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We will begin in a few minutes
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By the end of the module, you will be able to:

• Determine the appropriate processing timeframes for submissions 

• Distinguish the dos and don’ts of submitting a request

• Use of Availity and Provider Web Services (PWS) to:

– View member benefits and eligibility

– Submit, review, and update preauthorization requests

– Identify network specialty and ancillary providers

– Submit and view claims information (including pharmacy claims information)

• Understand how and when to submit preauthorization requests

• Identify expedited requests and member requests

Objectives



Turnaround Times
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Expedited requests are appropriate when the 
standard time frame for making a determination 

could seriously jeopardize the life or health of the 
member or the member’s ability to regain maximum 

function. 42 C.F.R. § 422.570(c)(2).

CMS Expedited Definition 
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Compliance guidelines – TAT for processing authorization request: 

 

Turnaround Times (TAT)

Standard requests

Part C: 14 calendar days

Part B: 72 hours

Expedited requests

Part C: 72 hours

Part B: 24 hours

“Organization Determinations,” Centers for Medicare & Medicaid Services, last accessed March 13, 2024, 
https://www.cms.gov/medicare/appeals-and-grievances/mmcag/downloads/parts-c-and-d-enrollee-grievances-

organization-coverage-determinations-and-appeals-guidance.pdf

https://www.cms.gov/medicare/appeals-and-grievances/mmcag/downloads/parts-c-and-d-enrollee-grievances-organization-coverage-determinations-and-appeals-guidance.pdf
https://www.cms.gov/medicare/appeals-and-grievances/mmcag/downloads/parts-c-and-d-enrollee-grievances-organization-coverage-determinations-and-appeals-guidance.pdf


Best Practices 
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Complete a new request form for 
each member.

Inform your patient that you/your 
practice submitted the 

preauthorization request. 

All requests must be accompanied by 
clinical documentation. 

• Get additional information in our 
Quick Reference Prior 
Authorization Guide on our website

Check to ensure all information 
in the request is accurate.

Submit requests with appropriate 
timeframes. If urgent, please ensure 

requests meet CMS expedited 
criteria.

Note: You can only submit expedited 
requests by phone or fax. You cannot 

submit expedited requests 
in PWS or Availity.

Provide the reason for the referral 
to the nonparticipating provider 

and/or facility (e.g., the member is 
established with the provider, etc.).

Best Practices 

https://docushare-web.apps.external.pioneer.humana.com/Marketing/docushare-app?file=4275427
https://docushare-web.apps.external.pioneer.humana.com/Marketing/docushare-app?file=4275427


8

Referral vs. Preauthorization

A written or verbal approval provided by the 
primary care physician (PCP) to see a specialist or 
to receive other healthcare services

Referral

A decision by the health plan that a service, 
treatment plan, prescription drug or durable medical 
equipment is medically necessary 

Preauthorization

Note: CarePlus will process requests via any method a provider uses, such as phone, fax, or web, 
to submit a referral to a specialist or request a preauthorization.
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Referral vs Preauthorization

SpecialistPCP (the gatekeeper) Referral/Preauthorizations

“Medicare Advantage Plans,” CarePlus Health Plans, last accessed March 13, 2024, https://www2.careplushealthplans.com/medicare/medicare-
advantage-plans-2023 

The Evidence of 
Coverage (EOC) 
explains how 
referrals work.

https://www2.careplushealthplans.com/medicare/medicare-advantage-plans-2023
https://www2.careplushealthplans.com/medicare/medicare-advantage-plans-2023
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Provider Page (PAL)

PAL List 

• There are thousands of codes that will no 

longer require an authorization. 

• This will mirror Humana’s PAL process.
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Preauthorization List (PAL) Site
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Preauthorization List (PAL) 
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Preauthorization List (PAL) Site
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Preauthorization Request Options

CarePlus Provider Operations Helpline: 1-866-220-5448 
Monday – Friday, 8 a.m. to 5 p.m., Eastern time

Availity Essentials :
Availity does not require an 

authorization to check benefits for 
CarePlus members.

Access Availity

Submit via phone: CarePlus 
Health Services department: 

1-800-201-4305

Submit via fax: Health Services 
Preauthorization Form

Preferred Preauthorization Request Options
Skip the paperwork!

Check patient eligibility, submit preauthorization requests and more online. Availity offers more options and 
flexibility when submitting preauthorization requests. Learn more about the benefits of using Availity

https://availity.com/
https://apps.humana.com/marketing/documents.asp?file=3883893
https://apps.humana.com/marketing/documents.asp?file=3883893
http://apps.humana.com/marketing/documents.asp?file=5383859
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Availity Essentials

You can submit preauthorization requests and view member benefits, eligibility information, claims status, and 
more with Availity Essentials. Visit the providers page on the CarePlus website to view the Availity Resources. 

Hover over 
“Educational 

Resources” and 
select Availity or 

simply select 
Availity within the 
“Provider Portals” 

section.  

https://www.careplushealthplans.com/providers

https://www.careplushealthplans.com/providers
https://www.careplushealthplans.com/providers
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Availity Essentials Resources 

You can find various resources on the CarePlus website to assist you with Availity.  
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Availity Essentials Submission

Your request may appear as 
pending. If this occurs, fax 

supplemental information and your 
reference number to CarePlus. 

Many preauthorization requests 
submitted via Availity 

will be auto-approved. 

CarePlus fax numbers: 
Broward and Palm Beach: 1-866-832-2678, Miami Dade: 1-888-790-9999, all others: 1-888-634-3521
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Best Practices for Fax Submissions

Part B drug requests:

Is this drug billed, 
dispensed, and 
administered by 

provider?

Is this drug billed and 
shipped from retail 

pharmacy to provider?

What type of request is 
it?

What is the desired duration of 
authorization? 

*If this information is missed, CarePlus 
will need to call the provider to confirm.  

Providers are highly encouraged to use this form when faxing a 
request to ensure all pertinent information is included. 
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Health Services Preauthorization Form

Is all the patient information entered?

Is all the PCP/specialist information 
entered?

Is all the rendering physician/facility 
information entered?

Is all information regarding the service 
being requested entered?

How many visits are being requested?



20

Specify the quantity requested
 for each code.

Health Services Preauthorization Form

Request cannot be completed 
without the diagnoses/CPT codes.

Note: Keep in mind CarePlus may request additional information on certain services.



Member Requests



22

Member Requests

Members may contact CarePlus directly to request prior authorization for services/items.

Member calls CarePlus 
requesting services.

CarePlus documents and 
processes the request in 

the system.

CarePlus contacts the PCP 
for additional information. 

PCP’s office reviews and 
submits/confirms the 
request to CarePlus.

CarePlus reviews the 
request. 

CarePlus makes a 
determination.
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Provider Requests

Member has an 
appointment with 

a provider. 

The provider’s 
office submits the 

request to 
CarePlus.

CarePlus receives 
and processes the 

request.

CarePlus makes a 
determination.



Example
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Request submitted as expedited. The service/item does not meet criteria for an expedited request, as 
injection is given routinely every 6 months.

Request should have been submitted as a standard Part B request.

Expedited vs. Standard Example
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Resources

• CarePlus Website

• Organization Determinations | CMS

• Parts C&D Enrollee Grievances, Organization/Coverage Determination, and Appeals Guidance

• CarePlus Provider Forms and Resource Library

– Medicare Plan Documents | CarePlus Health Plans

– CarePlus Quick Reference Preauthorization Guide

– Availity Essentials

– Health Services Preauthorization Form

https://www.careplushealthplans.com/
https://www.cms.gov/medicare/appeals-grievances/managed-care/organization-determinations
https://www.cms.gov/medicare/appeals-and-grievances/mmcag/downloads/parts-c-and-d-enrollee-grievances-organization-coverage-determinations-and-appeals-guidance.pdf
https://www.careplushealthplans.com/careplus-providers/forms
https://www2.careplushealthplans.com/medicare/medicare-advantage-plans-2023
https://docushare-web.apps.external.pioneer.humana.com/Marketing/docushare-app?file=4275427
https://availity.com/
https://docushare-web.apps.external.pioneer.humana.com/Marketing/docushare-app?file=3883893
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Questions?



https://www.surveymonkey.com/r/CPHP2024ProviderTraining

https://www.surveymonkey.com/r/CPHP2024ProviderTraining
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