition.

= =4 a8 -a-a_a -9
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1 CPAP machines when indicated for slegmea.

1.3. Oxygen and Oxygen Equipment. Reimbursement of medical necessary oxygen and oxygen
equipment covered liquid and gaseous oxygen systems are as rental only items, subject to PA.
Reimbursementor oxygencontentsisincludedin the reimbursementof the oxygensystemandis
not separately reimbursable for rented systems. Oxygen contents may be separately reimbursable
when a third party has purchased an oxygen system, as determined medically necessary.
Accessories and supplies including but not limited to carmutesks, and tubing are also included
in the allowance for rented systems and are not separately reimbursable unless used with a
purchasedystem.

1.4. MDwise coversoral infant nutritional formula  as medically necessary for the treatment of
inborn errors of metabolismor inherited metabolicdiseaseds-or example phenylketonurig PKU).

1.5. Medical and surgical supplies are considered to be Syringes, needles, oxygen, surgical
dressings, splints and other similar items which serve only a medical purpose as well as
Prescription Drugs and biologicals that cannot be-aélhinistered and are provided in a
P h y s i dfficeanclddsgbut not limitedto, Depo-ProveraandRemicadeCoveredHealth
Services do not include items usually stocked in the home for generdikesBandAids,
thermometers, and petroleurjelly.

Covered Health Services include the following.

Allergy serunmextracts

Chemstrips,Glucometer,Lancetd NOTEPleaseeferto PBMcoverediabeticupplies)

Clinitest

Needles/syringes

Ostomy bagsandsuppliesexceptchargesuchasthose madeby a Pharmacyor purposesof a
fitting are not Covered Healtl$ervices

Contraceptivedevicesincludingdiaphragmsintra uterine devicegIUDs),andimplants(NOTE:
Please also refer to BCCP 23 Preventiv@ebdoes, Screening & Immunizations regarding services
that do not requicopay.)

Covered medical supplies are reimbursed when are supplies that are necessary for the effective
use of covered DME items/device (e.g., oxygen tubing or mask, or tubingdeliveery pump).

E ]

=

In the case of prescription drugs, other than oxygen, used in conjunction with durable medical
equipmentprosthetic,orthotics, andsuppliefDMEPOS)r prostheticdevicesthe entity that
dispenseshe drug mustfurnishit directlyto the patientfor whom a prescriptionis written.

1.6. Prosthetics are considered artificial substitutes for body parts and tissues and materials inserted
into tissue for functional or therapeutic purposes. Covered Health Services include purchase,
fitting, neededadjustmentyepairs,andreplacementof prostheticdevicesandsupplieshat replace
all or part of a missing body part and its adjoining tissues, or replace all or part of the function of a
permanently useless or malfunctioning bqayt.

Prosthetic deices should be purchased not rented, and must be Medically Necessary. Applicable

taxes, shipping and handling are covered.
Covered Health Services include, the following.
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1 Aids and supports for defective parts of the body including butlimited to internal heart
valves, mitral valve, internal pacemaker, pacemaker power sources, synthetic or homograft
vasculareplacementsfracturefixation devicesinternalto the body surfaceyeplacementgor
injured or diseased bone and joint substascmandibular reconstruction appliances, bone
screws plates,andvitalliumheadsor joint reconstruction.

1 Left VentricularArtificial Devices(LVAD) (only whenusedasa bridgeto a hearttransplant).

1 Breast prosthesis whether internal or externébllowing a mastectomy, and four surgical bras
per BenefitPeriod,asrequired by the Wo me rHéadthand CancerRightsAct. Maximumsor
Prosthetic devices, if any, do napply.

1 Replacementéor allor part of absentparts of the body or extremities,suchasatrtificiallimbs,
artificial eyes, etc. Coverage for a prosthetic limb (artificial leg or arm) is described in more
detailbelow.

1 Intraocular lens implantation for the treatment of cataract or aphakia. Contact lenses or
glasses are often prescritbdollowing lens implantation and are Covered Health Services. (If
cataract extraction is performed, intraocular lenses are usually inserted during the same
operative session). Eyeglasses (for example bifocals) including frames or contact lenses are
Covered when they replace the function of the human lens for conditions caused by cataract
surgery or injury, the first pair of contact lenses or eyeglasses are Covered. The donor lens
insertedat the time of surgeryis not consideredcontactlensesandis not consideredthe first
lens following surgery. If the injury is to one eye or if cataracts are removed from only one
eye and the Enrollee selects eyeglasses and frames, then reimbursement for both lenses and
frames will becovered.

1 Cochlearimplant.

1 Colostomyandother ostomy (surgicakonstructionof anartificialopening)suppliedirectly
related to ostomycare.

1 Restoration prosthesis (composite fagiabsthesis).

1 Wigs(thefirst onefollowingcancertreatmentresultingin hair loss,not to exceedone per
BenefitPeriod).

1.7. Orthotic Devices that are covered health services can be reimbursed for the initial purchase,
fitting, and repair of a custom made rigid or serigid supportive device used to support, align,
prevent,or correct deformities or to improvethe functionof movableparts of the body, or which
limits or stops motion of a weak or diseased bqurt.

The cost of casting, molding, fittings, and adjustments are included. The casting is covered when a
orthotic appliance is billed ith it, but not if billed separately.

Applicable tax, shipping, postage and handling charges are also covered.

Covered Health Services for Orthotic Devices include the following.
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Cervicalcollars.

Ankle footorthotic.

Corsets (back andpeciasurgical).
Splintg(extremity).

Trusses angupports.

Slings.

Wristlets.

Builtup shoe.

Custom made shoinserts.
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Orthotic appliancesnaybe replacedonce per yearper Enrolleewhen MedicallyNecessaryin the
Enrol |l eeds si t uanalreplacemerte wilebe allowed farddrolli¢es under age 18
dueto rapidgrowth, or for anyEnrolleewhenanappliancas damageandcannotbe repaired.

Coverage for an orthotic custom fabricated brace or support designed as a component for a
prostheticlimb is described in more detail below.

1.8. Prosthetic limbs & Orthotic custom fabricated brace or support. Prosthetic limbs
(artificial leg or arm) and a medically necessary orthotic custom fabricated brace or support
designedasa componentof a prostheticlimb,includingrepairsor replacementswill be coveredif
they satisfy both requirements listéxklow.

0 Determinedby Your Physiciano be MedicallyNecessaryto restore or maintainYour
abilityto perform activitiesof dailylivingor essentiajob relatedactivities,and
0 Not solely for comfort orconvenience.

1 Coveragefor Prostheticlimbsandorthotic devicesunderthis provisionmustbe equalto the
coverage that is provided for the same device, repair, or replacement under the federal
Medicareprogram.

1 Reimbursement must be equal to the reimbursement that is provided for the same device,
repair,or replacementunderthe federalMedicarereimbursementscheduleunlessa different
reimbursement rate isegotiated.

1 ProstheticlimbsandOrthotic customfabricatedbracesor supportsdesignecascomponents
for a prosthetic limb are covered the same as any other medically necessary items and
services and will be subject to the same annual Deductible, Coinsurance, Copay provisions
otherwise applicablender theContract.

1 Orthopedic shoes are not covered with the exception of therapeutic shoes for diabetics.
Note: Thisexclusiondoesnot applyto orthopedic shoesthat are anintegralpart of aleg
brace.

1.9. Replacements and Repairs
Repair, adjustment ankplacement of purchased equipment, supplies or appliances as set forth
below may be covered, as approved by MDwise.

1 Therepair,adjustmentor replacemenibf the purchasecequipmentsupplyor appliancas
coveredif all of the followingrequirementsare satisfied.
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0 The equipment, supply or appliance is a coveserVice.

0 The continued use of the item is medicallgcessary.

0 Thereisreasonablgustificationfor the repair,adjustmentpr replacemen{warranty
expiration is not reasonabljestification).

1 Inaddition,replacemenif purchaseckequipmentsuppliesor appliancanaybe coveredif any
of the following aresatisfied.

0 The equipment, supply or appliance is worn out or no lonfgerctions.

0 Repairis not possibleor would equalor exceedthe cost of replacementAn assessment
by a rehabilitation equipment specialist or vendor should be done to estimate the cost
of repair.

o | ndi vmeddshaechangedndthe current equipmentis no longerusabledueto
weight gain, rapid growthgr deterioration of functionetc.

o The equipment, supply or appliance is damaged and canmepbé&ed.

2. Benefit Limitations and Exclusions

2.1. Limitations
M Orthotic appliances may be replaced once per year per enrollee when medically necessary in
thee n r o IsituatiendHewever,additionalreplacementswill be allowedfor Enrolleesunder
age 18 due to rapid growth, or for any Enrollee when an appliance is damaged and cannot be
repaired.

1 Benefitsfor repairsandreplacementdo not includethoselisted below.
0 Repair and replacement due to misuse, malicious breakage or meghsct.
0 Replacement of lost or stoleitems.

1 Breastprosthesiswhetherinternalor external,followinga mastectomyandfour surgicabras
per BenefitPeriod.

1 Eyeglasses (faxample bifocals) including frames or contact lenses are Covered when they
replace the function of the human lens for conditions caused by cataract surgery or injury, the
first pair of contact lenses or eyeglasses are Covered. The donor lens inserte@ &k of
surgeryis not consideredcontactlensesandis not consideredthe first lensfollowingsurgery.

1 Wigs(the first onefollowingcancertreatmentresultingin hair loss,not to exceedone per
BenefitPeriod).

2.2. Non-covereditems
1 Non-Covered DMEitems include théollowing.
o Air conditioners
0 Ice bags/coldpagkump
0 Raised toileseats
0 Rentalof equipmentif the Enrolleeis in a Facilitythat is expectedto provide such
equipment
0 Transliftchairs
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o Treadmillexerciser
0 Tub chair used ishower

1 Non-CoveredMedicalSupplyHealthServicesncludethe following.
0 Adhesive tape, band aids, cotton tippeguplicators

Arch supports

Doughnutcushions

Hot packs, icédags

vitamins

medijectors

OO O oo

1 Non-CoveredProstheticapplianceicludethe following.
o Dentures,replacingeeth or structuresdirectly supportingteeth.
o Dentalappliances.
0 Suchnontrigid appliancesselasticstockingsgarter belts,archsupportsandcorsets.
o Artificial heartimplants.
0 Wigs(exceptasdescribedunderProstheticsregardingollowingcancertreatment).
1 Non-CoveredHealthServicegor Orthotic Devicesincludethe following.
o Orthopedic shoes (except therapeutic shoes thabetics).
0 Footsupportdevicessuchasarchsupportsandcorrective shoesunlessthey arean
integralpart of a legorace.
0 Standarcklasticstockingsgarter belts,andother suppliesot speciallymadeandfitted
(except as specified under Medi&lpplies).
0 Garter belts or similadevices.

1 Benefitsfor repairsandreplacemento not includethoselisted below.
0 Repair and replacement due to misuse, malicious breakage or meghsct.
0 Replacement of lost or stoleitems.

3. Provider Reimbursement & Submission Requirements

3.1. Reimbursement to providers for covered Durable Medical Equipment, Enteral and Paakente
products/InfusionProsthetics Orthotics, andMedicalSuppliess calculatedusingthe applicable
Medicare Fee Schedule. The MedicBid EPO S Durable Medical Equipment, Prosthetics,
Orthotics, & Suppliesjee scheduleamountsfor Indianaor applicableservicesasthe baserate.

T Use the Medicare payment amount, i f pargeati | ab
of Medicare. If not, and the service code is covered, then use the Medicaid payment amount
as the base. 150% of Medicaid is deemed equivalent to the Medicare rate; then apply the
pr ov icdneract@dpercentof Medicarelf thereisno Medicareor Medicad rate andthe
service is covered, the item must be manugliged.

9 If the provider is not contracted, and the service is authorized, then the following rate is
applied to the applicable Medicare fee amount (or 150% of the Medicaid payment amount as
the Medicare equivalent when no fee in Medicare is available and it is a covered service),
unlessn somecasethe authorizationcould containthe non-contractedprovider rate:

o0 Facilityl33%,
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o Professional | claims25%
1 Siteof service(nonfacilityandfacilityservicesfeesmayapplyto certainservicecodes
1 Inallcasesif the billedamountis lessthanthe contractedpaymentamount,the billedamount
is to bereimbursed

3.2. PreventiveCare ServicesScreeningk Immunizationsegardingserviceshat do not require copay.)

3.3. Manual Pricing. CPT codes billed for the marketplace, which fall under the manual pricing logic
should follow the published Medicaid rate methodology, as outlined in the below table and in the
IHCP Bulletin,BT 200940and201213.Except for drugsandbiologicalwhich havespecialpricing,

HCPCS codes which indicate manual pricing will be reimbursed at 60% of billed charges, or for
DME products, 60% of the Manufacturers Suggested Retail Price (MSRP). For the pricing of drugs
and biological, refer tCCP 20, PharmacBi&logicals

To determine the base Medicare rate for CPT codes, the applicable Medicaid rate, based on the
bel ow table is multiplied by 150 %. The provid:
Medicare rate.

For HCPS codes that are paid at 60% of billed charghere is no additional percentage applied
(Medicare equivalency or additional provider contracted amount).

Procedure Code Codes Billed on CMS -1500 | Codes Billed on UB -04
Range

1000619999 20% of billed Amount 20% of billed Amount
20000629999 20% ofbilled Amount 10% of billed Amount
3000639999 20% of billed Amount 10% of billed Amount
4000049999 20% of billed Amount 15% of billed Amount
5000659999 35% of billed Amount 10% of billed Amount
6000669999 20% of billed Amount 15% of billed Amount
7000679999 25% of billed Amount 15% of billed Amount
8000089999 30% of billed Amount 15% of billed Amount

3.3. DMEPOS provided under a home health plan of care may be billed either by the Home Health
Agencyor by the supplier(includingthe HHA with a suppliernumberif the HHA prefersto bill
that way).

3.4. Reimbursementor homeinfusionis per the MedicareDurable MedicalEquipmentProsthetic,
Orthotic, andSupplieDMEPOS¥ee schedulegor applicableservicesasstatedabove.

3.5. Servicesaandsuppliesccommonlyfurnishedin p h y s i officeaanesd¥eredunderthe incidentto
provision.

3.6. Coveredimplantabledevicesincludingdurablemedicalequipment{DME),prostheticsandthose
used in diagnostic testing are paid under the hospital outpapeospective payment system
(OPPS).
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3.7. Note & No Copay/Coinsurance applies to certain diabetic and asthmatic supplies, up to the
Allowed Amount when obtained from a Participating Pharmacy. These supplies are covered as
medicalsuppliesdurablemedicalequipmentandappliance# obtainedfrom a Non-Participating
Pharmacy. Diabetic test strips are covered subject to applicable Prescription Drug
Copay/Coinsurance.

3.8. Therapeutic Shoes (depth or custom -molded) along with inserts for Person with
Diabetes Reimbursementor covereddiabeticshoes(orthotics) is madeto the provideraccording
to the DME payment methodology stated above. Providers must include a diagnosis code of
diabetes on the claim form foeimbursement.

3.9. Surgical Dressings The MedicareDMEPOSee schedule applies to all surgical dressings except
those applied incidentally to a physiciands pl
agencyHHA), andthoseappliedwhile a patientis beingtreatedin anoutpatientdepartmentor as
an acute carenpatient.

3.10. Rentals or Purchases
Reimbursement for monthly rentals may be up to the purchase price. Reimbursement is not
allowed in excess of the purchase price, whether the charge is for rental or purchase.

Monthly rentals willonlybg ai d up to the purchase price unl
For these items that fal.l into the 0Cappedod c
amounts and providerds contracted % as descr.i

exceed a period of 15 months continuous use.

DME rentals must be tracked to purchase price, or 36 occurrences (oxygen), or 15 months
(Capped DME). If Oxygen or Oxygen Equipment Related DME, 36 occurrences will need to be
monitored, for example using CPdodes E1353, E1390 and E1405

Payment policies for enteral feeding pumps generally follow the rules for capped rental items.

The following DME require rental and the rental price would apply to the purchase price:
1 CPAP/BiPAP, TENS units, hospital beds axygen
1 Rental would be limited to 90 days and-review by MDwise Medical Management would occu
to determine complianceandfras ses t he member s needs. I
steps would be initiated to purchase with rental money appliedht® purchase price.

4. Procedure Codes and Claim Considerations

4.1. DME/HME Prosthetics Orthotics andMedicalSuppliesre generallybilledon Form CMS15000r
the electronicequivalents.

4.2. All DMEserviceshouldbe billedusingthe appropriateHCPCSscode,in additionto anyapplicable
modifiers.Pleasesecelist of the applicablenodifiersfor DME below.

Applicable DME Modifiersr as revised per current modifiers for DME

RR: Rental
NU: New/purchase
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AU: Item furnished in conjunction with a urological, ostomy, or tracheostomy supply
AV: Item furnishedin conjunctionwith a prostheticdevice prostheticor orthotic
AW: Item furnished in conjunction with a surgiailessing

AX: Item furnished in conjunaiin with dialysiservice

KF: Modifier KF is a pricing modifier. Item designated by FDA as tledsvice
KL: Item Delivered Viavail

KM: Replacement of facial prosthesis irdihg new impression/moulage

KN: Replacement of facial prosthesis usprgvious master model.
UEP:Used/Purchase

QE: Prescribed amount of oxygen is less tHahPM

QG: Prescribed amount of oxygen is greater thahPM

QF: Prescribed amount of oxygen exceeds 4 LPM and portable oxygeassribed
QR: Item or servicehas been provided in a specified study

QH: Oxygen conserving device is being used with oxygen delivery system

Capped Rental Modifiers
Capped rental modifiers identify whiclental month the beneficiary is

in:
KH - Month 1
Kl - Months 23

KJ- Months 413

To distinguish between the repair and the replacement of an item, the following two modifiers
were added to the HCPCS:

RA 0 Replacement of a DME item

RB 0 Replacement of a part of DME furnished as part of a repair

Considerations in claims processing for DME billed with RR or NU:

9 Authorization in system for payment and claim submitted with RR but not a DME that has
fees when billed with RR modifier in the Medicare fee schedule or Medicaid fee schedule
the claim will be denied.

9 Authorization in system fopurchase and Medicare has no fee for purchase only rental, but
there is a Medicaid rate for purchase: Pay at 150% of the Medicaid fee as base rate and
apply providerds contract percentage of M

9 Authorization in system for purchase and claim subnaittéith an RR modifier the claim
will be denied.

4.3. Enteral formula isreimbursedbasedonthe numberof 6 u n iofta spécificcoveredformula
provided to amember.

4.4. Administration supply reimbursement is based on the method of administration (e.g.,
syringe/bolusgravity,andpump)andeachsupplykit is assignea specificrate basedon HCPCS
coding.lV polesarereimbursedasarentalitem on amonthlybasis.

4.5. Frequency of Rate Updates : Quarterly fee schedule updatescur and on an as needed basis
per, Medicare Regulations and Medicaid, as applicable. The Medicare updates can be found on the
MedicareList Serviceaswell ascorrespondencesuchasMedicareTransmittalsandIHCP Provider
Manual updates, Fee Schedielletins and Banners are to benitored.
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The CMS issues quarterly updates to a fee schedule file that contains rates by HCPCS code and
also identifies the classification of the HCPCS code within the following categories.

Category Code Definition

IN Inexpensive and Other Routinely Purchased Ite
FS Frequently Serviced Items

CR Capped Rental Items

OX Oxygen and Oxygen Equipment

os Ostomy, Tracheostomy & Urological Items

SD Surgical Dressings

PO Prosthetics & Orthotics

SuU Supplies

TE Transcutaneous Electrical Nerve Stimulators

5. Prior Authorization (PA) Requirements

5.1. Claimsreceivedfor DME,MedicalSuppliesQrthotics andProstheticsare processedn
accordancewith the MDwiseMarketplacePrior Authorizationrequirements.
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EMP - Emergency and Post -Stabilization Services

1. Benefit Coverage

1.1. MDwise will cover and reimburse emergency services, including screening services, which are
providedto evaluateor stabilizeemergencymedicalconditionsasdefinedby the applicableState
and Federal law and AC#quirements.

1.2. Definitions
1 Emergency is defined as a medical condition manifesting itself by acute symptoms, including
severepain,of sufficientseveritythat a prudentlaypersonwith anaverageknowledgeof health
andmedicinecouldreasonablyexpectthe absenceof immediatemedicalattentionto resultin:
0 Seriousjeopardyto the healthof the individualpr in the caseof a pregnantwoman,the
woman or her unborrchild,
0 Serious impairment to bodily functionsr,
0 Serious dysfunction of any bodily organpart.

T Prudent | ayperson is an evalwuation of wheth
A prudentlaypersonis a personwho is without medicaltrainingandwho drawson hisor her
practicalexperience when making a decision regarding the need to seek emergency medical
treatment. A prudent | ayperson is considere
situatedlaypersonsvould havebelievedpn the basisof observationof the medicalsymptoms
at hand, that emergency medical treatment was necessary. Severe pain and other symptoms
may constitute such emergency cases. (Source: NCQA) Prudent layperson review is
conducted to determine whether ambulance services meet the definition of an emeyg
medicalcondition.

i Stabilize - to provideHealthServiceso amemberin anEmergencysmaybe necessaryo

assur e, within reasonabl e medical probabili
condition is not likely to occur. This includdsmergency Health Services provided to a
member in a Hospitalds care setting through

anotherhealthcarefacility,or transferto theH o s p iinpatiéntsetting.

1 Authorized representative is defined as aemployee or contractor of the organization
who directs the member to seek services. For example, an advice nurse, network physician,
physiciarassistanbr customerservicerepresentativemayactasthe organization'suthorized
representative. (SourceNCQA).

1.3. MDwisewill cover medicallynecessargmergency services asdefinedabovewhichare provided
to evaluate or stabilize an emergency medicaddition.

9 This policy applies tprofessional emergency service claims that are billed with a place of
service23 (CMS1500)andoutpatient hospitalclaims(UB 04) with bill type 13X that are for
emergency services only and no additional services/codes indicating inpatient admission
charges. In accordance with Medicare payment logic, outpatient serfimeesding ER
services)hat occur within three daysprecedinganinpatientadmissiorto the samefacilityfor
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the same or related diagnosis are considered part of the corresponding inpatient admission.
Hospitals are required to bill thesgervices on onenpatient claim (72 hour payment rule).
The exception is for services that are not
inpatient admission.

1 MDwise covers emergency services. Coverage includes treatment of emergency imedica
conditionsandemergencyscreeningandstabilizatiorserviceswithout Prior Authorizationfor
conditions that reasonably appear to a prudent layperson to constitute an emergency medical
condition based upon t he pcanditions Bedelitsfprr e sent i
emergency care include facility costs and Physician services, and supplies and Prescription
Drugschargedby that facility.Copaymentsapplyto emergencyservices.

1 Care and treatment provided once the member is stabilized is myé&y considered
Emergency Care. For an Inpatient admission resulting from the presenting emergency
condition precertification is not required.
must notify MDwise of the admissiorstatuswithin 48 hours or assoonaspossiblewithin a
reasonable period of time. MDwise medical management will then determine whether the
observation or inpatient setting is appropriate, and if appropriate, the number of days
considered MedicallMecessary.

1 Continuationof carefrom a Non-Participating®roviderbeyondthat neededto evaluateor
stabilize the memberdés condition in an emer
authorized. Transfer to a participating provider will be made available to persons receiving
post-stabiliation carein anon-participatingorovider facility.

1 HealthServicesenderedby non-participatingorovidersare not covered(1) if the memberor
provider fails to notify MDwise within 48 hours of the admission or as soon as reasonably
possible thereafteror (2) choose to remain in a No#Participating facility after MDwise has
notified the memberof the intent to transferthemto a participatingacility.

1 Claims incurred outside the United States for Emergency Care and treatment must be
submitted inEnglish or with an English translation. Foreign claims must include the applicable
medical records in English to show proper Cldacumentation.

1 Payment for a claim may not be denied for treatment obtaiwbéen:
0 A memberhadanemergencymedicalcondition, evenif the outcomes,in the absenceof
immediate medical attention, would not have been those specified in the definition of
emergency medicabndition.

o0 A representative of MDwise or the delivery system instructs the member to seek
emergencyservices. All referrals from providers must be documented in the delivery
systemds medisyssem. manage ment

1.4. COVERED EMERGENCY SERVICES 3 REIMBURSEMENT FOR NON
CONTRACTED PROVIDERS
1 Thefollowingappliego the reimbursementof emergencyserviceseceivedby a member
from anon-contractedprovider. An emergency services claim is defined as: Professional

Claim billed with location code = 23 and procedure code of 9928P85 or Institutional
Claim billed with a bill type = 13X and a Revenue Code 450.
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1 Coverage determination 9 If a claim is received for emergency serviessdefined abovin
which any diagnoses on the claim matches with the MDwise ER-Ratolist or if there is an
authorization for service on file, the services are covered in accordavite the remainder of
section C.2. If a claim is received for emergency services in which the diagnosis(es) is not
listedon the MDwise ERAuto-Paylist or there is not anauthorizationon file, the claimwill be
pended for medical review to determineitfmeets the prudent laypersatandard. If the
provider has not submitted the medical records, the claim is denied with a request for medical
records.

1 Prudent layperson determination and coverage 0 Determination of whether the
emergencyservicemeetsthe prudentlaypersonstandards basedupon medicalrecord review
by the member6s delivery system. Review mus
emergencyservicesvasmadeby a prudentlayperson(rather thana medicalprofessional).

1 Themembed presentingsymptomsuponarrivalat the emergencyoom are the primary
factors in determining whether an Emergency Medical Condition exists. Retrospective
emergency services review is conducted through various review levels according to the
prudentlayperson standard and definition of emergency medaadition.

1 Thedischargealiagnosiss consideredn the determinationto approvethe claimpaymentand
is not to be the basis for a decision to deny or reduce payment of the claim. At any point in
the review process if it is determined that it meets the prudent lay standard, the claim is
approved forpayment.

1 Upon completion of medical record review, amergency services amgaidaccordingto
the coveragadetermination(e.g facilitycharge professionafee).

1 Ifthe situationis determinedto meetthe prudentlaypersonstandardmedicallynecessaryand
covered services provided to the member up to the point of stabilization, must be paid. If
review results in a determination that the prudelatyperson standard has not been met, the
claim will bedenied.

i ER service claims submitted after original claim has been reviewed. If a professional
or facility emergency services claim has already been reviewed according to the prudent
layperson standar (C 2.2 above) subsequeptnergency services clairfesr the same
emergency service visit should pay according to the review determination. For example, if a
facility claim is determinethroughdeliverysystemreviewto meetthe prudentlayperson
standardthe ERprovider claim should also be considered to meet the emergency services
definition and should be adjudicated accordingly.

i ER Physicians/Nurse Practitioners in Emergency Department. Coverage is provided
for federally required medical scragng exams conducted by physicians in an emergency
department that aredeterminedto be medicallynecessarye.g.diagnosi®n autopaylist,
prior authorizationin systemor medicalrecord review determinesservicemet prudent
laypersorstandard).
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i Emergency Room Service (Facility Charge). Coverages providedfor emergencyoom
services that are determined to be medically necessary (e.g. diagnosis on autopay list, prior
authorization in system or medical record review determines service met prutkygerson
standard).

i EmergencyRoom Servicesare reimbursedusingthe HospitalOutpatient ProspectivePayment
System (OPPSjricer.

i Ancillary Services and Diagnostic Testing (eg. Non ER Physicians, Laboratory and
Radiology Services, DME, etc.) Related to Emergency Services. Payment is provided
for all covered ancillary services and n&fR physicians (e.g. Cardiologist, Anesthesiolpgist
Radiologist, Pathologist, etc.) related to the ER visit for4tontracted providers without an
authorization.

1.5. EMERGENCY SERVICES 8 REIMBURSEMENT FOR CONTRACTED
PROVIDERS

1 Thefollowingappliesto the reimbursementof emergencyservicegeceivedby amemberfrom
a contractedemergency room provider.

1 Covered emergency services received inantracted facilityare reimbursedaccording to the
terms outlined in the provider contract.

1 Covered emergency services received by a contracted ER provider (egh¥ysician/Nurse
Practitioner) are reimbursed according to the terms outlined in the provider contract.

2. Benefit limitations and exclusions

2.1. MDwisedoesnot cover servicesthat do not meetthe definitionof 6 e mer gem & yunless , 6
the provider hasprior authorization before furnishing theervices.

2.2. Subsequenfollow-up care by Non-Participating’rovidersafter the conditionis no longeran
emergency is not covered without pri@uthorization.

Provider Reimbursement and Submission Requirements

3.1. ERCopay. The member 6s copay amount shal/l be deduc
emergency room cl ai m. For exampl e, if the m
be deductedfrom the emergencyoom claimprior to reimbursingthe contractedemergencyoom
provider.

1 A copay,collectedbythe EmergencyRoom provider,applieso emergencyservices

i For emergency room services that are covered, there are no additional member copays or
coinsurance applied for services receivagtidg the visit. For example, @pay is not applied
to the physician claim and coinsurance is not applied to diagnostic services or DME received
during theuvisit.

1 Ifthe memberisadmittedasaninpatientdirectly from a hospitalemergencyoom, the
EmergencyRoom ServiceCopayfor that EmergencyRoomvisit will be waived.
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4. Procedure and Claim Coding Consideration

4.1. None at thistime

5. Prior Authorization
5.1. MDwise does not require prior authorization for emergerssrvices.

5.2. Emergencyervicesprovidedby non-contractedprovidersare exemptfrom prior authorization;
however continuation of treatment and hospitalization is subject to the prior authorization
requirements ofMDwise.

5.3. Emergencydmissionsnustbe reported to the applicableMDwisedeliverysystemwithin 48 hours
of admission. If the end of the 48ur period falls on a weekend or legal holiday, emergency
admissions must be reported on the next business day after the weekend or holiday. At that time,
the same standards for PA are digol as would have been applied if the authorization had been
requested before th@admission.
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HMC - Home Care

1. Benefit Coverage

1.1. Covered Health Services performed by a Home Health Care Agency or other Provider in the
me mber 6 s r el®reinbunsedeas aeanyed medically necessary. Home Health Care
includesprofessionaltechnicalhealthaideservicessuppliesandmedicalequipment.The Enrollee
must be confined to the home for medical reasons, and be physically unable to obtain needed
medical services on an Outpatieadsis.

1.2. CoveredHome CareHealthServicesare providedon anintermittent basisandincludethe
following.
1 Intermittent Skilled Nursing Services by an R.NLd?.N.

 Medical/Socidervices.

9 Diagnostic HealtlServices
o0 As per MDwise Individual Exchange Policy, Section 3.6 Diagnostic Health Services:
Diagnostic Health Services are tests or procedures performed when specific symptoms
exist to detect or monitor oneds conditic
including when provided as part of Physician Home Visits and Office Services, Inpatient
ServicesQutpatient ServicesHome Care ServicesandHospiceServicesncludesbut is
not limited to those services listed in Secti8r6.

Nutritional Guidance

1 Home Health AideServices
0 TheEnrolleemustbereceivingskillednursingor therapyfor HH Aide Services.
0 HealthServicesnustbefurnishedby appropriatelytrained personnelemployedby the
Home Health Care Provider. Other organizations may provide Health i8esvonly
when approved by MDwise, and their duties must be assigned and supervised by a
professional nurse on the staff of the Home Health CBrevider.

1 TherapyServices
0 Therapy Services include Physical, Occupational and Stheszelpies
0 Massagaviusic,andManipulationTherapywill not be coveredwhenrenderedin the
home.
0 Home Care Visitlimits specifiedn the Scheduleof Benefitsfor Home Care Services
apply when Therapy Services are rendered inhbee.

1 Private DutyNursing
o0 PrivateDuty Nursingservicesare coveredin the homeon a part-time or intermittent
visiting basis when considered medicadlgessary.
o PrivateDuty Nursingis providedon anhourly basisby a RegisteredNurse or Licensed
PracticaNurse.
0 Servicesareprovidedasdefinedatreatment plan,underthe direction of a physicianto
achieve the desired clinicalitcome.
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1.3.

1.4.

15.

1.6.

o Private Duty Nursing services are not intended to be provided gpeamanenbngoing
basis.

o0 PrivateDuty NursingServicesare CoveredServiceonly whenprovidedthroughthe
Home Care Servicedbenefitasspecificalltatedin the "Covered Services'section.

Home infusion therapy benefit includes a combination of nurgingable medical equipment and
pharmaceuticaterviceswvhichare deliveredandadministeredntravenouslyin the home.Home IV
therapy includes but is not limited to injections (intrauscular, subcutaneous, continuous
subcutaneous), Total Parenterdutrition (TPN), Enteral nutrition therapy, Antibiotic therapy,

pain management and chemotherapy. Home infusion therapy will be paid only if prior approval is
obtained.

MDwise will reimburse medically necessary home Tocolytic Infusion therapy servicésmara
uterine monitoringdevicethroughhome healthagencyprovider. Only those home healthagencies
that meet the guidelines to provide the service are allowed to bill for home tocolytic infusion
therapy using a home uterine monitoridgvice.

Oral infart nutritional formula is covered as medically necessary for the treatment of inborn
errors of metabolismor inherited metabolicdiseasesCoveragefor nutritionalformulais generally
limited to oral infant formula for the treatment of inborn errors of maolism and inherited
metabolicdiseases.

Covered supplies may be reimbursed as allowable for those used during home health agency
(HHA) skilled nursing visit, provided the supplies are ordered by a physician and prescribed for
the treatment of theme mber 6 s exi sting illness [/ injury o
purpose in a specific situation. These "Amutine" supplies used for direct client care during the

visit include, for example gauze dressings, catheters, ostomy pouches, negdieges Medical
Suppliesre coveredwhensuppliefor DMEitems/deviceshat are necessaryor the effectiveuse

of the item/device(e.g. tubingfor adeliverypump)are covered.

2. Benefit Limitations and Exclusions

2.1.

Modified on July 14, 2017

Limitations
1 Annual VisiLimitation:
0 Home Care Services: D¥isitscombined

Note: For each individual type of therapy service (PT, OT, ST) per DOS = One visit per
discipline type billed. If a member seen by multiple nursing service types (RN, LPN,
and/or HHA) on the same date of serviceach discipline billed would be a visit to
count toward the limitation.
Maximum annual visit limitation for Home Care Services does not include Home
Infusion Therapy or Private Duty Nursing rendered in the home.

0 PrivateDuty Nursing: 82 visits
annually
Private Duty Nursing is billed
in hourly increments
Note: One hour = Onevisit.
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1 Home Care Visitlimits specifiedn the Scheduleof Benefitsfor Home Care Servicesapply
when Therapy Services are rendered in tiame.

2.2. Non-covered services
1 Non-CoveredHome Health Care Servicesncludethe following:

o0 Food,housinghomemakerservicesandhomedeliveredmeals.

0 Homeor Outpatienthemodialysiservicesassuchservicesare Coveredunder Therapy
Services.

0 Helpfulenvironmentalmaterialssuchashandrails,bath stoolsramps,telephonesair
conditioners, and similar services, appliancesdmvices.

0 Serviceprovidedbyregisterednursesandother healthworkers who are not actingas
employees or under approved arrangements with a contracting Home Healtle Car
Provider.

0 Services provided by a mdamidyer of the pat.i

0 Serviceprovidedby volunteerambulancessociation$or which patientis not obligated
to pay, visiting teachers, vocational guidance and other counselors, and services related
to outside, occupational and socégdtivities.

0 Massagaylusic,andManipulationTherapywill not be coveredwhenrenderedin the
home.

0 ManipulationTherapyServicegenderedin the homeaspart of Home Care Servicesare
not covered.

3. Provider Reimbursement & Submission Requirements

3.1. Reimbursementor Covered Servicedistedunderthe Home Care ServiceBenefitsin the MDwise
Il ndi vidual Exchange Policies are based on the
contract percentage oMedicare OR 150% of Medicaid payment amounts as the base rate and then
apply the providerdds percentage of Medicare.
statewideprovidersandmanualbpricingof coveredserviceswithout a Medicarefee or Medicaidfee.

3.2. Home care services for the purpose of the following reimbursement guidelines those services
that fallwithin this methodologyare those servicesperformedby aHome HealthCare Agencyor
ot her Provider in the menhomerHgadth Cae includiesithe e . The
professional, technical, and health aide services, Covered health services include Intermittent
Skilled Nursing Services by an R.N. or L.P.N, Medical/Social Services, Diagnostic Health Services,
Nutritional GuidanceHome Heath Aide ServicesandTherapyServices.

1 The provider reimbursement for the professional (RN, LPN, PT, OT, ST, MSW) and Home
Healthaide serviceswill be 150%of the IndianaHealth CoveragePrograms(IHCP) Hoosier
Healthwisehome care scheduleof paymentratesasthe baserate,thenapplythepr ovi der o
contractedpercentof Medicare.

The reimbursement mechanisms shall follow the IHCP Hoosier Healthwise home care claims
payment methodology outlined in the IHCP Provider Manual and related bulletins and
bannerswith anynoted exceptionsor instructionsincludedin this policy.IHCP publisheghe
updated rates annually via an IHBRIetin.

3.3. CoveredDurable Medical Equipment (DME), Home Medical Equipment (HME) and
medical supplies will be reimbursedtae rate on the associated Medicare DME fee schedule
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(DMEPOSTor Indiandocalityasthe baserate, thenapplythe p r o v i cdnéract@dpercentof
Medicare. If there is no Medicare or Medicaid rate and the service is covered, the item must be
manuallypriced. (seeelow)

9 If the provider is not contracted, and the service is authorized, then the following rate is
applied to the applicable Medicare fee amount (or 150% of the Medicaid payment amount as
the Medicare equivalent when no fee in Medicare @ilable and it is a covered service),
unlessn somecasethe authorizationcould containthe non-contractedprovider rate:

o0 Facilityl33%,
o Professional claint25%

9 Siteof service(nonfacilityandfacilityservicesfeesmayapplyto certainservicecodes
1 Inallcasesif the billedamountis lessthanthe contractedpaymentamount,the billedamount
is to bereimbursed.

3.4. The provider billsfor thesehome careserviceson the Form CMS1450(akaUB-04 at present)or
its electronic equivalent. Theervice is billed entering the revenue code and HCPCS codes
designating type of service and number of unitgpgdicable.

1 Eachiineitem identifiesservicesbilledusingHCPCScodesandservicedates.

1 Providers must bill each date of service as a safmline item and bill each level of service,
suchasregisterednurse(RN) or licensedpracticalnurse(LPN),providedon the samedateas
a separate lingem.

1 The procedure code description defines the unitsefvice.

1 When home health providerperform the same service, such as multiple RN visits on the
same date of service, they must bill those services on the same claim form and on one detail
with the total numberof units of servicegprovided.Billingseparatdinesfor the sameservice
with the samedate of servicecauseglaimsto be deniedasexactduplicates.

1 Revenue code 0294 "Supplies/Drugs for DME Effectiveness may be uskld\by

Home Care Skilled Nursing, Therapies, MSW, & HHA Revenue Codes/HCPCS/CPT Codes

Revenue HCPCS Revenue HCPCS Revenue HCPCS
Code | CPT Code | CPT Code Code
Code Code
420 G0151 421 G0151 422 G0151
423 GO0151 424 97001 429 GO0151
430 G0152 431 G0152 432 G0152
433 G0152 434 97003 439 G0152
440 G0153 441 G0153 442 G0153
443 GO0153 444 92506 449 G0153
552 99600TE 552 99600 TD 559 S9349
559 99601, 572 99600 56X GO0155
99602 S9127
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Code Service
99600 TD Registered Nurse (RN)
99600 TE License Practical Nurse (LPN)
99600 Home Health Aide
G0151 Physical Therapy
G0152 Occupational Therapy
G0153 SpeechTrherapy
G0155 Clinical social worker in home health

3.5. Home health rates effectiveJuly 1, 201%hroughJune30,2016 and continue to June 30, 2017. IHCP
Bulletin BT201535 and BT201631.
The following tables specify the home health ratesE@®S July 12015 through June 30, 2017
The provider reimbursement for those covered home care services will be 150% of the ICHP
Hoosier Healthwise home care schedule of payment rates as the base rate, then apply the
provi der 8 serceotagéofrMedicare.d

Service/ Billing unit Base Rate

procedure code Medicaid

Registered Nurse Hourly $4334

(RN)T 99600 TD

Licensed Practical Hourly $27.82

Nurse (LPN)T

99600 TE

Home Health Aided | Hourly $18.80

99600

Physical Therapist | 15-minute $17.45

G0151 increments

Occupational 15-minute $17.19

Therapistd G0152 increments

Speech Pathologigt | 15-minute $18.48

G0153 increments

Service/Procedure | Billing Unit | Base rate

Code

Clinical Social each 15 $18.99 No fee per CMS for

Worker in home minutes (current IHCPFee SW visit or IHCP fee

health schedule as of schedule. Using

G0155 6.03.16taking .50 90832 code IHCP fee
of 30 minute fee schedule amount to
amount of 50.65 establish fee amount
=25.33 @ 75% for 15 minutes.
(Mid- level 90832 codedefinition
provider) and fee amount is for

30 minutes.
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3.6. Manual Pricing

CPT codes hilled for the marketplace, which fall under the manual pricing logic should follow the
published Medicaid rate methodology, as outlined in the below table and in the IHCP Bulletin, BT
200940 and 201213. Except for drugs and biological, which spgcial pricing, HCPCS codes

which indicate manual pricing will be reimbursed at 60% of billed charges, or for DME products,
60% of the Manufacturers Suggested Retail Price (MSRP). For the pricing of drugs and biological,
refer to BCCP 20, Pharmacy &djical.

To determine the base Medicare rate for CPT codes, the applicable Medicaid rate, based on the
bel ow table is multiplied by 150 %. The provid
Medicare rate.

For HCPS codes that are paid at 60%hbdfed charges, there is no additional percentage applied
(Medicare equivalency or additional provider contracted amount).

Procedure Code Codes Billed on CMS -1500 | Codes Billed on UB -04
Range

1000019999 20% of billed Amount 20% of billed Amount
20000629999 20% of billed Amount 10% of billed Amount
3000639999 20% of billed Amount 10% of billed Amount
4000049999 20% of billed Amount 15% of billed Amount
5000059999 35% of billed Amount 10% of billed Amount
6000669999 20% of billed Amount 15%of billed Amount
7000679999 25% of billed Amount 15% of billed Amount
8000089999 30% of billed Amount 15% of billed Amount

3.3. Private Duty Nursing

Modified on July 14, 2017

Private duty nursing is typically prescribed on an hourly basis for skilled nursing services for a
person that requires continuous nursing care. Private duty nursing is distinguished from

skilled nursing home care provided by home care agencies that is prescribed on an intermittent
(per visit) basis.

The provider reimbursement for covered home care services will be 150% of the IHCP Hoosier
Healthwise home care schedule of payment rates (this includes manually priced codes) as the bas
rate, then apply tpeeenrMedicard.er 6 s contracted

1 Ifthe provider is not contracted, and the service is authorized, then the following rate is
applied to the applicable Medicare fee amount (or 150% of the Medicaid payment amount as
the Medicare equivalent when no fee in Medicare is available and it is eedoservice),
unlessn somecasethe authorizationcould containthe non-contractedprovider rate:

o0 Facilityl33%,
0 Professional | claimk25%

1 Siteof service(nonfacilityandfacilityservicesfeesmayapplyto certainservicecodes.

1 Inallcasesif the billedamountis lessthanthe contractedpaymentamount,the billedamount
is to bereimbursed.
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Service/ Billing unit Medicaid Base

procedure code rate effectivefor
DOS 7.1.15
throuah 6.30.17

Registered Nurse (RN) 99600 TD Hourly $43.34

Licensed Practical Nurse (LPN) Hourly $27.82

99600 TE

3.4. Home Infusion
Home infusion therapy benefit includes a combination of nursing, durable medical equipment and
pharmaceutical services which are delivered and administered intravenously in the FRouare.
provider types may bill for home infusion and enteral therapy services and supplies:
1 Durable medical equipme(bME)

1 Home medical equipmerfHME)
1 Home health agencigblHAS)
1 Pharmacies

Providers must bill separately for the components for hom&usion and enteral therapy.

Home health agencies or infusion provider bill services provided in the home by an RN, or LPN on
a UB04 claim form or 837l transaction using the appropriate HCPCS codes for infusion therapy
services provided.

9 The provider rimbursement for covered home caservices will be 150% of the IHC
Hoosier Healthwisehome care scheduleof paymentrates(thisincludesmanuallypriced
codes)asthe baserate,thenapplythep r o v i cdnéraci@dpercentof Medicare.

Service/ procedure code Billing unit
Home Infusion/VisitT 99601 2 hours
Home Infusion Each Additional 99602 Hourly

Providers must bill separately for the components for home infusion and enteral therapy.

3.5. Durable Medical Equipment (DME) and Home Medical Equipment (HME)
Covered durable medical equipment (DME), Home Medical Equipment (HME). Parenteral and
enteral nutrition (PEN), and medical supplies will be reimbursed at the rate on the associated
MedicareDMEfeescheduld DMEPOSYor Indiandocalityasthe baserate.

T Use the Medicare payment amount , i f avail ab
percentof Medicare. If not, and the service code is covered, then use the Medicaid payment
amount as thébase. 150% of Medicaid is deemed equivalent to the Medicare rate; then
applytnep r ov i der & percenbohMedicare. If thate is no Medicare or

Medicad rate and the service is covered, the item must be manually priced.

9 If the provider is not contacted, and the service is authorized, then the following rate is
applied to the applicable Medicare fee amount (or 150% of the Medicaid payment amount as
the Medicare equivalent when no fee in Medicare is available and it is a covered service),
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unlessn some casethe authorizationcould containthe non-contractedprovider rate:
o Facilityl33%,
o Professional | claims25%
9 Siteof service(nonfacilityandfacilityservicesfeesmayapplyto certainservicecodes

1 Inallcasesif the billedamountis lessthanthe contractedpaymentamount,the billedamount
is to bereimbursed.

3.6. DME and HME providers bill all supplies, equipment, and formulas used for home infusion and
enteraltherapyon the CMS1500claimform or 837Ptransactionusingthe appropriateHCPCS
codes.

3.7. Home Tocolytic Infusion Therapy Using a Home Uterine Monitoring Device
HHAs may bill all three components using the proper billing forms and appropriate codes if the
HHA maintains multiple enroliments as an HHA, Pharmacy and DME, or ptighEder.

Providers meeting guidelines to provide covered services will be reimbursed at 150% of Medicaid
fee schedule rate as base rate, then apply % of contracted rate of Medicare.

OR the delivery system medical management, if negotiated a per dienor&stablished a global
rate, provides that rate to the payer with the authorization (S9349 total global package).

Three codes, 99601 and 996@2e assigned to home tocolytic infusion therapy using a home
monitoring device.

Codes 99601 and 99602 are usel if a member meets the criteria for home tocolytic infusion
therapy and the agency is providing the home uterine monitoring and skilled nursing components
of the Indiana Health Coverage Progtasrapy only.

When the home health agency bills 99601 &8602, the tocolytic drugs and other supplies must
be supplied and billed separately through another provider. The home health agency should
provide only the home uterine monitor and the skilled nursing components of the home tocolytic
infusion therapy.

Codes 99601 and 99602 cover the following items:

1 Home uterinemonitor

9 Skilled nursing services that include thkowing:
0 Initial nursingassessment
0 Instructions given to the patient about the proper use of thenitor
0 Home visits to monitor signs ansymptoms of preterniabor
o Twenty-four hour telephone support for troubleshooting the monitoring equipmant

for reporting patientsymptoms
1 Thispackagealsoincludesanycostsinvolvedin transmittingreports to the physician
electronically, such as fax telephonemodem.

4. Procedure Codes and Claims Considerations
4.1. Home health providers follow the general billing directions for completingtB04 claim form

with the exceptionof the servicedate,localcodes,andthe additionaltype of bill codes.In field44,
HCPCS/RATH®Bovidersmustenter the HCPCS/CPTrodefor the serviceprovided,not the rate.
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Each line item identifies services billed using HCPCS codes and service dates. Providers must bill
eachdate of serviceasa separatdine item andbill eachlevelof service,suchasregisterednurse
(RN) or licensedpracticalnurse(LPN),providedon the samedate asa separatdineitem.

The procedure code description defines the unit of service. When home health providers perform
the sameservice, such as multiple RN visits on the same date of service, they must bill those
services on the same claim form and on one detail with the total number of units of services
provided. Billing separate lines for the same service with the same datrwts or on separate

claim forms causes claims to be denied as duplicate service.

4.2. Thebillingunits of home healthvisitsfor therapistshomehealthaides LPNs,andRNsare as
follows:

1 For therapy visit® If the therapist is in the home eight minutes more, the provider can
round the visit up to the 18minute unit of service. If the therapist is in the home for seven
minutesor less,the provider cannotround this up andtherefore, cannotbill for it. Therapy
codes are measured as one unit equalsributes.

1 For home health aides, LPN, or RN vis@sf the home health aide, LPN, or RN is in the
home for fewer than 29 minutes, providers can bill for the entire first hour only if they
provided a service. For subsequent hours in the home, providersilshose the partial unit
procedureasoutlinedin the PartialUnitsof ServiceNursingservicesare measuredasone unit
equals onéour.

Partial Units of Service

Providers must round partial units of service to the nearest whole unit when calculating
reimbursement. Round up any partial unit of service of 30 minutes or more to the next
highest unit, and round down any partial unit of service of 29 minutes or less to the next
lowest unit. Nursing services are measured as one unit of service equals 6fesiinvhile
therapies are measured as one unit equals 15 minutes.

Example 1: 85 minutes spent on billable patient care activities is rounded down to one unit.
Example 2: 95 minutes spent on billable patient care activities is rounded up to two units.

1 Ifthetherapist,homehealthaide,LPN,or RN entersthe homeandthe memberrefuses
service providerscannotbill for anyunit of service.

4.3. Providers enrolled as multiple provider types, such as pharmacy, DME, HME, and home health
agenciesganbill allthree componentsusingthe proper billingforms andappropriatecodes.

4.4. Unless enrolled as multiple provider types as indicated above, Providers must bill separately for
the components for home infusion and enteral therapy. Pharmacies must bill for cordpdun
prescriptions or any drugs used in parenteral therapy on the appropriate claim form.

1 HME providersbill all suppliesandformulasusedfor homeinfusionandenteraltherapyon the
CMS1500 claim form or 837P transaction using the appropriate HCR®8es.

1 Home healthagenciedill servicesprovidedby anRN, LPN,or home healthaideon a UB04
claim form or 8371 transaction using the appropriate HCPCS codes for services provided.
Providers must bill the IHCP for such services using HCPCS codes billed coMt&1500
claimform.

4.5. A home health agency (HHA) that is dually enrolled as a pharmawyiger must submit all
compounddrugsandanydrugsusedin parenteraltherapyon adrugclaimform or viathe NCPDP
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D.0 transaction using the appropriate NDC.

4.6. Covered medical supplies are billed by the home health agency using revenue code 027X and the
appropriate HCPCS.

4.7. Covereddrugswill be reimbursedusingthe MedicareASPfeeschedule.

4.8. Pharmaciesnustbill for compoundedorescriptionsor anydrugsusedin parenteraltherapyon the
appropriate Compound Prescription Claim Form or National Council Rrescription Drug
Programs (NCPDP) Pharmacy Drug Claim Form or via the NCPDP D.0 transaction using the
appropriate National Drug Code(¢NDC).

Pl ease also refer to this manual ds chapter on

5. Prior Authorization (PA) Requirements

5.1. Claimsreceivedfor Home Care,InfusionandPrivateDuty Servicesare processedn accordance
with the MDwise Marketplace Prior Authorizatioaquirements.
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HSP - Hospice

1. Benefit Coverage

1.1. Hospice care may be provided in the home or at a Hospice facility where medical, social and
psychological services are given to help treat patients with a terminal illness. To be eligible for
Hospicebenefits the patientmust havea life expectancyof six monthsor less,ascertified by the
attending physician and hospice Medical Director. Covered Health Services will continue if the
member lives longer than six months, provided the hospice medical director or other hospice
doctor recertifies that thememberis terminally ill.

1.2. To be covered, hospice services must be reasonable and necessary for the palliation or
management of the terminal illness and related conditions. The individual must elect hospice care

and a certification hat the individual is terminally il]/I
physiciar(if there isone)or the me mb ePMBandthe hospiceMedicalDirector. Certification of
terminal il Il ness is based on caljludgmgntrggardimgitha nd s
nor mal course of an individualds illness. Ho s |

andprior authorizationisrequiredfor eachcontinuousperiod of election(seel.5below).

1.3. Inthe eventpatientsurvivalis longerthansix months,the physiciarrecertifiesthat the patientis
terminally ill in order for hospice benefits tmntinue.

1.4. Once a patient is certified as terminally ill with six months or less to live and elects hospice
servicesaninitial planof careis establishedandwith someexceptionsasnoted in this policy,all
treatmentofthep a t i terminadilessis providedby or throughthe hospice.

1.5. An individual (or his authorized representative) must elect hospice care to receive it. The firs
election is for a 9eday period. An individual may elect to receive MDwise Marketplace coverage
for an unlimited number of election periods of hospice care. The periods consist of twa§0
periods,andanunlimitednumberof 60-dayperiods.If the individualor authorizedrepresentative)
electsto receivehospicecare,he or shemustfile anelectionstatementwith a particularhospice.

1.6. Covered Hospice Services include the followlisg

1.6.1. Skilled Nursing Services by an R.NLoP.N.

1.6.2. DiagnosticHealthServicedo determineneedfor palliativecare.
1.6.3. Physical, speech and inhalation therapies if part of a treatpiant
1.6.4. Medical supplies, equipment and appliances directed at paltative
1.6.5. Counselingervices.

1.6.6. Inpatient confinement at ldospice.

1.6.7. Prescription Drugs given by thdospice.

1.6.8. Home healthaidefunctioningwithin home healthcareguidelines.

1.7. MDwisecoversthe followinglevelsof hospicecareservicesvhen medicalnecessitycriteria has
beenmet:
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1.7.1. Home carewhenlessthaneighthoursof primarily nursingcare,which maybe
intermittent, are required in a 24our period.

1.7.2. Continuous home care for the relief of acute medical symptoms, when at least a
total of eighthours of primarily skilled care,whichmaybe intermittent, is
requiredin a 24- hour period.

1.7.3. Inpatientrespitecarethatis short term (i.e.,up to five days)andprovidedaspart of
the overall treatment plan, to relieve the primary caregiver at home and only if
coverage for respite care is available under piamn.

1.7.4. Inpatienthospicecarewhenthe intensityor scopeof careneededis not practicalin
the home setting will be shorterm, and when the individual treatment plan is
specifically directed at acute symptom management and/orcpaitnol.

1.8. To be covered, hospice care must meet all of the requirements listddw.

1.8.1. Is provided ly a licensed Hospice Cadgency,
1.8.2. Focuse®n palliativerather thancurativetreatment,and
1.8.3. Provides supportive measures to member with a prognosis of less than six

months tolive.

1.9. Discharge from Hospice Services. Discharge from hospice may be appropriatesome
situations. If the hospice team determines the patient is no longer considered terminally ill,
discharge from hospice is appropriate. In addition, hospice discharge mayeadgapropriate if the
patientrefusesservicesor is uncooperativemovesout of the area,or transfersto anotherhospice
program. In the event a patient is discharged from hospice, benefit coverage would be available
under core medical benefits as loag the patient remained eligible for coverage of medical
services. Prior to discharge, the hospice must obtain a written physician discharge order from the
hospice medicalirector.

2. Benefit Limitations and Exclusions

2.1. Thefollowingbenefitlimitationsor exclusionsapplyto hospiceservices:

2.1.1. Inpatient respite care is available for fourteen (14) days annually. Up to 5
consecutive days may be covered per inpatiay.

2.1.2. Servicessuppliesprocedures,or pharmaceuticalthat are directedtowardscuring
the terminalcondition

2.1.3. Care from any hospice provider that was

medical team. The hospice care that the member receives for their terminal iliness
must be giverby or arrangedby the hospiceteam.They cannotgetthe sametype of
hospicecarefrom a different provider, unless the hospice provider is changed
through prior authorization. Duplication of services is radfowed.

2.1.4. Carein anemergencyoom, inpatientfacilitycare,or ambulancéransportation,
unless tefiher arrangedby the hospiceteamor is unrelatedto the terminal
illness.

2.1.5. Services provided by volunteers and housekeepanygices.

3. Provider Reimbursement & Submission Requirements

3.1. Level of Care Payments. Medicare paymenfior hospice care is made at one of several
predeterminedratesfor eachdaythat a memberis underthe care of the hospice The ratesare
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prospective rates and vary depending on the level of care furnished to the beneficiary. The level of
care is based on patient needs with documented level of service in the plan of care.

The levels of care into which each day of care is classified include:

Revenue Description

Codes

0651* Hospice Care- Routine Home Care
0652* Hospice Care- ContinuousHome Care
0655** Hospice Care Inpatient Respite Care
0656** Hospice Care- General Inpatient Care

*Reporting of value code 61 should be reported with these revenue codes, however the claim
should not be denied if value code is not included.
**Reporting of value code G8 should be reported with these revenue codes however the claim
should not be denied if value code is not included.

Hospicesmustalsoreport aHCPCScode alongwith eachlevelof carerevenuecode (651,652,655
and 656) to idatify the type of service location where that level of care was provided (e.g. Q5001 ?
Q5010).If acorrespondingHCPCScodeis not provided,the claimmaybe denied.

HCPCS | Definition
Code
Q5001 HOSPICE CARE PROVIDED IN PATIENT'S HOME/RESIDENCE
Q5002 HOSPICE CARE PROVIDED IN ASSISTED LIVING FACILITY
Q5003 HOSPICE CARE PROVIDED IN NURSING LONG TERM CARE
FACILITY (LTC) OR NONSKILLED NURSING FACILITY (NF)
Q5004 HOSPICE CARE PROVIDED IN SKILLED NURSING FACILITY (SN
Q5005 HOSPICE CARE PROVIDED INPATIENT HOSPITAL

Q5006 HOSPICE CARE PROVIDED IN INPATIENT HOSPICE FACILITY
Q5007 HOSPICE CARE PROVIDED IN LONG TERM CARE HOSPITAL
(LTCH)

Q5008 HOSPICE CARE PROVIDED IN INPATIENT PSYCHIATRIC FACIL
Q5009 HOSPICE CARE PROVIDED IN PLACE NOT OTHERWSHECIFIEL
(NOS)

Q5010 HOSPICE HOME CARE PROVIDED IN A HOSPICE FACILITY

For each day that a member is under the care of a hospice, the hospice is reimbursed an amount
applicable to the type and intensity of the services furnished to the member for tat elor

continuous home care the amount of payment is determined based on the number of hours,
reported in increments of 15 minutes, of continuous care furnished to the member on that day. For
the other categories a single rate is applicable for the catgfuor each day.

1 Routine Home Care: Effectivefor hospiceserviceswith datesof serviceon or after January
1, 2016, a hospice day billed at RHC level of care will be paid one of two RHC rates based
upon thefollowing:

9 Ifthe dayoccursduringthe first 60 daysof anepisode the RHC rate will be equalto the RHC
'High'Rate.
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1 Ifthe dayoccursduringdays61 andbeyond,the RHC rate will be equalto the RHC ‘Low’
Rate.

1 For a hospice patient who is discharged and readmitted to hospit@n 60 days of that
discharge, his/her prior hospice days will continue to follow the patient and count toward
his/herpatientdaysfor determiningwhetherthe receivinghospicemaybill at the highor low
RHC rate

1 For a hospice patient who has bedischarged from hospice care for more than 60 days, a
new electionto hospicewill initiate areset of the patient's60-daywindow, paidat the RHC
'High' Rate upon the new hospiedection.

Multiple RHC days are reported on a single line item on thengldihe line item date of service
represents the first date at the level of care and the units represent the number of days. As a
result, both high and low RHC rates may apply to a single line item.

Service Intensity Ad®n Payment (SIA) Also effectiweith dates of service on and after January 1,
2016, a hospice claim will be eligible for an end of life (EOL) Service IntensitPAd&IA)
payment if the following criteria are met:

9 The day is an RHC level of caday.

1 Thedayoccursduringthe lastsevendaysof life (andthe memberis dischargediead).

1 Services providedby a RegisteredNurse (RN) or socialworker that dayfor atleast15
minutes and up to 4 hourtotal.

I The service is not provided by a social worker tééephone.

The SIA Paymergquals:

1 The number of hours (in 15 minute increments) of service provided by an RN or social
worker duringthe lastsevendaysof life for aminimumof 15 minutesandup to 4 hours
total per day;

I Multipliedbythe current hospiceContinuousHome Care (CHC) hourly rate per 15
minutes x visit units (not greater thaks).

1 Adjusted for geographic differenceswages.

The G codes associated with skilled nursing in the below table distinguish between nursing care
provided by a RN and nursing care providey a LPN. The SIA daily payment calculated by the
Hospice PRICER is entered on the first applicable visit line item for each date of service payable.

Levels of Hospice Care

1 Routine Home Care : Routine home care is the basic level of care provided, oftgmn
interdisciplinaryhospiceteamto supportapatientwith aterminalillnesslIt maybe providedin
a private residence, a hospital residential care facility, or an adult care home. It may also be
provided in a nursing facility when the facility hasoatractual agreement with the hospice
agencyThislevelof caretypicallyrequiresfewer thaneighthoursof primarily nursingcare per
day and is based on the patient's individual needs. The hospice is paid the routine home care
rate for each day the gtient is under the care of the hospice and not receiving one of the
other categoriesof hospicecare.Thisdailyrate is paidwithout regardto the volumeor
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Intensityof routine home care services provided on any given day, and is also paid when the
patient is receiving outpatient hospital care for a condition unrelated to the terminal condition.
For example, if the terminal illness is related to lung cancer, they coilldstreceiving

outpatient dialysis services for acute kidney failure.

1 Continuous Home Care : Continuous home care is provided in the patient's home and is
often provided during a medical crisis that would otherwise require inpatient admission.
Continuoushome care is not paid during a hospital, skilled nursing facility or inpatient hospice
facility stay. The continuous home care rate is divided by 24 hours in order to arrive at an
hourly rate. Parts of an hour are identified through the reporting of tifoe continuous home
care days in 15 minute increments and these increments are used in calculating the payment
rate. Only patient care provided during the period of crisis is to be reported. Payment is based
upon the number of 15ninute increments that ar®illed for 32 or more units. Units should
only be rounded to the nearest increment. A minimum of eight hours of primarily nursing care
is required, half of which must be provided by a registered nurse, licensed practical nurse or
nursepractitioner. The nursingcare neednot be continuous Homemakeror home healthaide
servicesmayalsobe providedto supplemennursingcare.

1 Inpatient Respite Care : Inpatient respite care is shoterm care that is provided to relieve
family members and other unpaid cainegrs who care for the patient in their private
residence. Respite care may be provided in a hospice facility, hospital or nursing home. The
hospice is paid at the inpatient respite care rate for each day on which the beneficiary is in an
approved inpatienfacility and is receiving respite care. Payment for respite care may be made
for amaximumof 5 continuousdaysat a time includingthe date of admissiorbut not counting
the date of discharge. Payment for the sixth and any subsequent days is to beabthde
routine home care rate. More than one respite period (of no more than 5 days each) is
allowable in a single billing period. If the beneficiary dies under inpatient respite care, the day
of deathis paidat the inpatientrespite carerate. Inpatientrespitecareis availabldor fourteen
(14) days annually.

1 General Input Care: General inpatient hospice care is provided in an inpatient setting for
the purposeof managingymptomsor to perform proceduresfor paincontrol that cannotbe
performed inother settings. The inpatient services may be provided in a hospice inpatient
facility,hospitalfacility,or nursingfacilityunderthe arrangemenof ahospiceagency.

1 HospiceServices

3.2. Billing Guidelines. Hospice claims are required to report separdtee items for the level of care
each time the level of care changes. This includes revenue codes 0651, 0655 and 0656. For
example, if a patient begins the month receiving routine home care followed by a period of general
inpatient care and then later retas to routine home care all in the same month, in addition to the
one line reporting the general inpatient care days, there should be two separate line items for
routine homecare.

Hospices are also required to report additional detail for visits on theé&ims. For all Routine

Home Care (RHC), Continuous Home Care (CHC) and Respite care billing, hospice claims should
report each visit performed by nurses, aides, and social workers who are employed by the hospice,
and their associated time per visit ihé number of 15 minute increments, on a separate line. The
visits should be reported using revenue codes
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Revenue Code Required HCPCS
042x Physical Therapy G0151
043x Occupational Therapy G0152
044x Speech TheragyLanguage Pathology G0153
055x Skilled Nursing GO0154(before 01/01/2016), G0299 or
G0300 (on or after 01/01/2016)
056x Medical Social Services GO0155
057x Home Health Aide G0156
0569 Other Medical Social Services G0155

Hospices are also required to include as applicable: 02&0-injectable prescription drugs, 029X
Infusion pumps, and 0636 Injectable drugs.

3.2. Payment Rates. CMS publishes general hospice payment rates annually to be used for revenue
codes 0651, 0652, 0655, and 0656. The hospice per diem for both routine anchaons home
hospiceis adjustedusingthe wageindexfor the city or countywherethe memberresidesHospice
reimbursement for inpatient hospice care is adjusted using the wage index of the city or county
where the hospice facility Iscated.

Thesenational per diem rates are adjusted as follows:
1 Rate Components: The rate is has two components; a wage amount componentnamd a
weightedcomponent
1 Adjustment to Wage Component The wage amount component is adjusted (multiplied)
the wageindexfor the location of the placeof servicefor alllevelsof care.
1 Theadjustedwagecomponentis then addedto the non-weightedcomponent.Thisisthe
payment rate for theyear.

The hospice wage index is published in the Federal Register notice each yeés effedtive
October 1 of that year through September 30 of the following year. To select the proper index
for the hospice area, it must be determined if the member is located in one of the Urban Areas
listed in Table A of the Federal Register notice.df the index shown for the area must be used.
If the member is not located in one of the Urban Areas, the index number of the rural area for
the State, listed in Table B of the Federal Register notice should be used.

3.3. Inaccordancewvith Medicarereimbursenent methodology MDwiserequiresmembersenrollin the
Hospice program and all other providers bill the Hospice for services and receive their
reimbursement from the Hospice. With a few exceptions, the providers may no longer bill MDwise
for servicesprovided to themember.

3.4. MDwise will pay for medically necessary ambulance transports of hospice patients tdtmee
which may occur on the effective date of hospice election, through the ambulance benefit rather
than through the hospice benefit. Ambuatze transports of a hospice patient, which are related to
the terminaldiagnosiandwhich occur after the effectivedate of election,are the responsibilityof
the hospice.

3.5. For dates of service on or after October 1, 2016, services for the vaccines geavby a hospice
may be billed on an institutional claim to MDwise. Since these services are not part of the
hospice benefit, they must be billed on a separate claim that includes only the vaccines and their
administration.
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3.6. A Hospice may use chemothergmadiation therapy, and other modalities for palliative purposes if
it determinesthat theseservicesare needed.Thisdeterminationis basedonthep a t i eomditidns
and the Hospice care giving philosophy. No additional MDwise payment is regdedless of the
cost of the services.

3.7. Billing and Payment for Hospice Services Provided by a Physician (Rev Code 657)

3.7.1. Hospice Attending Physician Services . Under the hospice benefit, an attending
physician is defined as an MD, DO, or a nurse practigidiNP) who is identified by the
patient, at the time he/she elects hospice coverage, as having the most significant role in
the determination and delivery of his or her medical care. Payment for physicians or nurse
practitioners serving as the attendin@ysician, who provide direct patient care services
and who are hospice employees or working under arrangement with the hospice, is made
in the followingmanner:

0 Hospicesestablisha chargeandbill for theseservicesusingrevenuecode 657 with the
appliable CPT code. The hospice is paid at the lesser of the actual charge or 100
percent of the Medicare physician fee schedule for physician services or 85 percent of
the fee schedule amount for nurse practitioner services. This payment is in addition to
the daily hospiceates.

o Payment for physicians' administrative and general supervisory activities is included in
the hospice payment rates and cannot be billed separately. These activities include
participatingn the establishment;eview andupdatingof plansof care,supervisingare
and services and establishing goverpiolicies.

0 No paymentis madefor physiciaror nursepractitioner servicesurnishedvoluntarily.

o0 No paymentis madefor nursepractitioner serviceshat canbe performedby a
registered nurse, nor is payment made for nurse practitioner services that are
performed outside othe attendingphysiciamole. Nurse practitioner servicesare
generallyencompasseth the per diem payment rate. The only payment that can be
made for serices of a nurse practitioneis madefor servicesurnishedin the role of an
attendingphysician.

3.7.2. Independent Attending Physician Services. When hospice coverage is electdtie
memberwaivesallrightsto paymentdor professionakerviceshat arerelatedto the
treatment and management of his/her terminal iliness during any period his/her hospice
benefit election is in force, except for professional services of an independent attending
physician, who is not an employee of the designated hospiceetmives compensation
from the hospice for those services. As outlined above, an attending physician means an
individual who is an MD, DO, or NP and is identified by the individual, at the time he/she
elects hospice coveragashavinghe most significahrole in the determinationand
deliveryof their medical care.

Professional services related to the hospice patient's terminal condition that were furnished by
an independent attending physician are separately reimbursable. The independent attending
physcian codes services with the GV modifier when billing his/her professional services
furnished for the treatment and management of a hospice patient's terminal condition. When
the independent attending physician furnishes a terminal iliness related s#raidacludes
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both a professional and technical component (e.gays), he/she bills the professional
component of such services on a professional claim and looks to the hospice for payment for
the technical component. Likewise, the independent attegdihysician would look to the
hospice for payment for terminal iliness related services furnished that have no professional
component (e.g., clinical lab tests). Payment is made to the independent attending physician
based on the payment and deductibleasilapplicable to each covered service.

If another physician covers for a hospice patient's designated attending physician, the services
of the substituting physician are billed by the designated attending physician. In such instances
the attending physian bills using the GV modifier in conjunction with either the Q5 or Q6
modifier.

3.8. Billing and Payment for Services Unrelated to Terminal lliness . MDwise is liable for
coveredbenefitsfor healthproblemsthat aren'trelatedto the terminalillnessfor examplecare
for aninjury or accident Applicableco-paysandcoinsurancewill apply.

Any covered services not related to the treatment of the terminal condition for which hospice care
was elected, and which is furnished during a hospice election pemag be billed by the rendering
provider using professional or institutional claims for Aloospice payment. On professional claims,
these services are coded with the GW maodifier service not related to the hospice patient's
terminal condition. On instituibnal claims, these services are coded with condition code 07
Treatment of Nonterminal Condition for Hospice. Process services coded with the GW modifier
or condition code 07 in the normal manner for coverage and payment determinations.

Professionaservices of attending physicians, furnished to hospice beneficiaries are coded with
modifier GV. For members enrolled in hospice, the claims processor must deny any services on
professional claim that are submitted without either the GV or GW (serviceselatted to terminal
illness) modifier. The processor shall deny claims for all other services related to the terminal
illnessfurnishedby individualsor entitiesother thanthe designatedattendingphysicianwho maybe

a nurse practitioner. Such claimsiade bills for any DME, supplies or independently practicing
speechlanguage pathologists or physical therapists that are related to the terminal condition. These
servicesareincludedin the hospicerate andpaidthroughthe institutionalclaim.

4. Procedure Codes and Claim Considerations

4.1. Pre-election evaluation (G0337). MDwise allows payment to a hospice for specified hospice
pre-election evaluation and counseling services when furnished by a physician who is either the
medicaldirector of or employee of the hospice A one- time only paymentmaybe madeon behalf
of a member who is terminally ill, (defined as having a prognosis of 6 months or less if the disease
follows its normal course), has no previous hospice elections, and has not previeasiyed
hospicepre-electionevaluatiorandcounselingervices.

HCPCS code GO033HI|I etHtoispn ckEv lrieati on and Counsel
designate that these services have been provided by the medical director or a physician employed
by the hospice. Hospice agencies bill this service using HCPCS G0337 with Revenue Code 0657.
No other revenue codes may appear on the claim.

4.2. When it is determined through prior authorization that a member is approved for hospice

coveragethe claimspayermusthavea mechanisnin placeto flagthat memberso that claimsare
paid correctly according to the hospibtenefit.
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4.3. Claims after the End of Hospice Election Period. = Upon revocation of coverage of hospice
care for a particular election period, an individuasumes coverage of the benefits waived when
hospicecare waselected.MDwise mustprocessandpayfor covered,medicallynecessargervices
furnishedto patientsafter their hospicebenefitsare revokedevenif the patientremainsunderthe
care of thehospice. Such services are billed without the GV or GW modifiers. After revocation,
professional claims for covered services that hospice employed physicians may furnish can be
reimbursed.

5. Prior Authorization (PA) Requirements

5.1. Hospicecarerequiresa prior authorizationandwill denywithout proper authorization.Prior
authorizationisrequiredfor eachcontinuousperiod of election.

6. Copays and Coinsurance
6.1. Referto the MDwise MarketplacdndividuaPolicyfor the Scheduleof Benefitswhichsummarizes

applicable coinsurance related to coverage of hospice services. Coinsurance, not the office visit
copayappliesto PMPor specialisservicesprovidedin placeof service34 (hospice).
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HTT - Human Organ and Tissue Transplant

1. Benefit Coverage

1.1. Covered services may include medically necessary human organ and stem cell/bone marrow
transplantsandtransfusionsasdeterminedby MDwiseincludingnecessargacquisitionprocedures,
harvestandstorage,andmedicallynecessaryreparatorymyeloablativeherapy.

1.2. TheHumanOrganandTissueTransplant{BoneMarrow/StemCell) Servicesbenefitsor
requirements described below do not apply to the followlisg.
1 Cornea and kidney transplantsmd
1 AnyCoveredHealthServicegelatedto a Covered TransplantProcedurereceivedprior to
or after the Transplant Benefit Period during the time the member is enrolled in MDwise
Marketplaceanember.

For those services bulleted above as not applicable to the Transplant Services benefits or
requirement, covered health services related to those bullets for enrolled MDwise Marketplace
members are included within the covered benefits and services stated in the other sections of the
MDwise Marketplace individual contract and plan documents, stibjeco-pay and coinsurance.

For example, the above Health Services may be covered as Inpatient Services, Outpatient Service
or Physician Home Visits and Office Services depending where the service is performed subject to
Enrollee cost shares.

Certain srvices may require prior authorization and are subject to medical necessity.

1.3. Pleaseote that the initial evaluatiorandanynecessargadditionaltestingto determineeligibilityas
a candidate for transplant and the harvest and storage of bone marrstem cells is included in
the Covered Transplant Procedure during the period of time a member is enrolled in MDwise
Marketplace benefit regardless of the datesefvice.

1.4. Thereareinstancesvhererequestsfor approvalfor HLA testing,donor searchesand/or a harvest
and storage of stem cells occur prior to the final determination as to what transplant procedure
will be requested. Under these circumstances, the HLA testing and donor search charges are
covered as routine diagnostic testing. The harvastl storage request will be reviewed for
Medical Necessity and may be approved. However, such an approval for HLA testing, donor
search and/or a harvest and storage is NOT an approval for the subsequent requested transplant.
A separateMedicalNecessitydeterminationwill be madefor the transplantprocedure.

1.5. Transplant Benefit Period . Starts one day prior to a Covered Transplant Procedure and
continues for the applicable case rate/global time period in those specific case rates/global rates
agreements pemedical management negotiations, otherwise applicable to time period where
reimbursement is according to the contracted NIBRG rate.. The number of days will vary
dependingon the type of transplantreceivedandthe ParticipatingrransplantProvideragreement
or DRG. Specific Participating Transplant Provider information for Health Services received at or
coordinatedby a ParticipatingrransplantProviderFacilityis entered by the CaseManageor
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starts one day prior to a Coveredransplant Procedure and continues to the date of discharge at
a Non-Participating Transplant Provider Facility.

Prior to and after the Transplant Benefit Period, Covered Health Services will be paid accordingly
to those covered health services outlined the MDwise Marketplace Individual contract, for
example, as Inpatient Services, Outpatient Services or Physician Home Visits and Office Services
depending where the service is performed.

1.6. Transportation and Lodging. MDwise will provide assistance withasonable and necessary
travel expensesvhen patientis requiredto travelmore than 75 milesfrom residenceto reachthe
facility where the Covered Transplant Procedure will be performed. The covered transplant
procedure is a transplant procedure approvbg the utilization management team at a center
contracted by the MDwise delivery system in which the member is enrolled. Assistance with
travelexpensesncludedransportationto andfrom the facilityandlodgingfor the patientandone
companionlf the Memberreceivingtreatmentis a minor, thenreasonablendnecessargxpenses
for transportation and lodging may be allowed for two companions. All transportation and lodging
expensesnustbe pre-approvedby the authorizingdeliverysystem.

MDwise will base reimbursement on federal GSA guidelines for per diem, transportation, and
lodging as found on the GSA websitdtp://www.gsa.gov/portal/content/104877

MDwise will assist in prarranging the MDwise authorized reasonable and necessary travel and
lodging assistance with expenses. The Enrollee must submit itemized receipts for those
transportation and lodging expenses in a form satisfactory to MDwise when claims are filed for
those exnses determined reasonable and necessary by MDwise prior to obtaining.

1.7. Li ve Donor Heal th Services billed on the memb
Contract.

2. Benefit Limitations and Exclusions

2.1 Limitations
Non-Covered Services fotransportations and lodging include the following.
1 Childcare.
Mileage.
Rentalcars,busestaxis,or shuttleservicesgxceptasspecificallyapprovedby MDwise.
Frequent Flyemiles.
Coupons, Vouchers, or Travéktkets.
Prepayments odeposits.
Servicedor aconditionthat is not directly related,or a direct result, of the transplant.
Telephonecalls.
Laundry.
Postage.
Entertainment.
Interim visitsto a medicalcarefacilitywhile waitingfor the actualtransplantprocedure.
Travel expenses for donarompanion/caregiver.
Mealsexcept those served during the inpatient stay for the transplant procedure.

R R R R
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2.2.

2.3.

2.4.

1 Returnvisitsfor the donor for atreatmentof a conditionfoundduringthe evaluation.
CertainHumanOrganandTissueTransplantServicesnaybe limited.

Any CoveredHealthServiceselatedto a Covered TransplantProcedurereceivedprior to or after
the Transplant Benefit Period may not be applicable to the specific benefit structure during that
period for those related transplartypes. Those covered health services can be covered under
other covered benefit structure as applicable outside of the Transplant Benefit Period, with
appropriate cepay orcoinsurance.

Please note: the initial evaluation and any necessary additidesting to determine eligibility as a
candidate for transplant and the harvest and storage of bone marrow / stem cells is included in the
Covered Transplant Procedure benefit regardless of the date of service.

Thefollowinglimitationsapplyto thosetransplantsthat are applicabléo the HumanOrganand
Tissue Transplant (Bone Marrow/Stem Cell) Servimzefits:

1 UnrelatedDonor Searche$or BoneMarrow/StemCell Transplantgor a Covered Transplant
Procedure
o Covered,asapprovedbythe Contract,upto a$30,000per coveredtransplant
Participating Transplafrovider
o Covered, as approved by the Contract, up to a $30,000 benefit limit. Member will be
responsible for 50% of search chardgesauthorized non-participating provider
professional and ancillary providers. These charges will not apply to Owff-Pocket Limit
for Non-Participating Transplamrovider
I Transportation and.odging
o Covered,asapprovedby the Contract,upto a$10,000limit coveredtransplantfor
Participating Transplant Provide®ubject to reasonable and necessary prior
determination byMDwise.

2.5 Exclusions

1 Pleaseeferto MDwiseMarketplaceContract IndividualPolicy:Article 4 ExclusionsSection
4.1. for comprehensive list of exclusions.

3. Provider Reimbursement & Submission Requirements

3.1.

Organtransplantservicesare reimbursedaccordingto the contractedMSDRG rate.In some
cases, a specific agreed upon rate between the provider and medical management and the
acquisitioncostmaybe enteredin applicableauthorizationfield.

1 Payment for organ acquisition sts is outside of the DRG paymesystem
1 Pleasalsorefer to the MDwise MarketplaceBCCP13 InpatientHospital ServicesSpecific
Section 4. 7Transplants

4. Claim Considerations

1 Servicecodesanddiagnosizodesare basedon the Organthat is beingtransplanted.
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5. Prior Authorization (PA) Requirements

5.1. Claimsreceivedfor transplantevaluatiomrandtransplantservicesare processedn accordancewith
the MDwise Marketplace Prior Authorizatioequirements.

5.2. Prior authorization/approval is to be obtained prior to an evaluation and/or wopkfor a
transplant. MDwise may require additional weulps and/or treatments before determining
eligibility for the transplant benefit (emsychotherapy).

1 Even if MDwisedsues a prior approval for the Covered Transplant Procedure for
evaluation/workup the MDwise Transplant Department must be receive request for
precertificationprior to the transplantwhetherthisis performedin anlnpatientor Outpatient
setting.

5.3. Please note that there are instances where requests for approval for HLA testing, donor searches
and/or a harvest and storage of stem cells occur prior to the final determination as to what
transplant procedure will be requested. Under these circumstandesHLA testing and donor
search charges are covered as routine diagnostic testing. The harvest and storage request will be
reviewedfor MedicalNecessityandmaybe approved However,suchanapprovalfor HLA testing,
donor search and/or a harvest andosage is NOT an approval for the subsequent requested
transplant A separateMedicalNecessitydeterminationwill be madefor the transplantprocedure.

5.4. Reasonablandnecessaryravel expensesasdeterminedby MDwise maybe providedwhen prior
approval isobtained.
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IHS - Inpatient Hospital Services

1. Benefit Coverage

1.1. Inpatient hospital services include all of tbBowing:
1 Charges for Room, Board and General Nurs8egvices
1 Ancillary (relatedkservices

0 Operating, delivery and treatmemboms andequipment.

0 Prescribedrugs.

0 AnesthesiaanesthesiguppliesandHealth Servicegyivenby anemployeeof the
Hospital or otherProvider.

0 Medical and surgical dressings, supplies, castspdints.

o Diagnostic Healtlservices.

0 TherapyServices.

1 Professional Health Services from a Physician whilepatient

1.2. The Marketplacewill paythe sameamountfor the room, board,andgeneralnursing
services whether the patient has a private room or semiprivatem.

1.3. Reconstructive ServicesCertain Reconstructive Services required to correct a deformity caused by
disease, trauma, congenital anomalies, or previous therapeutic process are covered. Reconstructive
Services required due to prior therapeutic process are payable only if the original proeedhwuld
have been a Covered Service under the members contract.

Covered Reconstructive Services are limited to the following list.

1

1
1

E R =

Necessary care and treatment of medically diagnosed congenital defects and birth abnormalitie
of a newborn child.

Breast reconstruction resulting from a mastectomy.

Hemangiomas, and port wine stains of the head and neck areas for children ages 18 years of a
or younger.

Limb deformities such as club hand, club foot, syndactyly (webbed digits), polydactyly
(supernumeary digits), macrodactylia.

Otoplasty when performed to improve hearing by directing sound in the ear canal, when ear

or ears are absent or deformed from trauma, surgery, disease, or congenital defect.

Tongue release for diagnosis of tongtied.

Congenia | di sorders that cause skull deformity
Cleft lip.

Cleft palate.

1.4. Mastectomyd A member who is receiving benefits for a mastectomy or for folow care in
connection with a mastectomy, and who elects breast reconstruction, gsbédi for coverage for all of
the following listed below.

1
1
1

Reconstruction of the breast on which the mastectomy has been performed.

Surgery and reconstruction of the other breast to produce a symmetrical appearance.
Prostheses and treatment of physical cdiogtions of all stages of mastectomy, including
lymphedemas.

2. Benefit Limitations and Exclusions

The following benefit limitations or exclusions apply to inpatient services:
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1 Any procedures, services, equipment or supplies provided in connection with ethsm
servicesThisexclusionappliesevenif the originalcosmeticservicesdreatmentor surgery
was performed while thenemberwas covered by another carrier/sdlinded plan prior
to MDwise coverage. Directly related means that the treatment or surgecgurred as a
direct result of the cosmetic services treatment or surgery and would not have taken
place in the absence of the cosmetic services treatment or surgery. This exclusion does
not apply to conditions including but not limited to myocardial icféon, pulmonary
embolism, thrombophlebitis, and exacerbation offo@rbidconditions.

9 Abortion, except in the followingases.
o0 The pregnant woman became pregnant through an act of rapeceist.
0 An abortionis necessaryo avertthe pregnantwoman'sdeathor asubstantial
and irreversible impairment of a major bodily function of the pregmethan.

9 Surgical treatment ajynecomastia.

1 ReconstructiveHealth Servicesxceptasspecificallystatedin Sectionl.2 or asrequired
by law.

1 Sclerotherapyor the treatmentof varicoseveinsof the lower extremitiesincluding
ultrasonic guidance for needle and/or catheter placement and subsequent sequential
ultrasound studies to assess the results of ongoing treatment of varicose veins of the
lower extremitieswith sclerotherapy.

1 Treatment of telangiectatic dermal veins (spider veins) bynagiyrod.

1 Surgicatreatmentof flat feet, subluxationof the foot, weak,strained,unstabléefeet,
tarsalgia, metatarsalghaperkeratosis

9 Bariatric surgery, regardless tife purpose it is proposed or performed. This includes but
is not limited to RouxenY (RNY), Laparoscopic gastric bypass surgery or other gastric
bypass surgery, or Gastroplasty, or gastric banding procedures. Complications directly
related to bariatricsurgerythat resultsin aninpatientstayor anextendedinpatientstay
for the bariatric surgeryasdeterminedby MDwise,are not covered.Thisexclusion
appliesevenif the original treatment or surgery was performed while the member was
covered byanother carrier/seffunded plan prior to MDwise coverage. Directly related
means that the treatment or surgery occurred as a direct result of the bariatric surgery
and would not have taken place in the absence of the surgery. This exclusion does not
appy to conditions including but not limited to myocardial infarction, pulmonary
embolism, thrombophlebitis, and exacerbation of caorbid conditions.

1 Services to reverse voluntarily inducsirility.
1 Eyesurgeryto correct errors of refraction,suchasnear-sightednessncluding
without limitation LASIK, radial keratotomy or keratomileusis, or excimer laser

refractive keratectomy.

1 Services and supplies related to sex transformation and/or the reversal thereof, or male or
female sexual or erectile dysfatons or inadequacies, regardless of origin or cause. This
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Exclusion includes sexual therapy and counseling. This exclusion also includes penile prosthes
or implants and vascular or artificial reconstruction, Prescription Drugs, and all giteeredures
andequipmentdevelopedor or usedin the treatmentof impotency,andall related Diagnostic
Testing. Effective with dates of service 1.1.16 and beyond, the exclusion related to erectile
dysfunction and surgeries for sexual dysfunction is no longer in effect and such services are
eligible for coverage. Effective with dates of service 1.1.17 and beyloméxclusion related to
gender transition is no longer in effect and such services are eligible for covetadgerR 8§
92.207(b)(4) 45 CFR § 92.207(b)(5)).

3. Provider Reimbursement & Submission Requirements

3.1. The Medicare Prospective Payment System (IPf$9ed to calculate payment based on
Diagnosis Related Groups (DRG). MDwise uses the CMSRE Grouper which includes
tables for all valid diagnoses, procedures and DRGs. The CMBREGB Grouper also includes
clinical edits that identify inconsistencied t er eval uating a patientds
secondary diagnoses, surgipabcedures age sex,anddischargestatusfor possibleerrors.

Components of DRG payment for the marketplace includes:
1 Operating Expense: The federal base operatirexpense rate (divided into labor

related and norAabor related and the labor related share) is adjusted by the wage index
for the area where the hospital is located. The ntabor share is adjusted by a cost of
living adjustment factor. An adjustment forSBi (disproportionate share) is then applied,
as appropriate, which takesto accountthe speciaheedsof hospitalsthat servea
disproportionatenumberof low- income patients or Medicare beneficiaries. The
Readmissions Payment Factor is also appliglizing the CMS Readmission Supplemental
Data files. The file contains the Readmissions Payment Adjustment Amount for each
applicable facility. The readmissions adjustment factalwaydessthan1.0000;
therefore,the readmissionpaymentadjustmentamount will always
be a negative amount (i.e., a payment reduction). If a reduction is not applicable, the file
will have a 1.0000 for that facility.

1 Capital Expense . The national capital rate is first adjusted for local wage differences or
geographic vaations in cost. These factors are derived from the wage index values used
by the operating portion of the PPS. Geographic Adjustment Factors (GAFs) are specific
to the hospital ds geogr agassifierl) ahdoacegublisbedin( ur b a
Tables 4A through 4C of the Final Rule. An adjustment for DSH (disproportionate share)
is then applied and also for IME which is intended to compensate hospitals for the indirect
costs of providing medica&ducation.

For the marketplace product, the followgnare not included in the DRG calculations:
o IME (Med Ed) under operating portion payment
Value Based Purchasing Adjustment
Organ acquisition payment
Bad debt claimed and renal bad debt claimed
Direct graduate medical education
Nursing school pasthrough and other allied health programs
Hospital readmission adjustments and hospital acquired conditions adjustments.

O O OO0 OoOo

Payment to the hospitals include the capital and operating portion of the DRG, howeiller
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not include Medicare no#PPS payments,eff r ed t o as Oper diem pass
per diem pass through is an amount paid in addition to the DRG for such things as capital for

new hospitals, direct medical education, and organ acquisition expenses. These additional
payments will not be nae for the Marketplace.

In accordance with the Marketplace policy:

1 The Medicarerate (of if no Medicarerate 150%0f Medicaid)is multipliedby the
pr ovi der 0 gatecfar axampkels3%dod aqualifiedhealthplan(QHP) 1
contractedprovider.

9 Ifthe provideris not contractedthe lowest QHP rate is usedto calculatethe
reimbursement rate. For facilities, this is 133%, and for professional claRb%s.

1 Insomecasethe authorizationcould containthe non-contractedprovider reimbursement
for the service inquestion.

1 Inallcasesif the billedamountis lessthanthe contractedpaymentamount,the billed
amount is to bereimbursed.

3.2. Underthe inpatientprospectivepaymentsystem(IPPS)the DRG assigneat discharges
payment in full to thehospital for the inpatient stay, except for thalowing.

1 Pneumococcal Vaccinds billed by the hospital on the For@MS1450.

1 Ambulance Servicelf transportation is by a hospital owned and operated ambulance, the
hospital bills separately on For@MS 1450 as appropriate. Similarly, if the hospital
arranges fothe ambulancéransportationwith anambulanceperator, includingpaying
the ambulance operator, it bills separately. However, if an ambulance is used for the
transportation of a hospital patient to another facility for diagnostic tests or special
treatment the ambulance trip is considered part of the DRG, and not separhilédple.

1 Hemophilia clotting facto® Is billed on claim with inpatient stay. Factor is paid using
the blood-clotting factors HCPCScodesfrom the MedicarePart B Drug PricingFile,
whichis made available on a quarteblgsis

Excluded from IPPS are Medicare defined children's hospitals (identified ;y833900n last

four digits of provider number) and cancer hospétélist can be found on CMS website), and
hospitals located outside the 50 States. These excluded hospitals and units are paid on the basis
of reasonable costs (See CMS Claims Processing Manual, Chapter 3).

3.3. Outliers . The actualdeterminationof whether a casequalifiesfor outlier paymentsare
determined by the Pricer, which takes into account both operating and capital costs. The
combined operating and capital costs of a case must exceed the fixed loss outlier threshold to
qualify for an outlier paymenthe operating and capital costs are computed separately by
multiplying the total covered charges by the operating and capitattmesharge ratios. The
estimated operating and capital costs are compared with the fired threshold after dividing
that threshold into an operating portion and a capital portion. The thresholds are also adjusted
by the area wage index (and capital geographic adjustment factor) before being compared to the
operating and capital costs of the case. Finally, the outlier payimmdrgsed on a marginal cost
factor equal to 80 percent of the combined operating and capital costs in excess of the fixed
loss threshold (90 percent for burn MBRGS). For a more detailed explanation on the
calculation of outlier payments, visitttp://www.cms.gov/Medicare/MedicaFeefor-Service
Payment/AcutelnpatientPPS/outlier.html
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3.4. The following MEDRGs receive speciattention:

T MSDRGs No. 81-983- Represent discharges with valid data, but the surgical procedure
is unrelated to the principal diagnosis. These DRGs have relative weights assigned to them
and willbe paid.However,the hospitalmayreview the claimanddeterminethat where
either the principle diagnosis or surgical procedure was reported incorrectly and submit
an adjustment bill.

T MSDRG No. 998- Represents a discharge reporting a principle diagnosis that is invalid as
a principal diagnosis. Examples include a diagnosialoétés mellitus or an infection of
the genitourinarytract duringpregnancyboth unspecifiedasto episodeof care.These
claimswill be denied and the hospital must enter the corrected principal diagnosis for
proper MSDRG assignment and resubmit tblaim.

1 MSDRG No. 999- Represents a discharge with invalid data, making it ungroupable.
These claimsvill be deniedfor correction of dataelementsaffectingoroper MSDRG
assignment.

3.5. Inpatient Stays Lessthan 24 Hours. Providersshouldbill anyinpatientstaythat is lessthan
24 hours as an outpatient service. Inpatient stays less than 24 hours that are billed as an
inpatient service will bdenied.

3.6. Newborn Services . Per the member policy, covered Marketplace services for a newborn

child (birth or adoption) may be reimbursed u
life. If a newborn obtains a Marketplace Policy and ID # prior to the end of the 31 days,

provi ders are instructed to use the member6s | LC
purposes. However, if a cl ai mnids nmou thnanrttiitse ch awre

first 31 days and the service is covered, the claim is eligibleeforbursemat.

If the claims payer receives an inpatient claim with a length of stay of 32 days or longer under

t he mot haenrdd smd tDhtethe&laim may e denied with a request to submit the

cl aim under the member ds p ooVerageyfar the Mfewbbrh,¢he mot h e |
Marketplace would be liable for that portion of the DRG and any applicable outlier that is

related to the first 31 days of the inpatient stay.

I f a newborn child is required to datedaheHasakh an |
Services for the newborn child will then be considered a separate admission from the Maternity

and an ordinary routine nursery admission, and will be subject to a separate Inpatient
Coinsurance/Copay.

3.7. Psychiatric/Substance Abuse Inpatien t Stay Reimbursement . The Inpatient Psychiatric
Facility Prospective Payment System (IPF PPS) is used to reimburse freestanding psychiatric
hospitals and some certified psychiatric units of general acute care hospitals. Payments under
the IPFPPSare basedon afederalper diembaserate that includesboth inpatientoperatingand
capital related costs (including routine and ancillary services), but excludes certain pass
through costs (i.e., bad debts, and graduate medical education). Outlier paymentésmag a
applicable in certain cases.

Psychiatric hospitals and distinct part psychiatric units of acute care hospitals included in the IPF
PPS can be determined by the facilities OSCAR number. Providers with OSCAR numbers
where the last 4 digits range frod0004499 are Psychiatric Hospitals and are priced through

the IPF PPS. The standardized Federal per diem base rates and adjustment factors are updated
annually. Sebttp://www.cms.hhs.gov/InpatientPsychFacilPPS/02_regulations.asp
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Patientlevel adjustments include a DRG, or NDIRG, adjustment, comorbidity adjustment, an age
adjustment, and a variable per diem adjustment.

The variable per diem adjustments account for @ecillary and certain administrative costs that
occur disproportionately in the first days after admission to an IPF. The variable per diem
adjustments decline each day of the patientds
remain the same e&cday for the remainder of the stay.

Facilitylevel adjustments for the marketplace include the hospital wage index, a rural location
adjustment, and an emergency department adjustment for qualifying EDs,

The wage index accounts for the geographic dédferes in labor costs. The IPF PPS uses the
unadjusted, prdloor, pre-reclassified hospital wage index in effect on July 1 of each year. The
wage index is applied to the laboelated share of the Federal per diem base rate. GB&sed
Statistical Area (CBA) designations are used for assigning a wage index value for discharges.

There is a 17 percent adjustment if a facility is located in a rural area. The IPF PPS defines urban
and rural areas at 42 CFR 412.402.

Electroconvulsive Therapy (ECT) Payment.  IPFs receive an additional payment for each

ECT treatment furnished during the IPF stay. The ECT base rate is based on the median hospital
cost used to calculate the calendar year 2005 Outpatient Prospective Payment System amount
for ECT and is updated anniiaby the market basket and wage budget neutrality factor. The

ECT base rate is adjusted by the wage index and any applicable COLA factor.

An IPF must report revenue code 0901 along with the number of units of ECT on the claim. In
addition, IPFs must ihade the ICD-10-CM procedure code for ECT (94.27) in the procedure
code field and use the date of the last ECT treatment the patient received during their IPF stay.

3.8. Long-Term Acute Care Hospitals. A LongTerm Acute Care (LTAC) hospital is a
freestanding gneralacutecarehospitallicensedunder IC 16-21 that is designatedy the
Medicareprogramasa longterm care hospital (LTCH) and has an average inpatient length of
stay greater than 25 days. Facilities that are designated as LTACs can be found/iedicaid
Supplemental Rate File within the zipped filetided npat i ent . | oc 6.

Based on the medical needs of the member, a delivery system may choose to authorize care in
a LTAC for a designated number of days. As part of the authorization a per diemas® @te

maybe established. This rate should be included in the authorization for care, so that the claims
payer knows how to price any claims received. The Medicaid per diem rate, as indicated in the
supplemental rate file can be used as a guide.

If a delivery system selects Medicare payment methodology for the reimbursement of the
facility, the authorization or contract will indicate the percent by which the LTCH PPS DRG

rate shall be multiplied, based on the facility agreement in place. Inatatguthe LTCH PPS

DRG rate, all applicable facility components shall be applied to the DRG calculation. This would
include DSH, IME and any other facility related input to the pricing.

4. Procedure Codes and Claim Considerations

4.1. Critical Access Hospita Is ( CAH) CAHOGs a me the ENSnmreimburseendnt
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rate set for their facility

4.2. Present on Admission Reporting and Provider Preventable Conditions. Hospitals are
required to report whether each diagnosis on a claim was present on admission for inpatie
claims. Claims submitted without the required Present on Admission (POA) indicators will be
denied. For claims containing secondary diagnoses that are included in the list of Hospital
Acquired ConditiongHACSs) andfor whichthe conditionwasnot presern on admissionthe
HAC secondary diagnosis will not be used forf&G grouping. So the claim will be paid as
though any secondary diagnoses listed below were not present onl#im.

The Marketplace also will not cover a surgical or other invagis@cedure to treat particular
medical conditions when the practitioner performs the surgery or invasive procedure
erroneously, including:

A Incorrect surgical or other invasiyirocedures

A Surgical or other invasive procedures on the wrong bpdyt

A Surgicabr other invasive procedures on the wromgtient

Hospitalizations and other services related to these noncovered procedures are also not covered.

4.3. Readmissions. Applicable readmits should be denied. A readmission is defined as an admission
within 3 daysfollowing a previous admission and discharge for the same or related condition.
Same orrelatedrefersto the principaldiagnosicode andis basedon the first three digitsof the
ICD-10- CM code. If a second inpatient claim is billed for the same memgrthe same or
related principal diagnosis code, the second claim witldreed.

4.4. Transfers . A dischargeof a hospitalinpatientis consideredto be atransferif the
patientis admitted the same day to anothlkospital.

Please note:When a member tsansferred from one Hospital or other facility to another Hospital or
other facility on the same day, any Copay per admission in the Schedule of Benefits is waived for the
second admission.

IPPS Transfers Between Hospitals. Payment to the transferringospital is based upon a
graduated per diem rate. The prospective payment rate is divided by the geometric mean length
of stay for the specific MBRG into which the case falls. Hospitals receive twice the per diem
rate for the first day of the stay and éhper diem rate for every following day up to the full MS
DRG amount. If the stay is less than | day, | day is paid. A day is counted if the patient was
admitted with the expectation of staying overnight.

The prospective payment rate paid is thespital's specific rate. Where a transfer case results in
treatment in the second hospital under a NIBRG different than the M®RG in the transferring
hospital, payment to each is based upon the G under which the patient was treated. The
transferrirg hospital may be paid an outlier payment.

An exception to the transfer policy applies to MERG 789. The weighting factor for this MS
DRG assumes that the patient will be transferred, since a transfer is part of the definition.
Therefore, a hospital thatransfers a patient classified into this MDRG is paid the full amount of
the prospective payment rate associated with the DRG rather than the per diem rate, plus any
outlier payment, if applicable.
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Transfers from an IPPS Acute Care Hospital to Hospital s or Hospital Units

Excluded from the IPPS. When patients are transferred to hospitals or units excluded from
IPPS, the full inpatient prospective payment is made to the transferring hospital. The receiving
hospital is paid on the basis of reasonable castss made at the rate of its respective payment
system (e.g. freestanding psych facility).

Postacute Care Transfers . A discharge of a hospital inpatient is considered to be a
transfer when the patient's discharge is assigned to one of the qualifyingcBtssMSDRGs
and the discharge is made under any of the following circumstances:
1 To a hospital or distinct part hospital unit excluded from the inpatient prospective
payment system. Facilities excluded from IPPS are inpatient rehabilitation facilities an
units (Patient Status Code 63), long term care hospitals (Patient Status Code 62),
psychiatric hospitals and unitBatientStatusCode 65),c h i | dospgitalsasdcancer
hospitals(PatientStatusCode 05).
1 To a skilled nursing facility (Patient Stat@ode03).
1 To home under a written plan of care for the provision of home health services from a
home healthagencyandthoseservicesheginwithin 3 daysafter the date of discharge
(PatientStatus Coded6).

For these cases, the transferring hospitap#ésd 50 percent of the appropriate inpatient prospective
payment rate and 50 percent of the appropriate transfer payment.

Refer to Table 5 of the applicable Fiscal Year IPPS Federal Register for the list of qualifying
Postacute M RGs and Special PayRacute MEDRGs.

4.5. Payment for Blood Clotting Factor Administered to Hemophilia Inpatients. Under
the IPPShospitalsreceivea speciabddon paymentfor the costsof furnishingblood clotting
factorsto inpatient members with hemophilia. The clotting facadd-on payment is calculated
using the numbeof units(asdefinedin the HCPCScodelong descriptor) billed by the
provider.

The PPSPricer software does not calculatethe paymentamount. The Fiscallntermediary

Shared System (FISS) calculatesghgment amount and subtracts the charges from those
submitted to Pricerso that the clotting factor chargesare not includedin cost outlier
computations.

Blood clotting factors not paid on a cost or PPS basis are priced as a drug/biological under the
Mediare Part B Drug Pricing File effective for the specific date of service. The average sales
price (ASP) plus 6 percent i isnotapmial tothisipaymantr ov i d
unless specified in contract.

Pricing requirements include:

1 Editsmustbein placeto require HCPCScodeswith RevCode 0636.Multipleiterations of
the revenue code are possible with the same or different HCPCS codes. Units are not
edited except to ensure a numen@lue;

i Chargedorwardedto Pricerarereducedbythe chargedor hemophiliaclotting
factorsin revenue codé636.

Payment will be made for the blood clotting factor only if an KED-CM diagnosis code for
hemophilia is included on the bill.

Modified on July 14, 2017 Pagel27 of 266



Diagnosis Code Description

(ICD-110)

D68.0 Von Willebrand'disease

D68.1 Hereditary factor Xl deficiency

D68.2 Hereditary deficiency of other clotting factors

D68.311 Acquired hemophilia

D68.312 Antiphospholipid antibody with hemorrhagic disorder

D68.318 Other hemorrhagic disorder due to intrinsic circulating
anticoagulants, antibodies, or inhibitors

D68.32 Hemorrhagic disorder due to extrinsic circulating anticoagulants

D68.4 Acquired coagulation factor deficiency

D68.51 Activated protein C resistance

D68.52 Prothrombin gene mutation

D68.59 Other primary thrombophilia

D68.61 Antiphospholipid syndrome

D68.62 Lupus anticoagulant syndrome

D68.69 Other thrombophilia

D68.8 Other specified coagulation defects

D68.9 Coagulation defect, unspecified

4.6. Outpatient Services Treated as Inpatient
Preadmission Diagnostic Services . Diagnostic services (including clinical diagnostic

Services

laboratory tests) provided to a member by the admitting hospital, or by an entity wholly owned
or wholly operated by the admitting hospital (or by another entity underaargements with the
admitting hospital), within 3 days prior to and including the date of the member's admission are
deemed to be inpatient services and included in the inpatient payment. For example, if a patient
is admitted on a Wednesday, outpatient siges provided by the hospital on Sunday, Monday,
Tuesday, or Wednesday are included in the inpatient payment.

This provision does not apply to ambulance services and maintenance renal dialysis services.
Additionally, services furnished by skilled nurdiagjlities, home health agencies, and hospices
are excluded from the payment window provisions.

For hospitals and units excluded from IPPS, this provision applies only to services furnished
within one day prior to and including the date of the member'snégsion. The hospitals and
units that are excluded from IPPS are: psychiatric hospitals and units; inpatient rehabilitation

facilities (IRF) and units; lotge r m

hospitals.

care hospitals (LTCH)

chil di

The 3day (or 1-day) paymet window policy does not apply when the admitting hospital is a
critical access hospital (CAH). Therefore outpatient diagnostic services rendered to a member
by a CAH, or by an entity that is wholly owned or operated by a CAH, during the payment

window, &

not

bundl ed on the claim for t he

me mber ¢

For this provision, diagnostic services are defined by the presence on the bill of the following
revenue and/or CPT codes:
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Revenue Code | Description

0254 Drugs incident to otherdiagnostic services

0255 Drugs incident to radiology

030X Laboratory

031X Laboratory pathological

032X Radiology diagnostic

0341, 0343 Nuclear medicine, diagnostic/Diagnostic Radiopharmaceutical

035X CT scan

0371 Anesthesia incident to Radiology

0372 Anesthesia incident to other diagnostic services

040X Other imaging services

046X Pulmonary function

0471 Audiology diagnostic

0481, 0489 Cardiology, Cardiac Catheter Lab/Other Cardiology with CPT
codes 9345193464, 93503, 93505, 93533533,93561:93568,
9357193572, G0275, and G0278 diagnostic

0482 Cardiology, Stress Test

0483 Cardiology, Echocardiology

053X Osteopathic services

061X MRT

062X Medical/surgical supplies, incident to radiology or other diagng
services

073X EKG/ECG

074X EEG

0918 Testing Behavioral Health

092X Other diagnostic services

Other Preadmission Services . All outpatient nondiagnostic services, other than ambulance and

maintenance renal dialysis services, provided by the hospital (or an entity vawatkyd or wholly

operated

by the hospital) on the date

of

a

the admission, and thus, must be billed with the inpatient stay. Also, outpatient nondiagnostic
services, other than ambulance and maintenancealrdialysis services, provided by the hospital
(or an entity wholly owned or wholly operated by the hospital) on the first, second, and third

days for a hospital paid under
admission areleemedrelated to the admission, and thus, must be billed with the inpatient stay,

cal endar

unless the hospital attests to specific nondiagnostic services as being unrelated to the hospital

t he

claim (that is, the preadmission nondiagnostic services are clinically distinodewendent from
the reason f or t h byaddegadoeditidnsodebd (defingtisnio 61 )

Attestation of UnrelatedOutpatientNon-d i agnost i c

Servicesd)

t o

outpatient nondiagnostic services claim. Outpatiemindiagnostic services provided during the
payment window that are unrelated to the admission may be separhiiédy.

4.7. Transplants.

T Asoutlinedin Section3.1,the organacquisitioncostis not addedto the DRG paymentfor
an organ transplant (per diemapghrough).

1 Pancreas Transplants. According to Medicare coverage and reimbursement
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guidelines, pancreas transplants are covered for either simultaneous patkitdeay
(SPK) transplantation or pancreas after kidney (PAK) transplantation. They are not
covered for Pancreas Transplant Alone (PTA). However, PTA may be covered in the
Marketplace with authorization and determination of mediwdessity.

To determine pricing of a PTA, the claims payer must bypass any applicable PRICER edit
for a PAK becausa prior kidney transplant cannot be determined. In bypassing the edit,
the PTA may be reimbursed using the PAK pricing.

Procedures must be reported using the current IEID-CM procedure codes for pancreas
transplants. Providers must place at least onehaf following transplant procedure codes
on the claim:

o0 52.80 Transplant ghancreas

o 52.82 Homotransplant gfancreas

0 OFYGO0Zz0 Transplantation of Pancreas, Allogeneic (0@p

0 OFYGO0Z1 Transplantation of Pancreas, Syngeneic-AQD

5. Prior Authorization (PA ) Requirements

5.1. With the exception of some maternity admissions, all inpatient stays require a prior
authorization and will deny without proper authorization. The inpatient authorization is a
global authorization sucthat all coveredinpatientservicege.g.professionalshouldbe
reimbursedif the inpatientstay itself is authorized. Maternity admissions for normal vaginal
delivery or G-Section do not require priorauthorization.

6. Claims Editing Requirements

6.1. The Medicare Code Editor (MCE) is a freahd software program that edits claims to detect incorrect
billing data. They include correct IG®or ICD-10 coding, coverage, and clinical edits.

7. Copays and Coinsurance

7.1. Refer to the MDwise Marketplace Individual Policy for the Schedule of Benefits whichasizes applicable
coinsurance related to coverage of inpatient services. Coinsurance, not the office visit copay applies to F
or specialist services provided with a place of service 21 (inpatient hospital), 51 (inpatient psych hospital)
other inpaient facility.
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MNP - Manipulation Therapy

1. Benefit Coverage

1.1 Covered services considered under Manipulation Therapy Services include medically necessary
Osteopathic/Chiropractic Manipulation Therapy used for treatimgblems associated with bones,
joints and the back.

Osteopathic Manipulative TreatmedtOsteopathic Manipulative Treatment (OMT) is a form of
manual treatment applied by a physician or other qualified health care professional (physical
therapist) to elminate or alleviate somatic dysfunction and related disorders. This treatment may
be accomplished by a variety of techniques.

1.2. Covered chiropractic therapy includes services provided by a licensed chiropractor who meets
specified qualifying requirementsjttonly for treatment by means of manual manipulation of the
spine to correct a subluxation. MDwise covers limited chiropractic services when performed by a
chiropractorlicensedby the stateor jurisdictionin which he/sheresides.Chiropracticservicesby a
chiropractor are limited to Manipulation Therapy, specifically limited to covered visits for
treatment by means of manual spinanipulation.

1.3. A numberof differentterms composedof the followingwords maybe usedto describemanual
manipulation aslefinedabove:

Spine or spinal adjustment by manonagans;
Spine or spinahanipulation;

Manual adjustmengnd

Vertebral manipulation oadjustment

= =4 -4 A

2. Benefit Limitations and Exclusions

2.1. Limitations
1 Annuallimitation of 12 approvedvisits.Any visitsapprovedapplytoward limitation of 12
Visits.

T Manipulation therapy services performed by any qualified provider type, for example
chiropractor, physicianor physicatherapist,the visit type will be countedtoward maximum
for Manipulation Therap$ervces.

T Manipulations whether performed and billed as the only procedure or manipulations

performedin conjunctionwith anexamandbilled asan office visit will be countedtoward any
maximumfor ManipulationTherapyServicesasspecifiedn the Schedulef Benefits.
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T Manipulation. Coverage of chiropractic manual manipulation service is specifically limited to
covered visits for treatment by means of manual manipulation, i.e., by use of hands.
Additionally,manualdeviceq(i.e.,thosethat are handheldwith the thrust of the force of the
device being controlled manually) may be used by chiropractors in performing manual
manipulation of the spine. However, no additional payment is available for use of the device,
nor is an extra charge for thdevice itselfecognized.

1 If a chiropractor orders, takes, or interprets anpay or other diagnostic procedure to
demonstratea subluxationof the spine the x-ray canbe usedfor documentationHowever,
there is no coverageor paymentfor theseservicesor for anyother diagnosticinterpretive,
or therapeuticserviceordered or furnishedby the chiropractor.

T Rangeof motion testingis consideredto beincludedin the patientvisit or manipulative
treatment and may not be billed or reimbursedparately.

1 Activitiesof dailylivingtrainingserviceswill be consideredto beincludedin the patient
manipulative treatment and may not be billed or reimbursegarately.

T Note 0 If different types of Therapy Services are performed during Bhgsician Home Visit,
Office Service, or Outpatient Service, then each different type of Therapy Service performed
will be considered a separate Therapy Visit. Each Therapy Visit will count against the
applicable Maximum Visits. For example, if both a Bay3 herapy Service and a Manipulation
TherapyServiceare performedduringone PhysiciatHome Visit, Office Servicepr Outpatient
Servicethey will countasboth one PhysicallherapyVisitandone ManipulationTherapyVisit.

2.2. Exclusions
1 ManipulationTherapyServicegenderedin the homeaspart of Home Care Servicesare not
covered.

1 Maintenance therapy, which is treatment given when no additional progress is apparent or
expected to occur is excluded. Maintenance therapy includes treatment that preser
presentlevelof functioningandpreventslossof that functioning but whichdoesnot resultin
any additionalimprovement.

3. Provider Reimbursement & Submission Requirements

3.1. The providerreimbursemenis asper contractedrate utilizingthe appropriateMedicarephysician
fee schedule as the basste.
1 Usethe Medicarepaymentamount,if availablethen applythep r o v i cdnéract@ds
percentof Medicarelf not, andthe servicecodeis covered,then usethe Medicaid
paymentamount as the base. 150% of Medicaid is deemed equivalent to the Medicare
rate; then apply tpeeenpfirMedidare.édfthéreis m dMadicarea ct e ¢
or Medicaid rate and the servide covered,the item mustbe manuallypriced.
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1 If the provider is not contracted, and the service is authorized, then the following rate is
applied to the applicable Medicare fee amount (or 150% of the Medicaid payment amount
asthe Medicareequivalentwhenno feein Medicareis availableandit is a coveredservice),
unlessin somecasethe authorizationcould containthe non-contractedprovider rate:

1 Facilityl33%,
1 Professional claimn25%

|| Siteof service(nonfacilityandfacilityservicesfeesmayapplyto certainservicecodes

1 In all casesif the billedamountis lessthanthe contractedpaymentamount,the billed
amount is to beeimbursed.

3.2. Frequency of visits is no more than one per day. If additional visits are billed, additional
documentationof the necessityfor additionaltreatment must be submittedwith claimandclaim
will be pended foreview

3.3. Chiropractic services are submitted on the CMS 1500 or electronic equivalent. Covered services
billedby a physiciaror other qualifiedprofession(physicatherapist)are billed asserviceprovided
in clinic or outpatient setting using the CMS 1500 or CMS 1450 (akaUB 04 at present) or the
electronicequivalent.

4. Procedure Codes and Claim Considerations

4.1. The preciselevel/locationof the subluxationmustbe specifiedby the chiropractor to substantiatea
claim for manipulation of the spine. This designation is made in relation to the part of the spine in
which the subluxation islentified.

4.2. Thelevel/locationisindicatedby one of the primary diagnosidistedin the tablebelow.

CPT/HCPCS Codes
98940 |CHIROPRACTIC MANIPULATIVE TREATMENT (CMT); SPINAR,REGIONS

98941 |CHIROPRACTIC MANIPULATIVE TREATMENT (CMT); SPINAK,BEGIONS

98942 |CHIROPRACTIC MANIPULATIVE TREATMENT (CMT); SPINAL, 5 REGIONS

Chiropractic Manipulative Treatment: éhiropractor provider is to bill utilizing the above codes.
The chiropractic manipulative treatment codes include a-pr@nipulation patient assessment.

Modified on July 14, 2017 Pagel33 of 266



4.3. OsteopathicManipulativelreatment(OMT) appliedby a physiciaror other qualifiedheath care
professional(not chiropractor) mayincludethe followingcodesfor billing.

1 Bodyregionsreferredto are:head,cervicalthoracic,lower extremities,upperextremities,
rib cage region, abdomen and viscezgion

98925 |Osteopathic manipulativeeatment (OMT) 12 body regions involved

98926 |34 body regions involved

98927 5.6 body regions involved

98928 17-8 body regions involved

98929 |9-10 body regions involved

5. Prior Authorization (PA) Requirements

5.1. Claimsreceivedfor ManipulationTherapyare processedn accordancewith the MDwise
Marketplace Prior Authorizatiorequirements.

5.2. Chiropractic Spinal Manipulation for members less than 5 years old requires a prior
authorization.
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MTS - Maternity Services

1. Benefit Coverage

1.1. Covered maternity servicasclude:
T Inpatient Services, includidglivery
T OutpatientServices
1 Physician Hom¥isits
1 Office Services (prenatal apdstpartum)

Delivery servicesncludeadmissiorto the hospital,the admissiorhistory and physicakexamination,
management of uncomplicated labor, vaginal delivery (with or without episiotomy, with or without
forceps), or caesareatelivery.

1.2. Coverage for the inpatient postpartum stay for the mother and their newborn child will be, at a
minimum, 48 hous for a vaginal delivery and 96 hours for a cesarean section. Coverage will be for
the lengthof stayrecommendedy the AmericanAcademyof Pediatricaandthe AmericanCollege
of ObstetriciansandGynecologistsn their Guidelinesor PrenatalCare andPostnatalCare.

1.3. Covered Maternity Services include pedte | i very care visits at the n

participatingorovider performedno later than 48 hoursfollowingdischargdrom the hospital,with
prior authorization.Coveragefor this visitincludesall of the followinglisted below.

1 Parenteducation,
9 Assistance and training in breast or bottle feedary

1 Asauthorized,performanceof anymaternalor neonatalttestsroutinely performedduringthe
usual course of inpatient care for the mother their newborn child, including the collection
of anadequatesamplefor the hereditaryandmetabolicnewborn screening.

1.4. New Dependents as a Result of Birth, Adoption, or Placement for Adoption .fa

member has a new dependent as a result of bigtipption, or placement for adoption, according

to the memberpolicy,their new dependentwould be coveredfor aninitial period of 31 daysfrom
the date of birth or adoption. The effective Date for Coverage will be upon the earlier of the date
of birth, adbption or placement for adoption or the date of the entry of an order granting the
adoptive parent custody of the child for purposes of adoption. Coverage will continue for the
dependent beyond 31 days, provided the member submits a form through the Egehamadd the
dependent to the Contract and pay the required premium. The form must be submitted to the
Exchange within 60 days after the date of birth or adoption. If the form is not submitted to the
Exchange within 60 days after the date of birth or atop, coverage will cease on the expiration
of the 31 day period provided above.

1.5. MDwisewill cover anexaminationgivenat the earliestfeasiblgime to the newborn childfor the

detection of the followinglisorders.

T Phenylketonuria.
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T Hypothyroidism.

1 Hemoglobinopathies, including sickle eslémia.
1 Galactosemia.

T Maple Syrup urindisease.

T Homocystinuria.

T Inbornerrors of metabolisnthat resultin mentalretardationandthat are designatedy the
state department ohealth.

T Physiologitearingscreeningexaminatiorfor the detectionof hearingimpairments.
9 Congenital adrendlyperplasia.
1 Biotinidaseadeficiency.

M Disordersdetectedby tandemmassspectroscopyor other technologieswith the sameor
greater capabilities as tandem mapsctrometry.

T HIV testing in infants exposed tdlV/AIDS.

Deliveries performed in home setting by contracted Tier 1 providers are covered. Certified nurse
mi dwi fe services are also covered as outliandd i
Physician Assistants.

2. Benefit Limitations and Exclusions

2.1. Thefollowingbenefitlimitationsor exclusionsapplyto maternitycareservices:

1 Reimbursements not availabldor CPT® code 590720 Fetalumbilicalcord occlusion,
includingU.S.guidanceasthis procedureis designedo terminateafetus.
1 The following are not covered according to Marketplgwdicy:

o0 Placentadlphamicroglobulinl [PAMG-1] 8 CPT code 84112 Effectivewith 1.1.15dates
of service, this code isovered.

0 Three-dimensiona(3-D) or four-dimensiona{4-D) ultrasoundsd CPTcodes76376&
76377

0 Salivary Estriol Tests (HCPCS c088652)

1 Anyservicesor suppliesprovidedto apersonnot coveredunderthe contractin connection
with a surrogate pregnancy (including, but notited to, the bearing of a child by another
woman for an infertilecouple).
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3. Provider Reimbursement & Submission Requirements

3.1. Pregnancy Related Claims should includefotiewing:

1 Lastmenstrualperiod (LMP)in field 14 onthe CMS15000r DataElementl251on the 837P.
Providers must indicate the LMP on all claims. MDwise does not process for payment any
claims for pregnanegelated services submitted without &mMP.

1 Pregnancy indicator P in field 24H on t6&S1500.

3.2. Global Maternity Care BillingGlobal maternity care includes: pregnaneyated antepartum care, labor
and delivery, and uncomplicated postpartum care until six weeks postpartum. When the Same Provid
Group Physician and/or Other Health Care Professional provide all components addBipackage,
providers are required to bill using the glolbakternity care CPT codes (See@ion 4.1). The provider
who performs the delivery should bill for the global services.

Please Note: For the purposes of this policy Same Provider GroysiBian and/or Other
Health Care Professional includes all physicians and/or other health care professionals of the
same group reporting the same federal tax identification number.

Other antepartum services such as laboratory tests (excluding cterrinalysis), diagnostic
ultrasound, amniocentesis, cordocentesis, chorionic villus sampling, fetal stress test, and fetal
non-stress test are not considered part of global maternity services. They are reimbursed
separately.

Physicians from diffent group practices may provide individual components of maternity care

to a patient throughout a pregnancy. Although OB related E/M Services should be billed as a

global package, itemization may occur in the following situations:

1 A patient transfers intor out of a physician or group practice

1 A patient is referred to another physician during her pregnancy

1 A patient has the delivery performed by another physician or other health care professional
not associated with her physician or group practice

1 A patient terminates or miscarries her pregnancy

T A patient changes insurers during her pregne
onset of preghancy

T The patientds coverage terminates prior to ¢

I The antepartum care provided by the same physigiaup is less than the typical number of visits (usug

13) during the global OB package as defined by ACOG.

If the prenatal care has been provided by one physician and the delivery provided by a different
physician not in the same provider groygayment is made to both physicians for their rendered
services. The physician providing the prenatal care should bill for rendered services as soon as it
is known that he/she is not/will not be the physician doing the delivery.

3.3. C-sections. MDwise reimbuses for only one caesarean procedure regardless of the number of
babies delivered during the caesarean section. Therefore, only one detail line with one unit of
serviceisreimbursedfor caesareanleliveryprocedurecodes. See Section 4.2 for additional
information about billing multiple gestations.

3.4. Multiple birth deliveries.  Multiple birth deliveries are subject to multiple surgery reimbursement.
According to Medicare multiple surgery reimbursement policy 100% of the global fee is reimbursed
for the mostexpensive procedure and remaining procedures are reimbursed at 50% of the global
fee. See Section 4.2 for additional information about billing for multiple gestations.
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3.5. Birthing centers. Professional services rendered at birthing centers should be loiled CMS
1500 Professional claim form or the HIPAA 837P transaction with ptdeservice code 2%
BirthingCenter. Professionaservicesrenderedat birthingcentersby an AdvancedPracticeNurse
with provider specialtyof Certified Nurse MidwifeandPhysiciansre payable.

4. Procedure Codes and Claim Considerations

4.1. Procedures for global billing.
MDwise reimburses for the below global OB codes when all of the antepartum, delivery and
postpartum care is provided by the Same Group Physician and/or Otteaith Care Professional.
Claims will be adjudicated with either a single date of service or a date span. To facilitate claims
processing, providers should report one unit, whether submitted with a date span or a single date of
service.

Global
Delivery CP T| Description

Routine obstetric care including antepartum care, vaginal delivery
59400 postpartum care

59510 Routine obstetric care including antepartum care, cesarean deliver
postpartum care

Routine obstetric care includirgntepartum care, vaginal delivery an
59610 postpartum care, after previous cesarean deliverycare

Routine obstetric care including antepartum care, cesarean deliver
59618 and postpartum care, following attempted vaginal delivery after
previous cesareadelivery

Services Included in the Global Obstetrical Package

Per CPT guidelines and the American Congress of Obstetricians and Gynecologists (ACOG), the
following services are included in the global OB package.

All routine prenatal visits until deliverfapproximately 13 for uncomplicated cases)

Initial and subsequent history and physical exams

Recording of weight, blood pressures and fetal heart tones

Routine chemical urinalysis (CPT codes 81000 and 81002)

Admission to the hospital including history apHdysical

Inpatient E/M service provided within 24 hours of delivery

Management of uncomplicated labor

Prolonged physician services for labor and delivery services (99354, 99355, 99356, 99357,
99358, 99359, 99415 and 99416)

Vaginal or cesarean section deliy (except for Multiple Gestation as outlined below)
Delivery of placenta (CPT code 59414)

Administration/induction of intravenous oxytocin (CPT codes 963&%367)

Insertion of cervical dilator on same date as delivery (CPT code 59200)

Repair of firstor second degree lacerations*

Simple removal of cerclage (not under anesthesia)

=A =4 =8 =8 -4 -89

=A =4 =8 =8 -8 -4
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1 Uncomplicated inpatient visits following delivery
1 Routine outpatient E/M services provided within 6 weeks of delivery
i Postpartum care only (CPT code 59430)

Note: Reporting ofthird and fourth degree lacerations should be identified by appending modifier
22 to the global OB Code (CPT Codes 59400 and 59610) or delivery only code (CPT Codes 59409,
59410,59612 and 59614).

MDwise will not separately reimburse the above servicdwew reported separately from the global
OB Code.

Services Excluded from the Global Obstetrical Packalger CPT guidelines and ACOG, the
following services are excluded from the global OB package and may be reported separately if

warranted:

1 Initial E/M to diagnose pregnancy if antepartum record is not initiated at this confirmatory visit.
This confirmatory visit would be supported in conjunction with the use of KCBCM
diagnosis code 232.01 (Encounter for pregnancy test, result positive)

1 Laboratory tests (excluding routine chemical urinalysis)

1 Maternal or fetal echography procedures (CPT codes 76801, 76802, 76805, 76810, 76811,
76812, 76813, 76814, 76815, 76816, 76817, 76818, 76819, 76820, 76821, 76825, 76826, 7682
and 76828)

T Amniocentesisany method (CPT codes 59000 or 59001)

1 Cordocentesis (59012)

9 Chorionic villus sampling (CVS) (CPT code 59015)

9 Fetal contraction stress test (CPT code 59020)

1 Fetal nonstress test (CPT code 59025)

1 Amnioinfusion (CPT code 59070)

1 External cephalic version T code 59412)

9 Insertion of cervical dilator (CPT code 59200) more than 24 hours before delivery

1 E/M services for management of conditions unrelated to the pregnancy (e.g., bronchitis,
asthma, urinary tract infection) during antepartum or postpartum céhne;diagnosis should
support these services.

1 Additional E/M visits for complications or high risk monitoring resulting in greater than the
typical 13 antepartum visits; per ACOG these E/M services should not be reported until after
the patient delivers. ppend modifier 25 to identify these visits as separately identifiable from
routine antepartum visits.

1 Inpatient E/M services provided more than 24 hours before delivery

1 Management of surgical problems arising during pregnancy (e.g., appendicitis, rupenuesd

cholecystectomy)

4.2. Reimbursement for twin deliveries follows ACOG's coding guidelines as outlined in the below
table. Providers are required to bill using the following:

Vaginal Baby A 59400
Baby B 5940959
VBAC* Baby A 59610
Baby B 5961259
Cesarean Delivery Baby A & Baby B 59510
Repeat Cesarean Delivery Baby A & Baby B 59618
Vaginal Delivery + Cesarean Delivery Baby B 59510
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Baby A 5940951
VBAC + repeat Cesarean Delivery Baby B 59618
Baby A 5961251

*VBAC 0 Vaginal Birth afteDelivery

4.3. Delivery Services Only. Following are the CPT defined delivery only codes:
1 59409- Vaginal delivery only (with or without episiotomy and/or forceps)
1 59514- Cesarean delivery only
1 59612- Vaginal delivery only, after previous cesarean deliyeith or without episiotomy
and/or forceps)

I 59620- Cesarean delivery only, following attempted vaginal delivery after previous cesarean
delivery

The delivery only codes should be reported by the Same Provider Group Physician and/or Other

Health Care Proéssional for a single gestation when:

I The total OB package is not provided to the patient by the same single physician or group
practice and itemization of services needs to occur.

1 Only the delivery component of the maternity care is provided and the padign care is
performed by another physician or group of physicians

According to CPT and ACOG coding guidelines, the following services are included in the
delivery services codes and are not reimbursed separately:

1 Admission to the hospital

I The admissioristory and physical examination

1 Management of uncomplicated labor, vaginal delivery (with or without episiotomy, with or
without forceps, with or without vacuum extraction), or cesarean delivery, external and
internal fetal monitoring provided by the atteling physician

Intravenous (IV) induction of labor via oxytocin (CPT codes 96365367)

Delivery of the placenta; any method

Repair of first or second degree lacerations

Hospital visits related to the delivery during the delivery confinement

Insertion d cervical dilator (CPT 59200) is if performed on the same date of delivery.

=A =4 -8 -4 =9

4.4. Delivery Only Including Postpartum Care.
If a physician performs the delivery and postpartum care with minimal or no antepartum care the
following delivery plus postpartum caredes are used.

59410- Vaginal delivery only including postpartum care
59515- Cesarean delivery only; including postpartum care
59614- Vaginal delivery only, after previous cesarean delivery including postpartum care

59622- Cesarean delivery only, follving attempted vaginal delivery after previous cesarean
delivery; including postpartum care

E R

These codes should be reported by the Same Provider Group Physician and/or Other Health
Care Professional for a single gestation when:

1 The delivery angostpartum care services are the only services provided
1 The delivery and postpartum care services are provided in addition to a limited amount of
antepartum care (e.g., CPT code 59425).

The following services are included in delivery only including postpacare code and are not
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separately reimbursable services:

1 Hospital visits related to the delivery during the delivery confinement
1 Uncomplicated outpatient visits related to the pregnancy
9 Discussion of contraception

4.5. Postpartum Care Only (CPT Code 59430 )
The following services are included in postpartum care and are not separately reimbursable
services:
1 Uncomplicated outpatient visits related to the pregnancy
9 Discussion of contraception

Evaluation and management of problems or complications related to the pregnancy when
reported subsequent to CPT code 59430 are separately reimbursable.

The postpartum care only code should be reported by the Same Provider Group
Physician and/or OthreHealth Care Professional that provides the member with
postpartum care only. If a physician provides any component of antepartum along
with postpartum care, but does not perform the delivery, then the services should be
itemized by using the apppoiate antepartum care code and postpartum care code.

4.6. Antepartum Care Only
As outlined in Section 3.2although OB related E/M Services should be billed as a global package,
there are circumstances where antepartum services may be billed separatelgpaknim codes
59425 (46 visits) and 59426 (7 or more visits) may need to be billed separately to accommodate
situations when all the routine antepartum care (usually 13 visits) or global OB care may not be
provided Same Group Physician and/or Other Hedlthre Professional.

If the patient is treated for antepartum services only, or if antepartum care provided is less than
the typical number of visits (usually 13) in the global OB package, the physician and/or other
health care professional should use:

A CPTcode 59426 if 7 or more visits are provided

A CPT code 59425 if 4 visits are provided, or

A Itemize each E/M visit if only providj 13 visits (99211 99215 CPTcodes).

4.7. High Risk/Complications
A member may be seen more than the typical 13 anteparturntsvikie to high risk or
complications of pregnancy. The submission of these high risk or complication services is to
occur at the time of delivery, because it is not until then that appropriate assessment for the
number of antepartum visits can be made. WiBe will separately reimburse for E/M services
associated with high risk and/or complications when modifier 25 is appended to indicate it is
significant and separate from the routine antepartum care and the claim is submitted with
diagnosis code O09.xxx.

4.8. Maternal -Fetal Medicine Specialists
A patient may see a Maternkktal Medicine (MFM) Specialist in addition to a regular OB/GYN
physician. The reporting of these services is dependent on whether the MFM specialists are part
of the same group practicesehe OB/GYN physician. If the MFM has the same federal tax
identification number as the OB/GYN physician, the specialist should report the E/M services
with modifier 25 to indicate significant and separately identifiable E/M services. Use of modifier 25
will indicate that the MFM service is not part of the routine antepartum care supplied by that
physician group. However, if the MFM is in a different group practice than the physician(s) and
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other health care professionals supplying the routine antepartane,cmnodifier 25 is not
necessary.

4.9. Ultrasounds
MDwise allows two fetal ultrasounds per pregnancy for the following diagnosis and CPT codes
(see applicable CPT codes in Table 1 below) without prior authorization (PA), during the term of
t h e me prbgaandy.s Additional ultrasounds may be authorized if determined to be medically

necessary.
Diagnosis Code (ICBELO) Description

000.xx Ectopic pregnancy

001.xx Hydatidiform mole

002.xx Other abnormal products of conception

003.xx Spontaneousbortion

008.xx Complications following ectopic and molar pregnancy

009.xx Supervision of high risk pregnancy

Edema, proteinuria and hypertensive disorders in pregnancy,
childbirth and the puerperium
020.0x- 029.9x Other maternaldisorders predominantly related to pregnancy

030.0x--048.1x Maternal care related to the fetus and
amniotic cavity and possible delivery
Preterm labor without delivery

010.0x- 016.1x

060.0.0x

088.xx Obstetric embolism

098.0x-09A.4x Other obstetric conditions, not elsewhere classified
Z34.xx Encounter for supervision of pregnancy

Tablel: CPT CodesSubjectto Allowanceof Twp DiagnosticUltrasoundwithout PA
CPT Code | Description

76801 Ultrasound, pregnant uterus, real time with imagecumentation, fetal
and maternal evaluation, first trimester (<14 weeks 0 days),
transabdominal approach; single or first gestation

76802 Ultrasound, pregnant uterus, real time with image documentation, feta
and maternal evaluation, first trimester (<i¥eeks 0 days),
transabdominal approach; each additional gestation (List separately i
addition to code for primary procedure)

76805 Ultrasound,pregnantuterus,real time with imagedocumentationfetal
and maternal evaluation, after first trimester 0r = 14 weeks 0 days),
transabdominal approach; single or figststation
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76810 Ultrasound, pregnant uterus, real time with image documentation, feta
and maternal evaluation, after first trimester (> or = 14 weeks 0 days)
transabdominal approach; eadtiditional gestation (List separately in
addition to code for primary procedure)

76811 Ultrasound, pregnant uterus, real time with image documentation, feta
and maternal evaluation plus detailed fetal anatomic examination,
transabdominal approach; singlefirst gestation

76812 Ultrasound, pregnant uterus, real time with image documentation, feta
and maternal evaluation plus detailed fetal anatomic examination,
transabdominal approach; each additional gestation (List separately i
addition to code for pimary procedure)

76815 Ultrasound, pregnant uterus, real time with image documentatlimited
(e.g., fetal heabeat, placental location, fetal position and/or qualitative
amniotic fluid volume), one or more fetuses

76816 Ultrasound, pregnant uteruseal time with image documentation, follew
up (e.g., reevaluation of fetal size by measuring standard growth
parameters and amniotic fluid volume -egaluation of organ system(s)
suspected or confirmed to be abnormal on a previous scan),
transabdominahpproach, per fetus

76817 Ultrasound, pregnant uterus, real time with image documentation,
transvaginal

MDwise does not cover the following 3D or 4D ultrasounds for pregnant members because each is
considered experimental, investigational, or unproven.

CPT Code | Description

76376 3D rendering with interpretation and reporting of computed
tomography, magnetic resonance imaging, ultrasound or other
tomographic modality; not requiring image postprocessing or an
independent workstation.

76377 3D renderingwith interpretation and reporting of computed
tomography, magnetic resonance imaging, ultrasound or other
tomographic modality; requiring image postprocessing or an indepeng
workstation.
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4.10. E/M Service with an Obstetrical Ultrasound Procedure

An E/M service may be separately reimbursed in addition to an OB ultrasound procedures
(CPT codes 768076817 and 7682(06828) only if the E/M service has modifier 25 appended
to the E/M code. If the patient is having an OB ultrasound and an E/Mowisite same date

of service, per ACOG coding guidelines, the E/M service may be reported in addition to the
OB ultrasound if the visit is identified as distinct and separate from the ultrasound procedure.

17P. MDwise considers weekly injections of &Afpha hydroxyprogesterone (17P) between

weeks 16 and 36 of gestation medically necessary in pregnant women with a prior history of
preterm deliverybefore 37 weeksof gestationUseof 17Pasatechniqueto preventpreterm

laborin other pregnant women whb do not meet the above criteria and in those with other risk
factors for preterm delivery, including but not limited to multiple gestations, short cervical length,
or positive tests for cervicovaginal fetal fibronectin, continues to be considered inaéstigl,

and, therefore, remains moncovered therapy. Prior authorization is required for 17Bnd is
covered through the pharmacy benefit, not the medical benefit.

4.11. Home Tocolytic Infusion Therapy

1

Coverage is available for home tocolytic infustberapy utilizing a home uterine
monitoring device. To qualify for this therapy, the member must, at a minimum meet
the followingcriteria:

Be at least 24 to 34 weekgestation

Bein current preterm labor. Pretermlabor is definedasgreaterthan or equalto six
contractions pethour

Havea cervicaldilation of greaterthanor equalto one centimeter,or aneffacemenpf
greater than or equal to 7percent

Havedirect hometelephoneaccesdo providers,which meanshavingaworkingtelephone
Haveexperiencedsecondaryfailureto weanfrom infusedtocolytics,or havefailedoral
therapy and require continued infusitimerapy

Havean OB/GY N asthe referring physicianpr havehada consultationwith anOB/GYN

Cases of premature labor treated witbral medication only or requests for home uterine

monitoring devices alone for the purpose of screening frigk pregnancies will not be approved.
Members who receive only oral medications or who require only home uterine monitoring devices
do not qualifyfor tocolytic infusion therapy.

Prior authorization is required for home tocolytic infusion therapy altPA requests will be
forwarded to a physician for review and determination.
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Tocolytic Therapy Codes

Code | Description

S9349 | Home infusiontherapy, tocolytic infusion therapy, administrative services,
professional pharmacy services, care coordination, and all necessary supplies
equipment (drugs and nursing visits coded separately), per diem

99601 | Home infusion/specialty drug administaatj per visit (up to 2 hours);

99602 | Home infusion/specialty drug administration, per visit (up to 2 hours); each
additional hour (List separately in addition to code for primary procedure)

CPT® procedure codes 99601 and 99602 are used if a memimats the criteria for home

tocolytic infusion therapy and the agency is providing the home uterine monitoring and skilled
nursing components of the therapy only (rather than the entire package noted in S9349). When the
home health agency bills 99601 ar@b92, the tocolytic drugs and other supplies must be supplied
and billed separately through another provider. The home health agency should provide only the
home uterine monitor and the skilled nursing components of the home tocolytic infusion therapy.
The home health agency may bill 99601 for the first two hours of therapy and bill 99602 for each
additional hour of therapy, up to 22 additional hours for eachtbur period.

HHAs may bill for S9349, 99601, and 99602 using standard home health care bitiegngs. All
supplies for each therapy are bundled into a daily rate, and HHAs are not allowed to bill separately
for any supplies associated with these therapies.

Providers are allowed to bill one unit of service daily and should use revenue code %9 vlling
S9349, 99601, and 99602.

4.12. Other Outpatient Office Visits. = Coverage is allowed for CPT procedure codes 99311
99215 0r9924199245for outpatientofficevisitsrenderedto pregnantmembersjf the
serviceisrelated to a concurrent medicalondition requiring medical care or consultative
referral. Additionally, coverage is allowed for an E/M code on the first prenatal visit. The
concurrent condition must be identifiedseither a primaryor secondarycondition by avalid
ICD-10-CM diagnosiode.

4.13. N ewborn Services. Per thememberpolicy, covered Marketplace services for a newborn
child (birth or adoption) may be rei mbursed
life. If a newborn receives a Marketplace Policy and ID# prior to the end of the 31 days,
providers are instructed to use thRhedmenoh dred
namef or billing purposes. However, i fanda cl ai nm
mo t h e r dirstherfistrB® days and the service is covered, the claim is eligible for
reimbursement.

Modified on July 14, 2017 Pagel45 of 266



If a claim is received for a ndwrn past the 31 days withtheont h er dasn dl Dno# her s |
the claim may be denied with arequestto subnité¢ cl ai m under the membe

The mother has 60 days after the date of birth or adoption to submit the policy request through
the exchange. If the form is not submitted within 60 days, coverage will cease on the expiration of
the 31 day period.

Regading inpatient services, if a newborn inpatient stay is longer than 31 days, then the inpatient
stay should be reimbursed under the newbornos
receives an inpatient claim with a length of stayof 32days | onger underand he n
mot her §s thamel aim may be denied with a reques
policy. If the mother fails to obtain coverage for the newborn, the Marketplace would be liable for
that portion of the DRG ad any applicable outlier that is related to the first 31 days of the

inpatient stay.

I f a newborn child is required to stay as an |
Services for the newborn child will then be considered a separate adonigrom the Maternity and

an ordinary routine nursery admission, and will be subject to a separate Inpatient
Coinsurance/Copay.

5. Prior Authorization (PA) Requirements

5.1. Claimsreceivedfor maternitycareservicesare processedn accordancewith the MDwise
MarketplacePrior Authorizationrequirements.The followingrequire prior authorization:
T More than 2 OB ultrasound pgrregnancy
T Home Tocolytic InfusioMherapy
T Genetic Testing (e.g. trisomy testing, First Trimester Fetal Nuchal Translucency Uhaso
CPT codes 76813, 768184163, 84702, 8470384709
ff Home healthservices

6. Copays and Coinsurance
6.1. According to the schedule of benefits, the following apply to coverage of maternity benefits.
A For prenatalandpost-partum careservicesthere are no membercostsharingequirements. This
includes any prenatal or postpartum care clamoif-inpatient ) with the followingprimary

diagnosis:

ICD -10 Diagnoses Codes

000.xx - 003.xx 009.xx 010.01x

010.11x 010.41x 010.21x 010.31x O11.x
010.91x - 016.x

020.0x- 023.9x% 024.01x 024.11x

024.31x 024.41x 024.81x

024.91x 025.1x 026.0x0 026.61x

026.71x 026.8xx0 028.9x 030.xxx - O31.xxx

034.xxx 036.xxX 040.xx- O41.xxx

043.xxx - 048.1x 060.0.0x 088.xx 6 088.11x
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088.12x 088.31x 088.81x
091.01x 091.11x 091.21x
092.01x 092.21x 098.01x
098.11x 098.21x 098.31x
098.41x 098.51x 098.71x
098.81x 098.91x 099.01X
099.11x 099.210- 213 099.280- 283
099.310- 313 099.320- 323 099.330- 333
099.340- 343 099.350- 353 099.41x
099.51x 099.61x 099.71x
099.810 099.820 099.830
099.840x 09A.11x 09A.21x
09A.31x 09A.41x 09A.51x
Z34.XX 736 Z39.X
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OHS - Outpatient Hospital Services

1. Benefit Coverage

1.1. Outpatienthospitalservicesincludesurgery therapy,laboratory,radiology,chemotherapyrenal
dialysis, clinic, treatment room, and emergency departnocang.

1.2. Coveragefor outpatienthospitalsurgicakervicesncludesbut is not limitedto the list below

Performance of accepted operative and other invapneeedures

The correction offractures andlislocations.

Operative and cuttingrocedures.
Endoscopiexaminationssuchasarthroscopy,bronchoscopygolonoscopylaparoscopy.

Other invasiveproceduressuchasangiogramarteriogram,amniocentesigap or punctureof
brain or spine.

Sterilization

Temporomandibulafjoint connectingthe lower jaw to the temporalbone at the sideof the
head) and craniomandibular (head and neck muscle) disorders if provided within MDwise
guidelines.

1 Other procedures approved bWMDwise

=A =4 =4 =4 =4

= =4

1.3. ReconstructiveServices Certain Reconstructive Services required to correct a deformity caused by disea
trauma, congenitalnomalies, or previous therapeutic process are covered. Reconstructive Services requ
due to prior therapeutic process are payable onlyhétoriginal procedure would have been a covered servi
underthe members contract.

Covered Reconstructive Services are limited to the following list.

1 Necessary care and treatment of medically diagnosed congédefiadts and birth abnormalities of a

newborn child.

Breast reconstruction resulting from a mastectomy.

Hemangiomas, and port wine stains of the head and neck areas for children ages 18 years of age o

younger.

91 Limb deformities such as club hand, clubtfe@yndactyly (webbed digits), polydactyly (supernumerary
digits), macrodactylia.

9 Otoplasty when performed to improve hearing by directing sound in the ear canal, when ear or ears
absent or deformed from trauma, surgery, disease, or congenital defect.

1
1

9 Tongue release for diagnosis of tonefied.

T Congenital disorders that cause skul/l def orm
1 Cleftlip.

1 Cleft palate.

1.4. Mastectomy
A member who is receiving benefits for a mastectomy or for foHegvcare in connection with a masttomy,
and who elects breast reconstruction, will also receive Coverage for all of the following listed below.

1 Reconstruction of the breast on which the mastectomy has been performed.
9 Surgery and reconstruction of the other breast to produce a symmetappearance.
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1 Prostheses and treatment of physical complications of all stages of mastectomy, including
lymphedemas.

2. Benefit Limitations and Exclusions

2.1. Thefollowingbenefitlimitationsor exclusionsapplyto outpatientservices:

1 Any proceduresservices, equipment or supplies provided in connection with cosmetic
servicesThisexclusionappliesevenif the originalcosmeticservicesreatmentor surgerywas
performed while thememberwas covered by another plan prior to MDwise coverage.

Directly related means that the treatment or surgery occurred as a direct result of the
cosmetic services treatment or surgery and would not have taken place in the absence of the
cosmetic services treatment or surgery. This exclusion does not apply to conditimtsding

but not limited to myocardial infarction, pulmonary embolism, thrombophlebitis, and
exacerbation of cemorbidconditions.

1 Abortion, except in the followingases.
0 The pregnant woman became pregnant through an act of rapecest.

0 An abortionis necessaryo avertthe pregnantwoman'sdeathor a substantiahnd
irreversible impairment of a major bodily function of the pregnaoman.

9 Surgical treatment afynecomastia.

1 ReconstructiveHealthServicesexceptasspecificallystatedin Sectionl.3or asrequiredby
law.

1 Sclerotherapyor the treatmentof varicoseveinsof the lower extremitiesincludingultrasonic
guidance for needle and/or catheter placement and subsequent sequential ultrasound studies
to assess the results of ongoing treatmentwairicose veins of the lower extremities with
sclerotherapy.

1 Treatment of telangiectatic dermal veins (spider veins) bynagtyrod.

1 Surgicatreatmentof flat feet, subluxationof the foot, weak,strained,unstablefeet, tarsalgia,
metatarsalgidyyperkeratosis

9 Bariatric surgery, regardless of the purpose it is proposed or performed. This includes but is
not limited to RouxenY (RNY), Laparoscopic gastric bypass surgery or other gastric bypass
surgery, or Gastroplasty, or gastric banding proceslurComplications directly related to
bariatricsurgerythat resultsin anInpatientstayor anextendedInpatientstayfor the bariatric
surgery, as determined by MDwise, are not covered. This exclusion applies even if the original
treatment or surgery wa performed while the member was covered by another plan prior to
MDwise coverage. Directly related means that the treatment or surgery occurred as a direct
result of the bariatric surgery and would not have taken place in the absence of the surgery.
This exclusion does not apply to conditions including but not limited to myocardial infarction,
pulmonaryembolismthrombophlebitisandexacerbatiorof co-morbid conditions.

1 Services to reverse voluntarily inducstérility.

1 Eyesurgeryto correct errors of refraction,suchasnearsightednessncludingwithout
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limitation LASIK, radial keratotomy or keratomileusis, or excimer laser refractive
keratectomy.

1 Servicesaandsuppliegelatedto sextransformationand/orthe reversalthereof,or maleor female
sexual or erectile dysfunctions or inadequacies, regardless of origin or cause. This Exclusion int
sexual therapy ancbunseling.Effective with dates of service 1.1.16 and beyond, the exclusion
related to erectile dysfunction and surgeries for sexugdfdinction is no longer in effect and such
services are eligible for coverage. Effective with dates of service 1.1.17 and beyond, the exclus
related to gender transition is no longer in effect and such services are eligible for covéd@a@-R
§ 92.20(b)(4) 45 CFR 8§ 92.207(b)(5)).

1 Outpatient Intravenous Insulin Treatmef@IVIT).

1 With the exceptionof emergencyservicesall servicesprovidedby out of network providers
require priorauthorization.

3. Provider Reimbursement & Submission Requirements

3.1. Outpatient hospital services are reimbursed according to the Medicare Ambulatory Payment
Classification (APC) system, using the Hospital Outpatient Prospective Payment System (OPPS)
pricer. Servicesare billedon aUB-04 claimform. Eachline on the claimsis evaluatedor payment
or nonpayment using the status indicator. The status indicator is assigned for each procedure or
serviceperformedanddeterminesthe paymentmechanisno be appliedfor thatline.

The status indicator identifies whethereatservice described by the HCPCS code is paid under the
OPPS and if so, whether payment is made separately or packaged. The status indicator may also
provide additional information about how the code is paid under the OPPS or under another
payment systemmofee schedule. For example, services with status indicator A are paid under a fee
schedule or payment system other than the OPPS. Services with status indicator N are paid under
the OPPS, but their payment is packaged into payment for a separately paices&ervices with
status indicator T are paid separately under OPPS but a multiple procedure payment reduction
applies when two or more services with a status indicator of T are billed on the same date of
service. The full list of status indicators atiir definitions is published in Addendum D1 of the
OPPS/ASC proposed and final rules each year. The status indicator for each HCPCS code is showr
in OPPS Addendum B.

If the claim contains only services payable under a fee schedule, such as clinnadttiag

laboratory tests, and also contains services that would be packaged services if an APC were
payablethe packagedervicesare not separatelypayablelf the claimcontainsonly servicespayable
under cost reimbursement, such as corneal tissue, sendices that would be packaged services if
an APC were payable, then the packaged services are not separately payable. If a claim contains
servicegpayableunder costreimbursementservicegpayableunderafeescheduleandserviceshat
would be packageservices if an APC were payable, the packaged services are not separately
payable.

3.2. Packaging Types under the OPPS

1 Unconditionally packaged services are services for which separate payment is never made
because the payment for the service is alwpgskaged into the payment for other services.
Unconditionallypackagedervicesare identifiedin the OPPSAddendumB with statusindictor
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of N.

1 STVpackaged services are services for which separate payment is made only if there is no
servicewith statusindicatorS,T, V or X reported with the samedate of serviceon the same
claim. If a claim includes a service that is assigned status indicator S, T, V, or X reported on
the samedate of serviceasthe STVX packagedervice the paymentfor the STVXpackaged
service is packaged into the payment for the service(s) with status indicator S, T, V or X and
no separate payment is made for the STgAckaged service. STWackaged services are
assigned status indicat@l.

1 T-packaged services are servdder which separate payment is made only if there is no
service with status indicator T reported with the same date of service on the same claim.
When there is a claim that includes a service that is assigned status indicator T reported on
the samedate of serviceasthe T-packagedervice the paymentfor the T-packagederviceis
packagednto the paymentfor the service(s)with statusindicator T andno separatepayment
is madefor the T-packagedervice. T-packagedervicesare assignedtatusindicator Q2.

1 A servicethatis assignedo a compositeAPC is amajor componentof a singleepisodeof
care. The hospital receives one payment through a composite APC for multiple major
separately identifiable services. Services mapped to composite AR@ssigned status
indicator Q3

1 Comprehensive APCs provide a single payment for a primary service, and payment for all adjul
services reported on the same claim is packaged into payment for the primary service. With fev
exceptions, all other servicegported on a hospital outpatient claim in combination with the
primary service are considered to be related to the delivery of the primary service and package
into the single payment for the primary service. HCPCS codes assigned to comprehensive APC
designated with status indicator J1,

1 Conditionally packaged laboratory serviceSt at us i ndi cator 0Q406 de
payment if billed on the same claim as a HC
oV, 6 0Q1l, 6 O0Th2e, 60 @4rd6 0s@3a.tébus i ndicator was cr
where there are only laboratory HCPCS codes that appear on the Clinical Laboratory Fee
Schedul e, change their status indicator to 0O

3.3. A hospitalmayreceivea numberof APC paymentdor the servicesurnishedto a patienton a
single day; however, multiple surgical procedures furnished on the same day are subject to
discounting as outlinelelow.

3.4. Procedure codes are required for autpatient hospital services unless specifically excluded as
outlinedin the MedicareClaimsProcessingnanualWhen medicalandsurgicakupplieqother than
prosthetic and orthotic devices as described in the Medicare Claims Processing Manual, Chapter
20, A10.1) described by HCPCS codes with stat
incident to a physician's service by a hospital outpatient department, the HCPCS codes for these
items do not to be included because these items represent suppiéhen hospital outpatient staff
provide a prosthetic or orthotic device, and the HCPCS code that describes that device includes
the fitting, adjustment, or other services ne
should not bill a visit pprocedure.

3.5. Incaseswvherethere are separatecodesfor the technicalcomponent,professionatomponent,
and/or complete procedure, hospitals should report the code that represents the technical
component for their facility services. If there is no seai@ technical component code for the
service hospitalsshouldreport the codethat representsthe completeprocedure.

3.6. Reimbursement Rates. Inaccordancewith the Marketplacepolicy,the APC rate(s)returned
from the pricer are then multiplied bythpr ovi der s contracted rate,
QualifiedHealth Plan(QHP) 1 contractedprovider. If there is no Medicarerate, andthe service
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code is covered, use 150% of the Medicaid payment amount. 150% of Medicaid is deemed
equivalento the Medi@arerate;thenapplythep r o v i cdnéract@dpercentof Medicare.

If the provider is not contracted the lowest QHP rate is used to calculate the reimbursement rate.
For facilities, this would be 133%, and for professional claims, 125%. In soméhease,
authorization could contain the nenontracted provider reimbursement for the service in

guestion.

1 Inallcasesif the billedamountis lessthanthe contractedpaymentamount,the billedamount
is to bereimbursed.

3.7. Inpatient Stays Less than 24 Hours. Providersshouldbill anyinpatientstaythat is lessthan 24
hours as an outpatient service. Inpatient stays less than 24 hours that are billed as an inpatient
service will be denied. Claims grouping to-BIRG 6370 Neonate, died w/in one day of th,
born here or DRG 638 d Neonate,diedw/in one dayof birth, not born here are exemptfrom this
policy because they are specific to edaystays.

3.8. Multiple Surgeries. Mul t i pl e surgeries can be &dtde mmidn dd
and thebilling of more than one separately payable surgical procedure performed on the same
patient on the sameay.

The OPPS pricer determines whether standard payment policy rules apply to a multiple surgery, or
whether special payment rules apply. Paymentgfach OPPS eligible procedure is based on the
lower of the billed amount, or:

9 100 percent of the fee schedule amount for the highest vajuededure;

9 50 percent of the fee schedule amount for the remaining procedures;

3.9. Bilateral Surgeries. Bilateralsurgeries are procedures performed on bogides of the body
duringthe sameoperativesessioror on the sameday.The paymentadjustmentrulesfor bilateral
surgeries do not apply to procedures identifi
sincethe feescheduleeflectsanyadditionalwork requiredfor bilateralsurgeries.

Modifier -50, while it may be used with diagnostic and radiology procedures as well as with surgical
procedures, should be used to report bilateral procedures that peeformed at the same

operative session as a single line item. Modifiers RT and LT are not used when mdififeguplies.

A bilateral procedure is reported on one line using modifié0. Modifier-50 applies to any

bilateral procedure performed on bothides at the same session.

Note: Please also refer to Medicare Claims Processing Manual, Chapter 4 for additional
information regarding surgical processing guidelines.

3.10. Observation Care. The Marketplace allows a member to be under observation care fotoup
72 hours.
Hospitals are required to report observation charges under the following revenue codes:

1 0760 General Classificatimategory
0762 ObservatiorRoom
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Other ancillary services performed while the patient receives observation servicazpoeted
using appropriate revenue codes and HCPCS codes as applicable.

Observation services are reported using HCPCS code G0378. G0378 for hourly observation
services is assigned status indicator N, signifying that its payment is always packaged.

In certain circumstances when observation care is billed in conjunction with a high level clinic visit
(Level 5), high level emergency department visit (Level 4 or 5), critical care services, or a direct

referral as an integr al npeaaofdare,dyment naghleimade fod s e
the entire extended care encounter through one of two composite APCs when certain criteria
are met.

1 APC 8002 (Level | Extended Assessment and Management Composite) describes an
encounter for care provided to a patierthat includes a high level (Level 5) clinic visit or
directreferralfor observationin conjunctionwith observationservicesof substantialuration
(8 or more hours).

T APC 8003 (Level Il Extended Assessment and Management Composite) describes an
encounterfor careprovidedto a patientthatincludesa highlevel(Level4 or 5) emergency
department visit or critical care services in conjunction with observation services of
substantiatluration.

All of the following requirements must be met in order formespital to receive an APC payment
for an extended assessment and management composite APC:

9 The number of units reported with HCPCS code G0378 must equal or excerauds.

9 The claim for observation services must include one of the following servicaddition to
the reported observationservicesThe additionalservicedisted below musthavealineitem
date of serviceon the samedayor the daybeforethe datereported for observation:

0 An emergency dpartment visit (CPT codes 99281 throu@9285 or HCPCS cod&0380
through G0383

0 A clinicvisit( HCPCScode G0463beginninglanuaryi, 2014;CPT code 992050r
99215 prior to January 2014)

0 Critical care (CPT code 992919y

o Direct referralfor observationcarereported with HCPCScode GO379(APC0604)
must be reported on the same date of service as the date reported for observation
services.

0 No procedurewith aT or J1statusindicatorcanbe reported on the samedayor day
before observation care grovided.

o Only visits,critical careandobservationserviceghat are billedon a 13X bill type may
be considered for a composite ARgayment.

Non-repetitive services provided on the same day as either direct referral for observation care or
observation services must be reported on the sapiaim because the OCE claiby-claim logic

cannot function properly unless all services related to the episode of observation care, including
hospital clinic visits, emergency department visits, critical care services, and T status procedures, are
reported on the same claim.
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If a claim for services provided during an extended assessment and management encounter includin
observation care does not meet all of the requirements listed above, then the usual APC logic will
apply to separately payable items agetvices on the claim; the special logic for direct admission will
apply, and payment for the observation care will be packaged into payments for other separately
payable services provided to the beneficiary in the same encounter.

Effective January 1, 26, payment for qualifying extended assessment and management encounters is
made through CMS-®BC 80k \Womprehensve Olesarvatidn Services). Any clinic
visit, emergency department, critical care visit, or direct referral for observatiamises furnished in

a nonsurgical encounter by a hospital in conjunction with observation services of eight or more
hours, qualifies for comprehensive payment througiARC 8011.

There is no limitation on diagnosis for payment of APC 8011; however, cehgnsive APC
payment will not be made when observation services are reported in association with a surgical
procedure (T status procedure) or the hours of observation care reported are less than 8.

3.11. Direct Referral for Observation Care is reported using EPCS code G0379. Hospitals
report GO379 when observation services are the result of a direct referral for observation care
without anassociateg@mergencyoom visit, hospitaloutpatientclinicvisit,or critical careservice
on the day of initiation obbservation services. Hospitals report HCPCS code G0379 when a
patientis referred directly to observationcare after beingseenby a physiciarin the community.

Payment for direct referral for observation care is made either separately as a low level hospital
clinic visit under APC 0604 or packaged into payment for composite APC 8002.

Effective 1.1.16 payment for direct referral for observation care will be neither separately as

a hospital visit under APC 5013 (Level 3 Examinations & Related Services) or packaged into
payment for comprehensive APC 8011 (Comprehensive Observation Services) or packaged into
the payment for other separately payable services ptediin the same encounter.

The criteria for payment of HCPCS code G0379 under either APC 5013 or APC 8011 include:

1 BothHCPCScodesG0378andG0379arereported with the samedate of service.

1 No servicewith astatusindicatorof T or V or Critical Care (APC0617)is providedon the
same day of service as HCPCS c@379.

1 If either of the abovecriteria is not met, HCPCScode G0379will be assignedtatusindicator
N and will be packaged into payment for other separately payable services provided in the
sameencounter.

3.12. Outpatient Service within Three Days of an Inpatient Stay. Outpatient services that
occur within three days preceding an inpatient admission to the same facility for the same or
related diagnosis are considered part of the correspondim@iient admission. Providers are
required to submit an inpatient claim only when the services, outpatient and inpatient, occur at
their facility. If an outpatient claim is paid before the inpatient claim is submitted, the inpatient
claimshoulddenywith an explanationof benefits(tEOB)code indicatingthat the provider should
bill serviceson the inpatientclaim.The provider canthen void the outpatientclaimandresubmit
oneinpatientclaim.If anoutpatientclaimis submittedsubsequento the paymentof aninpatient
claim, the outpatient claim will deny with an EOB indicating that the inpatient claim may be
adjustedto reflectthe outpatientservicesgprovidedto the patient. Ambulance and maintenance
renal dialysis services are not subject to the pamwtinwindow. A hospital may also attest to
specific nondiagnostic services being unrelated to the inpatient claim by adding a condition code
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51 to the separately billed outpatient natiagnostic services claim.

Note : Same or related refers to the princpdiagnosis code and is based on the first three digits
of the ICD-10-CM code. This policy is not applicable when the outpatient and inpatient services
are provided by different facilities.

3.13. Outpatient Service within Three Days of a 24  -Hour Inpatient Stay. Outpatient services
within three days, preceding a less thantdur inpatient stay, are billed as an outpatient service.
Because the inpatient service was less than 24 hours, it too shmeililled as an outpatient
service.

3.14. Partial Hospitalization (PH) and Intensive Outpatient (IOP) Services. PHI and IOP
services are not priced through the OPPS for the Marketplace product. Please refer to
Behavioral Health Services for reimbursement metblogy related to these services.

4. Procedure Codes and Claim Considerations

4.1. Critical Access Hospitals ( CAH) CAH®6s are reimbursed per th
for their facility.

4.2. Inpatient Only Services. According to Medicare rules, certain servicaie reimbursable only if
provided in an inpatient setting. However, th
for reimbursement under the Marketplace in both outpatient and inpatient settings. Medicare
inpatient only services are identifigdrough the OPPS pricer with a Status C indicator. If an
outpatient claim has a service with a Status C indicator, the entire claim should be processed
according to outpatient reimbursement methodology outlined in the IHCP Provider Manual
following ASC picing logic. To determine pricing, base ASC rate should be calculated at 150% of
Medi caid fee schedule (to deter mi ne Merdentofar e
Medicare rate is then applied. Outpatient reimbursement rules, such as mudtipderies, bilateral
surgeries and the payment of staatbne and add on services should be followed in the pricing of
the claim. The exception to this policy concerns the following CBdes:

1 CPTcode442060 Laparoscopysurgicalcolectomy,partial,with end colostomyandclosureof
distal segment (Hartmann tygeocedure)

1 CPTcode442070 Laparoscopysurgicalcolectomy,partial,with anastomosisyith
coloproctostomy (low pelvianastomosis)

i CPTcode442080 Laparoscopysurgicalcolectomy,partial,with anastomosisyith
coloproctostomy (low pelvic anastomosis) witblostomy

1 CPTcode442130 Laparoscopysurgicalmobilization(take-down) of splenicflexure
performed in conjunction with partiaolectomy

These codes are not covered in an tpatient setting by the IHCP, therefore they are only covered

in the inpatient setting for the Marketplace.

I f a oMedicare inpatient onlyd surgical proce:
code on the IHCP fee schedudnd the code is coved (see IHCP fee schedule and the ASC

assigned numeric code located to the right of the pricing information) or there is a service for

which no fee amount is assigned, notify MDwise via email that there is no pricing for this service.
MDwise will thendetermine pricing.

Please note: The above reimbursement policy does not apply to inpatient only procedures that
are provided to a patient in the outpatient s
or during the 3 calendar days (or 1 caliar day for psychiatric hospitals and units, inpatient
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rehabilitation hospitals and units, lotgrm care hospitals, children's hospitals, and cancer
hospitals). These services furnished by the hospital (or by an entity that is wholly owned or wholly
operated by the hospital) for same or similar diagnosis are deemed to be related to the admission
and are not reimbursable.

Please note: Effective with dates of service 1.1.2016 and beyond, the Marketplace follows CMS
rules related to coverage of inpatiennty services and Section 4.2. is no longer applicable.

4.3. Modifiers. There are a number of modifiers that can be used by providers and can affect payment
of claim. The complete list can be found in the CMS manual, on the CMS website, or at
www.wpsmedicare.com

The Integrated Outpatient Code Editor (I/OCE) accepts all valid CPT and HCPCS modifiers on
OPPS claims. Definitions for the following modifiers may be found in the CPT and HCPCS guides:
1 Level (CPT)Modifiers

-25,-27,-50,-52,-58,-59,-73,-74,-76,-77,-78,-79,-91

1 Level ll (HCPCSModifiers
-CA, -E1,-E2,-E3,-E4,-FA,-FB,-FC,-F1,-F2,-F3,-F4,-F5,-F6,-F7,-F8,-F9,-GA, -GG, -GH, -
GY,-GZ, -LC,-LD,-LT,-QL, -QM, -RC,-RT,-TA, -T1,-T2,-T3,-T4,-T5,-T6,-T7,-T8,-T9

Modifiers may be applied to surgical, radiology, and other diagnostic procedures.

MDwise may receive claims for surgical procedures with more than one surgical modifier. For
example, MDwise may receivecal ai m f or sur gi c&ldocgarferoml yi(l mc
(modi-50eé)y. 0o

Effective January 1, 2016, modifiBO is to be reported with every HCPCS code for all outpatient
hospital items and services furnished in anacaffnpus providetbasal department of a hospital.

This modifier should not be reported for remote locations of a hospital, satellite facilities of a
hospital, or for services furnished in an emergency department.

Effective January 1, 2016, modifée€T is to be reported withcertain Computed tomography

(CT) scan CPT codes in which equipment is used that does not meet each of the attributes of the
National Electrical Manufacturers Association (NEMA)}-X®2 013 st andard. 6 The
services are identified by HCPCS cod&3450 through 70498; 71250 through 71275; 72125

through 72133; 72191 through 72194; 73200 through 73206; 73700 through 73706; 74150 through
74178; 74261 through 74263; and 75571 through 75574 (and any succeeding codes). The use of
this modifier will resultin a payment reduction of 5% in CY 2016 for the applicable CT services
when the service is paid separately. The payment reduction will also be applied to the APC
payment for the HCPCS codes listed above that are subject to the multiple imaging composite

policy.

4.4. Discounting. Fifty percent of the full OPPS amount is paid if a procedure for which anesthesia is
plannedis discontinuedafter the patientis preparedandtakento the room wherethe procedureis
to be performedbut before anesthesidés provided.Thesesituationsare indicatedby Modifier 73.

Fifty percent of the full OPPS amount is paid if a procedure for which anesthesia is not planned is
discontinued after the patient is prepared and taken to the room where the procedure is to be
performed.These situations are indicated by Modifier 52.
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Procedures that are discontinued, partially reduced or cancelled after the procedure has been
initiated and/or the patient has received anesthesia will be paid at the full OPPS payment amount.
Modifier-74 isused for these procedures.

4.5. Blood and Blood Supplies . Hospital outpatient departments receive a separate APC payment
for blood processingn additionto the APC paymentfor the transfusionprocedure.

9 Pass Thru on Blood and Blood Supplies -When an OPP®rovider furnishes blood or a
blood product collected by its own blood bank for which only processing and storage costs
are assessed, or when an OPPS provider procures blood or a blood product from a
communityblood bankfor whichit is chargedonly the processingandstoragecostsincurred
by the community blood bank, the OPPS provider bills the processing and storage charges
using Revenue Code 0390 (Blood Processing/Storage), 0392 (Blood Processing/Storage;
Processin@ndStorage)pr 0399(Blood ProcessingStorageOther ProcessingndStorage),
along with the appropriate blood HCPCS code, the number of units transfused, and the line
item date of service (LIDOS). Processing and storage costs may include blood product
collection, safety testingetyping, pooling, irradiating, leukocyteducing, freezing, and
thawing blood products, along with the costs of blood delivery, monitoring, and storage. In
general, such categories of processing costs are not pasipatific. There are specific blood
HCPCScodesfor blood productsthat havebeenprocessedn varyingways,andthesecodes
are intended to make payment for the variable resource costs of blood products that have
been processedifferently.

9 Blood Product Charges - If an OPPS provider pays ftiie actual blood or blood product
itself, in addition to paying for processing and storage costs when blood or blood products are
supplied by either a community blood bank o
provider must separate the chargerfthe unit(s) of blood or blood product(s) from the
charge for processing and storage services. The OPPS provider reports charges for the blood
or blood product itself using Revenue Code series 038X (excluding 0380, which is not a valid
revenue code for Mdicare billing) with the LIDOS, the number of units transfused, and the
appropriate blood product HCPCS code and HCPCS modifier BL. The OPPS provider reports
chargedor processingandstorageserviceson a separatdine usingRevenueCode 0390,0392,
or 0399 with the LIDOS, the number of units transfused, and the appropriate blood product
HCPCS code and HCPCS modifier BL. The same LIDOS, the same number of units, the same
HCPCS code, and HCPCS modifier BL must be reported on both lines. This requirement
applies to all OPPS providers that transfuse blood and incur charges for both the blood itself
and processing and storage. Effective for services furnished on or after July 1, 2005, the I/OCE
will return to providers any claim that reports a charge for bbor blood products using
RevenueCode 038X without a separatdine for processingandstorageservicesusingRevenue
Code 0390, 0392, or 0399. Moreover, in order to process to payment, both lines must report
the same line item date of service, the samentoer of units, and the same HCPCS code
accompanied by modifier BL. Payment for blood and blood products is based on the
Ambulatory Payment Classification (APC) Group to which its HCPCS code is assigned,
multiplied by the number of units transfused.

9 Foraditionalinformationaboutthe reimbursementor blood products,pleaserefer to
Chapter 4 of the Medicare Claims Processiignual.

4.6. Brachytherapy Sources. Brachytherapy sources (e.g., brachytherapy devices or seeds,

Pagel57 of 266
Modified oduly 14, 2017



solutions) are paid separately from the services to administer and deliver brachytherapy in the
OPPS, reflecting the number, isotope, and radioactive intensity of devices furnished, as well as
stranded versus noistranded configurations of sources. Therefore, providers must bill for
brachytherapy sources in addition to the brachytherapy services with which the sources are
applied, in order to receive payment for the sources. The separately pagabkeesarefound in
Addendum B of the most recent OPPS annual update publisineitie CMS web sitéew sources
meeting the OPPS definition of a brachytherapy source may be added for payment beginning any
guarter,andthe new sourcecodesanddescriptorsare announcedn recurringupdatenotifications.

Each unit of a billable source is identified |
descriptor. Seed i ke sources are generally billed and
units ofthe source HCPCS code reported, including the billing of the number of sources within a
stranded configuration of sources. Providers therefore must bill the number of units of a source
used with the brachytherapy service rendered.

4.7. Transitional Pass -Through for Designated Devices. Certain designated new devices are
assignedo APCsandidentifiedby the OCE aseligiblefor paymentbasedon the reasonablecost of
the new device reduced by the amount included in the APC for the procedhat reflectsthe
packagegayment fordevices used in thprocedures assigned to the AP@II related payment
calculations will be returned on the same APC line and identified as a designateteview.

Refer to https://www.cms.gov/Medicare/Medre-Feefor-Service
Payment/HospitalOutpatientPPS/passthrough_payment.html
on the CMS website for the most current OPPS APC Offset File.

4.8. Corneal Tissue . Corneal tissue is paid on a cost basis, not under OBR$ when it is used in
a cornial transplant procedure described by one of the following CPT codes: 65710, 65730,
65750, 65755, 65756, 65765, 6576, and any successor code or new code describing a new type
of corneal transplant procedure that uses eye badlcorneal tissue. In all other procedures
cornea tissue is packagemb receive cost based reimbursemendspitalsmustbill chargesor
cornealtissueusingHCPCScode V2785.

4.9. Condition Code GO. Multiple medical visits on the same day in the same reveemer may be
submitted on separate claims. Hospitals should report condition code GO on the second claim.
Appropriate reporting of Condition Code GO allows for accurate payment under OPPS in this
situation.The OCE containsanedit that will reject multiple medicalvisitson the samedaywith the
samerevenuecode without the presenceof Condition Code GO.

4.10. Hospital Dialysis Services. Hospitatbased End Stage Renal Disease (ESRD) facilities must
submit services covered under the ESRD benefidifhtenanceadialysis and those items and
services directly related to dialysis such as drugs, supplies) on a separate claim from services not
coveredunderthe ESRDbenefit.Itemsandservicesnot coveredunderthe ESRDbenefitmustbe
billed by the hospital using theospital bill type and be paid under the Outpatient Prospective
Payment SystefOPPS).

The Marketplace does not allow payment for routine or related dialysis treatments, which are
covered and paid under the ESRD PPS, when furnished to ESRD patiergsointplatient

department of a hospital, unless it is a certified ESRD facility. However, in certain medical
situationsin whichthe membercannotobtainher or hisregularlyscheduledlialysidreatmentat a
certified ESRD facility, payment is allowed fonfroutine dialysis treatments furnished to ESRD
outpatients in the outpatient department of a hospital. Payment for unscheduled dialysis furnished
to ESRDoutpatientsandpaidunderthe OPPSslimited to the followingcircumstances:
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9 Dialysisperformedfollowingor in connectionwith a dialysisrelatedproceduresuchas
vascular access procedure or blotrdnsfusions;

9 Dialysisperformedfollowingtreatmentfor anunrelatedmedicalemergencye.q.f apatient
goes to the emergency room for chest painsdamisses a regularly scheduled dialysis
treatment that cannot be rescheduled, MDwise allows the hospital to provide and bill
Medicare for the dialysis treatmerdr

1 Emergencyialysifor ESRDpatientswho would otherwisehaveto be admittedasinpatients
in order for the hospital to receivpayment.

In these situations, nGESRD certified hospital outpatient facilities are to bill using HCPCS code
G0257 (Unscheduled or emergency dialysis treatment for an ESRD patient in a hospital outpatient
department hat is not certified as an ESRD facility).

1 HCPCScode G0257mayonly be reported on type of bill 13X (hospitaloutpatientservice)or
type of bill 85X (critical access hospital) because HCPCS code G0257 only reports services
for hospital outpatients with SRD and only these bill types are used to report services to
hospitaloutpatients.

1 HCPCS code 90935 (Hemodialysis procedure with single physician evaluation) may be
reported andpaidonly if the memberdoesnot haveESRDandis receivinghemodialysisn the
hospital outpatient department. The service is reported on a type of bill 13X or type of bill
85X.

1 CPT code 90945 (Dialysis procedure other than hemodialysis (e.g. peritoneal dialysis,
hemofiltration,or other continuousreplacementherapies))with singlephysiciarevaluation,
maybe reported by ahospitalpaidunderthe OPPSon type of bill 12X, 13X or 85X.

4.11. Nuclear Medicine Procedures . Hospitals are required to submit the HCPCS code for a
radiolabeled product on the same claim as the HCPCS codéhfemuclear medicine procedure.
Hospitals are instructed to use HCPCS code C9898 (Radiolabeled product provided during a
hospital inpatient stay) on outpatient claims for nuclear medicine procedures to indicate that a
radiolabeledoroduct that providesthe radioactivitynecessaryor the reported diagnostimuclear
medicine procedure was provided during a hospital inpatient stay. This HCPCS code is assigned
statusindicatoro N Becauseno separatepaymentis madefor the code underthe OPPSBecause
the OPPS requires that there be a charge for each HCPCS code reported on the claim, hospitals
should always report a token charge of less than $1.01 for HCPCS code C9898. The date of
service reported on the claim for HCPCS code C9898 should be the same as theofiaervice
for the nuclear medicine procedure HCPC8de.

4.12. Outpatient Intravenous Insulin Treatment (OIVIT). CMS has determined that the
evidence does not support a conclusion that OIVIT improves health outcomes in members. In
accordancewith thisruling,aswell asreview of other applicableesearchstudies MDwisedoes
not cover OVIT.

This includes the following procedure codes:
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G9147

Outpatient Intravenous Insulin Treatment (OIVIT) either pulsatile or
continuous, by any means, guided by thsults of measurements for:
respiratory quotient; and/or, urine urea nitrogen (UUN); and/or, arterial,
venous or capillary glucose; and/or potassium concentration

94681

Oxygen uptake, expired gas analysis; including CO2 output, percentage
oxygenextracted (should not be used in conjunction with OIVIT or
diabetesrelated conditions)

4.13. Manual Pricing. CPT codes billed for the marketplace, which fall under the manual pricing logic

should follow the published Medicaid rate methodology, as outlindderbelow table and in the
IHCP Bulletin,BT 200940and201213.Exceptfor drugsandbiologicalwhich havespeciabpricing,

HCPCS codes which indicate manual pricing will be reimbursed at 60% of billed charges, or for
DME products, 60% of the ManufactuseSuggested Retail Price (MSRP). For the pricing of drugs
and biological, refer t8CCP 20, PharmacRi&logicals

To determine the base Medicare rate for CPT codes, the applicable Medicaid rate, based on the
below table is multiplied by 150%. The prove r 0 s
Medicare rate.

For HCPS codes that are paid at 60% of billed charges, there is no additional percentage applied.

contracted

rat e

i s

Range

Procedure Code

Codes Billed on CMS -1500

Codes Billed on UB -04

1000619999

20% ofbilled Amount

20% of billed Amount

2000629999

20% of billed Amount

10% of billed Amount

30000639999

20% of billed Amount

10% of billed Amount

40000649999

20% of billed Amount

15% of billed Amount

50000659999

35% of billed Amount

10% of billed Amount

6000669999

20% of billed Amount

15% of billed Amount

7000679999

25% of billed Amount

15% of billed Amount

8000689999

30% of billed Amount

15% of billed Amount

9000699999

40% of billed Amount

15% of billed Amount

5. Prior Authorization

Modified oduly 14, 2017
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5.1. Outpatienthospitalclaimsare processedn accordancewith the MDwise MarketplacePrior
Authorizationrequirements.

6. Claims Editing Requirements
6.1. Institutional Outpatient Code Edits (IOCE) within OPPS pricer, NCCI Edits

7. Copays and Coinsurance

Refer to the MDwise Maktetplace Individual Policy for the Schedule of Benefits which summarizes
applicable coinsurance related to coverage of outpatient hospital services. Coinsurance, not the office
visit copay applies to PMP or specialist services provided with a place afes@2 (outpatient hospital).
The exception to this rule includes:

1 Those cases in which a member receives evaluation and management services from a PMP or
specialist at an office located on the hospital campus, and POS 22 is submitted on the
professional kaim. In these situations, the applicable office visit copay for a specialist or PMP
applies instead of coinsurance. This applies to POS 22 claims with the following range of CPT
codes. 9920499205 and 99218 99215. Coinsurance may be applied on othensgee lines of
the claim (e.g. lab-ray, etc.), however if a member appeals these charges, the claims payer
maybe askedto override the coinsuranceandre-adjudicatethe claim.

1 Behaviorahealthpsychotherapyndmedicationmanagemenvisitsandtestingreceivedin place
of service 22 (See MM BAR).

Please also note:

1 There is no member cost share for claims billed with revenue code 51X for the facility cost of a
medical or behavioral health service. The copay should be applied on the professionamthim
not also on the corresponding facilityaim.

1 When DiagnosticHealth Services(e.qg. labs, x-rays) are receivedin an outpatient hospital
setting (POS 22), coinsurance, not copays will apply to tBeseices.

Pagel6l of 266
Modified oduly 14, 2017













































































































































































































































































































































