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INTRODUCTION

CarePlus Health Plans Inc., (“CarePlus”) is a Florida-based health maintenance organization (HMO) with a
Medicare Advantage (MA) contract committed to serving our members, our community and our
providers through:

e TEAMWORK

e QUALITY OF CARE

e COMMUNITY SERVICES
e PROVIDER SATISFACTION

Purpose of this manual: CarePlus’ Provider Manual furnishes providers and their staffs with the policies,
procedures and guidelines used to administer CarePlus’ healthcare benefits/services. In accordance with
the Compliance with Plan Rules clause of the provider agreement, it is important that all contracted
providers and administrators review this manual and abide by all provisions contained herein, as
applicable. Any requirements under applicable law, regulation or guidance that are not expressly set
forth in the content of this manual or in the provider agreement shall be incorporated herein by this
reference and shall apply to providers and/or CarePlus where applicable. Such laws and regulations, if
more stringent, take precedence over the content in this manual. Providers are responsible for complying
with all laws and regulations that are applicable.

Responsibility for Provision of Medical Services: Providers make all independent healthcare treatment
decisions. Additionally, providers are responsible for the costs, damages, claims and liabilities that result
from their own actions. CarePlus does not endorse or control the clinical judgment or treatment
recommendations made by providers.

CarePlus service areas: Brevard, Broward, Clay, Duval, Flagler, Hillsborough, Indian River, Lake, Marion,
Miami-Dade, Orange, Osceola, Palm Beach, Pasco, Pinellas, Polk, Seminole, St. Johns, Sumter and Volusia
counties.

Provider Operations inquiry line: 1-866-220-5448, Monday—Friday, 8 a.m.=5 p.m., Eastern time.
CarePlus Provider Services Executive: Upon initial contracting with CarePlus, a provider is assigned a
provider services executive who serves as the liaison between the provider and CarePlus. Questions

regarding membership, reports and/or issues relating to agreements should be directed to your provider
services executive.

Remainder of this page intentionally left blank
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KEY CONTACTS LIST

Department/Area Contact Information

Log in to your Availity account:

Availity (Availity.com)
*PWS sunsetting in 2025 OR

*Log in to your PWS account:
CarePlus-HP.com/PWS.htm
OR
Call us at: 1-866-313-7587

CarePlus member eligibility and benefits

Provider emergency hotline 1-877-210-5318

Authorizations

Pre-service telephonic requests
For dates of service occurring within three days Phone: 1-800-201-4305

Pre-service electronic requests

For dates of service greater than three days, please
utilize the Availity or Provider Web System (PWS)*
*PWS sunsetting in 2025

Availity: (Availity.com)
*PWS: (CarePlus-HP.com/PWS.htm)

Pre-service fax reque;ts o Dade: 1-838-790-9999
Must use Health Services Preauthorization Form

Broward and Palm Beach:
1-866 832-2678
All other counties: 1-888-634-3521

Inpatient Hospital and Post-Acute Facility Requests Inpatient: 1-866-229-1538
This includes inpatient/observation notifications,
census reports (if applicable), Post-Acute Pre-Service
requests, and supportive clinical documents.

*Note: Authorizations for services that are covered
under a capitated provider/network/delegate should
be submitted directly to the
provider/network/delegate. Please refer to the pages
below included in the Additional Services Contact List.

CPHP HSD Transplant Team@humana.com

Transplant services/inquiries

Fax: 1-844-692-5765

Non-SNP: 1-866-657-5625
care plus care management referrals@humana.c
om

Care management

SNP: 1-800-734-9592
hms case management program@humana.com

652505FL0125 7
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Department/Area

Contact Information

Pharmacy Utilization Management

Authorizations
Prior Authorizations and Exceptions

CarePlusHealthPlans.com/Providers/Pharmacy-
Resources

Phone: 1-866-315-7587
Fax: 1-800-310-9071

Pharmacy Technical Help Desk Call Center

SS&C Pharmacy Help Desk
1-800-522-7487

CarePlus website —
Information for providers webpage

CarePlusHealthPlans.com/Providers

This webpage provides you with access to useful
provider publications and trainings.

Claim status/inquiries

Availity (Availity.com)
OR

Phone: 1-866-313-7587
Fax: 855-811-0408

Claims address

Availity (Availity.com)
CarePlus Payer ID No. 95092

OR
P.O. Box 14697
Lexington, KY, 40512-4697

Request copies of remits and checks

Provider.requests@careplus-hp.com or
Fax: 813-463-7809*

*Please include claim number and check number
within request.

Laboratory services

Labcorp
(All counties)
1-800-877-5227
Labcorp.com

Pharmacy mail order

CenterWell Pharmacy®
(All counties)
Phone: 1-800-526-1490 (TTY: 711)
Fax: 1-800-526-1491

Ethics Help Line

1-877-584-3539
EthicsHelpline.com

Fraud, Waste & Abuse (FWA) Hotline

1-800-614-4126

Provider Operations inquiry line: 1-866-220-5448
Our hours of operation are Monday — Friday, 8 a.m. =5 p.m., Eastern time.

652505FL0125
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CarePlus

HEALTH PLANS.

ADDITIONAL SERVICES (CONTACT INFORMATION)

Service

Telephone and Addresses

Authorization — Referrals

Glucometer and
diabetic supplies

CenterWell Pharmacy
(All counties)
Phone: 1-800-526-1490
Fax: 1-800-526-1491

Refer to CarePlus’ PAL at
CarePlusHealthPlans.com/PAL for
items and services that require
authorization.

Copayment may vary based on the
preferred/ nonpreferred
manufacturer and place of service
received. Participating providers
must call to obtain authorization.

Vision services
(Optometry)

Premier Eye Care Network
(All counties)
855-765-6759

Members may self-refer to a
participating provider for their
yearly exam.

Primary care physician (PCP) or
optometrist must refer to an
ophthalmologist when specialty
services are required. Refer to
CarePlus’ PAL at
CarePlusHealthPlans.com/PAL for
items and services that require
authorization.

Vision services
(Ophthalmology)

Premier Eye Care Network
(All counties)
855-765-6759

PCP must request authorizations
from Premier Eye Care Network
directly. Refer to CarePlus’ PAL at
CarePlusHealthPlans.com/PAL for
items and services that require
authorization.

Dental services

Humana Dental

(All counties)
1-800-833-2223

Members may self-refer to a
participating dentist for covered
dental services. Coverage may
include preventive and
comprehensive dental services.
Refer to CarePlus’ PAL at
CarePlusHealthPlans.com/PAL for
items and services that require
authorization.

Hearing services

HearUSA Inc.
(All counties)
1-800-333-3389 Option 2

Authorizations are required for all
Medicare covered services received
from a participating Ear, Nose and
Throat (ENT) physician.
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ADDITIONAL SERVICES (CONTACT INFORMATION)

Service

Telephone and Addresses

Authorization — Referrals

Participating ENTs can be utilized
for diagnostic hearing services only.

Authorizations are not required for
supplemental/routine hearing
testing and hearing aids through
HearUSA.

Members may self-refer for a
Medicare-covered hearing exam
once every 12 months.

Refer to CarePlus’ PAL at
CarePlusHealthPlans.com/PAL for
items and services that require
authorization.

Chiropractic
services

Alivi/Quality Managed Health Care
(Broward, Clay, Duval, Hillsborough, Miami-Dade,
Palm Beach, and Pinellas counties)
786-441-8500 Option 3

Members may self-refer to a
network provider up to 12 times
per calendar year for manual
manipulation of the spine.

Refer to CarePlus’ PAL at
CarePlusHealthPlans.com/PAL for
items and services that require
authorization.

Podiatry services

PodAmerica
(Broward, Miami-Dade and Palm Beach)
Please refer to the Provider Directory for
list of providers

Health Network One
(Brevard, Clay, Duval, Hillsborough, Indian River,
Lake, Marion, Orange, Osceola, Pasco, Pinellas,
Polk, Seminole, Sumter and Volusia)
1-800-595-9631

Members may self-refer to a
participating provider and do not
require an authorization for routine
foot care.

Refer to CarePlus’ PAL at
CarePlusHealthPlans.com/PAL for
items and services that require
authorization.

Wound care
Tracheotomy/
Mastectomy
Supplies

Advance Care Solutions
(All counties)
Phone: 1-877-748-1977
Fax: 1-877-748-1985

For all ostomy, urological,
tracheotomy, and mastectomy
supplies. Refer to CarePlus’ PAL at
CarePlusHealthPlans.com/PAL for
items and services that require
authorization.

Transportation*

Alivi NEMT Network
(All counties)

Contact Alivi NEMT Network to
schedule transportation.
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HEALTH PLANS.

ADDITIONAL SERVICES (CONTACT INFORMATION)

Service

Telephone and Addresses

Authorization — Referrals

1-888-998-4640

*Rules/exclusions may apply.
Please refer to the “CarePlus
Covered Benefits” section within
this manual for rules/exclusions.

Acupuncture*

Alivi/Quality Managed Health Care
(All counties)
786-441-8500, Option 3

Routine Acupuncture is limited to
25 visits per calendar year.

Members with a documented
history of chronic low back pain
lasting 12 weeks or longer may be
referred to a network
acupuncturist for up to 20
acupuncture treatments annually.

*Exclusions may apply depending
on the plan and county. Refer to
CarePlus’ PAL at
CarePlusHealthPlans.com/PAL for
items and services that require
authorization.

Integrative
Services and Well
Being *
(Massage therapy)

Wholehealth Networks Inc.
(Tivity Health)
(All counties)

Refer to CarePlus’ PAL at
CarePlusHealthPlans.com/PAL for
items and services that require
authorization.

*Exclusions may apply depending
on the plan and county. Contact
your provider services executive or
the Provider Operations inquiry line
for details.

Health and
wellness
education

Tivity Health SilverSneakers® Fitness program
1-888-423-4632
SilverSneakers.com

Members must visit participating
fitness centers and enroll in person.
Members can create an account at
SilverSneakers.com/StartHere to
access fitness locations near them,
download their 16-digit ID number,
SilverSneakers LIVE classes,
SilverSneakers On-Demand videos
and much more. Refer members to
the CarePlus Provider Directory or
the CarePlus Member Services
department for participating
locations.
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ADDITIONAL SERVICES (CONTACT INFORMATION)

Service Telephone and Addresses Authorization — Referrals
Post discharge NationsMarket, LLC CarePlus members may receive up
meals 1-800-999-0288 to fourteen (14) fresh meals

delivered to their home after an
inpatient stay in a hospital or
nursing facility. A member may only
utilize this benefit four (4) times
per year within thirty (30) days of
an inpatient stay in a hospital or
nursing facility.

CarePlus spending
account card*

Solutran
1-855-391-0942 (TTY:711)

A preloaded card including one or
more benefit allowance wallets.

Members of plans with a
CareEssentials Allowance can use
the monthly allowance to purchase
healthy foods/beverages and other
necessities from participating
retailers, in-store or online. Eligible
items and services include over-the
counter (OTC) and personal care
products, pet care supplies, bill
payments such as utilities, rent,
mortgage, and more.

Members enrolled in a D-SNP also
may have a separate OTC
allowance loaded to the card
guarterly that can be used at
participating retailers and at
CenterWell Pharmacy

to purchase approved OTC items.

Unused allowances roll over to the
next month/quarter. Any remaining
allowances expire at the end of the
plan year or upon member
disenroliment.

*Exclusions may apply depending
on the plan and county. Contact
your provider services executive or
the Provider Operations inquiry line
for details.

Dermatology
services

Health Network One

Members may self-refer to a
network provider and do not
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ADDITIONAL SERVICES (CONTACT INFORMATION)

Service

Telephone and Addresses

Authorization — Referrals

(Broward, Duval, Hillsborough, Lake, Marion,
Miami-Dade, Orange, Osceola, Palm Beach,
Pinellas, and Seminole)
305-614-0100
1-800-595-9631

require an authorization for routine
office services.

Refer to CarePlus’ PAL at
CarePlusHealthPlans.com/PAL for

items and services that require
authorization.

Gastroenterology
services

Health Network One
(Broward, Miami-Dade and Palm Beach)
1-800-595-9631

Refer to CarePlus’ PAL at
CarePlusHealthPlans.com/PAL for

items and services that require
authorization.

Durable medical

One Homecare Solutions

Refer to CarePlus’ PAL at

(Broward, Miami-Dade
and Palm Beach)
Phone: 855-441-6900
Fax: 844-862-5486

Integrated Home Care Services
(Brevard, Clay, Duval, Flagler, Hillsborough, Indian
River Lake, Marion, Orange, Osceola, Pasco,
Pinellas, Polk, Seminole, St. Johns, Sumter, and
Volusia)

Phone: 844-215-4264
Fax: 844-215-4265

equipment (Broward, Miami-Dade CarePlusHealthPlans.com/PAL for
and Palm Beach) items and services that require
Phone: 855-441-6900 authorization.
Fax: 844-862-5486
A physician order and medical
Integrated Home Care Services records validating medical
(Brevard, Clay, Duval, Flagler, Hillsborough, Indian | necessity must be submitted to
River Lake, Marion, Orange, Osceola, Pasco, process all requests.
Pinellas, Polk, Seminole, St. Johns, Sumter, and
Volusia)
Phone: 844-215-4264
Fax: 844-215-4265
Home health One Homecare Solutions Refer to CarePlus’ PAL at

CarePlusHealthPlans.com/PAL for

items and services that require
authorization.

Home infusion

One Homecare Solutions
(All counties)
Phone: 855-441-6900
Fax: 844-862-5486

Refer to CarePlus’ PAL at
CarePlusHealthPlans.com/PAL for

items and services that require
authorization.
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HEALTH PLANS.

ADDITIONAL SERVICES (CONTACT INFORMATION)

Service

Telephone and Addresses

Authorization — Referrals

Mental health

Carelon Behavioral Health, Inc.
(All counties)
Phone: 1-833-227-3757

Members should contact Carelon
directly for appointments.

Providers should contact Carelon
directly for details regarding mental
health referrals and authorizations.

Refer to CarePlus’ PAL at
CarePlusHealthPlans.com/PAL for
items and services that require
authorization.

Admitting panel

H2 Hospitalist Group LLC
(Broward, Miami-Dade and Palm Beach)
833-542-2273

TBIM Hospitalists (TBIM)
(Hillsborough)
813-497-4467

Mid Florida Hospital Specialist
(Orange, Seminole)
321-207-0174

Greater Orlando Hospitalist Group
(Orange and Seminole)
407-423-4682

Dr. William Mufioz
(Osceola)
407-248-8862

The hospital is responsible for
contacting the appropriate
hospitalist company for admitting
assighment.

Contact your provider services
executive or the Provider
Operations inquiry line for details.

***For questions or inquiries relating to these services or services not listed above, please contact the
Provider Operations inquiry line at: 1-866-220-5448 ***
Our hours of operation are Monday — Friday, 8 a.m. — 5 p.m., Eastern time.

Remainder of this page intentionally left blank
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HEALTH PLANS.

DEFINITIONS
For the purposes of this manual, the following words and phrases shall have the meaning specified
below:
A. CarePlus (CarePlus Health Plans Inc.) — a health maintenance organization (HMO) with a Medicare

Advantage (MA) contract.

Administrative Fee — the amount subtracted from total monthly premiums received by CarePlus
or on behalf of enrollees in each line of business (e.g., Medicare) and retained by CarePlus for
administration. The amount of the administrative fee is set forth in your PCP agreement.

Beneficiary and Family-centered Care Quality Improvement Organization (BFCC-QIO) — an
organization comprised of practicing doctors and other healthcare experts under contract to the
federal government to monitor and improve the care given to Medicare enrollees. BFCC-QlOs
review complaints raised by enrollees about the quality of care provided by physicians, inpatient
hospitals, hospital outpatient departments, hospital emergency rooms, skilled nursing facilities,
home health agencies, Medicare health plans, and ambulatory surgical centers. BFCC-QIOs also
review continued stay denials in acute inpatient hospital facilities as well as coverage terminations
in skilled nursing facilities (SNFs), home health agencies (HHAs), and/or comprehensive outpatient
rehabilitation facilities (CORFs).

Calendar Quarter — any of the three-month periods from Jan. 1 through March 31, April 1 through
June 30, July 1 through Sept. 30, and Oct. 1 through Dec. 31.

Capitation Fee — the monthly payment made by CarePlus to the provider for each enrollee
assigned to provider. The amount of the capitation fee is set forth in the provider agreement.

Clean Claim — a claim that has no defect or impropriety, including lack of required substantiating
documentation for non-contracted providers and suppliers, or particular circumstances requiring
special treatment that prevents timely payment from being made on the claim, passes all edits
(contractor and Common Working File [CWF]), and is processed electronically. A claim is “clean”
even if CarePlus refers it to a medical specialist for examination. If additional documentation in
the medical record involves a source outside CarePlus, the claim will not be considered “clean.”

Coinsurance — the percentage of the total cost of certain medical services. Members may be
required to pay providers a coinsurance at the time of service.

Copayment — the fixed amount required to be paid by a member to a provider as additional
payments for covered services as are medically necessary pursuant to section 1.23 of your
agreement and shall include fixed payments to be paid as well as percentage amounts based on
the cost of a service (i.e., coinsurance). Copayments will vary in amount for members, depending
on benefit structure.

Covered Services — all medical services and other benefits required to be provided to members by
CarePlus under its agreement(s) with the Centers for Medicare & Medicaid Services (CMS), the
Agency for Healthcare Administration and members, including, without limitation, primary care,
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HEALTH PLANS.
specialist medical services, hospital services, ancillary and diagnostic services, and emergency
medical services. Covered services are subject to change any time as required by applicable law or
under CarePlus’ Medicare agreement(s).

J. Covering Provider — a physician who will continue to render covered services to members during
those times when a provider cannot provide these services as set forth in this agreement, but is
doing so under the same terms of this agreement.

K.  Emergency Medical Condition — (a) a medical condition manifesting itself by acute symptoms of
sufficient severity (including severe pain) such that a prudent layperson, pursuant to Section 4704
of the 1997 Balanced Budget Act, with an average knowledge of health and medicine, could
reasonably expect the absence of immediate medical attention to result in any of the following:

(1) Serious jeopardy to the health of the individual or, in the case of a pregnant woman,
the health of the woman or her unborn child

(2) Serious impairment to bodily functions

(3) Serious dysfunction of any bodily organ or part

L. Emergency Services — covered inpatient and outpatient services that are:
(1) Furnished by a provider qualified to furnish emergency services
(2) Needed to evaluate or stabilize an emergency medical condition

M. Grievance — expression of dissatisfaction with any aspect of the operations, activities or behavior
of a plan or its delegated entity in the provision of health care items, services, or prescription
drugs, regardless of whether remedial action is requested or can be taken. A grievance does not
include, and is distinct from, a dispute of an appeal of an organization determination or coverage
determination or a Late Enrollment Penalty (LEP) determination.

N. Interdisciplinary Care Team or ICT refers to interdisciplinary services provided by a treatment
team in which all its members participate in a coordinated effort to benefit the patient and the
patient’s significant others and caregivers. Interdisciplinary services, by definition, cannot be
provided by only one discipline. Though individual members of the interdisciplinary team work
within their own scopes of practice, each professional also is expected to coordinate his or her
efforts with team members of other specialties, as well as with the patient and the patient’s
significant others and caregivers. The purpose of the interdisciplinary team is to foster frequent,
structured, and documented communication among disciplines to establish, prioritize, and
achieve treatment goals.

0. MAO (Medicare Advantage Organization) — a public or private entity organized and licensed by a
state as a risk-bearing entity (with the exception of a provider-sponsored organization receiving
waivers) that is certified by CMS as meeting the MA contract.

P. MA (Medicare Advantage) Plan — medical benefits coverage offered under a policy or contract by
an MA organization that includes specific set of health benefits offered at a uniform premium and
uniform level cost-sharing to all Medicare beneficiaries residing in the service areas (or segment
of the service area) of the MA plan.
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Q.

MA (Medicare Advantage) Plan Enrollee means an MA eligible individual who has elected an MA
plan offered by an MA organization.

MAPD (Medicare Advantage Prescription Drug) Plan —an MA plan that provides qualified
prescription drug coverage and Part A and Part B benefits in one plan.

Medicaid — a joint federal and state program that provides health coverage for selected
categories of people with low incomes. Its purpose is to improve the health of people who might
otherwise go without medical care for themselves. Medicaid is different in every state. In Florida,
the Agency for Healthcare Administration (AHCA) develops and carries out policies related to the
Medicaid program.

Medicaid Fiscal Agent — refers to the state Medicaid program’s vendor contracted to serve as the
state’s fiscal agent. Some of the fiscal agent functions include enrolling non-institutional
providers, processing Medicaid claims, serving as the enrollment broker for Medicaid recipients,
and distributing Medicaid forms and publications.

Medical Director — a physician designated by CarePlus to monitor and review covered services
provided by a healthcare provider to members or requested by a healthcare provider for
members.

Medical Group — a group of primary care physicians (PCPs) and/or specialist physicians who:
(1) Are formally organized as a partnership or professional corporation
(2) Provide for the diagnosis or direct care and treatment of a medical condition
(3) Divide their income based on a specified, fixed formula.

Medically Necessary — determined by CarePlus” medical director and includes consideration of
whether services:
(1) Are appropriate and necessary for the symptoms, diagnosis or treatment of a
medical condition
(2) Provide for the diagnosis or direct care and treatment of a medical condition
(3) Are not primarily for the convenience of the enrollee, the enrollee’s attending or
consulting physician, or another healthcare provider

Member (Member of our Plan, or Plan Member) — a person with Medicare who is eligible to
receive covered services, who has enrolled in CarePlus, and whose enrollment has been
confirmed by CMS.

Model of Care (MOC) — an approved CMS document where MA plans outline their basic
framework to support a special needs plan (SNP) in meeting the needs of each of its members.
The MOC provides the needed infrastructure to promote quality, care management, and care
coordination processes for SNPs.

Open Access — a type of health plan in which its enrollees do not need to get a referral to receive
covered services from in-network providers.
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AA.

BB.

CC.

DD.

EE.

FF.

GG.

HH.

1.

Participating Hospital — a hospital that has entered into a contractual agreement with CarePlus to
serve enrollees.

Participating Physician — any physician licensed to practice in the state of Florida who satisfies the
participation criteria established by CarePlus and who has entered into a contractual arrangement
with, or is otherwise engaged by, CarePlus to provide physician services to enrollees.

Participating Provider — a participating physician, a participating hospital, or other healthcare
professional or provider that has entered into a contractual agreement with CarePlus to serve
enrollees.

Primary Care Physician (PCP) — a participating physician who supervises, coordinates, and
provides primary care services to enrollees, including the initiation of their referral for specialist
services and other non-PCP services, and who meets all the other requirements for PCP contained
in CarePlus’ rules and regulations and in the primary care physician agreement.

Primary Care Services — covered services customarily provided by a PCP in his or her office as well
as services customarily provided by an attending PCP to institutionalized patients. This includes,
by way of example and not limitation, the primary care services as set forth in Attachment “A” of
the PCP agreement.

Point-of-service (POS) — an additional, mandatory supplemental benefit that allows the enrollee
the option of receiving specified services outside of the plan‘s provider network but within the
plan’s service area or the plan’s designated POS service area.

Preauthorization list (PAL) — a list of services, items, and medications delivered in a physician’s
office, clinic, outpatient, or home setting that require advance approval from the plan as to
whether the service, item, or medication will be covered. Services must be provided according to
Medicare coverage guidelines established by the Centers for Medicare & Medicaid Services
(CMS). According to the guidelines, all medical care, services, supplies, and equipment must be
medically necessary. View the CarePlus Health Plans PAL at CarePlusHealthPlans.com/PAL.

Reserve —an amount segregated within the claims fund estimated by CarePlus to be sufficient to
satisfy claims that have been incurred but not reported, based upon historical experience for
CarePlus enrollees. The reserve amount shall be determined by CarePlus.

Service area (for MA plans) — a geographic area approved by CMS within which a MA-eligible
individual must reside to enroll in a particular plan offered by CarePlus.

Special Needs Plans (SNPs) — were created via the Medicare Modernization Act (MMA) of 2003 as
a new type of Medicare managed-care plan focused on certain vulnerable groups of Medicare
beneficiaries: the institutionalized, Medicare/Medicaid dual-eligibles and beneficiaries with severe
or disabling chronic conditions. SNPs offer the opportunity to improve care for Medicare
beneficiaries with special needs through improved coordination and continuity of care and by
combining benefits available through Medicare and Medicaid.
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KK.

LL.

MM.

NN.

Specialist Physician — a participating physician who is board certified or has met the academic
requirements to sit for the board in a certain medical specialty; who provides services to enrollees
within the range of such specialty; who elects to be designated as a specialist physician by
CarePlus; and who meets all other requirements for specialist physicians contained in CarePlus’
rules and regulations and in the agreement between CarePlus and the specialist physician.

Specialist Services — the services of a specialist physician, within the scope of his/her board-
certified or board-eligible specialty, that are:
(1) Provided upon the referral of a PCP pursuant to CarePlus’ rules and regulations
(2) Covered services, but not PCP services

Urgently Needed Services — covered services provided when a member is temporarily absent
from the plan’s service (or, if applicable, continuation) area (or, under unusual and extraordinary
circumstances, provided when the member is in the service or continuation area but a
participating provider is temporarily unavailable or inaccessible) when such covered services are
medically necessary and immediately required:

(1) As a result of an unforeseen illness, injury, or condition

(2) Because it was not reasonable given the circumstances to obtain the covered

services through a participating provider.

Urgent Care — care provided for those problems which, though not life-threatening, could result

in serious injury or disability unless medical attention is received or substantially restrict a
member’s activity (e.g., infectious illnesses, flu, respiratory ailments, etc.).

Remainder of this page intentionally left blank

652505FL0125 19

H1019_

Provider Manual2025



CarePlus

HEALTH PLANS.

RESPONSIBILITIES OF CAREPLUS

CarePlus, under its agreement with its contracted providers, is responsible for the following:

A.  Assist contracted providers in meeting the expectations of the health plan;

B.  Maintain a record of eligibility for all enrolled members;

C.  Process all enrollment and disenrollment applications;

D. Educate and encourage enrolled members to be seen for appropriate preventive services;

E. Keep contracted providers informed of any changes set forth by the CMS;

F.  Prepare necessary reports required for maintenance of the health plan;

G. Make member service representatives available to handle all concerns and issues members may
have;

H. Support contracted providers by having provider services executives handle issues regarding
agreement and general concerns;

Provide training and support in the application of utilization review programs and the
development of a network of contracted providers;

J. Serve as a referral support center, to assist in the provision of any service by a specialty provider,
as requested by the affiliated provider;

K.  Perform periodic site visits to PCP offices and high-volume specialists to ensure compliance with
CarePlus’ established procedures, access to information, and response to inquiries concerning
issues that may relate to quality of care;

L. Maintain and monitor a panel of PCP from which the member may select a PCP;

M. Consult and communicate with physicians regarding CarePlus’ medical policy, quality
assurance/improvement programs, and medical management procedures;

N. Agree to comply with federal laws and regulations designed to prevent or ameliorate fraud, waste
and abuse, including, but not limited to, applicable provisions of federal criminal law, the False
Claims Act (31 USC 3729 et. Seq.), and the anti-kickback statute (section 1128B (b)) of the ACT);

O. Disclose to CMS all information necessary to (1) administer and evaluate the program; and (2)
establish and facilitate a process for current and prospective members to exercise choice in
obtaining Medicare services;
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P.

Maintain ultimate responsibility for adhering to and otherwise fully complying with all terms and
conditions with its contract with CMS. Require its related entities, contractors and subcontractors
to grant the U.S. Department of Health and Human Services (HHS), the comptroller general or its
designee the right to inspect, evaluate and audit any pertinent information for any particular
contract period and maintain this information for 10 years from the final date of the contract
period or from the date of completion of any audit, whichever is later;

Communicate and certify the truthfulness and completeness of encounter data and medical
records submitted by the plan and its affiliated physicians, contractors, and subcontractors;

Agrees to arrange through its contracted physicians continuation of members’ healthcare benefits
for the duration of the contract period with CMS; and, provide continuation of care for members
who are hospitalized on the date should the contract terminate, or, in the event of insolvency,
through discharge;

Notify prospective and participating providers in writing the reason for denial, suspension, and
termination from the plan;

Shall not discriminate against provider with respect to participation, reimbursement, or
indemnification as long as provider is acting within the scope of his/her licensure or certification
under applicable state law, solely on the basis of such license or certification. This provision shall
not be construed as an “any willing provider law,” as it does not prohibit CarePlus from limiting
provider participation to the extent necessary to meet the needs of its members;

Shall not discriminate against provider when serving high-risk populations or when provider
specializes in conditions requiring costly treatments.

Remainder of this page intentionally left blank
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CONTRACT REQUIREMENTS THROUGH POLICIES,

STANDARDS AND MANUALS

In addition to the provisions mentioned above, CarePlus must include certain MA-related provisions in
the policies and procedures that are distributed to providers and suppliers that constitute the
organization’s health services delivery network. The following table summarizes these provisions, which
may be accessed online by viewing the Code of Federal Regulations (CFR) which is available on the U.S.

Government Publishing Office website (GPO.gov).

Summary of CMS Requirements

Title 42 > Chapter IV >
Subchapter B > Part 422 >

Safeguard privacy and maintain records accurately and timely

422.118

Permanent “out of area” members to receive benefits in continuation 422.54(b)
area

Prohibition against discrimination based on health status 422.110(a)
Pay for emergency and urgently needed services 422.100(b)

Pay for renal dialysis for those temporarily out of a service area

422.100(b)(1)(iv)

Direct access to mammography and influenza vaccinations 422.100(g)(1)
No copay for influenza and pneumococcal vaccines 422.100(g)(2)
Agreements with providers to demonstrate “adequate” access 422.112(a)(1)
Direct access to women’s specialists for routine and preventive services 422.112(a)(3)

Services available 24 hours a day, seven days a week

422.112(a)(7)

Adhere to CMS marketing provisions

422.80(a), (b), (c)

Ensure services are provided in a culturally competent manner

422.112(a)(8)

Maintain procedures to inform members of follow-up care or provide
training in self-care as necessary

422.112(b)(5)

Document in a prominent place in medical record if individual has
executed advance directive

422.128(b)(1)(ii)(E)

Provide services in a manner consistent with professionally recognized
standards of care

422.504(a)(3)(iii)

Continuation of benefits provisions (may be met in several ways,
including contract provision)

422.504(g)(2)(i);
422.504(g)(2)(ii);
422.504(g)(3)

Payment and incentive arrangements specified

422.208

Subject to applicable federal laws

422.504(h)

Disclose to CMS all information necessary to (1.) administer and evaluate
the program (2.) establish and facilitate a process for current and
prospective beneficiaries to exercise choice in obtaining Medicare
services

422.64(a): 422.504(a)(4)
422.504(f)(2)
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CONTRACT REQUIREMENTS THROUGH POLICIES,
STANDARDS AND MANUALS

Summary of CMS Requirements Title 42 > Chapter IV >
Subchapter B > Part 422 >

Must make good faith effort to notify all affected members of the | 422.111(e)
termination of a provider contract 30 calendar days before the
termination by plan or provider

Submission of data, medical records and certify completeness 422.310(d)(3)-(4), 422.310(e),
and truthfulness 422.504(d)-(e), 422.504(i)(3)-(4),
422.504(1)(3)

Comply with medical policy, Ql and MM 422.202(b); 422.504(a)(5)

Disclose to CMS quality and performance indicators for plan 422.504(f)(2)(iv)(A)
benefits regarding disenrollment rates for beneficiaries enrolled
in the plan for the previous two years

Disclose to CMS quality and performance indicators for the 422.504(f)(2)(iv)(B)
benefits under the plan regarding enrollee satisfaction
Disclose to CMS quality and performance indicators for the 422.504(f)(2)(iv)(C)

benefits under the plan regarding health outcomes

Notify providers, in writing, of reason for denial, suspension and | 422.202(c)(1)

termination
Provide 60 days’ notice when terminating contract without cause | 422.202(c)(4)
Comply with federal laws and regulations including, but not 422.504(h)(1)

limited to, federal criminal law, the False Claims Act (31 U.S.C.
3729 et. Seq.) and the anti-kickback statute (section 1128B(b) of

the Act)
Prohibition of use of excluded practitioners 422.752(a)(8)
Adhere to appeals/grievance procedures 422.562(a)

Source: Medicare Managed Care Manual, Chapter 11, “Medicare Advantage Application Procedures and
Contract Requirements,” § 100.4 — Provider and Supplier Contract Requirements. (Revised 04/25/07)

The Code of Federal Regulations (CFR) is the codification of the general and permanent rules published in
the Federal Register by the executive departments and agencies of the federal government. It is divided
into 50 titles that represent broad areas subject to federal regulation. Each title is divided into chapters,
which usually bear the name of the issuing agency. Each chapter is further subdivided into parts that
cover specific regulatory areas. Large parts may be subdivided into subparts. All parts are organized in
sections, and most citations in the CFR are provided at the section level.

The MA-related provision can be found under title 42. Example: 42 CFR 422.111.

CFRs can be retrieved on the following website: GOVINFO.gov/app/collection/cfr/
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GENERAL COMPLIANCE AND
FRAUD, WASTE AND ABUSE REQUIREMENTS

CarePlus is committed to maintaining high ethical standards and conducting business with integrity and
in compliance with applicable laws, regulations and requirements. This strong commitment to ethics is
the foundation of CarePlus’ business relationships. CMS mandates that all CarePlus-contracted entities
complete compliance requirements annually. As a wholly owned subsidiary of Humana, CarePlus is
providing two Humana documents: Compliance Policy for Contracted Healthcare Providers and Third
Parties and Ethics Every Day for Contracted Healthcare Providers and Third Parties. You will see
references to Humana throughout these documents. In addition, CMS requires your organization to
provide education about combating fraud, waste and abuse (FWA) to all who support a (CarePlus-
administered) Medicare plan. This includes your organization’s employees, administrative and healthcare
professionals, and, if applicable, any other individuals and entities supporting your organization in
meeting contractual obligations to CarePlus.

The Humana documents are available on the CarePlus website:
CarePlusHealthPlans.com/Providers/Educational-Resources/Compliance. If you are unable to access the
internet, please contact our Provider Operations inquiry line at 1-866-220-5448, Monday — Friday, 8 a.m.
—5p.m., Eastern time.

CarePlus suggests the requirements outlined above occur within 30 days of contract/employment and
annually thereafter. Review of these two documents, or materially similar documents, and FWA training is
required of healthcare providers and those supporting their contract with CarePlus so sufficient awareness
is gained of the compliance requirements. CarePlus reserves the right to request that contracted healthcare
providers and those in their organizations supporting a CarePlus contract provide evidence of distribution
of the above documents or materially similar content, as well as tracking logs and documentation related to
any other requirements the documents outline.

If you have any questions about this compliance program and training requirement, please contact your
assigned provider services executive or call the Provider Operations inquiry line
at 1-866-220-5448, Monday — Friday, 8 a.m. —5 p.m., Eastern time.

We appreciate your
assistance with this

requirement!
Thank you for your Contracted providers are responsible for complying with all applicable laws,

care of our members. regulations and CarePlus’ policies and procedures, including, but not limited to
the Compliance Policy for Contracted Healthcare Providers and Third Parties
(“Compliance Policy”), Ethics Every Day for Contracted Healthcare Providers and Third Parties (“Ethics
Every Day,”) and FWA Training. These Humana documents are available on the CarePlus website at
CarePlusHealthPlans.com/Providers/Educational-Resources/Compliance.

These Humana documents incorporate requirements outlined by CMS for all MA or prescription drug
plans (PDP) sponsors, as well as any individuals and entities that provide administrative support, related
materials/supplies and/or render services for or on behalf of the sponsors, as detailed in Chapter 21 of
the Medicare Managed Care Manual and Chapter 9 of the Prescription Drug Benefit Manual.

CarePlus’ general compliance and FWA requirements for contracted providers, include, but are not
limited to:
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1.

Having designated resource(s) to fulfill compliance obligations.

Being familiar with CarePlus’ expectations and requirements relating to compliance program
requirements and FWA prevention, detection and correction, which have been outlined in the
Compliance Policy and Ethics Every Day.

Monitoring the compliance of employees.

Monitoring and auditing the compliance of subcontractors that provide services or support
related to administrative or healthcare services provided to a member of CarePlus (“downstream
entities”).

Obtaining approval from CarePlus for any relationships with downstream entities. In addition,
note that CarePlus must notify CMS of any location outside of the United States or a U.S. territory
that receives, processes, transfers, stores, or accesses a Medicare member’s protected health
information in oral, written, or electronic form.

Reporting instances of suspected and/or detected FWA and noncompliance with the Compliance
Policy and Ethics Every Day.

Having policies and procedures in place for preventing, detecting, correcting and reporting
noncompliance and FWA, including, but not limited to:

a. Requiring employees and downstream entities to report suspected and/or detected FWA
and noncompliance;

b. Safeguarding CarePlus’ confidential and proprietary information;

Providing accurate and timely information/data in the regular course of business; and,

d. Screening all employees and downstream entities against federal government exclusion
lists, including the Office of Inspector General (OIG) list of Excluded Individuals and Entities
(OIG.HHS.gov/Exclusions/) and the General Services Administration (GSA) Excluded Parties
Lists System (Sam.gov). Anyone listed on one or both lists who is not eligible to support
CarePlus’” MA and PDPs, must be removed immediately from providing services or support
to CarePlus, and CarePlus must be notified upon such identification.

Cooperating fully with any investigation of alleged, suspected, or detected violation of the
manual, CarePlus policies and procedures, or applicable state or federal laws or regulations,
and/or remedial actions.

Administering compliance and FWA training to employees and downstream entities including, but
not limited to:

a. Documenting that training requirements have been met; and
b. Having a system in place to collect and maintain records of compliance and FWA
training for a period of at least 11 years.

10. Publicizing disciplinary standards to employees and downstream entities.
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11. Instituting disciplinary standards and taking appropriate action upon discovery of noncompliance,
FWA or actions likely to lead to either one.

12. Avoiding conflicts of interest, having an internal policy in place to identify and disclose and
address conflicts of interest and, upon request, providing CarePlus with conflict of interest
statements covering the provider, employees and downstream entities.

Additional information can be found online in the Compliance Policy and Ethics Every Day at
CarePlusHealthPlans.com/Providers/Educational-Resources/Compliance.

REPORTING METHODS FOR SUSPECTED OR DETECTED NONCOMPLIANCE

Contracted providers, their employees, and downstream entities are required to notify our parent
organization, Humana’s Special Investigations Unit (SIU), of suspected or detected FWA. Information
about SIU and CarePlus’/Humana’s efforts to prevent, detect and correct FWA can be found on the
CarePlus website (CarePlusHealthPlans.com/Providers/Educational-Resources/Compliance) and in Ethics
Every Day, the compliance policy, and FWA training. Providers, their employees, and downstream entities
also may report concerns and information related to FWA and noncompliance with this manual, Ethics
Every Day, and/or compliance policy to our parent organization, Humana, via one of the following
anonymous options:

Phone: 1-800-614-4126

Fax: 920-339-3613

Email: siureferrals@humana.com

Mail: Humana, Special Investigation Unit, 1100 Employers Blvd., Green Bay, WI 54344
Ethics Help Line: 1-877-5-THE-KEY (584-3539)

Ethics Help Line Reporting website: EthicsHelpline.com

Another option is to complete and submit the Special Investigations Referral Form online at
Humana.com/Legal/S|-Referral-Form

Individuals and entities that report suspected or detected false claims violations are protected from
retaliation under 31 U.S.C. 3730(h) for False Claims Act complaints. CarePlus prohibits intimidation of and
retaliation against those who, in good faith, report suspected or detected violations of CarePlus’ policies
and has zero tolerance for retaliation or retribution against any person who reports suspected
misconduct.

Once SIU performs its initial investigation, SIU may refer the case to the appropriate law enforcement
and/or regulatory agencies, including, but not limited to, the appropriate CMS regional office, as SIU
deems appropriate.

DISCIPLINARY STANDARDS
Confirmed noncompliance and/or FWA violations by healthcare providers, their employees and/or
downstream entities could result in any or all of the following:
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e Oral or written warnings or reprimands
e Suspensions or termination(s) of employment or agreement
e Other measures which may be outlined in the agreement
e Mandatory retraining
e \Written corrective action plan(s) that must be completed to closure
e Reporting of the conduct to the appropriate external entities, such as CMS, a CMS designee,
and/or law enforcement agencies

REPORTING OCCURRENCES TO CAREPLUS

Pursuant to Florida Statute 641.55 and, Florida Administrative Code Rule 59A-10, The Agency for Health
Care Administration (AHCA) mandates that an HMO maintain an internal risk management program. As

part of the CarePlus Risk Management Program, physicians and other healthcare providers are expected
to report any occurrences and/or adverse incidents involving a CarePlus member, whether it happens in
their office or in any other facility.

An occurrence is defined as any unforeseen complication or unusual event in which a plan member is
involved. Examples of occurrences are:

e Complication of drug, treatment, or service prescribed

e Dissatisfaction angrily expressed with threats

e Delay in care, diagnosis, or referral

e Breach of confidentiality

e Receipt of a notice of intent to initiate litigation against a contracted physician or facility

An adverse incident is defined as an event over which healthcare personnel could exercise control, and
which is associated in whole or in part with medical intervention, rather than the condition for which
such intervention occurred, and which results in one of the following:
e Unexpected death of a patient
e Brain or spinal damage
e Performance of surgical procedure on the wrong patient
e Performance of a wrong site surgical procedure
e Performance of a surgical procedure that is medically unnecessary or otherwise unrelated to the
patient’s diagnosis or medical condition
e Surgical repair of damage to a patient resulting from a planned procedure, where the damage
was not a recognized specific risk, as disclosed to the patient and documented through the
informed-consent process
e Performance of procedure to remove unplanned foreign objects remaining from a surgical
procedure
Never Events — per CMS guidelines

As per Florida Administrative Code R. 59A-12.012, occurrences and adverse incidents must be reported
to the CarePlus risk manager within three calendar days. The information submitted to CarePlus is used
for state-mandated risk management review.

652505FL0125 27
H1019 Provider Manual2025



CarePlus

HEALTH PLANS.

Independent physicians or private practice physicians and their health plan medical director should
report occurrences and adverse incidents using one of the following methods:

e Telephonically between the independent physician and the health plan medical director

e Telephonically between the office staff and the health plan risk manager or provider
representative

e In writing by completing a Member Occurrence Report, filled out by the independent physician or
office staff. For your convenience, we have included a copy of the Member Occurrence Report
under the “Forms” section of this manual. The report should be mailed to the risk manager,
medical director, or the designated provider services executive. Facsimiles should be avoided
because of lack of confidentiality.

Group physicians and their staffs should use the following methods:

e Telephonically between the group medical director/group leader and the health plan medical
director. The group physician, who becomes aware of an occurrence, should report the
occurrence to the group medical director/group physician leader.

e Telephonically between the office staff and the health plan risk manager or provider
representative.

e In writing by completing a Member Occurrence Report filled out by the group medical
director/group physician leader or office staff. For your convenience, we have included a copy of
the Member Occurrence Report under the “Forms” section of this manual. The report should be
mailed to the risk manager, medical director, or the designated provider services executive.
Facsimiles should be avoided because of lack of confidentiality.

Note: Allied healthcare professionals should report to their supervising physician. All other healthcare
providers should report as independent physicians.

The information submitted to the plan is used to investigate potential quality issues and for risk
management review. All information reported to the plan will remain strictly confidential in accordance
with the policy and procedure on confidentiality.

If you have any questions regarding the above-mentioned information or would like to obtain guidance
on how to establish a risk management program within your practice or facility, please contact CarePlus’
Risk Management department via email at RiskManagementAdministration@humana.com.

Remainder of this page intentionally left blank
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RESPONSIBILITIES OF THE PRIMARY CARE PHYSICIAN (PCP)

To comply with the requirements of accrediting agencies, CarePlus has adopted certain rules that are
summarized below for participating physicians. This is not a comprehensive, all-inclusive list. Additional
responsibilities are represented elsewhere in this manual and within the provider agreement.

1.

10.

All PCPs must have 24-hour-a-day, seven-days-a-week coverage; regular hours of operation
should be clearly defined and communicated to members.

The PCP is the coordinator of all care. Therefore, the PCP agrees to ensure continuity of care to
CarePlus members when the PCP’s office is closed by arranging for the provision of on-call and
after-hours coverage by a participating and credentialed CarePlus physician.

The PCP agrees to treat all CarePlus members with respect, consideration, and dignity.

The PCP agrees to practice his/her profession ethically and legally and provide all services in a
culturally competent manner consistent with professionally recognized standards of care,
accommodate those with disabilities, and not to discriminate against anyone based on race,
ethnicity, national origin, religion, sex, age, marital status, mental or physical disability or medical
condition, sexual orientation, claims experience, medical history, evidence of insurability
(including conditions arising out of acts of domestic violence), genetic information, or source of
payment.

The PCP agrees to refer and/or admit CarePlus members only to participating physicians and
providers (including hospitals, skilled nursing facilities [SNFs] and other facilities) except when
participating physicians and providers are not available in network or for urgent/emergent
covered services.

The PCP shall attempt to conduct a health risk assessment of all new enrollees within 90 days of
the effective date of enrollment if the plan is unable to obtain it from the enrollee upon initial
enrollment.

When clinically indicated, the PCP agrees to contact CarePlus members as quickly as possible
regarding identified significant problems and/or abnormal laboratory, radiological, or other
diagnostic findings.

The PCP agrees to conduct assessments of the members’ needs and will make appropriate and
timely specialty and care management referrals.

The PCP will establish office procedures to facilitate the follow-up of member referrals and office
visits to specialty care providers by entering the referral/preauthorization request in Availity or
*PWS (*sunsetting in 2025). Note that referrals/authorizations may not be required for certain
services or benefits. Please contact CarePlus for details.

The PCP will consult with specialty care providers, including providing necessary history and
clinical data to assist the specialty care provider in his/her examination of the member, and
retrieve consultation and diagnostic reports from specialty care provider.
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11.

12.

13.

14.

15.

16.

17.

18.

19.

The PCP shall participate in any system established by CarePlus to facilitate the sharing of medical
records, subject to applicable confidentiality requirements in accordance with 42 CFR, Part 431,
Subpart F, including a minor’s consultation, examination and drugs for sexually transmitted
infections (STIs) in accordance with Section 384.30 (2), F.S.

The PCP agrees to provide services in a culturally competent manner, e.g., removing all language
barriers. Care and services should accommodate the special needs of ethnic, cultural, and social
circumstances of the patient.

All referrals must be submitted via Availity or *PWS (*sunsetting in 2025), as applicable.

The PCP’s office is responsible for notifying CarePlus of changes in staff. If a new physician is
added to a group, CarePlus must approve and credential the physician before he/she treats
CarePlus members.

The PCP agrees to participate and cooperate with CarePlus in internal and external quality
improvement/management, utilization review, continuing education, and other similar programs
established by CarePlus.

The PCP agrees to cooperate with an independent review organization’s activities pertaining to
the provision of services for CarePlus members. The PCP also agrees to respond expeditiously to
CarePlus’ requests for medical records or any other documents to comply with regulatory
requirements and to provide additional information when necessary to resolve/respond to a
member’s grievance or appeal.

The PCP agrees to participate in, and cooperate with, CarePlus’ grievance and appeal procedures
when CarePlus notifies the PCP of any member grievances and appeals.

All PCPs are required to provide 45-day written notice to CarePlus if they are closing their panel
to new and/or transferring CarePlus members.

The PCP agrees not to bill, charge, collect a deposit from, seek compensation, remuneration or
reimbursement from, or have any resources against CarePlus members other than for
copayments, fees from non-covered services furnished on a fee-for-service basis. Non-covered
services are services not covered by Medicare or services excluded in the member’s Evidence of
Coverage (EOC). Notification that a service is not a covered benefit must be provided to the
member prior to the service and be consistent with CarePlus policy for the member to be held
financially responsible. CarePlus policy requires that the notification include the date and
description of the service, an estimate of the cost to the member for such services, name and
signature of the member agreeing in writing to receive such services, name and signature of the
provider, and be in at least 12-point font. Documentation of that preservice notification must be
included in the member’s medical record and shall be provided to CarePlus or its designee upon
request, and in a timely manner to substantiate member appeals. For additional guidance, please
refer to the section titled Limitations on Member Liability Related to Plan-directed Care under
Role of the Primary Care Physician (PCP).
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20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

The PCP agrees that in the event CarePlus denies payment for a health service(s) rendered to
CarePlus members determined not to be medically necessary, the PCP will not bill, charge, seek
payment, or have any recourse against said member for such service(s), unless the member has
been advised in advance that the service(s) is/are not medically necessary and has agreed in
writing to be financially responsible for those services pursuant to CarePlus policy (see No.19 for
details).

In no event, including, but not limited to, nonpayment by the plan, insolvency of the plan, or
breach of the provider agreement by either party, shall the PCP bill, charge, collect a deposit
from, seek compensation, remuneration or reimbursement from, or have any recourse against
any dual-eligible SNP member or a person acting on their behalf for fees that are the
responsibility of the plan or state Medicaid agency.

The PCP must continue care in progress for members through the effective date of termination.

The PCP agrees to maintain malpractice insurance acceptable to CarePlus, which shall protect the
PCP and its employees. If the PCP elects not to carry malpractice insurance, appropriate
documentation must be submitted to CarePlus, and members must be notified via a written
statement or a posting in the PCP’s office.

The PCP agrees to retain all agreements, books, documents, papers, and medical records related
to the provision of services to CarePlus members, as required by state and federal laws.

The PCP agrees to treat all member records and information confidentially, accurately, and
timely, and agrees not to release such information without the written consent of the member,
except as indicated herein, or as needed for compliance with state and federal laws, including
Health Insurance Portability and Accountability Act (HIPAA) regulations.

The PCP agrees to establish procedures to obtain, identify, store, and transport laboratory
specimens or biological products, when applicable.

The PCP shall comply with applicable state and federal laws and regulations including, but not
limited to, the False Claims Act (31 USC 3729 et. Seq.) and the anti-kickback statute (Section
1128B([b] of the Act), Title VI of the Civil rights Act of 1964, Rehabilitation Act of 1973, Age
Discrimination Act of 1975, and the Americans with Disabilities Act.

The PCP agrees to support and cooperate with CarePlus’ Quality Management and Risk
Management programs to provide quality care in a cost-effective and responsible manner.

The PCP agrees to inform CarePlus if he/she objects to the provision of any counseling,
treatments or referral services on religious grounds.

The PCP agrees to provide CarePlus members complete information concerning their diagnosis,
evaluation, treatment, prognosis, and the use of the healthcare system. The PCP will give
members the opportunity to participate in decisions involving their healthcare regardless of
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31.

32.

33.

34,

35.

whether he/she has completed an advance directive, except when contraindicated for medical
reasons.

The PCP agrees to adequate and timely communication among providers and the transfer of
information when members are transferred to other healthcare providers to ensure continuity of
care. The PCP agrees to obtain a signed and dated release allowing for the release of information
to CarePlus and other providers involved in the member’s care.

Food snacks or services provided to patients should meet their clinical needs and should be
prepared, stored, secured, and disposed of in compliance with local health department
requirements.

The PCP agrees to make provisions to minimize sources and transmission of infection within
his/her office.

The PCP agrees to establish office procedures to notify public health authorities of reportable or
communicable conditions.

The PCP agrees to maintain communication with the appropriate agencies such as local police,
social services, and poison control centers to provide high-quality patient care.

36. The PCP agrees that any notation in a member’s clinical record indicating diagnostic or
therapeutic intervention as part of clinical research shall be clearly contrasted with entries
regarding the provision of non-research related care.

37. The PCP agrees to document in a member’s medical record whether the member has executed
an advance directive.

38. The PCP agrees to provide CarePlus with 60 days’ notice when he/she intends to terminate an
agreement to allow CarePlus to make a good faith effort to contact affected member(s) within 45
days of receipt of termination notice.

39. The PCP agrees not to charge a copayment for influenza and pneumococcal vaccines.

40. The PCP agrees to follow the Medicare Communications and Marketing Guidelines found in the
CMS Medicare Managed Care Manual.

41. The PCP agrees to receive approval from CarePlus prior to sending any communication(s) to
CarePlus members.

42. The PCP agrees to submit a report of an encounter for each visit when the member is seen by the
provider and the member receives a Healthcare Effectiveness Data and Information Set (HEDIS®)
service. Encounters should be submitted electronically or recorded on a CMS-1500 Claim Form,
or its respective successor forms, as may be required by CMS, or such other forms as may be
required by law when submitting encounters or claims in an electronic format and submitted
according to the time frame listed in the participation agreement.
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43. The PCP shall inform CarePlus immediately upon exclusion from participation in the Medicare
program and acknowledges that CarePlus is prohibited by federal law from contracting with a
physician excluded from participation in the Medicare program.

44. The PCP shall have on-site written policies and procedures that are reviewed and updated
annually, to include an evaluation for the availability of safer medical services and devices, as well
as changes in technology. Office policies and procedures should include, but not be limited to, the
following:

Appointment scheduling and telephone guidelines

Recordkeeping and general documentation requirements

Medical records and confidentiality (e.g., HIPAA)

Medication administration (e.g., refill policies, controlled substances, etc.)

Infection control (e.g., blood-borne pathogens, housekeeping, sharps safety, hand hygiene,
written exposure-control plan)

Safety program

Hazard communications

Hazardous drugs plan

Fire safety

Emergency action plans and preparedness (i.e., fire, tornado, and workplace violence)

Remainder of this page intentionally left blank
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ROLE OF THE PRIMARY CARE PHYSICIAN (PCP)

Each CarePlus member will select a PCP at the time of enrollment. The PCP coordinates the member’s
healthcare needs through a comprehensive network of specialty, ancillary, and hospital providers.

An initial health risk assessment (HRA) is completed within 90 days of enrollment, for the purpose of
engaging members in care management, providing continuity of care and appropriate coordination of
clinical services. HRAs also are performed annually, within one year (365 days) of the previous HRA.
Telephonic attempts are made by CarePlus to reach members and ask for member’s agreement to
complete the HRA. PCPs also are expected to contact each new member to schedule a first visit. PCPs
must work actively in the development, implementation, and management of each member’s
individualized care plan.

The PCP is responsible 24 hours a day, seven days a week for providing and arranging for all covered
services including prescribing, directing and authorizing all care to members who have been assigned to
the PCP. The only exception to this rule is when a member is enrolled in an Open Access plan
(CareAccess (HMOQ)). In this case, although members are encouraged to keep the PCP updated, members
are not required to obtain a PCP referral before seeking covered services from in-network providers. The
PCP is responsible for arranging coverage by a CarePlus credentialed physician in the event of the PCP’s
absence. All financial arrangements must be made between the PCP and covering physician. The PCP also
is responsible for notifying CarePlus in writing (two weeks prior to their absence) of the duration of the
absence and the physician who will be providing the coverage. The covering physician must be
credentialed by CarePlus.

All PCPs must be credentialed by CarePlus. All personnel assisting in the provision of healthcare services
to CarePlus members are to be appropriately trained, qualified, and supervised in the care provided. Any
time a new physician joins a practice, that individual must be credentialed with CarePlus and cannot see
CarePlus members until the credentialing process is completed. Services must never be provided by a
non-credentialed physician, and if provided, will not be covered by CarePlus. PCPs must notify his/her
provider services executive when a new physician requires credentialing. The PCP is responsible for the
direct training and supervision of all employed physician extenders in the provision of care and directed
according to Medicare regulations and applicable state licensure requirements.

Payments: The PCP shall collect copayments or cost-sharing percentage due from members only when
applicable.

PCPs are required to provide care in a culturally competent manner which includes, but is not limited to,
the following:

Providing free oral interpretation services

Establishing standards and mechanisms to confirm the timeliness, quality, and accuracy of oral
interpretations

e Establishing standards and criteria to promote the efficiency of interpreter services

e |dentifying points of contact when the need for interpretation is reasonably anticipated and
establishing how the provider will provide timely access to interpretation services at all points of
contact
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e Establishing a range of interpreting services and types of resources needed to provide effective
interpreting

e Creating mechanisms for promoting sensitivity to the culture of those with limited English-
speaking proficiency

e Establishing a policy regarding a patient’s request in a nonemergency to use a family member or
friend as the interpreter

e Establishing a policy regarding use of a minor as an interpreter in an emergency

Limitations on Member Liability Related to Plan-directed Care

If a participating provider furnishes a service or directs a CarePlus member to another provider to receive
a plan-covered service without following CarePlus’ internal procedures (such as obtaining the appropriate
plan pre-authorization), then the member must not be penalized to the extent the provider did not
follow plan rules.

e Consequently, when a participating provider furnishes a service or refers a member for a service
that a member reasonably believes is a plan-covered service, the member cannot be financially
liable for more than the applicable cost-sharing for that service. If an item or service is not
explicitly excluded within the EOC, or if a participating provider believes an item or service may
not be covered for a member or could be covered only under specific conditions, the appropriate
process is for the member or provider to request a preservice organization determination from
CarePlus.

e |f a participating provider refers a member to an out-of-network provider for a service that is
covered by CarePlus, the member is financially liable only for the applicable in-network cost-
sharing for that service. Participating providers are expected to work with CarePlus to coordinate
care prior to referring a member to an out-of-network provider to ensure, to the extent possible,
that members are receiving medically necessary services covered by their plan.

Provider Responsibilities under Title VI of the Civil Rights Act of 1964 and the Americans with Disabilities
Act (ADA) of 1990

Title VI of the Civil Rights Act of 1964

Title VI of the Civil Rights Act of 1964 prohibits national origin discrimination, which protects individuals
with limited English proficiency (LEP). It applies to all entities that receive federal financial assistance,
either directly or indirectly (e.g., through a grant, cooperative agreement, contract/subcontract,
Medicaid and Medicare payments, etc.). Virtually all healthcare providers must ensure that LEP patients
have meaningful access to healthcare services at no cost to the patient. “Meaningful access” means that
the LEP patient can communicate effectively.

In 2003, the U.S. Department of Health and Human Services (HHS) issued guidance to assist healthcare
providers in complying with Title VI. The HHS points out that a thorough assessment of the language
needs of the population served is to be conducted to develop appropriate and reasonable language
assistance measures. The guidance details four factors PCPs should consider when determining the
extent and types of language assistance that may be pursued:
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1. The number or proportion of LEP individuals eligible to be served or likely to be encountered.

2. The frequency with which the LEP individuals come into contact with the provider.

3. The nature and importance of the program, activity, or service provided by the provider to
people’s lives.

4. The resources available to the provider and costs.

A PCP must have an appropriate response for the LEP patients they serve, such as use of translated
documents, bilingual office staff, and/or use of family members or an interpreter, when necessary. In the
event a PCP is unable to arrange for language translation services for non-English speaking or LEP
CarePlus members, he/she may contact our member services department at 1-800-794-5907, and a
representative will assist in locating a qualified interpreter who communicates in the member’s primary
language via telephone while the member is in the office. To avoid having the member experience
delayed during the scheduled appointment, it is recommended that this be coordinated with the
member services department prior to the date of the visit.

For additional information regarding improving cultural competency when providing care, please refer to
the section titled Cultural Gaps in Care within this manual.

Furthermore, Section 1557 of the Patient Protection and Affordable Care Act strengthened requirements
for language resources providing that individuals cannot be denied access to health care or health care
coverage or otherwise be subject to discrimination because of race, color, national origin, sex, age, or
disability. Under a new requirement, covered entities are required to post information telling consumers
about their rights and telling consumers with disabilities and consumers with LEP about the right to
receive communication assistance. For additional details, please refer to the US Department of Health
and Human Services at www.hhs.gov/civil-rights/for-individuals/section-1557/fs-disability/index.html

The Americans with Disabilities Act (ADA) of 1990

Under the ADA, physicians’ offices are considered places of public accommodation. PCPs are required to
comply with basic non-discrimination requirements that prohibit exclusion, segregation, and unequal
treatment of any person with a disability. All PCP facilities must have in operation: (i) handicapped
accessibility, including an accessible exam table and adequate space and supplies; (ii) good sanitation; (iii)
fire safety procedures. To provide medical services in an accessible manner, PCPs and their staff may
need training in operating accessible equipment, helping with transfers and positioning, and not
discriminating against individuals with disabilities.

PCPs must furnish appropriate auxiliary aids and services where necessary to ensure effective
communication. For deaf or hard-of-hearing patients, this may include written notes, readers, and
telecommunication devices or an interpreter. In situations where information is more complex, such as
discussing medical history or providing complex instructions about medications, an interpreter should be
present. If the information is simple and direct, such as prescribing an X-ray, the PCP may be able to
communicate in writing. For the visually impaired, this may include providing materials in large print or
Braille text.
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In addition, the ADA requires that service dogs be admitted to healthcare provider offices unless it would
result in a fundamental alteration or jeopardize safe operation.

The cost of an auxiliary aid or service must be absorbed by the provider and cannot be charged to the
member either directly or through CarePlus. PCPs are required to modify policies and procedures when
necessary to serve a person with disability. However, the ADA does not require providers to make
changes that would fundamentally alter the nature of their service. PCPs are responsible for making
reasonable efforts to accommodate members with sensory impairments. Without these, the PCP and
staff might not understand the patient’s symptoms and misdiagnose medical problems or prescribe
inappropriate treatment.

Additional Resources Concerning ADA Requirements

U.S. Department of Justice: ADA home page, ADA.gov

Language Assistance and Interpretation Services

Providers of medical services are contractually and federally required to ensure “equality of opportunity
for meaningful access” to healthcare services and activities. This includes ensuring that non-
English/limited English and disabled members are provided effective communication of “vital
information” during doctor visits/appointments/follow-ups to avoid consequences or adverse risk to the
patient/member (i.e., over-the-phone interpretation, video interpretation, in-person interpretation
including American Sign Language.) Oral interpretation services must be provided, at no cost, in the
language of the member, including American Sign Language.

More than 300 languages are spoken in the United States. To ensure “equality of opportunity for
meaningful access to healthcare services and activities,” (Executive Order 13166, Section 504/508 of
Rehabilitation Act and Title Il of ADA, Section 1557 of Patient Protection and Affordable Care Act);
providers must ensure patients/members are not discriminated against by not receiving effective
communication.

When creating appointments with current and future members, providers must provide:
e Notification of availability of oral interpretation (over the phone, video or in-person) for non-
English/limited English appointments
e Notification of availability of video or in-person sign language interpretation for hearing impaired
members

CyraCom, an over-the-phone and video interpreter vendor, offers interpretation services in 200
languages and video interpretation in 24 languages, including American Sign Language, to meet
providers’ contractual and federal requirements. Please click the link below:
https://start.cyracom.com/humana

Deaf Interpreters Service has an in-person sign language service available across the United States to
make it easy for providers to meet ADA requirements regarding hearing impaired patients.
www.deaf-interpreter.com
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RESPONSIBILITIES OF THE SPECIALTY CARE PHYSICIAN

Listed below are highlights from the specialty care agreement. For more comprehensive, specific details,
please refer to your executed specialty care agreement.

1.

2.

10.

11.

Specialist must have coverage 24 hours a day, seven days a week.

Specialist will participate in any system established by CarePlus to facilitate the sharing of records
(subject to applicable confidentiality requirements in accordance with 42CFR, Part 431, Subpart F,
including a minor’s consultation, examination and drugs for STls in accordance with Section 384.30
[2], F.S.).

Specialist agrees to practice his/her profession ethically and legally and provide all services in a
culturally competent manner consistent with professionally recognized standards of care,
accommodate those with disabilities, and not to discriminate against anyone based on race,
ethnicity, national origin, religion, sex, age, mental or physical disability or medical condition, sexual
orientation, claims experience, medical history, evidence of insurability (including conditions arising
out of acts of domestic violence), genetic information, or source of payment.

Specialist agrees to treat all CarePlus members with respect, consideration, and dignity.

Specialist agrees to refer and/or admit CarePlus members only to participating physicians and
providers (including hospitals, SNFs, and other facilities) except when participating physicians and
providers are not available in network or in an emergency.

If a new physician is added to a group, CarePlus must approve and credential the physician before
the physician treats members.

Specialist agrees to participate and cooperate with CarePlus in any internal and external quality
improvement/management, risk management review, utilization review, continuing education, and
other similar programs established by CarePlus.

Specialist agrees to cooperate with an independent review organization’s activities pertaining to the
provision of services for CarePlus members. Specialist also agrees to respond expeditiously to
CarePlus’ requests for medical records or any other documents to comply with regulatory
requirements and to provide additional information when necessary to resolve or respond a
member’s grievance or appeal.

Specialist agrees to participate in, and cooperate with, CarePlus’ grievance and appeal procedures
when CarePlus notifies specialist of any member grievances and appeals.

Specialist agrees to follow all utilization and referral guidelines established by CarePlus, including,
but not limited to, prior authorization requirements.

Specialist is required to provide 45-day written notice to CarePlus if closing his or her practice and
moving to a new location and/or transferring CarePlus members.
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12.

13.

14.

15.

16.

17.

18.

19.

Specialist agrees not to bill, charge, collect a deposit from, seek compensation, remuneration or
reimbursement from, or have any resources against a CarePlus member other than for copayments
or fees from non-covered services furnished on a fee-for-service basis. Non-covered services are
services not covered by Medicare or services excluded in the member’s Evidence of Coverage.
Notification that a service is not a covered benefit must be provided to the member prior to
provision of the service and be consistent with CarePlus policy for the member to be held financially
responsible. CarePlus policy requires that the notification include the date and description of the
service, an estimate of the cost to the member for such services, name and signature of the member
agreeing in writing of receiving such services, name and signature of the provider, and be in at least
12-point font. Documentation of the pre-service notification must be included in the member’s
medical record and shall be provided to CarePlus or its designee upon request, and in a timely
manner to substantiate member appeals. For additional guidance, please refer to the section titled
Limitations on Member Liability Related to Plan-directed Care under Role of the Specialty Care
Physician.

Specialist agrees that in the event CarePlus denies payment for a service(s) rendered to a CarePlus
member and determined by the plan not to be medically necessary, the specialist will not bill,
charge, seek payment, or have any recourse against the member for such service(s), unless the
member has been advised in advance that the service(s) is/are not medically necessary and has
agreed, in writing, to be financially responsible for those services, pursuant to CarePlus policy (see
No. 12 for details).

In no event, including, but not limited to, nonpayment by the plan, insolvency of the plan, or breach
of the provider agreement by either party, shall the specialist bill, charge, collect a deposit from,
seek compensation, remuneration, or reimbursement from, or have any recourse against any
Qualified Medicare Beneficiary (QMB), Qualified Medicare Beneficiary (QMB+), Specified Low-
Income Medicare Beneficiary (SLMB+) and Full Benefit Dual Eligible (FBDE) individual or a person
acting on their behalf for fees that are the responsibility of the plan or state Medicaid agency.

Specialist must continue care in progress during and after the termination period until CarePlus has
made arrangements for substitute care for the member.

Specialist agrees to maintain malpractice insurance acceptable to CarePlus, which shall protect the
specialist and the specialist’s employees. If the specialist elects not to carry malpractice insurance,
appropriate documentation must be submitted to CarePlus, and members must be notified via
written statement or a posting in specialist’s office.

Specialist shall comply with all applicable federal and state laws regarding the confidentiality of
patient records.

Specialist agrees to establish procedures to obtain, identify, store and transport laboratory
specimens or biological products, when applicable.

Specialist agrees to establish an appropriate mechanism to fulfill obligations under the Americans
with Disabilities Act.
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20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

Specialist agrees to support and cooperate with CarePlus’ Quality Improvement and Risk
Management programs.

Specialist agrees to inform CarePlus if he/she objects to provisions of any counseling, treatments, or
referral services on religious grounds.

Specialist agrees to treat all member records and information confidentially, accurately and timely,
and not release such information without the written consent of the member, except as indicated
herein, or as needed for compliance with state and federal laws, including HIPAA regulations.

Specialist agrees to provide services in a culturally competent manner, i.e., removing all language
barriers. Care and services should accommodate the special needs of ethnic, cultural, and social
circumstances of the patient.

Specialist agrees to provide to CarePlus members complete information concerning their diagnosis,
evaluation, treatment, prognosis, and use of the healthcare system. Specialist will give members the
opportunity to participate in decisions involving their healthcare regardless of whether he/she has
completed an advance directive, except when contraindicated for medical reasons.

When the need arises, patients will be transferred to another provider. Specialist agrees to obtain a
signed and dated release for each CarePlus member so records may be released to CarePlus, other
providers involved in their care, and external agencies such as peer review organizations.

Specialist will provide reports of consultations and diagnostic reports to the member’s PCP to
promote continuity of care.

When clinically indicated, specialist agrees to contact CarePlus members as quickly as possible for
follow-up regarding significant problems and/or abnormal laboratory or radiological findings. In the
event the member cannot be located, specialist will contact the member’s PCP for assistance in
contacting the member.

Food snacks or services provided to patients will meet their clinical needs and be prepared, stored,
secured, and disposed of in compliance with local health department requirements.

Specialist agrees to make provisions to minimize sources and transmission of infection within his/her
office.

Specialist agrees to establish office procedures to notify public health authorities of reportable or
communicable conditions.

Specialist agrees to maintain communication with the appropriate agencies such as local police,
social services, and poison control centers to provide high quality patient care.

Specialist agrees to retain all agreements, books, documents, papers, and medical records related to
the provision of services to CarePlus members as required by state and federal laws.
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33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

Specialist agrees that any notation in a patient’s clinical record indicating diagnostic or therapeutic
intervention as part of clinical research shall be clearly contrasted with entries regarding the
provision of non-research related care.

Specialist agrees to provide CarePlus with a 60-day notice when he/she intends to terminate an
agreement to allow CarePlus to make a good faith effort to contact affected member(s) within CMS-
required time frames (30 or 45 days of receipt of the termination notice depending on the provider

type).
Specialist agrees to not charge a copayment for influenza and pneumococcal vaccines.

Specialist agrees to document in a member’s medical record whether the member has executed an
advance directive.

Specialist agrees to follow the Medicare Communications and Marketing Guidelines found in the
CMS Medicare Managed Care Manual.

Specialist agrees to receive approval from CarePlus prior to sending any communication(s) to
CarePlus members.

Specialist agrees to submit a report of an encounter for each visit when the member is seen by the
provider if the member receives a HEDIS service. Encounters should be submitted electronically, or
recorded on a CMS-1500 Claim Form, or its respective successor forms, as may be required by CMS,
or such other forms as may be required by law when submitting encounters or claims in an
electronic format and submitted according to the time frame listed in the participation agreement.

Specialist shall inform CarePlus immediately upon exclusion from participation in the Medicare
program and acknowledges that CarePlus is prohibited by federal law from contracting with a
physician excluded from participation in the Medicare program.

Specialist shall comply with applicable state and federal laws and regulations including, but not
limited to, the False Claims Act (31 USC 3729 et. Seq.) and the anti-kickback statute (Section
1128B(b) of the Act), Title VI of the Civil Rights Act of 1964, Rehabilitation Act of 1973, Age
Discrimination Act of 1975, and the Americans with Disabilities Act.

Specialist shall have on-site written policies and procedures that are reviewed and updated annually,
including an evaluation for the availability of safer medical services and devices and changes in
technology. Office policies and procedures should include, but not be limited to, addressing
following:

e Appointment scheduling and telephone guidelines

e Recordkeeping and general documentation requirements

e Medical records and confidentiality (e.g., HIPAA)

e Medication administration (e.g., refill policies, controlled substances, etc.)

e Infection control (e.g., blood-borne pathogens, housekeeping, sharps safety, hand hygiene,
written exposure control plan)
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e Safety program
e Hazard communications
e Hazardous drugs plan
e Fire safety
e Emergency action plans and preparedness (i.e., fire, tornado, and workplace violence)

Remainder of this page intentionally left blank
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ROLE OF THE SPECIALTY CARE PHYSICIAN

Each CarePlus member will select a PCP at the time of enrollment. The PCP coordinates the member’s
healthcare needs through a comprehensive network of specialty, ancillary, and hospital providers. Upon
examining a member, should the PCP determine that specialty referral services are medically indicated,
he/she will arrange for the appointment with the specialist by generating a referral or submitting a
preauthorization request. The same process is followed for members who are hospitalized, even in cases
when the PCP is not the admitting physician.

It is important to note that timely communication with the PCP is fundamental to ensure effective
management of members’ care. Specialty care providers are expected to establish a consistent process

for distributing copies of consultation reports and medical records to PCPs.

Limitations on Member Liability Related to Plan-directed Care

CMS considers a participating provider to be an agent of CarePlus. Thus, if a participating provider
furnishes a service or directs a CarePlus member to another provider to receive a plan-covered service
without following CarePlus’ internal procedures (such as obtaining the appropriate plan
preauthorization), the member should not be penalized to the extent the provider did not follow plan
rules.

e Consequently, when a participating provider furnishes a service or refers a member for a service
that a member reasonably believes is a plan-covered service, the member cannot be financially
liable for more than the applicable cost-sharing for that service. If an item or service is not
explicitly excluded within the EOC or if a participating provider believes an item or service may
not be covered for a member, or could be covered only under specific conditions, the appropriate
process is for the member or provider to request a pre-service organization determination from
CarePlus.

e |If a participating provider refers a member to an out-of-network provider for a service that is
covered by CarePlus, the member is financially liable only for the applicable in-network cost-
sharing for that service. Participating providers are expected to work with CarePlus or the
member’s assigned PCP to coordinate care prior to referring a member to an out-of-network
provider to ensure, to the extent possible, that members are receiving medically necessary
services covered by their plan.

Specialty care providers are required to provide care in a culturally competent manner which includes,

but is not limited to, the following:
e Providing free oral interpretation services

Establishing standards and mechanisms to confirm the timeliness, quality, and accuracy of oral

interpretations

e Establishing standards and criteria to promote the efficiency of interpreter services

e |dentifying points of contact when the need for interpretation is reasonably anticipated and
establishing how the provider will provide timely access to interpretation services at all points of
contact

e Establishing a range of interpreting services and types of resources needed to provide effective
interpreting
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e Creating mechanisms for promoting sensitivity to the culture of those with limited English-
speaking proficiency
e Establishing a policy regarding a patient’s request, in a nonemergency, to use a family member or
friend as the interpreter
e Establishing a policy regarding use of a minor as an interpreter in an emergency

Provider Responsibilities under Title VI of the Civil Rights Act of 1964 and the Americans with Disabilities
Act (ADA) of 1990

Title VI of the Civil Rights Act of 1964

Title VI of the Civil Rights Act of 1964 prohibits against national origin discrimination which protects
individuals with limited English proficiency (LEP). It applies to all entities that receive federal financial
assistance, either directly or indirectly (e.g., through a grant, cooperative agreement,
contract/subcontract, Medicaid and Medicare payments, etc.). Virtually all healthcare providers must
ensure that LEP patients have meaningful access to healthcare services at no cost to the patient.
“Meaningful access” means that the LEP patient can communicate effectively.

In 2003, the U.S. Department of Health and Human Services (HHS) issued guidance to assist healthcare
providers in complying with Title VI. The HHS points out that a thorough assessment of the language
needs of the population served is to be conducted to develop appropriate and reasonable language
assistance measures. The guidance details four factors specialists should consider when determining the
extent and types of language assistance that may be pursued:

1. The number or proportion of LEP individuals eligible to be served or likely to be encountered.

2. The frequency with which LEP individuals come into contact with the provider.

3. The nature and importance of the program, activity or service provided by the provider to
people’s lives.

4. The resources available to the provider and costs.

A specialist must have an appropriate response for the LEP patients they serve, such as use of translated
documents, bilingual office staff, use of a family member or an interpreter, when necessary. In the event
a specialist is unable to arrange for language translation services for non-English speaking or LEP CarePlus
members, he/she may contact our member services department at 1-800-794-5907, and a
representative will assist in locating a qualified interpreter who communicates in the member’s primary
language via telephone while the member is in the office. To avoid having the member experience a
delay during the scheduled appointment, it is recommended that this be coordinated with member
services prior to the date of the visit.

For additional information regarding improving cultural competency when providing care, please refer to
the section titled Cultural Gaps in Care within this manual.

Furthermore, Section 1557 of the Patient Protection and Affordable Care Act strengthened requirements
for language resources providing that individuals cannot be denied access to health care or health care
coverage or otherwise be subject to discrimination because of race, color, national origin, sex, age, or
disability. Under a new requirement, covered entities are required to post information telling consumers
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about their rights and telling consumers with disabilities and consumers with LEP about the right to
receive communication assistance. For additional details, please refer to the US Department of Health
and Human Services at www.hhs.gov/civil-rights/for-individuals/section-1557/fs-disability/index.html

The Americans with Disabilities Act of 1990

Under the ADA, physicians’ offices are considered places of public accommodation. Specialists are
required to comply with basic non-discrimination requirements that prohibit exclusion, segregation, and
unequal treatment of any person with a disability. All specialist facilities must have in operation: (i)
handicapped accessibility, including an accessible exam table and adequate space and supplies; (ii) good
sanitation; (iii) fire safety procedures. To provide medical services in an accessible manner, specialists and
their staff may need training in operating accessible equipment, helping with transfers and positioning,
and not discriminating against individuals with disabilities.

Specialists must furnish appropriate auxiliary aids and services where necessary to ensure effective
communication. For deaf or hard-of-hearing patients, this may include written notes, readers,
telecommunication devices or an interpreter. In situations where information is more complex, such as
discussing medical history or providing complex instructions about medications, an interpreter should be
present. If the information is simple and direct, such as prescribing an X-ray, the specialist may be able to
communicate in writing. For the visually impaired, this may include providing materials in large print or
Braille text. In addition, the ADA requires that services dogs be admitted to healthcare provider offices
unless it would result in a fundamental alteration or jeopardize safe operation.

The cost of an auxiliary aid or service must be absorbed by the provider and cannot be charged to the
member either directly or through CarePlus. Specialists are required to modify policies and procedures
when necessary to serve a person with disability. However, the ADA does not require providers to make
changes that would fundamentally alter the nature of their service. Specialists are responsible for making
reasonable efforts to accommodate members with sensory impairments. Without these, the specialist
and staff might not understand the patient’s symptoms and misdiagnose medical problems or prescribe
inappropriate treatment.

Additional Resources Concerning ADA Requirements

U.S. Department of Justice — ADA home page: ADA.gov

Language Assistance and Interpretation Services

Providers of medical services are contractually and federally required to ensure “equality of opportunity
for meaningful access” to healthcare services and activities. This includes during the doctor
visits/appointments/follow-up ensuring that non-English/limited English and disabled members are
provided effective communication of “vital information” that could create a consequence or an adverse
risk to the patient/member (i.e., over-the-phone interpretation, video interpretation, in-person
interpretation, including American Sign Language). Oral interpretation services must be provided, at no
cost, in the language of the member, including American Sign Language.
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There are more than 300 languages spoken in the United States. To ensure “equality of opportunity for
meaningful access to healthcare services and activities” (Executive Order 13166, Section 504/508 of
Rehabilitation Act and Title Il of ADA, Section 1557 of Patient Protection and Affordable Care Act);
providers need to ensure patients/members are not discriminated against by not providing effective
communication.

When creating appointments with current and future members, providers must provide:

e Notification of availability of oral interpretation (over the phone, video or in-person) for non-
English/limited-English appointments.

e Notification of availability of video or in-person sign language interpretation for hearing impaired
members.

CyraCom, an over-the-phone and video-interpreter vendor, offers interpretation services in 200
languages and video interpretation in 24 languages (including American Sign Language) to meet providers
contractual and federal requirements, please click the link below:

https://start.cyracom.com/humana

Deaf-interpreters has an in-person sign language service available across the United States to make it
easy for providers to meet ADA requirements regarding hearing impaired patients.
www.deaf-interpreter.com

Remainder of this page intentionally left blank
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RESPONSIBILITIES OF THE FACILITY

S.

Facility must have 24 hours, seven days a week coverage and regular hours of operation should
be clearly defined and communicated to the members.

Facility agrees to provide services ethically and legally and provide all services in a culturally
competent manner consistent with professionally recognized standards of care, accommodate
those with disabilities, and not discriminate against anyone based on race, ethnicity, national
origin, religion, sex, age, marital status, mental or physical disability or medical condition, sexual
orientation, claims experience, medical history, evidence of insurability (including conditions
arising out of acts of domestic violence), genetic information, or source of payment.

Facility shall participate in any system established by CarePlus to facilitate the sharing of records
(subject to applicable confidentiality requirements in accordance with 42 CFR, Part 431, Subpart
F, including a minor’s consultation, examination and drugs for sexually transmitted infections in

accordance with Section 384.30(2), FS).

Facility agrees to provide services in a culturally competent manner, e.g., removing all language
barriers. Care and services should accommodate the special needs of ethnic, cultural, and social
circumstances of the patient.

Facility agrees to refer and/or admit CarePlus members only to participating hospitals, skilled
nursing facilities (SNFs), and other facilities except when participating hospitals, SNFs, and other
facilities are not available in network or in an emergency.

Facility agrees to participate and cooperate with CarePlus in any reasonable internal and external
quality assurance/quality improvement, utilization review, continuing education, and other
similar programs established by CarePlus if it is customarily provided by facility.

Facility agrees to participate in, and cooperate with, CarePlus’ grievance/appeal procedures
when CarePlus notifies facility of any member grievances/appeals.

Facility agrees not to bill, charge, collect a deposit from, seek compensation, remuneration or
reimbursement from, or have any resources against CarePlus member other than for
copayments, or fees from non-covered services furnished on a fee-for-service basis. Non-
covered services are services not covered by Medicare or services excluded in the member’s
Evidence of Coverage. Notification that a service is not a covered benefit must be provided to
the member prior to the service and be consistent with CarePlus policy, in order for the member
to be held financially responsible. CarePlus policy requires that the notification include the date
and description of the service, an estimate of the cost to the member for such services, name
and signature of the member agreeing in writing of receiving such services, name and signature
of the provider, and be in at least 12-point font. Documentation of that pre-service notification
must be included in the member’s medical record and shall be provided to CarePlus or its
designee upon request, and in a timely manner to substantiate member appeals.

All facilities must continue care in progress during and after the termination period.
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10.

11.

12.

13.

14.

15.

16.

17.

18.

Facility agrees to treat all member records and information confidentially, accurately, timely, and
not release such information without the written consent of the member, except as indicted
herein, or as needed for compliance with state and federal laws, including HIPAA regulations.

Facility agrees to have onsite written policies and procedures that are reviewed and updated
annually, to include an evaluation for the availability of safer medical services and devices and
changes in technology. Office policies and procedures should include, but not be limited to, the
following:
° Appointment scheduling and telephone guidelines
° Recordkeeping and general documentation requirements
° Medical records and confidentiality (e.g., HIPAA)
° Medication administration (e.g., refill policies, controlled substances, etc.)
° Infection control (e.g., blood-borne pathogens, housekeeping, sharps safety, hand
hygiene, written exposure control plan)
° Safety program
° Hazard communications
° Hazardous drugs plan
° Fire safety
° Emergency action plans and preparedness (e.g.., fire, tornado and workplace
violence)

Facility agrees to establish an appropriate mechanism to fulfill obligations under the ADA.

Facility agrees to support and cooperate with CarePlus’ Quality Improvement Program to provide
quality care in a cost-effective and reasonable manner if consistent with facility’s operations.

Facility agrees to inform CarePlus if member objects to provision of any counseling, treatments,
or referral services on religious grounds.

Facility agrees to treat all members with respect and dignity, to provide them with appropriate
privacy and treat member disclosures and records confidentially giving the members the
opportunity to approve or refuse their release.

Facility agrees to provide to the members complete information concerning their diagnosis,
evaluation, treatment and prognosis and the use of the healthcare system. Facility will give the
members the opportunity to participate in decisions involving their healthcare except when
contraindicated for medical reasons.

When clinically indicated, facility agrees to contact CarePlus members as quickly as possible for
follow-up regarding significant problems and/or abnormal laboratory or radiological findings.

When the need arises, patients will be transferred to another provider. Facility agrees to an
adequate transfer of information when members are transferred to other healthcare providers
with a completed signed release from the member.
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19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

Food snacks or services provided to patients should meet their clinical needs and should be
prepared, stored, secured, and disposed of in compliance with local health department
requirements.

Facility agrees to have a policy and procedure to ensure proper identification, handling,
transport, treatment, and disposal of hazardous and contaminated materials and wastes to
minimize sources and transmission of infection in the facility.

Facility agrees to establish procedures to obtain, identify, store, and transport laboratory
specimens or biological products, when applicable.

Facility agrees to establish procedures to notify public health authorities of reportable or
communicable conditions.

Facility agrees to maintain communication with the appropriate agencies such as local police,
social services agencies, and poison control centers to provide high quality patient care.

Facility agrees that any notation in a patient’s clinical record indicating diagnostic or therapeutic
intervention as part of clinical research shall be clearly contrasted with entries regarding the
provision of non-research related care.

Facility agrees to provide to plan a copy of any changes to the facility’s charge master.

Facility agrees to notify plan within 24 hours after facility becomes aware of the admission and
identification of the member as inpatient.

Facility agrees to cooperate with an independent quality improvement organization’s activities
pertaining to the provision of services for CarePlus members. The facility also agrees to respond
expeditiously to CarePlus’ request for medical records or any other documents to comply with
regulatory requirements, and to provide any additional information when necessary to
resolve/respond to a member’s grievance or appeal.

Facility agrees to retain all agreements, books, documents, papers, and medical records related
to the provision of services to plan members as required by state and federal laws.

Facility agrees to comply with applicable state and federal laws and regulations to include, but
not limited to, federal criminal law, the False Claims Act (31 USC 3729 et. Seq.) and the anti-
kickback statute (section 1128B(b) of the Act), Title VI of the Civil rights Act of 1964, the Age
Discrimination Act of 1975, the ADA, and the Rehabilitation Act of 1973.

Facility agrees that in the event CarePlus denies payment of health service(s) rendered to
CarePlus members determined not to be medically necessary, the facility will not bill, charge,
seek payment or have any recourse against said member for such service(s), unless the member
has been advised in advance that the service(s) is/are not medically necessary and has agreed in
writing to be financially responsible for those services pursuant to CarePlus policy (see No. 7 for
details).
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Facility Responsibilities under Title VI of the Civil Rights Act of 1964 and the Americans with Disabilities
Act (ADA) of 1990

Title VI of the Civil Rights Act of 1964

Title VI of the Civil Rights Act of 1964 prohibits against national origin discrimination, which protects
individuals with limited English proficiency (LEP). It applies to all entities that receive Federal financial
assistance, either directly or indirectly (e.g., through a grant, cooperative agreement,
contract/subcontract, Medicaid and Medicare payments, etc.). Virtually all healthcare providers must
ensure that LEP patients have meaningful access to healthcare services at no cost to the patient.
“Meaningful access” means that the LEP patient can communicate effectively.

In 2003, the U.S. Department of Health and Human Services (HHS) issued guidance to assist healthcare
providers in complying with Title VI. The DHHS points out that a thorough assessment of the language
needs of the population served is to be conducted in order to develop appropriate and reasonable
language assistance measures. The guidance details four factors providers should consider when
determining the extent and types of language assistance that may be pursued:

1. The number or proportion of LEP individuals eligible to be served or likely to be encountered.
2. The frequency with which the LEP individuals come into contact with the provider.

3. The nature and importance of the program, activity, or service provided by the provider to
people’s lives.

4. The resources available to the provider and costs.

A facility must have an appropriate response for the LEP patients they serve, such as, use of translated
documents, bilingual office staff, and/or use of family members or an interpreter, when necessary. In the
event a facility is unable to arrange for language translation services for non-English speaking or LEP
CarePlus members, he/she may contact our member services department at 1-800-794-5907, and a
representative will assist in locating a qualified interpreter via telephone who communicates in the
member’s primary language while the member is in the office. To avoid having the member experience
delayed during the scheduled appointment, it is recommended that this be coordinated with the
member services department prior to the date of the visit.

For additional information regarding improving cultural competency when providing care, please refer to
the section titled Cultural Gaps in Care within this manual.

Furthermore, Section 1557 of the Patient Protection and Affordable Care Act strengthened requirements
for language resources providing that individuals cannot be denied access to health care or health care
coverage or otherwise be subject to discrimination because of race, color, national origin, sex, age, or
disability. Under a new requirement, covered entities are required to post information telling consumers
about their rights and telling consumers with disabilities and consumers with LEP about the right to
receive communication assistance. For additional details, please refer to the US Department of Health
and Human Services at www.hhs.gov/civil-rights/for-individuals/section-1557/fs-disability/index.html
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The Americans with Disabilities Act of 1990
Under the ADA, facilities are considered places of public accommodation. Providers of medical services
are required to comply with basic non-discrimination requirements that prohibit exclusion, segregation,
and unequal treatment of any person with a disability. All facilities must have in operation: (i)
handicapped accessibility, including an accessible exam table and adequate space and supplies; (ii) good
sanitation; (iii) fire safety procedures. To provide medical services in an accessible manner, facilities and
their staff may need training in operating accessible equipment, helping with transfers and positioning,
and not discriminating against individuals with disabilities.

Facilities must furnish appropriate auxiliary aids and services where necessary to ensure effective
communication. For deaf or hard-of-hearing patients, this may include written notes, readers, and
telecommunication devices or an interpreter. In situations where information is more complex, such as
discussing medical history or providing complex instructions about medications an interpreter should be
present. If the information is simple and direct, such as prescribing an X-ray, providers may be able to
communicate in writing. For the visually impaired, this may include providing materials in large print or
Braille text.

In addition, the ADA requires that service dogs be admitted to healthcare provider offices unless it would
result in a fundamental alteration or jeopardize safe operation.

The cost of an auxiliary aid or service must be absorbed by the provider and cannot be charged to the
member either directly or through CarePlus. Facilities are required to modify policies and procedures
when necessary to serve a person with disability. However, the ADA does not require providers to make
changes that would fundamentally alter the nature of their service. Facilities are responsible for making
reasonable efforts to accommodate members with sensory impairments. Without these, facilities and
their office staff might not understand the patient’s symptoms and misdiagnose medical problems or
prescribe inappropriate treatment.

Additional Resources Concerning ADA Requirements:

U.S. Department of Justice ADA home page: ADA.gov

Language Assistance and Interpretation Services

Providers of medical services are contractually and federally required to ensure “equality of opportunity
for meaningful access” to healthcare services and activities. This includes ensuring that non-English/
limited English and disabled members are provided effective communication of “vital information” during
doctor visits/appointments/follow-ups to avoid consequences or adverse risk to the patient/member
(i.e., over the phone interpretation, video interpretation, in-person interpretation (including American
Sign Language). Oral interpretation services must be provided, at no cost, in the language of the member
(this includes American Sign Language).

More than 300 languages are spoken in the United States. To ensure “equality of opportunity for
meaningful access to healthcare services and activities” (Executive Order 13166, Section 504/508 of
Rehabilitation Act and Title Il of ADA, Section 1557 of Patient Protection and Affordable Care Act);
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providers must ensure patients/members are not discriminated against by not receiving effective
communication.

When creating appointments with current and future members), facilities must provide:

e Notification of availability of oral interpretation (over the phone, video or in-person) for non-
English/limited English appointments.

e Notification of availability of video or in-person sign language interpretation for hearing impaired
members.

Cyracom, an over-the-phone and video interpreter vendor, offers interpretation services in 200
languages and video interpretation in 24 languages, including American Sign Language, to meet
providers’ contractual and federal requirements. Visit https://start.cyracom.com/humana.

Deaf Interpreters Service has an in-person sign language service available across the United States to
make it easy for providers to meet ADA requirements regarding hearing impaired patients.
Visit www.deaf-interpreter.com.

Remainder of this page intentionally left blank
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PHYSICIAN EXTENDERS

All physician extenders are required to provide care under the direct supervision of a physician, which
means that a physician must always be present on the premises when the physician extender is seeing
patients. When utilizing a physician extender (for example, a physician assistant [PA]), the patient must
be notified of their credentials and the possibility of not being seen by a medical doctor. Notwithstanding
the foregoing, a patient’s request to be seen by a physician, rather than a physician extender, should
always be honored. All progress notes made by the physician extenders must be signed by a physician.
Physician extenders will provide services as defined by protocol developed and signed off by the
sponsoring physician. All signatures must include identification of professional title (e.g., M.D., D.O.,
APRN, PA, DC, OD, etc.).

CarePlus does not contract directly with physician extenders, nor are they included in the provider
directory.

Remainder of this page intentionally left blank
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ENCOUNTER PROCESS

Prior to providing care to CarePlus members, providers must verify eligibility by requesting a CarePlus
membership card or calling the provider services queue listed below to confirm. All co-payments should
be collected according to the member’s EOC or per the information provided when checking eligibility.

What is an encounter?
e An encounter is a unique type of claim.
e Encounter data is used to determine a member’s health status.
e Encounter data is submitted by CarePlus’ provider groups.

What is the difference between a claim and an encounter?
e Encounter data contains the same provider, member, service, and diagnosis information that a
claim does.
e Aclaim generates a payment or a denial; an encounter does not.
e Encounters are the responsibility of the provider under the capitation agreement.

Why is an encounter so critical?

e Encounters are used for Healthcare Effectiveness Data and Information Set (HEDIS) reporting and are
primary drivers for risk-adjustment scoring.

e Encounters must contain all diagnosis codes for which a member was treated and/or monitored
during his or her visit.

e Encounters enable accurate and complete reporting of risk-adjustment data to CMS for
reimbursement.

Upon request by CarePlus, CMS or any other governmental agency, providers shall certify the accuracy,
completeness and truthfulness of encounter data submitted.

All encounters must be recorded and submitted to CarePlus within 30 days of the date of service or
sooner. Electronic format is preferred and should be submitted on a HIPAA-accepted 837P file format
and filed electronically in Availity (Availity.com) using the CarePlus Payer ID No. 95092.

If you are not submitting encounters electronically and would like to, please contact your assigned
provider services executive or the provider services queue at 1-866-313-7587, Monday — Friday,
8 a.m.—=5 p.m.,, Eastern time.

Paper encounters should be submitted on CMS-1500 forms and sent to the following address:
CarePlus Health Plans Inc.

P.O. Box 14697
Lexington, KY, 40512-4697
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SUMMARY OF THE FLORIDA
PATIENT’S BILL OF RIGHTS AND RESPONSIBILITIES

NOTE: All providers are required to post this summary in their offices.

Florida Law requires that your health care provider or health care facility recognize your rights while you
are receiving medical care and that you respect the health care provider’s or health care facility’s right to
expect certain behavior on the part of patients. You may request a copy of the full text of this law from
your health care provider or health care facility. A summary of your rights and responsibilities follows:

A patient has the right to be treated with courtesy and respect, with appreciation of his or her
individual dignity, and with protection of his or her need for privacy.

A patient has the right to a prompt and reasonable response to questions and requests.

A patient has the right to know who is providing medical services and who is responsible for his or her
care.

A patient has the right to know what patient support services are available, including whether an
interpreter is available if he or she does not speak English.

A patient has the right to bring any person of his or her choosing to the patient-accessible areas of the
healthcare facility or provider’s office to accompany the patient while the patient is receiving inpatient or
outpatient treatment or is consulting with his or her healthcare provider, unless doing so would risk the
safety or health of the patient, other patients, or staff of the facility, or office or cannot be reasonably
accommodated by the facility or provider.

A patient has the right to know what rules and regulations apply to his or her conduct.

A patient has the right to be given by the healthcare provider information concerning diagnosis,
planned course of treatment, alternatives, risks, and prognosis.

A patient has the right to refuse any treatment, except as otherwise provided by law.

A patient has the right to be given, upon request, full information and necessary counseling on the
availability of known financial resources for his or her care.

A patient who is eligible for Medicare has the right to know, upon request and in advance of
treatment, whether the healthcare provider or healthcare facility accepts the Medicare assignment
rate.

A patient has the right to receive, upon request, prior to treatment, a reasonable estimate of charges
for medical care.

A patient has the right to receive a copy of a reasonably clear and understandable itemized bill and,
upon request, to have the charges explained.

A patient has the right to impartial access to medical treatment or accommodations, regardless of
race, national origin, religion, handicap, or source of payment.

A patient has the right to treatment for any emergency medical condition that will deteriorate from
failure to provide treatment.

A patient has the right to know if medical treatment is for purposes of experimental research and to
give his or her consent or refusal to participate in such experimental research.

A patient has the right to express grievances regarding any violation of his or her rights, as stated in
Florida law, through the grievance procedure of the healthcare provider or healthcare facility which
served him or her and to the appropriate state licensing agency.
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A patient is responsible for providing to the healthcare provider, to the best of his or her knowledge,
accurate and complete information about present complaints, past illnesses, hospitalizations,
medications, and other matters relating to his or her health.

A patient is responsible for reporting unexpected changes in his or her condition to the healthcare
provider.

A patient is responsible for reporting to the healthcare provider whether he or she comprehends a
contemplated course of action and what is expected of him or her.

A patient is responsible for following the treatment plan recommended by the healthcare provider.

A patient is responsible for keeping appointments, and when he or she is unable to do so for any
reason, for notifying the healthcare provider or healthcare facility.

A patient is responsible for his or her actions if he or she refuses treatment or does not follow the
healthcare provider’s instructions.

A patient is responsible for assuring that the financial obligations of his or her healthcare are fulfilled
as promptly as possible.

A patient is responsible for following healthcare facility rules and regulations affecting patient care
and conduct.

Remainder of this page intentionally left blank

652505FL0125 56
H1019 Provider Manual2025



CarePlus

HEALTH PLANS.

PLAN MEMBERSHIP AND ELIGIBILITY INFORMATION

CarePlus operations focus on service to members and quality of care. It is essential to comply with
policies and procedures to ensure complete member satisfaction and the successful delivery of services.
This section of the manual explains the responsibility of the affiliated provider pertaining to enroliment,
member identification card, eligibility, transfers and disenrollment.

MEMBER ELIGIBILITY

Medicare beneficiaries are eligible to enroll in an HMO if they are entitled to Medicare Part A and
enrolled in Part B (Prior to Dec. 31, 1998, beneficiaries enrolled in Part B-only were eligible to enroll in
HMOs).

CarePlus eligibility verification does not guarantee payment. If CarePlus subsequently learns that the
member was ineligible on the date of verification, no payment will be made. Therefore, it is important
that physicians/providers always ask the patient for his/her most recent insurance status.

MY CAREPLUS MEMBER PORTAL

CarePlus members can access information via “MyCarePlus,” a secure online member portal. Members
can register for MyCarePlus at CarePlusHealthPlans.com, or go directly to
Account.CarePlusHealthPlans.com/. After creating a member portal account and logging into it, members
can access their health benefits and coverage information, plan forms, and other valuable resources
instantly. MyCarePlus will continue to evolve, based on member feedback and requests.

My CarePlus

INELIGIBLE FOR CAREPLUS MEMBERSHIP

The following categories of individuals are ineligible for membership:

e Individuals enrolled in a prescription drug plan (PDP) cannot be simultaneously enrolled in an
MAPD plan

e Individuals residing outside of CarePlus’ service areas

e Individuals who do not agree to abide by the rules of the plan

e Individuals not enrolled with both Medicare Part A and Part B

e Individuals who are not legal United States residents

ASSIGNMENT OF PRIMARY CARE PHYSICIAN

Each member selects a PCP upon enrollment. The PCP functions as a “gatekeeper” arranging for all of
the member’s healthcare needs for primary, specialty and ancillary services by promoting quality and
continuity of care.
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ENROLLMENT OPTIONS AND PERIODS

Enrollment Options
e Enrollin a MA plan with or without prescription drug coverage

There are six types of election periods during which individuals may make enrollment changes for MA
plans:

e The Annual Election Period (AEP)

e The Initial Coverage Election Period (ICEP)

e Initial Enrollment Period for Part D (IEP for Part D). Allows enrollment requests for
MA-PD plans only.

e The Open Enrollment Period for Institutionalized Individuals (OEPI)

e All Special Election Periods (SEP)

e The Medicare Advantage Open Enrollment Period (MA OEP)

Patients who are new to Medicare have an Initial Coverage Election Period (ICEP) that is similar to the
Initial Enroliment Period for Part B. This period begins three months immediately before the individual’s
first entitlement to both Medicare Part A and Part B and ends on the later of:

1) The last day of the month preceding entitlement to both Part A and Part B, or
2) The last day of the individual’s Part B initial enrollment period.

Once an ICEP enrollment request is made and enrollment takes effect, the ICEP election has been used.

Each year, the AEP is Oct. 15—-Dec. 7. During the AEP, MA-eligible individuals may enroll in or disenroll
from an MA plan. All plan changes take effect Jan. 1 of the following year, unless otherwise indicated on
the enrollment application.

Each year, the MA OEP is Jan. 1-March 31 for individuals enrolled in an MA plan as of Jan. 1. During the
MA OEP, MA plan enrollees may switch to a different MA plan (with or without Medicare prescription
drug coverage) or return to Original Medicare (with or without Medicare prescription drug coverage). For
new Medicare beneficiaries enrolled in an MA plan during their ICEP, the MA OEP is from the month of
entitlement to Part A and Part B through the last day of the third month of entitlement.

Special Election Periods (SEPs)

Special election periods (SEPs) constitute periods outside of the usual ICEP, AEP or MA OEP when an
individual may elect a plan or change his or her current plan election. Below is a listing of the various
types of SEPs a member may be eligible for:

e Changesinresidence

e Contract violation

e Non-renewals or terminations
e SEPs for exceptional conditions

652505FL0125 58
H1019 Provider Manual2025



CarePlus

HEALTH PLANS.

O O O O O

O O O O O O

O O

(@)

Employer/union group health plan

Individuals who disenroll in connection with a CMS sanction

Individuals enrolled in cost plans that are non-renewing their contracts

Individuals in the Program of All-inclusive Care for the Elderly (PACE)

Enrollment into a Fully Integrated Dual Eligible (FIDE) SNP, Highly Integrated Dual
Eligible (HIDE) SNP or Applicable Integrated Plan (AIP) for dually eligible individuals
who are enrolled in or in the process of enrolling in the D-SNPs affiliated Medicaid
MCO

Individuals who terminated a Medigap policy when they enrolled for the first time in
an MA plan, and who are still in a “trial period”

Individuals whose Medicare entitlement determination is made retroactively

MA SEPs to coordinate with Part D enrollment periods

Individuals who lose special needs status

Individuals who gain, lose, or have a change in their dual or LIS-eligible status
Enrollment into a Chronic Care SNP and for individuals found ineligible for a Chronic
Care SNP

Disenrollment from Part D to enroll in or maintain other creditable coverage
Non-U.S. citizens who become lawfully present

Providing individuals who requested materials in accessible formats equal time to
make enrollment decisions

Government entity-declared disaster or other emergency

Individuals enrolled in a plan placed in receivership

Individuals enrolled in a plan that has been identified by CMS as a Consistent Poor
Performer

Other exceptional circumstances

e Significant change in provider network

Note: Without evidence of other creditable coverage, individuals who become eligible for Medicare and
choose not to enroll in a prescription drug plan at that time will likely pay a penalty if they choose to
enroll later. This is known as a late enrollment penalty.

Remainder of this page intentionally left blank
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PHYSICIAN OFFICE/FACILITY PROCEDURES AND RESPONSIBILITIES

PCP ACTIVE MEMBER LIST

Each PCP office will receive an active-member list by the end of the first week of each month. The list
consists of those CarePlus members who have chosen or have been assigned to the PCP office. Please
verify that all CarePlus members receiving treatment in your office are on your membership listing. If
you do not receive your list by the date described above, please contact your assigned provider services
executive. If there are questions regarding a patient’s eligibility, please call CarePlus’ provider services
gueue at 1-866-313-7587.

IDENTIFYING/VERIFYING CAREPLUS MEMBERS

Upon receipt of an enrollment application, CarePlus sends members a member identification (ID) card
and a Verification of Enrollment letter. Once CMS accepts the enrollment, CarePlus then sends members
the Notice to Acknowledge Receipt of Completed Enrollment Request and to Confirm Enrollment letter
with an Evidence of Coverage (EOC) document. The EOC educates members about:

e How to schedule an appointment with his/her PCP

e What to do in case of an emergency

e How to contact his/her PCP during and after business hours
e How to access out-of-area services

Each CarePlus member is identified by a CarePlus member ID number, which indicates assignment to a
specific PCP and copayment guidelines. All CarePlus members are sent an ID card that must be presented
at each visit. When membership eligibility cannot be determined, you can verify eligibility online via
Availity (Availity.com) or ¥*PWS (*sunsetting in 2025) at CarePlus-HP.com/PWS.htm; or call the provider
services queue for eligibility verification at 1-866-313-7587, Monday — Friday, 8 a.m.—5 p.m., Eastern
time.

Please note that possession of a member ID card does not constitute eligibility for coverage. Therefore,
it is important that physicians/providers verify a member’s eligibility each time the member presents at
the office for services. If a CarePlus member is unable to present his/her membership card, please call
the provider services queue to determine eligibility. Members cannot be denied medical services.

Verifying eligibility does not guarantee that the member is, in fact, eligible at the time the services are
rendered or that payment will be issued. Payments will be made for the specific covered services

provided to eligible CarePlus members after satisfaction of applicable premiums and cost-shares.

IDENTIFYING/VERIFYING CAREPLUS MEMBERS’ MEDICAID ELIGIBILITY

The state of Florida recognizes QMB, QMB+, SLMB+ and FBDEs as cost-share protected individuals.
Providers must not bill, charge, collect a deposit from, seek compensation, remuneration or
reimbursement from, or have any recourse against any of these individuals. Providers may verify a
member’s Medicaid eligibility using Availity (Availity.com) or *PWS (*sunsetting in 2025)
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(CarePlus-HP.com/PWS.htm). In addition, a cost-share protected indicator can be found on a member’s
ID card (example follows).

¢ T 2.
Ca re PILIE’ CareNeeds Platinum (HMO D-SNP)
HEALTH BLABE.,
JOHN SAMPLE
Member ID: 123458701 PCP: Roberl Smith
Heailth Plan (B0840) PCP Telephone: 1-234-58T7-8800
91413 950092 Card Issued: 0170172025
RxBin 015581
RxPCH: 0200008 Cosl-share protected. ¥
Copayments:
istineraam MedicareR,
Specialist: 50,00 Preerriptum Dy Lo rrmge
Hospital Emergency:  $0.00 CMS H1012 001 000
.

For additional information regarding the QMB program and billing practices as it relates to cost-share
protected individuals, please refer to the following CMS Medicare Learning Network (MLN) Matters”
article: www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNMattersArticles/Downloads/SE1128.pdf

Sample Member Identification (ID) Card (enlarged for better visibility)

= % A
CarePluS CareOne Plus (HMO) Member Services: 1-800-794-5907 TTY: 711
HEALTH PLANS. My CarePlus Connect: 1-866-667-0483
JOHN SAMPLE Provider Services: Pharmacy Inquiries:
Member ID: 123456701 PCP: Robert Smith Eligibility: 1-866-220-5448  Claims Issues: 1-800-865-4034
Health Plan: (80840) PCP Telephone: 1-234-567-8900 Authorizations: 1-800-201-4305  Authorizations:  1-866-315-7587
91413 95092 Card Issued: 01/01/2025 Claim Status: 1-866-313-7587
RxBin: 015581 CarePlus Claims: P.O. BOX 14697 LEXINGTON, KY 40512
RxPCN: 03200008 Cost-share protected: N
. .

/ ‘X R gl el A f

Copayments: R e lia ol o lin o lln ol 0l el ol o o gl ol
; s . 4 d

PCP Ofﬁce Visit: $0.00 Medica I.("R( A ‘ :' " -". ’ e 1 | .
Specialist: $0.00 Prescription Drug Coverage
Hospital Emergency: $1 00 CMS H1019 001 000 Please visit us at : CarePlusHealthPlans.com

A 7

APPOINTMENT SCHEDULING CRITERIA

To ensure accessibility and availability of health services to CarePlus members, providers must adhere to
the following standards set forth by CMS:

o Urgently needed services or emergency —immediately

e Services that are not an emergency or urgently needed, but in need of attention — within one (1)
week

e Routine and preventive care — within 30 days

In addition, providers must maintain hours that are convenient to, and do not discriminate against,
members.
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AFTER-HOURS ACCESS

Providers must ensure that, when medically necessary, services are available 24 hours a day, seven days
a week.

e Availability of 24-hour answering service

e Answering system with option to page the physician

e On-call schedule. Physicians will provide advice and assess care as appropriate for each patient’s
medical condition. Life-threatening conditions will be referred to the nearest emergency room.

In addition, CarePlus recommends the following standards for all physicians:

e Respond to urgent calls within 15 minutes; respond to routine calls within 24 hours.

e After hours, respond to urgent calls within 15 minutes; respond to non-urgent calls in 30 minutes.

e The average wait time should not exceed 60 minutes from the scheduled appointment time. This
includes time spent both in the waiting and examination room prior to being seen by the
physician. In the case of an unexpected emergency, the member should be promptly notified and
given the option of waiting or rescheduling.

CarePlus may monitor compliance with the above-mentioned access standards through a variety of
methods, including, but not limited to, site visits, telephone audits, member surveys, and complaints. By
monitoring compliance using the aforementioned methods, CarePlus can take action to improve member
service availability and access to medical services when necessary.

MISSED APPOINTMENTS

Providers must follow up with members who have missed appointments. If the member does not go to a
previously scheduled appointment without prior cancellation, provider must document within the
member’s medical record. Providers may charge a fee for missed appointments, provided such fee is
applied uniformly for all Medicare and non-Medicare patients. However, providers may not require
members to create a fund or “escrow account” to ensure payment of missed appointment fees. This
violates CMS’ anti-discrimination regulations and creates a barrier for members in accessing care.

Note: Providers may not charge a fee for missed appointments to cost-share protected dual eligible
members including QMB, QMB+, SLMB+ and FBDE.

OPEN/CLOSED PCP PANELS

A PCP may close his/her panel to new and/or transferring CarePlus members with at least 45 days prior
written notice to the provider operations department. The closing of a PCP’s practice to new members
must be applicable to all third-party payers with whom the PCP contracts. Signed attestations regarding
the size and adequacy of the physician panel may be required. An asterisk (*) indicating a closed panel
will be placed beside a PCP’s name in hard copies of the Provider Directory and the phrase “Not
accepting new patients” will be placed beside a PCP’s name within the online physician finder tool. A PCP
must provide verbal or written notification to the plan if the PCP wishes to accept a new member into a
closed panel or would like to reopen his/her panel to new members.
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Written requests for opening and closing a panel should be submitted on the PCP’s letterhead to the

following:
Via direct mail By fax
CarePlus Health Plans, Inc. 1-866-449-5668

Attention: Provider Operations department
P.0. Box 277810
Miramar, FL 33027

A PCP understands and agrees that CarePlus may, in its sole discretion, close the PCP’s panel and stop
assigning new members to the PCP upon written notice to the PCP. In such event, the PCP’s panel will

remain closed until notified in writing by CarePlus.

ADDRESS CHANGE OR OTHER PRACTICE INFORMATION

For CarePlus to maintain accurate provider directories, all changes to address or practice information
should be submitted to CarePlus as soon as possible. Notices of any changes must adhere to time
frames outlined in the participation agreement. Changes that require notice to CarePlus include, but are
not limited to, the following:

e Provider information (e.g., practice name, legal entity, etc.)

e Tax Identification Number

e Address

e Phone number

e Adding a physician — physician joining practice/group. (Please note that the new physician must
be credentialed prior to rendering treatment to any CarePlus member)

e Provider deletions — provider no longer participating with the practice/group.

If you have changes to your practice information, please provide CarePlus with the updated information
immediately using one of the following options:

e Contact your assigned provider services executive.

e Fax the information to 1-866-449-5668.

e Call the CarePlus Provider Operations inquiry line at 1-866-220-5448, Monday — Friday,
8 a.m.—5 p.m,, Eastern time.

When submitting updates, please provide your contact information should questions about the
correspondence arise.

Note: If your practice is managed by a health system, independent physician association (IPA) or other
practice association, please report changes to the administrative office of that organization, which will
then update your information with CarePlus. Changes to the practice name, legal entity or Tax ID
Number(s) may require an amendment, assignment, or new agreement, depending on the reason for the
change. Please check with your assigned provider services executive if you have questions.
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MEDICAL RECORDS

Well-documented medical records are fundamental to maintaining and enhancing coordination and
continuity of care, facilitating communication and promoting quality care. CarePlus requires all
participating providers to maintain individual, appropriate, accurate, complete, and timely medical
records for all CarePlus members receiving medical services. Medical records must be in a format
required by Medicare laws, regulations, reporting requirements, CMS and CarePlus instructions and
maintained for a minimum of 11 years. Medical records must be available for utilization, risk
management, peer review, studies, customer service inquiries, grievance and appeals processing,
validation of risk adjustment data, and other initiatives CarePlus may be required to conduct. To comply
with accreditation and regulatory requirements, periodically CarePlus may perform a medical record
documentation audit of some provider medical records. Please refer to section Medical Record
Documentation Standards for additional details pertaining to medical record documentation.

To be compliant with HIPAA, providers should make reasonable efforts to restrict access and limit routine
disclosure of protected health information (PHI) to the minimum necessary to accomplish the intended
purpose of the disclosure of member information.

Providers also are expected to establish office policies that are consistent with the following:

e Maintain a system for the collection, processing, maintenance, storage, retrieval, and distribution
of members’ medical records. Designate a person in the office to be responsible for the system.
That person is responsible for the overall maintenance of the provider’s medical records and
specifically for:

Maintaining confidentiality, security, and physical safety of the records
The timely retrieval of individual records upon request
The unique identification of each member’s record
The supervision of the collection, processing, maintenance, storage, and appropriate
access to (e.g., retrieval) and usage of records (e.g., distribution)
The maintenance of a predetermined, organized and secured record format
o The release of information contained in records in compliance with state and federal
requirements governing the release of medical information
e Policies that address retention of active records, inactive records and timely entry of data in
records
e Ensure medical records are filed away from public access

O O O O

(@)

If a member changes his/her PCP for any reason, providers must transfer the member’s medical records
to the member’s new PCP at the request of CarePlus or the member. Providers who terminate their
CarePlus agreements are responsible for transferring members’” medical records.

ADVANCE DIRECTIVES

CarePlus acknowledges a member’s right to make an advance directive. Advance directives are written
instructions, such as living wills or durable power of attorney for healthcare, recognized under state law
and signed by a member, that explain the member’s wishes concerning the provisions of healthcare
should the member become incapacitated and is unable to make those wishes known.
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Providers are expected to advise all CarePlus members regarding his or her future healthcare needs and
available options. Providers may give advance directive information to the member’s family or surrogate
should the member be incapacitated at the time of enroliment.

Providers should:

e On the first visit, as well as during routine office visits when appropriate, discuss the
member’s wishes regarding advance directives for care and treatment.

o If asked, provide the member with information about advance directives.

e Documentin a prominent part of the member’s current medical records whether
the individual has executed or refused an advance directive.

¢ Do not discriminate against the member based on whether he or she has executed
an advance directive.

CarePlus is pleased to have available printed versions of Five Wishes® booklets with permission from
Aging with Dignity. This document was designed by the Commission on Aging with Dignity and it meets
Florida legal requirements for advance directives. Five Wishes is easy to understand and will allow your
patients to express how they want to be treated if they are seriously ill and unable to speak for
themselves. If you would like to receive hard copies of this document, please contact your assigned
provider services executive or call the Provider Operations inquiry line at 1-866-220-5448,

Monday — Friday, 8 a.m. —5 p.m., Eastern time.

Advance directive forms also are available at the National Hospice and Palliative Care Organization’
(NHPCO) Caring Connections website: www.caringinfo.org/planning/advance-directives/by-state/florida/.

In addition, members can utilize CarePlusHealthPlans.com/Members/Health-and-
Wellness/Programs/Advance-Care-Planning to access MyDirectives, where they can complete and
register to store completed forms such as a living will, a medical power of attorney, a do-not-attempt-
resuscitation form, and an organ donation form.

EMERGENCY AND DISASTER PREPAREDNESS PLAN

Providers are expected to have a comprehensive, written emergency and disaster preparedness plan to
address internal and external emergencies, including participating in community health emergency or
disaster preparedness, when applicable. The written plan must include a provision for the safe
evacuation of individuals during an emergency, especially individuals who may be unable to self-
evacuate. For your convenience, we have included a sample of an emergency evacuation plan at the end
of this manual.

In the event a disaster or other crisis requires evacuation from your geographic area and/or relocation of
your provider office(s), you must complete the Provider Crisis Contact/Location Information Form located
in the Forms section of this manual. This form also is available on the CarePlus website at
CarePlusHealthPlans.com/Providers/Educational-Resources/Updates under Provider Crisis
Contact/Location Information. This form is needed so that the CarePlus Member Services department will
have the most current information to provide to our members who may call for assistance in locating
their providers during emergency situations. The Provider Crisis Contact/Location Information form may
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be submitted to CarePlus’ Provider Operations department in any of the following ways:

Mail Fax Provider Services Executive
CarePlus Health Plans, Inc. 1-866-449-5668 Please scan the form and email
Attention: Provider Operations Dept. it directly to your assigned
P.O. Box 277810 provider services executive
Miramar, FL 33027

In addition, you may call CarePlus’ Provider Emergency Hotline at 1-877-210-5318. The hotline gives our
provider community instructions and information regarding CarePlus and its members in the event that
CarePlus is forced to close as a result of natural disaster.

INFECTION CONTROL, PREVENTION AND SAFETY

Today, the bulk of healthcare is delivered in physician practice settings. Practices of all sizes are expected
to have in place the policies and tools necessary to ensure their sites are operated in a safe, sanitary, and
secure manner. Your office must be in compliance with federal and state regulations concerning infection
control (e.g., prevention, control, identification, reporting), exposure to blood-borne pathogens, and the

use of universal precautions. It is strongly recommended that you implement measures and processes in

accordance with nationally recognized standards and organizations.

e |INFECTION CONTROL AND PREVENTION IN THE PHYSICIAN’S OFFICE

Wherever patient care is provided, application and adherence to infection control and prevention
guidelines are needed to ensure that all care is safe and provided in a functional and sanitary
environment. With each encounter (e.g., patient-to-patient, patient-to-physician, or patient-to-
staff member) there is an opportunity for infection or transmission prevention. It is your
responsibility to minimize the risk of acquiring an infection in your office setting.

All contracted providers are expected to have written policies for infection control and prevention
that are readily available, updated annually and enforced. All patients and personnel should be
educated regarding the various modes infections may be transmitted (e.g., directly or indirectly)
and the techniques that can prevent or minimize the risk of transmission. The Centers for Disease
Control and Prevention (CDC) provide standards and guidelines that are appropriate for most
patient encounters. Furthermore, the Occupational Safety and Health Administration (OSHA)
requires physicians as employers to have processes in place to reduce the risk of their employees
from being exposed to blood-borne pathogens or other potentially infectious materials.

Key principles of infection control include, but are not limited to:
e Hand hygiene consistent with nationally recognized guidelines (i.e., WHO, CDC, etc.)
e Written blood-borne pathogen exposure control plan
e Personal protective equipment (PPE) such as gloves, eyewear, facial masks, or gowns
e Immunization of personnel (e.g., hepatitis B, tuberculosis, etc.)
e Monitoring of employee illnesses
e Safe handling and disposal of needles and sharp containers
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e General housekeeping policies — cleaning, disinfection, antisepsis, and sterilization of
medical equipment and patient areas (e.g., examination rooms should be cleaned before
and after each patient and, along with patient waiting areas, should be thoroughly cleaned
at the end of each day)

e Appropriate hazardous waste disposal policies

e [solation or immediate transfer of individuals (patients and staff members) with an
infectious or communicable disease

e Processes to communicate with local and state health authorities (e.g., reporting of
communicable or infectious diseases)

e Processes that address the recall of items including drugs and vaccines, blood and blood
products, and medical devices or equipment

e Recordkeeping

e Employee orientation and annual staff training regarding office procedures, plans and
programs (e.g., OSHA, infection control/prevention, sharps injury prevention, blood-borne
pathogens)

Below are resources to assist you or your staff in locating guidelines or best practices to
reduce the day-to-day risks of transmission in your office setting. Please note that additional
resources are available on the CarePlus website at
CarePlusHealthPlans.com/Providers/Educational-Resources/Updates.

Regulatory Agency Web Link to Guideline/Best Practice

Centers for Disease Healthcare-associated Infections (HAIs) Guidelines

Control and Prevention

(CDC)

CcDC Guideline for Infection Control in Healthcare Personnel

CcDC Healthcare-associated Infections (HAIs) Guide to Infection Prevention
for Outpatient Settings — Minimum Expectations for Safe Care

cDC 2007 Guidelines for Isolation Precautions: Preventing Transmissions of
Infectious Agents in Healthcare Settings

cDC Hand Hygiene in Healthcare Settings

CcDC Injection Safety

Occupational Safety and | Medical and Dental Offices — A Guide to Compliance with OSHA
Health Administration Standards

(OSHA)

OSHA Safety and Health Topics: Healthcare

OSHA Safety and Health Topics: Healthcare — Standards/Enforcement

OSHA Safety and Health Topics: Healthcare — Other Hazards

OSHA Safety and Health Topics: Blood-borne Pathogens and Needlestick
Prevention Standards

OSHA Publication Model Plans and Programs for the OSHA Blood-borne Pathogens and
Hazard Communications Standards (OSHA 3186-06R 2033)

CcDC Guideline for Disinfection and Sterilization in Healthcare Facilities
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U.S. Food and Drug Guidance for Industry and FDA Staff - Medical Device User Fee and
Administration (FDA) Modernization Act of 2002, Validation Data in Premarket Notification
Submissions (510(k)s) for Reprocessed Single-Use Medical Devices
e SAFETY

A comprehensive safety program should be established to address the office’s environment of

care an

d the safety of all your patients. The elements of the safety program should include, but

not be limited to, the following:

Itis

Processes for the management of identified hazards, potential threats, near misses, and
other safety concerns

Processes for reporting known adverse incidents to appropriate local, state, and/or federal
agencies when required by law to do so

Unique patient identifiers used throughout care

Processes to reduce and avoid medication errors. Examples of such are:

o Write legible prescriptions which include dosage and indication.

o Utilize an electronic prescribing system and submit electronic requests directly to
pharmacies.

o Encourage and educate members to be actively involved in their healthcare and
serve as safety checkers. Members should review their medications prior to taking
them and when picking up medications from pharmacies.

Policies addressing manufacturer or regulatory agency recalls related to medications,
medical equipment and supplies and which include: (i) sources of recall information (e.g.,
FDA, CDC); (ii) methods to notify staff that need to know; (iii) methods to determine if a
recalled product is present at the office or has been given or administered to a member;
(iv) documentation of response to recalled products; (v) disposition or return of recalled
items (including samples) and (vi) member notification*, as appropriate.

*Note: When notified of a drug recall, CarePlus uses pharmacy claims data to identify
members who have received the recalled medication. CarePlus provides prompt
notification to the impacted members and their prescribing physicians.

Policies regarding food and drink, if made available

Establish a process to ensure that all tests ordered are received and prompt member
notification occurs to advise of the results

Environmental hazards associated with safety are identified (i.e., fall prevention, physical
safety, ergonomic exposures, violence in the workplace and external physical threats) and
safe practices are established

important always to remember that safety policies and procedures help achieve a safer

work environment and improve the quality and effectiveness of the care you provide to your
patients.
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SITE VISITS — FACILITIES AND ENVIRONMENT

CarePlus conducts site visits to assess the office environment as it relates to physical accessibility,
physical appearance, adequacy of patient care areas and medical equipment, medical record policies,
and practice management. A site visit may be conducted upon initial credentialing and on other
occasions as determined by CarePlus (e.g., quality review).

CarePlus’ site visit standards are based on state and federal guidelines and accreditation standards
established by the Accreditation Association for Ambulatory Health Care, Inc. (AAAHC).

The standards reviewed during site visits include, but may not be limited to, the following:

A. Accessibility/Physical Appearance

Hw

© N

10.

Site is operated in a safe and secure manner.

Reception areas, toilets, and telephones are provided in accordance with patient/visitor
volume.

There is adequately marked patient/visitor parking, when appropriate.

Examination rooms, dressing rooms, and reception areas are constructed and maintained
in a manner that ensures patient privacy.

Provisions are made to reasonably accommodate disabled individuals.

Adequate lighting and ventilation are provided in all areas.

Office/facility is clean and properly maintained.

Space allocated for a particular function or service is adequate for the activities
performed there.

Smoking is prohibited in the office/facility.

Office/facility must be in compliance with applicable state and local building codes and
regulations, state and local fire prevention regulations, and applicable federal
regulations. Site must receive periodic inspection by local or state fire control agency if
this service is available in the community.

Note: In the event an office/facility undergoes demolition, construction, or renovation
projects, providers are expected to conduct a proactive and ongoing risk assessment for
existing or potential environmental hazards.

B. Medical Records and Confidentiality

1. Medical recordkeeping (e.g., unique identification of each member’s records, timely
retrieval of requested medical records, secured and filed away from public access)
2. Documentation in medical records, including advance directives
3. Policies addressing retention, maintenance, storage, retrieval, and distribution of medical
records
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C. Fire Safety

Appropriately maintained and placed firefighting equipment to control a limited fire for
each potential type of fire (e.g., ABC fire extinguisher)

Prominently displayed illuminated signs with emergency power capability at all exits,
including exits from each floor or hall

Emergency lighting, as appropriate, to provide adequate illumination for evacuation of
patients and staff in case of an emergency

Testing of fire alarm and inspection of fire suppression systems, if applicable

Stairwells are protected by fire doors, if applicable

D. Emergency and Disaster Preparedness

1. Necessary personnel, equipment, and procedures to deliver safe care, and to handle
medical and other emergencies that may arise

2. Documented periodic instruction of all personnel in the proper use of safety, emergency,
and fire-extinguishing equipment

3. At least one drill a year of the internal emergency and disaster preparedness plan as
appropriate to the office/facility. A written evaluation of the drill must be completed to
promptly implement any needed corrections or modifications to the plan.

4. Personnel trained in CPR and the use of cardiac and all other emergency equipment in
the office/facility to provide patient care during hours of operation

5. Alternate power, adequate for the protection of the life and safety of patients and staff,
available in all patient care areas

6. Appropriate emergency equipment and supplies are maintained and readily accessible to
all areas of patient care

E. Safety

1. Hazards that might lead to slipping, falling, electrical shock, burns, poisoning, or other
trauma are eliminated

2. Food services and refreshments provided to patients meet their clinical needs and are
prepared, stored, served, and disposed of in compliance with local, state, and federal
health department requirements, if applicable.

3. Asystem for the proper identification, management, storage, handling, transport,
treatment, and disposal of hazardous materials and wastes, whether solid, liquid, or gas.
The system includes but is not limited to (i) infectious, radioactive, chemical, and physical
hazards, and (ii) provides for the protection of patients, staff, and the environment.

4. Policies and procedures regarding medical equipment include its standardized use and
documented evidence of periodic testing and scheduled preventive maintenance
according to manufacturer’s specifications

5. Ongoing monitoring of expiration dates for medications (including samples)

6. Ongoing temperature monitoring of refrigerated medications (including samples)

7. Medications (including samples) are stored in a secured location
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MEMBER-INITIATED PCP TRANSFER

To maintain continuity of care, CarePlus encourages its members to remain with their PCP. However, a
member or power of attorney/guardian may request to change the PCP by contacting CarePlus” Member
Services department or submitting a written request.

e Change requests received by the 215 day of the month usually are effective the first day of the
following month.

e The PCP office must send his/her medical records to the newly selected PCP office.

PHYSICIAN-INITIATED MEMBER TRANSFER

As part of his or her provider agreement with CarePlus, a PCP agrees to provide primary care services to
all assigned CarePlus members, as long as the practice is open to new patients, in an ethical and legal
manner, in accordance with professional standards of care in the medical community. CarePlus expects
that PCPs will not discriminate against members because of race, color, religion, age, sex, national origin,
marital status, health status, or disability. A request for transfer to another provider of care cannot be
based on a member’s refusal to follow treatment plan such as preventive care services or routine
condition-specific care (except as otherwise provided by law), the member’s medical condition, amount
or variety of care required, the cost of covered services required by the member, or missed
appointments.

The relationship between a physician and his or her patient is an extremely important one. During the
relationship, there may be times when the physician and patient do not agree. These disagreements
usually can be discussed with a favorable resolution for both parties. Ending a physician-patient
relationship is a rare event and needs to be conducted with careful consideration. Like any relationship,
open discussions need to take place long before the physician requests that a member be transferred
out of the panel. Reasonable efforts always should be made to establish a satisfactory provider and
patient relationship.

In general, healthcare professional organizations recommend that a physician may discharge a patient
from the practice only after attempts to resolve the matter have failed. Patients should be informed of
the consequences of their actions, both for their own health and for their relationship with the
physician. The provider must provide adequate documentation in the member’s medical records or
evidence to support his or her efforts to develop and maintain a satisfactory provider— and— patient
relationship, as well as proof of disclosure to members of the rules and regulations that apply to their
conduct. The documentation must include attempts to bring the member into compliance. For example,
the use of warning letters that document the date, time, behavior, and recommendation for
cooperation. A member’s failure to comply with a written corrective action plan must be documented,
as well as warnings to the member regarding the implications of his or her conduct.

Two sample warning letters have been included in this manual under the Forms section as a tool to
assist PCPs in documenting disruptive behavior. These letters are meant as an aid for documentation
and do not constitute legal or medical advice on handling a disruptive patient. Physicians need to
evaluate the most appropriate methods for handling a disruptive patient on a case-by-case basis and in
accordance with legal and professional standards. Physicians must seek guidance from their own
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independent legal counsel and their professional boards and associations if they have questions or
concerns about a patient’s conduct or related issues.

Following the process outlined below, CarePlus will help reassign members to new PCPs:

e First occurrence/patient warning letter — The member or Power of Attorney (POA) must be
informed of the consequences of his/her actions verbally and in writing. Document what has been
done to address the member’s problems and attempts to resolve the matter. Include the date of
the occurrence, time, behavior, recommendation for cooperation with time frames, and a
telephone number where the member can call the practice for assistance. The member should be
given adequate time to change the behavior. The letter must be sent via certified mail.

e Second occurrence/warning letter, including notification to CarePlus — Document continued
noncompliance, date, time, and additional behavior(s) displayed. Note how attempts to solve the
matter have failed. Complete the Physician Initiated Transfer Request Form and forward to the
provider operations department or your designated provider services executive with all required
information and documentation. The form is included as part of this manual under the Forms
section.

In situations involving a need for immediate action, the requirement to issue member warning
letters is waived and PCPs may complete the Physician Initiated Transfer Request Form and
forward to the provider operations department for review. Immediate action is defined as
behavior that endangers the safety of staff or other patients. Examples include, but are not
limited to:

1. Threats of violence, stalking, harassment, or acts of violence or aggression

2. Lawsuit or claim filed against physician

3. Fraud or criminal activity (e.g., forged prescriptions, altered medical records, identity
theft, or theft in office)

4. Inappropriate physical contact with staff

Failed drug screen, in violation of practice policy/pain management contract

6. Police intervention, behavior resulting in member’s arrest, or involuntary removal
from premises

o

CarePlus will notify the PCP of its decision. If CarePlus approves the request, the member’s care remains
the responsibility of the PCP requesting the transfer until the change is effective. PCPs may not, in any
way, coerce a member to transfer. Furthermore, any PCP office that violates guidelines for transferring
members to another office is given a 30-day noncompliance written notification requiring immediate
corrective action. No further written notice is necessary to terminate the participation agreement if the
PCP office is found in violation of established policies and procedures and is, therefore, considered to be
noncompliant. Members or their POAs/guardians have the right to file a formal grievance if they do not
agree with the transfer.

In addition, CarePlus has developed a training presentation detailing the process a PCP needs to follow
to request that CarePlus transfer a member from the PCP’s panel. To request a copy of the presentation,
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please contact your assigned provider services executive or call the Provider Operations inquiry line at
1-866-220-5448.

MEMBER DISENROLLMENT PROCEDURE

A member may disenroll from CarePlus only during a valid election period. Some members may have
special circumstances. For disenrollment procedures, please refer members to the Member Services
department for assistance at 1-800-794-5907.

INVOLUNTARY DISENROLLMENT

Disenrollment may be involuntary under the following conditions:

e Death of member

e Loss of Medicare entitlement to Part A and/or Part B

e Disruptive behavior to the extent that a member’s continued enrollment in CarePlus
substantially impairs CarePlus’ ability to arrange for or provide services to either that member or
other members of the plan. Disruptive behavior must be substantiated by strong evidence.

e CarePlus’ contract is terminated or CarePlus reduces its service area, excluding the member.

e Member permanently moves outside the service area, is away from the service area for more
than six consecutive months, or is incarcerated and, therefore, out of the area

e Member is not lawfully present in the United States

e Member provides fraudulent information on an enrollment request or if the member permits
abuse of a member identification (ID) card

e The SNP enrollee loses special needs status and does not reestablish SNP eligibility prior to the
expiration of the period of deemed continued eligibility.

e Member fails to pay Part D Income Related Monthly Adjustment Amount (IRMAA) to the
government and CMS notifies the plan to effectuate the disenrollment

If a member’s behavior is so disruptive that it substantially impairs CarePlus’ ability to arrange for the
care of that member or other members of the plan, CarePlus may submit a request to CMS to have the
member involuntarily disenrolled from the plan.

Requests cannot be made because of a member exercising the option to make treatment decisions with
which the plan disagrees, including the option of no treatment and/or no diagnostic testing. CarePlus
cannot disenroll a member because he/she chooses not to comply with any treatment regimen (CFR 42
§422.74).

Serious effort to resolve the problems presented by the member must be made. Such efforts must
include providing reasonable accommodations, as determined by CMS, for individuals with mental or
cognitive conditions, including mental iliness and developmental disabilities.

A PCP may request an involuntary disenrollment of a CarePlus member for cause. The required
information includes, but is not limited to, the following:
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e Details of disruptive behavior, including a thorough explanation detailing how the member’s
behavior has impacted the PCP’s or CarePlus’ ability to arrange for or provide services to the
member

e Member information, including age, diagnosis, mental status, functional status, description of
their social support systems, and any other relevant information

e Statement(s) from the PCP describing his/her experience with the member

e Efforts to resolve the problem

e Efforts to provide reasonable accommodations for members with disabilities, in accordance with
the Americans with Disabilities Act

e Evidence indicating that the member’s behavior is not related to the use/lack of use of medical
services

e Evidence of appropriate written notices addressed to the member and/or information provided
by the member

The disenrollment for disruptive behavior process requires three written notices:

1. Advance notice to inform the member that the consequence of continued disruptive behavior
will be disenrollment

2. Notice of intent to request CMS’ permission to disenroll the member

3. A planned-action notice advising that CMS has approved the MA organization’s request

In situations where CarePlus disenrolls the member involuntarily for any of the reasons addressed above,
CarePlus must send the member or his/her authorized representative notice of the upcoming
disenrollment that meets the following requirements:

e Advises the member that CarePlus intends to disenroll the member and why such action is
occurring

e Provides the effective date of termination

e Includes an explanation of the member’s grievance rights

Unless otherwise indicated, all notices must be mailed to the member before submission of the
disenrollment transaction to CMS.

PHYSICIAN TERMINATION BY PLAN

Before terminating a contract with a physician or provider, a written explanation of the reason(s) must
be provided. Notice is given to the physician/provider at least 60 days before the termination date,
without cause, as stipulated in the physician agreement. Nonetheless, CarePlus may immediately
suspend or terminate a provider under circumstances including, but not limited to, the following:
e Termination, suspension, limitation, voluntary surrender, or restriction of professional license or
other government certification/licensure
e Conviction of a felony or any other criminal charge
e Any disciplinary action taken by the U.S. Drug Enforcement Agency (DEA)
e Any other legal, government, or other action or event which may materially impair the ability to
perform any duties or obligations under the provider’s agreement with CarePlus
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Individual physicians whose agreements are terminated by CarePlus are entitled to an advisory panel
hearing. However, the right to request a review is not applicable when a provider fails to maintain
professional licensure, or any governmental authorization required to provide services under the terms
and provisions set forth in the provider agreement.

Please note the following:

e Denials of initial participation in CarePlus are not subject to an advisory hearing review.

e The hearing review applies only to terminations initiated by CarePlus.

e The physician must submit his/her request in writing to CarePlus when opting for an advisory
hearing review.

e The request and supporting written documents must be dated and postmarked not more than 5
calendar days following the date of the termination notice. If the request is not received within
the 5 calendar-day time frame, the physician’s right to review is waived.

e Supporting written documentation must specifically address the termination reason noted on the
termination letter.

e An advisory panel review will consist of three physicians who are peers of the physician; however,
at least two members of the advisory panel must be present at the review to constitute a
quorum.

e The advisory panel will base its recommendation on the written information presented by the
physician and CarePlus, along with any additional information requested by the panel.

e The review will occur prior to the effective date of the termination, and in most cases, within 15
business days of CarePlus’ receipt of the physician’s request for the review.

e A provider operations representative shall send a notification letter via certified or registered mail
to the physician(s) within two weeks of receipt of the advisory panel’s decision.

Should a provider elect to terminate his or her provider agreement with CarePlus, a notice of the pending
termination must be forwarded to CarePlus in accordance with the terms of the agreement and
applicable federal regulations. Please refer to your provider agreement for more details.

Members will be given reasonable advance notice of the impending termination of any provider.
Members currently under treatment with a specialty care physician may be able to continue to receive
care for a limited time. Continuity-of-care determinations will be made on a case-by-case basis by
CarePlus. However, please note that continuity of care will not be offered to members if a provider is
terminated for violations of medical competence or professional behavior, decredentialed, relocated
outside of the CarePlus’ service area, or retires. IMPORTANT: In the event of a provider termination, the
terminated provider is responsible for transferring the members’ medical records.

CarePlus reviews the Department of Health and Human Services’ (HHS) and the Office of the Inspector
General’s (OIG) exclusion lists as often as required by federal regulations. If your name appears in the
current OIG’s excluded/sanctioned provider listing, your contract with CarePlus will be immediately
terminated and not subject to a hearing. If you have been reinstated into a federal healthcare
program(s), contact CarePlus immediately.

Note: Physician/provider will provide or arrange for continued treatment until the member: (i) has been
evaluated by a new participating provider who has had a reasonable opportunity to review or modify the
member’s course of treatment, or until plan has made arrangements for substitute care for the member;
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and (ii) until the date of discharge for members hospitalized on the effective date of termination of the
agreement. Members will be given reasonable advance notice of the impending termination of any
provider. Continuity of care determinations will be made on a case-by-case basis by the plan.

CENTERS FOR MEDICARE & MEDICAID SERVICES (CMS) UPDATES AND EDUCATIONAL RESOURCES

CMS issues program transmittals to communicate new or changed policies and/or procedures that are
being incorporated into a specific CMS program manual. The cover page (or transmittal) summarizes the
new material, specifying the changes made. Furthermore, CMS has developed MLN Matters®, which
provides Medicare coverage and reimbursement rules in a brief, accurate and easy-to-understand
format. It’s important that you remain current on all regulatory changes as you are responsible for
implementing any applicable changes. To find specific CMS transmittals or MLN Matters® articles, please
visit the CMS website at the following addresses:

CMS Transmittals Overview: www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals
MLN Matters Articles Overview: www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNMattersArticles

CMS NATIONAL COVERAGE DETERMINATIONS (NCD) & LOCAL COVERAGE DETERMINATIONS (LCDs):

Medicare coverage is limited to items and services that are reasonable and necessary for the diagnosis or
treatment of an illness or injury (and within the scope of a Medicare benefit category). National coverage
determinations (NCDs) describe whether specific medical items, services, treatment procedures, or
technologies can be paid under Medicare. It is important that you remain up-to-date on these changes to
coverage. Several helpful resources include:

Medicare Coverage Database: www.cms.gov/medicare-coverage-database/
CMS Medicare Coverage Center: www.cms.gov/Center/Special-Topic/Medicare-Coverage-Center

Note: CarePlus provides direct access to the above-mentioned CMS websites on our CarePlus website at:
CarePlusHealthPlans.com/Providers/Educational-Resources/Updates under the section of “CMS
Transmittals and National Coverage Determinations.”

MEDICAL AND PHARMACY COVERAGE POLICIES

CarePlus follows Humana’s medical and pharmacy coverage policies. Humana has an established process
for developing medical and pharmacy coverage policies, utilizing a variety of clinical resources, including
but not limited to, the latest scientific evidence, prevailing medical practice standards, and professional
clinical guidelines for specific services. These medical coverage policies may be used in the absence of an
applicable National Coverage Determination (NCD), Local Coverage Determination (LCD), or other CMS
published directive or to supplement existing NCD, LCD, or other published criteria.

You can access the medical and pharmacy coverage policies by visiting: CarePlusHealthPlans.com/PAL
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MEDICARE COMMUNICATIONS AND MARKETING GUIDELINES

These guidelines are intended to serve as a general summary of applicable laws, rules and regulations,
CMS guidance, and CarePlus policies. If any aspects of these guidelines may be construed to be less
strict than applicable laws, rules, regulations, CMS guidance, or CarePlus policies, the laws, rules,
regulations, CMS guidance, and CarePlus policies control. For specific guidance on provider activities
related to Medicare plans, please refer to the CMS Medicare Managed Care Manual, Medicare
Communications and Marketing Guidelines for more detailed information. Providers must receive plan
approval prior to sending any communications that reference CarePlus to patients or prospective
patients. Furthermore, providers may not engage in any activities with respect to CarePlus or use
trademarks and/or trade names employed by CarePlus without prior written approval.

CMS and your CarePlus Provider Agreement require that all activities related to Medicare plans must
be consistent with Medicare regulations. The term “provider” refers to all providers contracted with
CarePlus and their subcontractors, including, but not limited to, pharmacists, pharmacies, physicians,
hospitals, and long-term care facilities.

CMS is concerned with providers engaging in plan marketing activities because:
e Providers may not be fully aware of all plan benefits and costs.
e Providers may face conflicting incentives if they act as agents of a plan instead of in the best
interest of their patients.

CMS’ communication and marketing guidelines are designed to guide plans and providers in assisting
beneficiaries with plan selection, while at the same time striking a balance to ensure that provider
assistance results in plan selection that always is in the best interests of the beneficiary.

Any provider (and/or subcontractors) contracted with CarePlus must comply with the following:

1. Provider Activities and Materials in the Healthcare Setting — Upon the beneficiary’s request,
providers may assist a beneficiary in an objective assessment of the beneficiary’s needs and potential
plan options that may meet those needs. To this end, providers may engage in discussions with
beneficiaries when patients seek information or advice from their provider regarding their Medicare
options. Providers must remain neutral in assisting beneficiaries with enrollment decisions.

Providers are permitted to make available and/or distribute plan marketing materials, as long as the
provider and/or facilities distributes or makes available plan marketing materials for all plans with
which the provider participates. CMS does not expect providers to proactively contact all participating
plans; rather, if providers agree to make available and/or distribute plan marketing materials, they
should do so knowing they must accept future requests from other plans with which they participate.
Providers also are permitted to display plan posters or other plan marketing materials in common
areas such as the provider’s or a long-term care facility’s waiting room. Additionally, a long-term-care
facility may provide materials in admission packets announcing all plan contractual relationships.

2. Plan Activities and Materials in the Healthcare Setting — CarePlus or CarePlus sales agents may
conduct sales activities, including sales presentations, distribution of marketing materials, and
collection of enrollment forms in common areas of healthcare settings. Common areas where
marketing activities are allowed include, but are not limited to, common entryways, vestibules, waiting
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rooms, hospital or nursing home cafeterias, community or recreational rooms, and conference rooms.
If a pharmacy counter is located within a retail store, common areas would include where patients
interact with pharmacy providers and obtain medications. Communication materials, as defined the
MCMG, may be distributed and displayed in all areas of the healthcare setting.

CarePlus or CarePlus sales agents may not market in restricted areas. Restricted areas generally
include, but are not limited to, exam rooms, hospital patient rooms, treatment areas where patients
interact with a provider and his/her clinical team and receive treatment (including dialysis treatment
facilities), and pharmacy counter areas (where patients interact with pharmacy providers and obtain
medications). These restrictions also apply to activities planned in these settings outside of normal
business hours.

Plans are permitted to schedule appointments only with beneficiaries residing in a long-term care
facility upon request by the beneficiary.

3. Provider Affiliation Information — Providers may announce new or continuing affiliations with
specific plans once a contractual agreement between the Plan/Part D sponsor and provider has been
agreed upon by both parties. Affiliation announcements may be made through direct mail, email,
phone, or advertisement. Providers must submit affiliation announcements to CarePlus for review and
approval prior to distribution, or use pre-approved templates provided by CarePlus without any
alterations. Affiliation announcements must clearly state that the provider also may contract with
other health plans. These announcements are considered communication materials. Any provider
affiliation announcement materials that include additional information, such as plan benefits,
premiums or cost sharing, are considered marketing materials and cannot be mailed by providers on
behalf of the plan.

4. Privacy, Anti-discrimination and Other Laws, Rules and Regulations — Plans and providers must
follow all federal and state laws regarding confidentiality and disclosure of beneficiary information. This
obligation includes compliance with the provisions of the HIPAA Privacy Rule and its specific rules
regarding uses and disclosures of beneficiary information.

Plans are subject to sanction for engaging in any practice that may reasonably be expected to have the
effect of denying or discouraging enroliment of individuals whose medical condition or history
indicates a need for substantial future medical services (i.e., health screening or “cherry picking”).

A provider should not attempt to switch or steer plan enrollees or potential plan enrollees to a specific
plan or group of plans to further the financial or other interests of the provider. All payments that plans
make to providers for services must be fair market value, consistent for necessary services, and
otherwise comply with all relevant laws and regulations, including the federal and any state anti-
kickback statutes. Providers must not accept compensation directly or indirectly from a plan for
enrollment activities.

For enrollment and disenrollment issues related to beneficiaries residing in long-term care facilities
(e.g., enrollment period for beneficiaries residing in long-term care facilities and use of personal
representatives in completing an enrollment application), please refer to Chapter 2 of the CMS
Medicare Managed Care Manual and Chapter 3 of the CMS Medicare Prescription Drug Benefit
Manual.
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5. Provider and Plan Joint Events — Providers may invite contracted plans to conduct educational
seminars or marketing events. All CMS guidance around health plan sales and marketing events, as well
as health plan educational events hosted within provider settings, and CarePlus policies, standards and
procedures, must be followed. All contracted plans must be permitted to participate upon request. In
addition:

e There must be a clear separation between the plan’s activities and the provider’s activities. It
must be clear to an attendee whether the provider or the plan is the host of the provider-
plan event. Some relevant factors in determining which party is hosting the event include
which party moderates the event, organizes the event, welcomes attendees ,and produces
the majority of the agenda.

e Funding for the event should be proportionate to the level of participation by each party and
in all cases must be commensurate with the fair market value of that participation.

e Providers must not market the plan and the plan must not market providers, and there
cannot be an understanding that such activity will occur in the future.

e [fthe plan conducts any marketing activities at the seminar, all CMS regulations around plan
sales events and plan marketing in provider settings must be followed.

e Plans may conduct marketing activities only in common areas where patients do not
primarily receive healthcare services or are waiting to receive healthcare services.

e Meals cannot be served at a plan marketing or sales event.

e Health screenings cannot take place at a plan marketing or sales event.

e Attendees cannot be required to provide any contact information as a prerequisite for
attending.

e |[f araffle or drawing is conducted, contact information obtained from attendees cannot be
used for any other purpose than to notify the winner of the raffle or drawing.

e Any gifts, giveaways, prizes, refreshments, food ,or promotional activities must meet CMS
and OIG requirements.

Outlined below are general dos and don’ts to assist you in achieving and maintaining compliance with
CMS requirements. The Medicare Communications and Marketing Guidelines can be found in the
Medicare Managed Care Manual located on the CMS website at www.cms.gov/Medicare/Health-
Plans/ManagedCareMarketing/FinalPartCMarketingGuidelines.html. Providers also must comply with
Anti-inducement Provisions of the Civil Monetary Penalties Law. Please refer to the Office of Inspector
General (OIG) special advisory bulletin “Offering Gifts and Other Inducements to Beneficiaries” at:
oig.hhs.gov/fraud/docs/alertsandbulletins/SABGiftsandInducements.pdf; and the “Office of Inspector
General Policy Statement Regarding Gifts of Nominal Value To Medicare and Medicaid Beneficiaries”
at: oig.hhs.gov/fraud/docs/alertsandbulletins/OIG-Policy-Statement-Gifts-of-Nominal-Value.pdf.

DON'Ts: DOs:

e DO NOT make phone calls or direct, urge, or e DO provide the names of health plans with which
attempt to persuade beneficiaries to enroll in you contract.
or select a specific plan. e DO provide information and assistance in applying

e DO NOT offer anything of value to induce for the low-income subsidy (LIS).
anyone to select you as their physician or to e DO answer your patients’ questions and, when
enroll in a particular plan or organization. requested, discuss the merits of a health plan or

e DO NOT mail marketing materials on behalf of health plans, including cost-sharing and benefits
CarePlus or any other health plan at any time.
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e DO NOT conduct health screenings during a
health plan marketing/sales event.

e DO NOT accept or collect health plan scope-
of-appointment or health plan enrollment
forms.

e DO NOT assist beneficiaries with the
completion of health plan enrollment
applications.

e DO NOT distribute health plan marketing
materials or enrollment applications in areas
where healthcare services are provided.

e DO NOT advertise non-health items or
services as health plan benefits (e.g.,
computer classes, citizenship classes, English
classes).

e DO NOT accept compensation directly or
indirectly from a health plan for beneficiary
enrollment or marketing activities or
offer/accept financial incentives to/from sales
agents.

e DO NOT advertise or market the ability to
make a plan change or reference the open
enrollment period (OEP) in advertising or
marketing materials during OEP (Jan. 1 -
March 31).

e DO NOT provide any patient information or

lists of patients to health plan sales
representatives.

information. These discussions may occur in areas
where care is delivered.

DO refer your patients to other sources of
information, such as state health insurance
assistance programs (SHIPs), plan marketing
representatives, state Medicaid offices, the local
Social Security office, the CMS website or
1-800-MEDICARE (1-800-633-4227).

DO distribute unaltered, printed materials created
by CMS, such as reports from Medicare Plan
Finder, the “Medicare and You” handbook or
“Medicare Options Compare” (from
www.medicare.gov), including in areas where care
is delivered.

DO announce via mail, email, phone, or other
media new or continuing affiliations with CarePlus
to inform patients about your network
participation and the CarePlus health plans you
accept. Communications of this type are allowable
at any time.

DO make available CarePlus health-plan marketing
materials and enroliment forms outside of the
areas where care is delivered (such as common
entryways; waiting rooms; vestibules; hospital or
nursing home cafeterias; community, recreational
or conference rooms), as long as you do so for any
contracted health plans, upon their request.

DO make available, distribute and display CarePlus
health plan communications, including permission-
to-contact forms, in areas where care is delivered,
as long as you do so for any contracted health
plans, upon their request.

For additional information and applicable policies and procedures, please call your assigned provider
services executive or call the CarePlus Provider Operations inquiry line at 1-866-220-5448.

Remainder of this page intentionally left blank
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PHYSICIAN INCENTIVE PLAN

Any physician incentive plan operated by CarePlus must meet the following requirements (42 CFR
422.208).

1. CarePlus makes no specific payment, directly or indirectly, to a physician or physician group including
subcontracts as an inducement to reduce or limit medically necessary services furnished to any
particular member. Indirect payments may include offerings of monetary value (such as stock options
or waivers of debt) measured in the present or future.

2. If the physician plan places a physician, physician group, or subcontract at substantial financial risk for
services that the physician, physician group, or subcontract does not furnish itself, CarePlus must
assure that all physicians, physician groups, and subcontracts at substantial financial risk have either
aggregate or per-patient stop-loss protection.

e Financial risk occurs when risk is based on the use or costs of referral services, and that
risk exceeds the risk threshold. Payments based on other factors, such as quality of
care furnished, are not considered in this determination.

3. For all physician incentive plans, CarePlus will provide assurances satisfactory to the secretary of that

physician incentive plan so that requirements are met. CarePlus must provide to CMS information
concerning physician incentive plans as requested.

Remainder of this page intentionally left blank
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QUALITY IMPROVEMENT PROGRAM OVERVIEW

Scope and Purpose

CarePlus’ quality improvement (Ql) program guides activities to improve care and treatment of CarePlus-
covered patients. In doing so, the program aligns with our corporate purpose of helping patients achieve
their best health, which supports continuous quality improvement companywide and the Centers for
Medicare & Medicaid Services’ (CMS) National Quality Strategy (NQS), who has raised the bar for a
resilient, high-value health system that promotes quality outcomes, safety, equity, and access to care for
all individuals. To accomplish this, CarePlus supports physicians and other health care professionals as
they work to deliver integrated care for their CarePlus-covered patients.

The purpose of the Ql program is to monitor, evaluate, and facilitate improvement in the quality of
health care services provided to CarePlus-covered patients. The program is based on contractual,
governmental, accreditation and organizational requirements and guidelines. Data is tracked and
analyzed for trends monthly, quarterly, and annually. Opportunities for improvement are identified and
root-cause analysis is performed as needed.

Data Collection/Monitoring
As part of the company-wide quality improvement program, the CarePlus Ql and Accreditation
department systematically monitors and collects data to be used for evaluation of care and services.

Data collection may include, but not be limited to, the following:

e Retrospective clinical quality of care/grievance investigations

e Healthcare Effectiveness Data and Information Set (HEDIS)

e Consumer Assessment of Healthcare Providers and Systems (CAHPS)
e Health Outcomes Survey (HOS)

e Provider satisfaction survey

e Medicare quality improvement/chronic care improvement projects
e Clinical practice guidelines adherence

e Medical record documentation reviews

Data is derived from multiple sources, including medical records, claims and encounter data, member
and provider surveys, complaint/grievance reports, clinical operations staff, peer review, risk
management, vendors/delegates, and provider site visits.

Monitoring activities are designed for a broader range of healthcare issues with a focus on
identifying areas of vulnerability, risks, and the tracking and trending-related data. This is
performed through, but is not limited to:

e Provider site visits
e Review of the provider practice patterns and provider experience
e Medical record documentation reviews

e Review of population health outcomes, e.g., HEDIS, chronic care management, cost effectiveness
of care
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e Evaluation of patient safety, clinical care and other areas of concern, e.g., readmission, medical
errors, pharmacy management

e Evaluation and trending of member and provider grievances

e Evaluation of CAHPS and HOS survey results (member experience)

e Evaluation of vendor/delegate performance

e Evaluation of transition/continuity of care and medical-behavioral health coordination of care

e Evaluation of access to care or Social Determinants of Health (SDOH) barriers and health equity
trends

e Evaluation of efficacy of emerging healthcare technology, e.g., telehealth, wearables, Al
(augmented intelligence)

Quality of Care Issues

CarePlus associates and outside entities, e.g., Florida’s Beneficiary and Family Centered Care Quality
Improvement Organization (BFCC-QIO) and CMS, communicate potential quality of care issues, which are
investigated through the Ql and Accreditation department. QI and Accreditation associates identify,
investigate, analyze, monitor, and evaluate individual issues or trends for specific providers. Referrals are
generated by calls from members/providers, grievances, CMS reports, clinical/pharmacy operations, risk
management, outlier trends from clinical practice guidelines adherence reports, medical record
documentation audits, and delegated networks, as well as other sources. Issues with implications for risk
management are referred to the risk and/or law department.

Resolution may include notification of the provider, corrective action plans, referral to the chief medical
officer, or referral to the credentialing and quality peer review committees, and reporting to the National
Practitioner Data Bank as appropriate.

Beneficiary Complaints

e Asrequired by the Medicare statute and regulations, CarePlus participates with the Florida BFCC-QIO,
Acentra Health. CarePlus collaborates with the BFCC-QIO in the following broad activities: Mandatory
case review activities — medical record reviews, which determine whether the medical services
provided to the Medicare beneficiaries are medically necessary, furnished at the appropriate level of
care and of a quality that meets professionally recognized standards of care.

e Beneficiary complaints — medical record reviews which determine quality of care provided to
beneficiaries.

e Cooperative project activities — collaborative efforts with healthcare providers and other groups,
which result in measurable improvement of processes and outcomes, related to healthcare.

Clinical Practice Guidelines

CarePlus’ clinical practice guidelines are adopted from clinically sound and well-respected national
sources. The selected guidelines are reviewed bi-annually by the corporate Clinical Practice Guidelines
Committee (CPGC), which is comprised of Humana/CarePlus network physicians, with varying specialty
expertise and backgrounds. Once the CPGC has reviewed the guidelines, their recommendations are also
presented to CarePlus’ Quality Committee for feedback and approval that is specific to the CarePlus
population. CarePlus’ Quality Committee are also comprised of CarePlus network Physicians.
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These guidelines may have some differences in recommendations. Information contained in the
guidelines is not a substitute for a healthcare professional’s clinical judgment and is not always applicable
to an individual. Therefore, the healthcare professional and patient should work in partnership in the
decision-making process regarding the patient’s treatment. Furthermore, using this information will not
guarantee a specific outcome for each CarePlus patient/population. None of the information in the
guidelines is intended to interfere with or prohibit clinical decisions made by a treating healthcare
professional regarding medically available treatment options for patients.

Links to other websites are provided only for your convenience and do not constitute or imply
endorsement by CarePlus of these sites, products, or services described on these sites, or of any other
material contained therein. CarePlus disclaims responsibility for their content and accuracy.

A copy of CarePlus’ Clinical Practice Guidelines is available online at
CarePlusHealthPlans.com/Providers/Educational-Resources/Updates.

Clinical practice guidelines are resources for CarePlus-contracted physicians and other CarePlus-
contracted healthcare professionals. CarePlus has adopted the following guidelines:

Adult immunizations
Centers for Disease Control and Prevention (CDC)
Recommended Adult Immunization Schedule - United States, 2023/Centers for Disease Control

Asthma care

Global Initiative for Asthma (GINA)

2023 Global Initiative for Asthma (GINA) Report: Global Strategy for Asthma Management and Prevention
Updated/Global Initiative for Asthma

Atrial fibrillation
National Institute of Health (NIH)
Atrial Fibrillation: Diagnosis and Management National Institute for Health and Care Excellence (NICE) 2022

Back pain

Department of Veterans Affairs Department of Defense (VA/DoD)

Department of Veterans Affairs Department of Defense (VA/DoD) Guideline for the Diagnosis and Treatment of
Low Back Pain 2022

Cholesterol management

Department of Veterans Affairs Department of Defense (VA/DoD)

Department of Veterans Affairs Department of Defense (VA/DoD) The Management of Dyslipidemia for
Cardiovascular Risk Reduction 2020

Chronic obstructive pulmonary disease (COPD)

Global Initiative for Chronic Obstructive Lung Disease (GOLD)

Global Strategy for The Diagnosis, Management and Prevention of Chronic Obstructive Pulmonary Disease, 2023
Update/The Global Initiative for Chronic Obstructive Lung Disease (GOLD)
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COVD-19
National Institute of Health (NIH)
Guideline for the Management of COVID-19/ National Institute Health 2023 (NIH)

Depression (for primary care providers)
Department of Veterans Affairs Department of Defense (VA/DoD)
Managing Depression in Primary Care — 2020 Veterans Affairs/Department of Defense (VA/DoD)

Diabetes care
American Diabetes Association (ADA)
Standards of Medical Care in Diabetes — 2023/ American Diabetes Association (ADA)

Headache
Department of Veterans Affairs Department of Defense (VA/DoD)
The Primary Care Management of Headache — 2023 — VA/DoD

Heart failure

Cardiology/American Heart Association

2022 AHA/ACC/HFSA Guideline for the Management of Heart Failure: A Report of the American College of
Cardiology/American Heart Association Joint Committee on Clinical Practice Guidelines | Circulation

(ahajournals.org)

Heart risk calculator
American College of Cardiology (ACC)
Heart risk calculator (ASCVD Risk Estimator Plus)/ACC 2023

Human immunodeficiency virus
National Institute of Health (NIH)
Guidance for people with HIV

Hypertension
American College of Cardiology (ACC)
Harmonization of the American College of Cardiology/American Heart Association and European Society of

Cardiology /European Society of Hypertension Blood Pressure/Hypertension Guidelines: Comparisons,

Reflections, and Recommendations 2022

Insomnia
Department of Veterans Affairs Department of Defense (VA/DoD)
The Management of Chronic Insomnia Disorder and Obstructive Sleep Apnea —2019- VA/DoD

Kidney disease

National Kidney Foundation (NKF)

Evidence-based clinical practice guidelines for all stages of chronic kidney disease/ National Kidney Foundation
2023
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https://www.ahajournals.org/doi/10.1161/CIR.0000000000001063#:%7E:text=The%202022%20heart%20failure%20guideline,and%20align%20with%20patients'%20interests
https://www.ahajournals.org/doi/10.1161/CIR.0000000000001063#:%7E:text=The%202022%20heart%20failure%20guideline,and%20align%20with%20patients'%20interests
https://www.ahajournals.org/doi/10.1161/CIR.0000000000001063#:%7E:text=The%202022%20heart%20failure%20guideline,and%20align%20with%20patients'%20interests
https://tools.acc.org/ascvd-risk-estimator-plus/#!/calculate/estimate/
https://clinicalinfo.hiv.gov/en/guidelines
https://www.ahajournals.org/doi/10.1161/CIRCULATIONAHA.121.054602
https://www.ahajournals.org/doi/10.1161/CIRCULATIONAHA.121.054602
https://www.ahajournals.org/doi/10.1161/CIRCULATIONAHA.121.054602
https://www.healthquality.va.gov/guidelines/CD/insomnia/index.asp
https://www.kidney.org/professionals/guidelines/guidelines_commentaries
https://www.kidney.org/professionals/guidelines/guidelines_commentaries
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Medical records documentation guidelines
CarePlus has adopted guidelines based on accreditation and state medical record documentation (MRD)
requirements.

Opioid 1
Centers for Disease Control and Prevention (CDC)
CDC Clinical Practice Guideline for Prescribing Opioids for Pain (CDC) 2022

Opioid 2

Health and Human Services (HHS)

HSS Guide for Clinicians on the Appropriate Dosage Reduction or Discontinuation of Long-Term Opioid
Analgesics/ Health and Humana Services (HHS) 2019

Oxygen therapy
American Thoracic Society
Home Oxygen Therapy for Adults with Chronic Lung Disease An Official American Thoracic Society Clinical Practice

Guideline/ American Thoracic Society 2020

Palliative/end of life hospice

National Coalition for Hospice and Palliative Care (NCHPC)

National Coalition for Hospice and Palliative Care Clinical Practice Guidelines for Quality Palliative Care, 4th
edition 2018

Preventive care guidelines
U.S. Preventive Services Task Force (USTFPS)
Preventive Services Selector/ United States Task Force on Preventive Services (USTFPS) 2023

Primary prevention of cardiovascular disease and stroke
ACC/AHA Task Force on Clinical Practice Guidelines
2019 Guideline on the Primary Prevention of Cardiovascular Disease Guideline/ ACC/AHA Task Force

Sickle cell anemia
National Institute of Health (NIH)
Evidence-Based Management of Sickle Cell Disease: Expert Panel Report, 2014/National Institute for Health (NIH)

Sleep apnea
American Society of Anesthesiologists
Practice Guidelines for the Perioperative Management of Patients with Obstructive Sleep/ American Society of

Anesthesiologists Task Force on Perioperative Management of Patients with Obstructive Sleep Apnea 2014

Telehealth
American Medical Association (AMA)
2022 American Medical Association Digital Health Implementation Play Book Series
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https://www.cms.gov/About-CMS/Story-Page/CDCs-Tapering-Guidance.pdf
https://www.cms.gov/About-CMS/Story-Page/CDCs-Tapering-Guidance.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7667898/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7667898/
https://www.nationalcoalitionhpc.org/wp-content/uploads/2020/07/NCHPC-NCPGuidelines_4thED_web_FINAL.pdf
https://www.nationalcoalitionhpc.org/wp-content/uploads/2020/07/NCHPC-NCPGuidelines_4thED_web_FINAL.pdf
https://www.uspreventiveservicestaskforce.org/webview/#!/
https://www.acc.org/latest-in-cardiology/ten-points-to-remember/2019/03/07/16/00/2019-acc-aha-guideline-on-primary-prevention-gl-prevention
https://www.nhlbi.nih.gov/resources/evidence-based-management-sickle-cell-disease-expert-panel-report-2014
https://pubs.asahq.org/anesthesiology/article/120/2/268/11781/Practice-Guidelines-for-the-Perioperative
https://pubs.asahq.org/anesthesiology/article/120/2/268/11781/Practice-Guidelines-for-the-Perioperative
https://www.ama-assn.org/practice-management/digital/digital-health-implementation-playbook-series
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Transgender 1
American College of Obstetricians and Gynecologist (ACOG)
Committee Opinion Health Care for Transgender and Gender Diverse Individuals — 2021 — American College of
Obstetricians and Gynecologists (ACOG)

Transgender 2
American Psychological Association (APA)
APA Task Force on Psychological Practice with Sexual Minority Persons

Urinary Incontinence (Female)

National Institute of Health (NIH)

Female Urinary Incontinence Evidence-Based Treatment Pathways: An Infographic for shared decision making —
2022 — Journal of Women’s Health

Urinary Incontinence (Male)

National Institute of Health (NIH)

Lower Urinary Tract Symptoms in Men Management National Institute for Health and Care Excellence (NICE)
2015

Valvular heart disease

American College of Cardiology (ACC)/American Heart Association (AHA)

2020 ACC/AHA Guideline for the Management of Patients with Valvular Heart Disease: A Report of the American
College of Cardiology/American Heart Association Joint Committee on Clinical Practice Guidelines/ ACC/ AHA Task
Force

Well-woman routine care
The American College of Obstetricians and Gynecologists (ACOG)
Recommendations for Well-Woman Care 2023/ American College of Obstetricians and Gynecology (ACOG)

Remainder of this page intentionally left blank
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https://www.apa.org/about/policy/psychological-sexual-minority-persons.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8972010/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8972010/
https://www.nice.org.uk/guidance/cg97
https://www.nice.org.uk/guidance/cg97
https://www.ahajournals.org/doi/full/10.1161/CIR.0000000000000923
https://www.ahajournals.org/doi/full/10.1161/CIR.0000000000000923
https://www.ahajournals.org/doi/full/10.1161/CIR.0000000000000923
https://www.womenspreventivehealth.org/wellwomanchart/

CarePlus

HEALTH PLANS.

MEDICAL RECORD DOCUMENTATION STANDARDS

CarePlus conducts annual reviews of medical records using a standardized medical record review tool for
a sample of providers providing primary care services to CarePlus members. This record review is part of
the annual compliance guidelines stipulated by AAAHC, state regulatory agencies, and CMS.

Medical record elements for review include compliance with the following:

Working diagnosis/clinical impression
The diagnosis is appropriate for the findings in the current history and physical examination.

Medication profile is maintained
The record reflects a current review and update at each visit of all individual patient medications,
including over-the-counter products and dietary supplements when information is available to provider.

Plan of care documented
Treatment, diagnostic, and therapeutic procedures are consistent with clinical impression or working
diagnosis.

Follow-up of acute or chronic problems
The record documents appropriate and timely consultation and follow-up of referrals, exams, diagnostic
tests, and findings.

Member identification on each page
The record includes appropriate patient identifiers including, at a minimum, name, identification number
(if appropriate), date of birth, gender, and responsible party (if applicable).

Record is legible
Clinical record entries are legible and easily accessible within the record by the organization’s personnel.

Record is organized
Content and format of the record are uniform and consistent with the organization’s clinical records
policies.

Health history documented

Reports, histories and physicals, progress notes, and other patient information (such as laboratory
reports, X-ray readings, operative reports, and consultations) were reviewed and incorporated into the
record in a timely manner.

Previous records

For records with multiple visits/admissions or complex and lengthy records, diagnostic summaries are
used in accordance with organization policies and procedures. If applicable, records of patients treated
elsewhere or transferred to another healthcare provider are present.
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Allergies/untoward drug reactions
Presence or absence of allergies and untoward reactions to drugs or materials are recorded in a
prominent and consistent location, verified at each patient encounter and updated when new allergies or
sensitivities are identified.

Entries dated
All entries must be dated and include department, if departmentalized.

Chief/subjective complaint recorded
Chief complaint or purpose of visit as told by the member, or family member, must be recorded.

Clinical/objective findings
Clinical findings, to include the physical findings related to the subjective complaint, should be recorded.

Diagnosis/objective findings
Diagnosis or clinical impressions must be in the record.

Consults/lab/diagnostic reports

Documentation is present of consultations, lab, X-ray, imaging, or other studies ordered. Results should
be filed in the medical record and initialed by the primary care physician, thereby signifying review.
Abnormal X-ray, lab, and imaging study results should have an explicit notation in the medical record
regarding follow-up plans and notification to patient of all results (positive and negative).

Member education/participation
Disposition, recommendations, and instructions given to the patient should be clearly documented within
the record.

Entries authenticated
Authentication and verification of contents by healthcare professionals should be present.

Follow-up of missed and canceled appointments
Documentation regarding missed and canceled appointments should be recorded in the record.

Entries signed
Signature of physician or other author of the clinical record entry is recorded in the record.

Communication of abnormal labs/diagnostic findings
Significant patient advice given by telephone, online, or after hours is entered in the clinical record and
appropriately signed or initialed.

Clinical research
Any notation in the clinical record indicating diagnostic or therapeutic intervention as part of clinical
research is clearly contrasted with entries regarding the provision of non-research-related care.
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Advance directives
If applicable, the record reflects discussions with the patient concerning the necessity, appropriateness,
and risks of proposed care, surgery, or procedure, as well as discussions of treatment alternatives and
advance directives. If response is yes to an advance directive, a copy of the directive must be included in
the medical record.

For any comments or questions you might have regarding CarePlus’ Ql Program, you can send an email to
cphpamdepartment.grp@humana.com.

Remainder of this page intentionally left blank
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Health Insurance Portability and Accountability Act (HIPAA)

Per the U.S. Department of Labor, HIPAA was initially passed in 1996 to “improve portability and
continuity of health insurance coverage.” As a result, there are more consumer protections regarding
options for coverage (aspe.hhs.gov/admnsimp/pl104191.htm). Later “rules,” or provisions, were passed
in 2001 and 2003 to protect privacy, confidentiality and security of individually identifiable health
information. This includes the establishment of security standards for electronic protected health
information.

Providers and CarePlus are required to have sufficient safeguards regarding this type of information,
including who may access it, how much of it may be accessed by any individual, and how it is retained
and transmitted.

https://www.hhs.gov/hipaa/for-professionals/index.html

We anticipate that you may have questions about whether the HIPAA Privacy Rule permits you to
disclose your patients’ (our members) medical information to us for these activities without written
authorization from your patients.

Section 164.506(c)(4) of the HIPAA Privacy Rule explicitly permits you to make this type of disclosure to
CarePlus without a written authorization. Additionally, the Office of Civil Rights (the federal agency tasked
with enforcing the Privacy Rule) has also made this point clear. It wrote in its Dec. 3, 2002, Guidance on
the Privacy Rule that: “A covered entity may disclose protected health information to another covered
entity for certain healthcare operation activities of the entity that receives the information if each entity
either has or had a relationship with the individual who is the subject of the information and the
protected health information pertains to the relationship, and the disclosure is for a quality-related
healthcare operations activity.”

As the Privacy Rule and the Office of Civil Rights have made clear, you do not need a written

authorization from your patients who are or have been members of CarePlus to disclose their medical
information to us for HEDIS and other quality improvement, accreditation or regulatory activities.

Remainder of this page intentionally left blank
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DOMESTIC VIOLENCE — ELDERLY ABUSE

e The number of elder abuse and neglect cases are expected to grow as increased longevity is
occurring. Most reported cases of abuse are physical abuse, neglect, and fiduciary or financial abuse.
Abuse can occur at an elder’s home, in a skilled nursing facility (SNF), or other residential care setting.
As a healthcare provider, it is imperative that you understand that abuse can occur anywhere, at any
time, and to anyone.

e According to statistics from the Administration on Aging, female elders are abused at a higher rate
than males, due to their larger proportion in the aging population. The nation’s oldest (85 years and
older) are abused and neglected at two to three times their proportion of the elderly population. In a
national study, the vast majority of abusers were family members (approximately 90 percent), most
often adult children, spouses, partners, and others.

e There tends to be a typical profile of both the abused and the abuser in cases of elder abuse; the
victim typically is a white female, widowed, and either living alone or with her adult child who is cited
as the perpetrator of the abuse. Research also has identified some of the more common reasons for
abuse, on which several theories have been based: caregiver stress, domestic and family violence
issues, and social isolation.

The National Center on Elder Abused (NCEA) defines seven major types of elder abuse:

SIGNS AND SYMPTOMS

PHYSICAL ABUSE Bruises, black eyes, welts, lacerations and rope marks
Bone fractures, broken bones, and skull fractures
Open wounds, cuts, punctures, or untreated injuries in various
stages of healing
Sprains, dislocations, or internal injuries/bleeding
Broken eyeglasses or frames, physical signs of being subjected to
punishment, or signs of being restrained
Laboratory findings of medication overdose or under-utilization of
prescribed drugs
Elder’s report of being hit, slapped, kicked, or mistreated
Elder’s sudden change in behavior
Caregiver’s refusal to allow visitors to see an elder alone

SEXUAL ABUSE Bruises around the breasts or genital area
Unexplained venereal disease or genital infections
Unexplained vaginal or anal bleeding
Torn, stained, or bloody underclothing
Elder’s report of being sexually assaulted or raped

EMOTIONAL OR Being emotionally upset or agitated

PSYCHOLOGICAL ABUSE Being extremely withdrawn and non-communicative or
nonresponsive
Unusual behavior usually attributed to dementia
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NEGLECT

ABANDONMENT

FINANCIAL OR MATERIAL
EXPLOITATION

SIGNS AND SYMPTOMS
Elder’s report of being verbally or emotionally mistreated

Dehydration, malnutrition, untreated bed sores, or poor personal
hygiene

Unattended or untreated health problems

Hazardous or unsafe living condition/arrangements

Unsanitary and unclean living conditions

Elder’s report of being mistreated

Desertion of an elder at a hospital, nursing facility, or other similar
institution

Desertion of an elder at a shopping center or other public location.
Elder’s report of being abandoned

Sudden changes in bank account or banking practice including an
unexplained withdrawal of large sums of money by a person
accompanying the elder

Inclusion of additional names on an elder’s bank signature card
Unauthorized withdrawal of the elder’s funds using the elder’'s ATM
card

Abrupt changes in a will or other financial documents

Unexplained disappearance of funds or valuable possessions
Substandard care being provided or bills unpaid despite the
availability of adequate financial resources

Discovery of an elder’s signature being forged for financial
transactions or for the titles of his/her possessions

Sudden appearance of previously uninvolved relatives claiming their
rights to an elder’s affairs and possessions

Unexplained sudden transfer of assets to a family member or
someone outside the family

Provision of services that are not necessary

Elder’s report of financial exploitation

A controversial category in relation to elder abuse is self-neglect. According to the National Center on
Elder Abuse (NCEA), self-neglect is characterized as an adult’s inability, due to physical or mental
impairment or diminished capacity, to perform essential self-care tasks. The definition of self-neglect
excludes a situation in which a mentally competent older person, who understands the consequences of
decisions, makes a conscious and voluntary decision to engage in acts that threaten health or safety as a

matter of personal choice.

652505FL0125
H1019 Provider Manual2025

93



CarePlus

HEALTH PLANS.

Signs and symptoms of self-neglect include, but are not limited to:

e Dehydration, malnutrition, untreated, or improperly attended medical conditions, and poor personal
hygiene

e Hazardous or unsafe living conditions/arrangements

e Unsanitary or unclean living quarters

e |nappropriate and/or inadequate clothing, lack of the necessary medical aids, and grossly inadequate
housing or homelessness

Florida Statute 415.1034 mandates reporting of abuse, neglect, or exploitation of vulnerable adults and
mandatory reports of death. All persons are required to report abuse of the elderly or disabled adults.
This includes any person, not just treating professionals, including, but not limited to: physicians, nurses,
other healthcare professionals, mental health professionals, nursing home staff, assisted living facility
staff, social workers, and law enforcement officers. Reporting is confidential and includes immunity for
good faith reporting. Any abuse, neglect or exploitation should be reported to the Florida Abuse toll-free
hot line 1-800-96-ABUSE (962-2873).

References:
National Protective Services Association
WWW.napsa-now.org/

National Clearinghouse on Abuse in Later Life.

www.ncall.us/

Online Sunshine (2012). The Florida Statute 415.1034 (Mandatory reporting of abuse, neglect, or
exploitation of vulnerable adults; mandatory reports of death). Official Site of the Florida Legislature.
www.flsenate.gov/laws/statutes/2012/415.1034
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CULTURAL GAPS IN CARE

CULTURAL GAPS IN CARE

CarePlus Health Plans Inc. (“CarePlus”) recognizes that despite the improvements in the overall health of
the country, racial and ethnic minorities experience a lower quality of health care, making them less likely
to receive routine medical care, refuse treatment, and face higher rates of morbidity and mortality than
non-minorities. We are committed to developing strategies that eliminate health disparities and
encourage providers to examine their own practices to ensure equity in health care.

Background

In 2000, the U.S. Department of Health and Human Services (HHS) launched Healthy People 2010, which

had two broad goals: to improve the overall health status of Americans and to eliminate racial and ethnic
healthcare disparities. In 2003, the Institute of Medicine (IOM) report! on unequal treatment concluded

racial and ethnic disparities in healthcare exist and, because they are associated with worse outcomes in

many cases, are unacceptable. Since the publication of the IOM report, there has been renewed interest
in understanding the sources of disparities, identifying contributing factors, and designing and evaluating
effective interventions to reduce or eliminate racial and ethnic disparities in healthcare.?

CarePlus offers several initiatives intended to deliver healthcare services to all members, regardless of
race, ethnicity, age, language, disability, gender identity, socioeconomic status, veteran status, or
religion. Some of these initiatives include:
e Ensuring the number of network minority providers reflect the diversity of our member
population
e Partnering with underserved communities through national grants to help eliminate barriers to
healthy living and access to quality care
e Providing member service representatives who are fluent in English and Spanish, and a Spanish-
language website accessible to all members and visitors
e Requiring education of CarePlus associates in cultural competency

Resources for continuing medical education

Cultural competence refers to the knowledge, skills, attitudes, and behaviors required of a healthcare
professional to provide optimal care and services to patients from a wide range of cultural and ethnic
backgrounds. CarePlus offers physicians and other healthcare providers resources and materials,
including the following tools, to improve awareness of gaps in care and to promote culturally competent
and equitable care.

Web-based module for continuing education credit
U A Physician’s Practical Guide to Culturally Competent Care, a guide from the U.S. Department of

Health & Human Services’ Office of Minority Health.
Physician's Site (hhs.gov)

Learn more about the cultures you serve

U Cultural Competence, through its focus on health literacy, Agency for Healthcare Research and
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Quality (AHRQ) provides information for providers and patients related to cultural competence.
Cultural Competence | Agency for Healthcare Research and Quality (ahrg.gov)

Toolkits for clear health communication and language services

O Ask Me 3™: Good Questions for Your Good Health, a quick and effective tool from the Institute
for Healthcare Improvement that encourages patients and families to ask specific questions to
their providers to better understand their health conditions and what they need to do to stay
healthy.

Ask Me 3: Good Questions for Your Good Health (ihi.org)

U The Guide to Providing Effective Communication and Language Assistance Services, a document
from the HHS Office of Minority Health that can help physicians better serve patients with
limited English proficiency.

Guide to Providing Effective Communication and Language Assistance Services
(hclsig.thinkculturalhealth.hhs.gov)

Frameworks and guidelines for culturally appropriate care

U National Standards for Culturally and Linguistically Appropriate Services in Health Care, a report
published by HHS.
National Standards for Culturally and Linguistically Appropriate Services (CLAS) in Health and
Health Care (thinkculturalhealth.hhs.gov)

U One Size Does Not Fit All: Meeting the Health Care Needs of Diverse Populations, a guide from
The Joint Commission.
One Size Does Not Fit All: Meeting the Health Care Needs of Diverse Populations

Additional sources that address healthcare disparities
U National Healthcare Quality and Disparities Reports, a collection of the annual reports that track
disparities related to the quality of and access to healthcare, published by AHRQ.
National Healthcare Quality and Disparities Reports (ahrg.gov)

U Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care, the landmark
report that raised awareness of clinical disparities among diverse populations, published by IOM.
Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care
(pubmed.nchi.nim.nih.gov)

Remainder of this page intentionally left blank
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QUALITY AND PERFORMANCE RATINGS

1. CMS STAR RATINGS

CMS uses a five-star quality rating system to measure Medicare patients’ experiences with their health
plans and the healthcare system. This rating system applies to MA and MA Prescription Drug plans
(MAPD). CMS uses Stars ratings to determine whether CarePlus receives quality bonus payments, which
CarePlus shares with physicians through its Physician Star Rewards program and other value-based
relationships.

The program is a key component in financing healthcare benefits for MA plan participants. In addition,
the ratings are posted on the CMS consumer website, www.medicare.gov, to help Medicare participants
choose from among the MA plans offered in different areas.

It is important to understand the metrics included in the CMS Star Rating system, as some of them are
part of CarePlus’ Physician Star Rewards program, in which you may be eligible to participate. The
Physician Star Rewards program is designed to promote quality improvement and recognize PCPs for
improved performance on stipulated measures over defined periods of time.

For more information on the Physician Star Rewards program, please contact your assigned quality
improvement nurse or provider services executive.

How Are Star Ratings Derived?
An MA health plan’s Star rating is based on measures that fall into five categories:

e Staying healthy: screening tests and vaccines

e Managing chronic (long-term) conditions

e Tracking member experiences with the health plan

e Monitoring member complaints and changes in the health plan’s performance
e Evaluating the health plan’s customer service

Ratings for Medicare Prescription Drug Plan (PDP) are based on measures in four categories:

e Drug plan customer service

e Monitoring members’ complaints and changes in the drug plan’s performance
e Members’ experience with the drug plan

e Drug safety and accuracy of drug pricing

Measures in both categories are used to rate MAPD health plans. CMS sets the thresholds for each
measure on an annual basis.

Benefits to Physicians and Healthcare Clinicians

e Improved communications with patients and health plans
Stronger benefits to support chronic condition management
Greater focus on preventive medicine and early disease detection
e Increased awareness of patient safety issues
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Opportunities to improve patient health outcomes
Additional compensation for physicians in value-based relationships who meet Stars goals

Benefits to Patients

Improved relations with their doctors

Greater health plan focus on access to care

Increased levels of customer service

Greater focus on preventive services for peace of mind, early detection, and healthcare that
matches their individual needs

Improved health and lower care costs

CarePlus’ Commitment

CarePlus is committed to providing high-quality Medicare health plans that meet or exceed all CMS
quality benchmarks. The CMS Star Rating system is structured so that pay-for-performance funding is
used to protect, or, in some cases, to increase benefits and to keep member premiums low.

CarePlus encourages patients to become engaged in their preventive and chronic care management
through outreach, screening opportunities, and member rewards.

Tips for Physicians and Healthcare Clinicians:

Encourage patients to obtain preventive screenings annually or when recommended

Create office practices to identify noncompliant patients at the time of their appointments
Remember to have key conversations with your senior population about recommended
immunizations, ways to reduce the risk of falling, physical activity and urinary incontinence
Leverage access to the Health Information Exchange (HEI) or ensure your practice’s electronic
health record (EHR) has the interoperability to obtain vital inpatient notifications as well as other
pertinent patient health information.

Secure spots for patients who have been discharged from ED/Hospital for appropriate transition
of care

Submit complete and correct encounters/claims with appropriate codes

Submit clinical data, such as lab results, to CarePlus

Establish trusting relationships with your patients by listening and communicating clearly and
thoroughly

A primary care setting that delivers patient-centered care is linked to better health outcomes,
increased patient satisfaction and treatment adherence%

Create office practices to follow up with referrals to specialist to ensure timely referral processing
and knowledge of visit outcomes/care plan

Review CMS-administered annual surveys, which have been developed to evaluate population
health outcomes and patient satisfaction with the healthcare system

1. https://pmc.ncbi.nlm.nih.gov/articles/PMC3442762/

For More Information
To learn more about the CMS Five-star Quality Rating System, visit
https://www.cms.gov/newsroom/fact-sheets/2025-medicare-advantage-and-part-d-star-ratings
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To learn more about the Consumer Assessment of Healthcare Providers and Systems (CAHPS®) survey,
visit ma-pdpcahps.org/en/survey-instruments-and-specifications/

To learn more about the Health Outcomes Survey (HOS), visit www.hosonline.org/en/survey-instrument.
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2025 Centers for Medicare & Medicaid Services (CMS) Star Ratings Measures

Healthcare Effectiveness Data and Information Set

(HEDIS®)
BCS-E | Breast cancer screening
CBP Controlling blood pressure

COA — | Care for older adults — functional status
FSA assessment

COA — | Care for older adults — medication review
MDR
COL-E | Colorectal cancer screening

EED Diabetes care — eye exam

GSD Diabetes care — glycemic status
assessment

KED Diabetes care — kidney health evaluation

FMC Follow-up after emergency department
visit for people with multiple high-risk
chronic conditions

OMW | Osteoporosis management in women who
had a fracture

PCR Plan all-cause readmissions

SPC Statin therapy for patients with
cardiovascular disease

TRC *Transitions of care: Notification of
Inpatient Admission (NIA), Receipt of
Discharge Information (RDI), Patient
Engagement After Inpatient Admission
(PED) and Medication Reconciliation Post-
Discharge (PED)

Health Outcomes Survey (HOS) measured July-
November

IBC Improving bladder control

IMPH Improving or maintaining physical health
IMMH Improving or maintaining mental health
MPA Monitoring physical activity

ROF Reducing the risk of falling

Independent review entities (IRE)

PTD Plan making timely decisions about
appeals (Part C)

RAD Reviewing appeals decisions (Part C)

CMS (Part C)

CHPC | Complaints about the health plan

FLIC | Call center —foreign language interpreter
and TTY/TDD availability

HPQI | Health plan quality improvement

MLPC | Members choosing to leave the plan

SNP Special needs plan care management

CMS (Part D)
CHPD Complaints about the drug plan
CMR Medication therapy management (MTM)

(Display) | program: completion rate for
comprehensive medication review (CMR)

— _ : : DPQ Drug plan quality improvement
TRC is a composite score of 4 measures listed. FLID Call center — foreign language interpreter
and TTY/TDD availability

Consumer Assessment of Healthcare Providers and MLPD Members choosing to leave the plan

Systems (CAHPS®) measured March-June of the MPF Medicare Plan Finder accuracy

following year

FLU Annual flu vaccine Patient safety

cC Care coordination COB Concurrent use of opioids and

CS Customer service benzodiazepines

GACQ Getting appointments and care quickly MAD | Medication adherence for diabetes

GNC Getting needed care medications

GNRXx Getting needed prescription drugs (Part MAH | Medication adherence for hypertension

D) (renin-angiotensin system [RAS]

RHCQ Overall rating of health care quality antagonists)

RHP Overall rating of health plan MAC | Medication adherence for cholesterol

RDP Overall rating of drug plan (Part D) (statins)
POLY— | Polypharmacy: Use of multiple
ACH anticholinergic medications in older adults
SUPD | Statin use in persons with diabetes
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2. Healthcare Effectiveness Data and Information Set (HEDIS®)

HEDIS is a set of performance measures established by the National Committee for Quality Assurance
(NCQA) for the managed care industry. Each year, CarePlus collects data from a randomly selected
sample of members for HEDIS reporting purposes. MA plans are required to report their results annually
to CMS, NCQA, and the Agency for Health Care Administration (AHCA), who use this information to
monitor the performance of health plans.

Altogether, HEDIS is published across several volumes and includes 87 measures across 6 domains:

e Effectiveness of care

e Access/availability of care

e Experience of care

e Utilization and risk adjusted utilization

e Health plan descriptive information

e Measures collected using electronic clinical data systems

As a PCP, certain measures are indicative of your practice for preventive care and chronic condition
management. Below are the Effectiveness of Care HEDIS measures applicable to the Medicare line of
business. CarePlus is required to report the measures to governing partners.

Prevention and Screening Measures

e Care for Older Adults — The percentage of members 66 and older who had each of the following:

o Medication review
o Functional status assessment

Respiratory Condition Measures

e Appropriate Testing for Pharyngitis — The percentage of episodes for members 3 and older where
the member was diagnosed with pharyngitis, dispensed an antibiotic, and received a group A
streptococcus (strep) test for the episode.

e Use of Spirometry Testing in the Assessment and Diagnosis of Chronic Obstructive Pulmonary
Disease (COPD) — The percentage of members 40 and older with a new diagnosis or newly active
COPD who received appropriate spirometry testing to confirm the diagnosis.

e Pharmacotherapy Management of COPD Exacerbation — The percentage of COPD exacerbations
for members 40 and older who had an acute inpatient discharge or ED encounter on or between
Jan. 1 —Nov. 30 of the measurement year and were dispensed appropriate medications (systemic
corticosteroid within 14 days of event and bronchodilator within 30 days of event). Two rates are
reported:

o Dispensed a systemic corticosteroid (or there was evidence of an active prescription)
within 14 days of the event
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o Dispensed a bronchodilator (or there was evidence of an active prescription) within
30 days of the event

Cardiovascular Measures

Controlling High Blood Pressure — The percentage of members 18-85 who had a diagnosis of
hypertension (HTN) and whose blood pressure (BP)was adequately controlled (<140/90 mm Hg)
during the measurement year.

Note: The representative BP is most recent BP reading during the measurement year on or after
the second diagnosis of hypertension. If multiple BP measurements occur on the same date or are
noted in the chart on the same date, use the lowest systolic and lowest diastolic BP reading. If no
BP is recorded during the measurement year, assume the member is “not controlled.”

Persistence of Beta-blocker Treatment After a Heart Attack — The percentage of members 18 and
older during the measurement year who were hospitalized and discharged from July 1 of the year
prior to the measurement year to June 30 of the measurement year with a diagnosis of
myocardial infarction (AMI) and who received persistent beta-blocker treatment for six months
after discharge.

Statin Therapy for Patients with Cardiovascular Disease — The percentage of males 21-75 and
females 40-75 years of age during the measurement year, who were identified as having clinical
atherosclerotic cardiovascular disease (ASCVD) and met the following criteria. The following rates
are reported:

o Received statin therapy. Members who were dispensed at least one high or moderate-
intensity statin medication during the measurement year.

o Statin adherence 80 percent. Members who remained on a high-intensity or moderate-
intensity statin medication for at least 80 percent of the treatment period.

Cardiac Rehabilitation - The percentage of members 18 and older, who attended cardiac
rehabilitation following a qualifying cardiac event, including myocardial infarction, percutaneous
coronary intervention, coronary artery bypass grafting, heart and heart/lung transplantation, or
heart valve repair/replacement. Four rates are reported:

o Initiation. The percentage of members who attended two or more sessions of cardiac
rehabilitation within 30 days after a qualifying event.

o Engagement 1. The percentage of members who attended 12 or more sessions of cardiac
rehabilitation within 90 days after a qualifying event.

o Engagement 2. The percentage of members who attended 24 or more sessions of cardiac
rehabilitation within 180 days after a qualifying event.

o Achievement. The percentage of members who attended 36 or more sessions of cardiac
rehabilitation within 180 days after a qualifying event.
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Diabetes Measures

Hemoglobin Alc Control for Patients With Diabetes — Percentage of members 18-75 with a
diagnosis of diabetes (Type 1 or Type 2) whose hemoglobin Alc (HbAlc) was at the following
levels during the measurement year:

o HbAlc control (less than 8 percent)

o HbAlc poor control (greater than 9 percent)

Blood Pressure Control for Patients With Diabetes — Percentage of members 18-75 with a
diagnosis of diabetes (Type 1 or Type 2) whose BP was adequately controlled (less than 140/90
mm Hg) for the most recent BP reading.

Eye Exam for Patients With Diabetes — Percentage of members 18-75 years old, with a diagnosis
of diabetes (Type 1 or Type 2) who had a retinal or dilated eye exam by an eye care professional
(optometrist or ophthalmologist) in the measurement year or a negative retinal or dilated eye
exam (negative for retinopathy) by an eye care professional in the year prior to the measurement
year.

Statin Therapy for Patients with Diabetes — The percentage of members 40-75 during the
measurement year with diabetes who do not have clinical atherosclerotic cardiovascular disease
(ASCVD) who met the following criteria. Two rates are reported:
o Received Statin Therapy. Members who were dispensed at least one statin
medication of any intensity during the measurement year.
o Statin Adherence 80 percent. Members who remained on a statin medication of
any intensity for at least 80 percent of the treatment period.

Kidney Health Evaluation for Patients With Diabetes - The percentage of members 18-85 with
diabetes (Type 1 and Type 2) who received a kidney health evaluation, defined by an estimated
glomerular filtration rate (eGFR) and a urine albumin-creatinine ratio (UACR), during the
measurement year. A urine albumin creatinine ratio or both a urine albumin and urine creatinine
test with service dates four days or less apart are acceptable for the uACR component.

Musculoskeletal Conditions Measures

Osteoporosis Management in Women Who Had a Fracture — Percentage of female members
67-85 who suffered a fracture and who had either a bone mineral density (BMD) test or a
prescription for a drug to treat osteoporosis in the six months after the fracture.

Osteoporosis Screening in Older Women - The percentage of women 65-75 who received
osteoporosis screening.

Behavioral Health Measures

Follow-up After Hospitalization for Mental lliness — The percentage of discharges for members 6
and older who were hospitalized for treatment of selected mental illness or intentional self-harm
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diagnoses and who had a follow-up visit with a mental health practitioner. Two rates are
reported:

o The percentage of discharges for which the member received follow-up within 30 days
after discharge.

o The percentage of discharges for which the member received follow-up within seven days
after discharge.

e Follow-up After Emergency Department Visit for Mental lliness — The percentage of emergency
department (ED) visits for members 6 and older with a principal diagnosis of mental illness or
intentional self-harm who had a follow-up visit for mental illness. Two rates are reported:

o The percentage of ED visits for which the member received follow-up within 30 days of
the ED visit (31 total days).

o The percentage of ED visits for which the member received follow-up within seven days of
the ED visit (eight total days).

e Follow-up After High-intensity Care for Substance Use Disorder — The percentage of acute
inpatient hospitalizations, residential treatment, or detoxification visits for a diagnosis of
substance use disorder (SUD) among members 13 and older that result in a follow-up visit or
service for SUD. Two rates are reported:

o The percentage of visits or discharges for which the member received follow-up for
substance use disorder within the 30 days after the visit or discharge.

o The percentage of visits or discharges for which the member received follow-up for
substance use disorder within the seven days after the visit or discharge.

e Follow-up After Emergency Department Visit for Substance Abuse — The percentage of ED visits
for members 13 and older with a principal diagnosis of SUD, or any diagnosis of drug overdose,
for which there was follow-up. Two rates are reported:

o The percentage of ED visits for which the member received follow-up within 30 days of
the ED visit (31 total days).

o The percentage of ED visits for which the member received follow-up within seven days of
the ED visit (eight total days).

e Antidepressant Medication Management — The percentage of members 18 and older who were
treated with antidepressant medication, had a diagnosis of major depression, and who remained
on an antidepressant medication treatment. Two rates are reported.

o Effective Acute-Phase Treatment. The percentage of members who remained on an
antidepressant medication for at least 84 days (12 weeks).

o Effective Continuation Phase Treatment. The percentage of members who remained on an
antidepressant medication for at least 180 days (six months).

652505FL0125 104
H1019 Provider Manual2025



CarePlus

HEALTH PLANS.

Pharmacotherapy for Opioid Use Disorder — The percentage of new opioid use disorder (OUD)
pharmacotherapy events with OUD pharmacotherapy for 180 or more days among members 16
and older with a diagnosis of OUD.

Adherence to Antipsychotic Medications for Individuals With Schizophrenia — The percentage of
members 18 and older during the measurement year with schizophrenia or schizoaffective
disorder who were dispensed and remained on an antipsychotic medication for at least 80
percent of their treatment period.

Care Coordination Measures

Advance Care Planning — The percentage of adults 66—80 with advanced illness, an indication of
frailty, or who are receiving palliative care, and adults 81 years of age and older who had advance
care planning during the measurement year.

Transitions of Care — The percentage of discharges for members 18 and older who had each of
the following. Four rates are reported:

o Notification of Inpatient Admission. Documentation of receipt of notification of inpatient
admission on the day of admission or through two days after the admission (three total
days).

o Receipt of Discharge Information. Documentation of receipt of discharge information on
the day of discharge or through two days after the discharge (three total days).

o Patient Engagement After Inpatient Discharge. Documentation of patient engagement
(e.g., office visits, visits to the home, telehealth) provided within 30 days after discharge.

o Medication Reconciliation Post-Discharge. Documentation of medication reconciliation on
the date of discharge through 30 days after discharge (31 total days).

Follow-up After Emergency Department Visit for People With Multiple High-risk Chronic
Conditions — The percentage of ED visits for members 18 and older who have multiple high-risk
chronic conditions who had a follow-up service within seven days of the ED visit.

Overuse/Appropriateness Measures

Non-recommended PSA-based Screening in Older Men — The percentage of men 70 and older
who were screened unnecessarily for prostate cancer using prostate-specific antigen (PSA)-based
screening. Note: A lower rate indicates better performance.

Appropriate Treatment for Upper Respiratory Infection— The percentage of episodes for members
3 months and older with a diagnosis of upper respiratory infection (URI) that did not result in an
antibiotic dispensing event.

Avoidance of Antibiotic Treatment for Acute Bronchitis/Bronchiolitis — The percentage of
episodes for members ages 3 months and older with a diagnosis of acute bronchitis/bronchiolitis
that did not result in an antibiotic dispensing event.
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e Potentially Harmful Drug-Disease Interactions in Older Adults — The percentage of Medicare

m

embers 65 and older who have evidence of an underlying disease, condition, or health concern,

and who were dispensed an ambulatory prescription for a potentially harmful medication,
concurrent with or after the diagnosis. Report each of the three rates separately and as a total

ra

te.

o A history of falls and a prescription for anticonvulsants, antipsychotics, benzodiazepines,
nonbenzodiazepine hypnotics, or antidepressants (SSRls, tricyclic antidepressants, and
SNRIs).

o Dementia and a prescription for antipsychotics, benzodiazepines, nonbenzodiazepine
hypnotics, tricyclic antidepressants, or anticholinergic agents.

o Chronic kidney disease and prescription for Cox-2 selective NSAIDs or nonaspirin NSAIDs.

Total rate (the sum of the three numerators divided by the sum of the three denominators).
Members with more than one disease or condition may appear in the measure multiple times
(i.e., in each indicator for which they qualify).

Use of High-risk Medications in Older Adults (DAE) — The percentage of Medicare members 67
and older who had at least two dispensing events for the same high-risk medication. Three rates
are reported:

o The percentage of Medicare members 67 and older who had at least two dispensing
events for high-risk medications to avoid from the same drug class.

o The percentage of Medicare members 67 and older who had at least two dispensing
events for high-risk medications to avoid from the same drug class, except for
appropriate diagnoses.

o Total rate (the sum of the two numerators divided by the denominator, deduplicating
for members in both numerators).

Use of Opioids at High Dosage — The proportion of members 18 and older who received
prescription opioids at a high dosage (average morphine milligram equivalent dose [MME] >90)
for more than15 days during the measurement year.

Use of Opioids From Multiple Providers — The proportion of members 18 and older, receiving
prescription opioids for more than 15 days during the measurement year who received opioids
from multiple providers. Three rates are reported:

o Multiple prescribers: The proportion of members receiving prescriptions for opioids from
four or more different prescribers during the measurement year.

o Multiple pharmacies: The proportion of members receiving prescriptions for opioids from
four or more different pharmacies during the measurement year.

o Multiple prescribers and multiple pharmacies: The proportion of members receiving
prescriptions for opioids from four or more different prescribers and four or more
different pharmacies during the measurement year (i.e., the proportion of members who
are numerator compliant for both the multiple prescribers and multiple pharmacies rates).

Risk of Continued Opioid Use — The percentage of members 18 and older who have a new
episode of opioid use that puts them at risk for continued opioid use. Two rates are reported:
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o The percentage of members whose new episode of opioid use lasts at least 15 days in
a 30-day period.
o The percentage of members whose new episode of opioid use lasts at least 31 days in
a 62-day period.
Note: A lower rate indicates better performance

Access/Availability of Care Measures

e Adults’ Access to Preventive/Ambulatory Health Services — The percentage of members 20 and
older who had ambulatory or preventive care visit during the measurement year.

e Initiation and Engagement of Substance Use Disorder Treatment — The percentage of members
with new SUD episodes that result in treatment initiation and engagement. Two rates are
reported:

o Initiation of SUD Treatment. The percentage of new SUD episodes that result in
treatment initiation through an inpatient SUD admission, outpatient visit, intensive
outpatient encounter, partial hospitalization, telehealth visit, or medication treatment
within 14 days.

o Engagement of SUD Treatment. The percentage of new SUD episodes that have
evidence of treatment engagement within 34 days of the initiation.

Risk-Adjusted Utilization

e Plan All-cause Readmission — For members 18 and older, the number of acute inpatient and
observation stays during the measurement year that were followed by an unplanned acute
readmission for any diagnosis within 30 days and the predicted probability of an acute
readmission.

e Hospitalization Following Discharge From a Skilled Nursing Facility — For members 65 and older,
the percentage of SNF discharges to the community that were followed by an unplanned acute
hospitalization for any diagnosis within 30 and 60 days.

e Acute Hospital Utilization — For members 18 and older, the risk-adjusted ratio of observed-to-
expected acute inpatient and observation stay discharges during the measurement year.

e Emergency Department Utilization — For members 18 and older, the risk-adjusted ratio of
observed to expected ED visits during the measurement year.

e Hospitalization for Potentially Preventable Complications — For members 67 and older, the rate
of discharges for ambulatory care sensitive conditions (ACSC) per 1,000 members and the risk-
adjusted ratio of observed to expected discharges for ACSC by chronic and acute conditions.

e Ambulatory care sensitive condition — An acute or chronic health condition that can be
managed or treated in an outpatient setting. The ambulatory care conditions included in this
measure are:

o Chronic ACSC:
— Diabetes short-term complications
— Diabetes long-term complications
— Uncontrolled diabetes
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— Lower-extremity amputation among patients with diabetes
—COPD
— Asthma
— Hypertension
— Heart failure
o Acute ACSC:
— Bacterial pneumonia
— Urinary tract infection
— Cellulitis
— Pressure ulcer

Measures Reported Using Electronic Clinical Data Systems

e Breast cancer screening — Percentage of female members 50-74 who had a mammogram any
time on or between Oct. 1 two years prior to the measurement year and Dec. 31 of the
measurement year.

e Colorectal cancer screening — Percentage of members 45-75 years old who had an appropriate
screening for colorectal cancer. Documentation must include one of the following:

o Fecal occult blood testing (either guaiac or immunochemical) testing during
measurement year

o DNA with FIT test during the measurement year or the two years prior to the
measurement year

o CT colonography during the measurement year or the four years prior to the
measurement year

o Flexible sigmoidoscopy during the measurement year or four years prior to the
measurement year

o Colonoscopy during the measurement year or nine years prior to the measurement
year

Special Needs Plans (SNP) Measures

CMS also collects audited data from all SNPs that have 30 or more members enrolled. CMS/NCQA are
monitoring and evaluating at the individual SNP benefit package level.

The following is a list of HEDIS measures selected for SNP benefit packages:
e Breast Cancer Screening (BCS-E)
e Care for Older Adults (COA)
e Appropriate Testing for Pharyngitis Use of Spirometry Testing in the Assessment and Diagnosis
of COPD (SPR)
e Pharmacotherapy of COPD Exacerbation (PCE)
e Controlling High Blood Pressure (CBP)
e Persistence of Beta Blocker Treatment After a Heart Attack (PBH)
e Statin Therapy for Patients With Cardiovascular Disease (SPC)
e Cardiac Rehabilitation (CRE)
e Comprehensive Diabetes Care (CDC)
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e Statin Therapy for Patients With Diabetes (SPD)
e Kidney Health Evaluation for Patients with Diabetes (KED)
e Antidepressant Medication Management (AMM)
e Follow-up After Hospitalization for Mental lliness (FUH)
e Follow-up After Emergency Department Visit for Mental lliness (FUM)
e Follow-up After Emergency Department Visit for Alcohol and Other Drug Abuse or
Dependence (FUA)
e Pharmacotherapy for Opioid Use Disorder (POD)
e Adherence to Antipsychotic Medications for Individuals with Schizophrenia (SAA)
e Use of Opioids at High Dosage (HDO)
e Use of Opioids From Multiple Providers (UOP)
e Risk of Continued Opioid Use (COU)
e Appropriate Treatment for Upper Respiratory Infection (URI)
e Avoidance of Antibiotic Treatment for Acute Bronchitis/Bronchiolitis (AAB)

SNP-only measures

e Care for Older Adults — The percentage of members 66 and older who had each of the
following:

o Medication review
o Functional status assessment

Ways healthcare providers can support HEDIS initiatives, based on NCQA guidelines:

e Submit appropriately coded claims/encounters data for each service rendered in a timely
manner.

e Submit encounters electronically and work rejected reports completely.

e Provide lab data as requested.

e Keep accurate, legible and complete medical records for their patients.

e Help ensure HEDIS-related preventive screenings, tests and vaccines are performed timely.

e Allow access to or provide records as requested (online capability).

3. Consumer Assessment of Healthcare Providers and Systems (CAHPS) Survey

Overview

NCQA and CMS require health plans to conduct a member satisfaction survey, called the Consumer
Assessment of Healthcare Providers and Systems (CAHPS®). A random sample of health plan members is
selected from eligible MA contracts to participate in the CAHPS program each year. Results are produced
annually and compared with national benchmarks. The surveys are administered in early spring by mail,
with telephonic follow-up for non-responders; results are available later in the year.

CAHPS is a member survey that gauges satisfaction with services provided by the health plan and
member perception of provider accessibility, the patient-physician relationship and healthcare provider
communication. The survey has approximately 68 questions; results are reported in composites and
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overall ratings. Below are the CAHPS categories applicable to providers and facilities along with
respective sample questions applied towards the Star Ratings.

Getting Needed Care:

e Inthe last six months, how often did you get an appointment to see a specialist as soon as you
needed?
e Inthe last six months, how often was it easy to get the care, tests or treatment you needed?

Getting Appointments and Care Quickly:

e Inthe last six months, when you needed care right away, how often did you get care as soon as
you needed?

e Inthe last six months, how often did you get an appointment for a check-up or routine care as
soon as you needed?

Care Coordination:

e Inthe last six months, when you visited your personal doctor for a scheduled appointment, how
often did he or she have your medical records or other information about your care?

e Inthe last six months, when your personal doctor ordered a blood test, X-ray, or other test for
you, how often did someone from your personal doctor’s office follow up to give you those
results?

e Inthe last six months, when your personal doctor ordered a blood test, X-ray, or other test for
you, how often did you get those results as soon as you needed them?

e Inthe last six months, how often did you and your personal doctor talk about all the prescription
medicines you were taking?

e Inthe last six months, did you get the help you needed from your personal doctor’s office to
manage your care among these different providers and services?

e Inthe last six months, how often did your personal doctor seem informed and up to date about
the care you got from specialists?

Overall Rating of Healthcare Quality:

e Using any number from 0 to 10, where 0O is the worst healthcare possible and 10 is the best
healthcare possible, what number would you use to rate all your healthcare in the last six
months?

Medicare Specific and HEDIS Measures: Pneumonia Shot:
e Have you ever had a pneumonia shot? This shot is usually given only once or twice in a person’s
lifetime and is different from the flu shot. It is also called the pneumococcal vaccine.
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4. Health Outcome Survey (HOS)

The Health Outcomes Survey (HOS) is a CMS survey that gathers meaningful health status data from
Medicare enrollees. Like the CMS Healthcare Effectiveness Data and Information Set (HEDIS®) and
CAHPS, HOS is part of an integrated system for use in quality improvement activities and to establish
accountability in managed care. All managed care plans with MA contracts, including CarePlus, must
participate.

A random sample of Medicare beneficiaries receives a baseline survey. Two years later, the same
respondents are surveyed for follow-up measurement. Survey completion is voluntary. The difference in
the scores for the two-year period shows if a member’s physical and mental health status is categorized
as better than, the same as, or worse than expected. Member responses are shared with CarePlus for use
in quality improvement initiatives.

HOS may be of interest to physicians as they could receive questions about the survey from their
Medicare patients. Survey questions pertain to patient-physician relationships and help identify areas for
improving member health outcomes. Five HOS measures (two functional health measures and three
HEDIS Effectiveness of Care measures) are included in the annual Medicare Part C Star Ratings:

Functional Health (Outcome) measures

e Improving or Maintaining Physical Health
e Improving or Maintaining Mental Health

HEDIS Effectiveness of Care measures
e Monitoring Physical Activity
e Improving Bladder Control
e Reducing the Risk of Falling
Who conducts the survey?

A CMS-approved Medicare survey vendor conducts the survey.

For more information about the CMS Star Ratings, HEDIS®, CAHPS and HOS, please email CarePlus’ Stars
Maximization at CPHP.STARSDEPT@careplus-hp.com

Remainder of this page intentionally left blank
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MEDICATION THERAPY MANAGEMENT (MTM)

Medication Therapy Management (MTM) is a Medicare-designed program that assists members to
ensure their medications are working to maintain optimum health. This service is provided at no
additional cost to qualified members and is not considered a Medicare Part D benefit.

Purpose:

Optimize therapeutic outcomes for individual members

Optimize drug therapies

Improve medication use

Reduce risk of adverse events and drug interactions

Increase member adherence and compliance with prescription drugs

Identify interventions that promote safety, effectiveness, and cost savings opportunities for
members

Medicare-required Criteria for MTM Eligibility:

Beneficiary must have multiple chronic diseases.
Beneficiary must have filled multiple covered Part D drugs.
Beneficiary must be likely to incur annual Part D drug costs of more than $1,623 for 2025.

CarePlus MTM Eligibility:

Have three of the 10 core chronic disease conditions listed below
Take eight or more chronic maintenance Part D Medications in a 90-day period

Have anticipated cost of medications above a predetermined dollar amount ($1,623 per year for
2025) (e.g., if a member is expected to spend more than $405.75 in a quarter, it can be assumed

he/she will spend at least $1,623 in a year.)
OR
Be qualified for the Drug Management Program because:

Beneficiary is taking an opioid medication prescribed by more than one provider and/or using
more than one pharmacy; or

Beneficiary had a drug-related hospital visit in the last 12 months and has been prescribed an
opioid in the last 6 months

Core Chronic Conditions:

Bone disease — Arthritis (including osteoporosis, osteoarthritis, and rheumatoid arthritis)
Alzheimer's disease

Diabetes

Dyslipidemia

End-stage renal disease (ESRD)

Human immunodeficiency virus/Acquired immunodeficiency syndrome (HIV/AIDS)
Hypertension

Chronic congestive heart failure (CHF)
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e Respiratory disease (including asthma, chronic obstructive pulmonary disease [COPD], and other
chronic drug disorders)

e Mental health (including depression, schizophrenia, bipolar disorder, and other chronic/disabling
mental health conditions)

CarePlus MTM Program Design:

CarePlus will notify the beneficiary of the comprehensive medication review (CMR) opportunity through
the MTM notification letter once determined eligible for the MTM program. The phone number to
MedWatchers vendor is provided so the member can call and schedule a CMR.

MTM consultations allow beneficiaries to speak with qualified healthcare providers (e.g., pharmacist,
MTM qualified provider) about their CMR and/or any identified drug-related problems. The healthcare
provider will then work through the targeted interventions by consulting with beneficiaries and serving as
their advocates in contacting prescribers, as necessary, to resolve drug therapy problems. Targeted
Medication Reviews (TMRs) are performed if a pharmacist identifies a potential medication issue that
needs attention after a CMR. The qualified healthcare provider will reach out to the beneficiary and/or
prescriber via telephone, face to face, mail, or fax.

Remainder of this page intentionally left blank
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STEP THERAPY FOR PART B DRUGS

CMS now allows MA plans to apply step therapy for physician-administered and other Medicare Part B
drugs.

Step therapy is a type of prior authorization for drugs that require patients to initiate treatment for a
medical condition with the most preferred drug therapy. Patients then progress to other therapies only if
necessary.

If healthcare providers do not stock our preferred drug in their office, they may be able to obtain the
preferred drug from a pharmacy (i.e., a pharmacy can ship the medication to the office). A list of specialty
and mail-order pharmacies can be found in the Provider Directories on our website at
CarePlusHealthPlans.com/Directories. A full list of pharmacies is also available via the Pharmacy Finder
Tool at CarePlusHealthPlans.com/Pharmacy-Finder.

CarePlus will require a review of some injectable drugs and biologics for step therapy requirements in
addition to current review requirements. The affected drugs/devices are indicated on the Part B Step
Therapy Preferred Drug List at CarePlusHealthPlans.com/CarePlus-Providers/Pharmacy-Resources.

The designation of preferred status does not mean a drug is always exempt from a step therapy
requirement. Please refer to the specific criteria contained in our coverage criteria policies, which is
posted at CarePlusHealthPlans.com/PAL. Also on that page, you can find the Medicare Preauthorization
list which displays step therapy indicators on the drugs that are impacted by a step therapy requirement.

The step therapy requirement will not apply to patients who are already actively receiving treatment with
a nonpreferred drug (have a paid drug claim within the past 365 days).

MA patients subject to the step therapy requirement may:

e Request expedited exception reviews for step therapy prior authorization requests.
e Appeal a denied request for a nonpreferred drug due to step therapy requirements.

As of Jan. 1, 2020, CarePlus no longer offers a Drug Management Care Coordination Program for patients
subject to step therapy or who take a preferred drug on the Part B Step Therapy Drug List. Per CMS
guidance, health plans do not have to couple step therapy with a rewards and incentives program.
Instead, MA plans must incorporate anticipated savings from implementing Part B step therapy into their
bid amounts for each plan, which may be used to provide supplemental benefits and/or lower premiums
to the plans’ enrollees.

Time Frames for Part B Medications — Standard Requests (Standard Organization Determination):

CarePlus will make a determination and notify the member and/or the member’s representative, PCP
and/or treating physician/facility, of its determination as expeditiously as the member’s health condition
requires; but no later than 72 hours after the date CarePlus receives the request for a standard
organization determination.
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Time Frames for Part B Medications — Expedited Requests (Expedited Organization Determination):

All requests submitted and labeled as “ASAP,” “Urgent,” “STAT,” or “Expedited” will be treated as an
expedited request.

CarePlus will make a determination and notify the member and/or member’s representative, PCP and/or
treating physician and/or facility of its determination as expeditiously as the member’s health condition
requires, but no later than 24 hours after receiving the request for an expedited organization
determination.

Authorization requests are reviewed in a consistent manner, based on the clinical information received
and per the applicable criteria that includes Medicare Guidelines, LCDs and NCDs, MCG, Florida Medicaid

Coverage, Evidence of Coverage (EOC), and clinical practice guidelines.

It is CarePlus’ policy that a CarePlus medical director and/or pharmacist make the final determination
prior to an adverse determination (or denial) being issued for medically necessary requested services.

Note: CarePlus may not extend time frames for Part B organization determinations

Reference:
www.cms.gov/newsroom/fact-sheets/medicare-advantage-prior-authorization-and-step-therapy-part-b-
drugs

Remainder of this page intentionally left blank
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AUTHORIZATION REQUESTS

Organization Determinations — Health Services Department

CarePlus has a preauthorization lists (PAL) for medical services and medications (i.e., medications that are
delivered in the physician’s office, clinic, outpatient, or home setting) that require preauthorization prior
to services being provided or administered. You can access the CarePlus PAL by visiting:
CarePlusHealthPlans.com/PAL

Although members, their representatives, and/or providers may submit requests for authorizations (also
known as organization determinations), the PCP is responsible for determining whether a referral for
specialty care or ancillary services is necessary. Providers must send an authorization request to CarePlus
prior to the requested services being rendered when authorization is required. Preauthorization requests
to specialists can be completed online via Availity or *PWS (*sunsetting in 2025). Please note: Although
members enrolled in an Open Access plan are encouraged to keep the PCP updated, members are not
required to obtain a PCP referral before seeking covered services from in-network providers.

e Telephonic precertification requests for dates of services that will occur within three days or
sooner from the date of the call should be made utilizing 1-800-201-4305.

o A maximum of five telephonic precertification requests will be accepted per call.

o All necessary information (e.g., member demographics, procedure/diagnosis codes,
provider information, Tax |dentification Number, NPl number, etc.) should be readily
available when calling the CarePlus Health Services department.

e Precertification requests for dates of service greater than three days from the date of the call,
should be submitted electronically via Availity (Availity.com) or PWS (www.CarePlus-
HP.com/PWS.htm) or via fax.

o Dade fax: 1-888-790-9999

o Broward and Palm Beach fax: 1-866 832-2678

o All other counties fax: 1-888-634-3521

o Use Health Services Preauthorization Form for fax requests

e Providers calling to inquire on an approved authorization will be redirected to utilize PWS or
Availity (this does not apply to specialist physicians).

It is very important the requesting provider and/or PCP include any pertinent clinical notes to support the
request, including diagnosis and procedure codes.

A provider may submit an authorization as expedited when the enrollee or his/her physician believes that
waiting for a decision under the standard time frame could place the enrollee’s life, health, or ability to
regain maximum function in serious jeopardy.

Note: Expedited requests cannot be submitted through PWS or Availity. Expedited requests must be
submitted through the Health Services Department (HSD) phone or fax line. Please refer to the Key
Contacts List for contact details.

Authorization requests are reviewed in a consistent manner, based on the clinical information received
and per the applicable criteria that includes Medicare guidelines, local and national coverage
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determinations, MCG, Florida Medicaid coverage, Evidence of Coverage (EOC) and clinical practice
guidelines.

It is CarePlus’ policy that the chief medical officer and/or medical director make the final determination
prior to an adverse determination (or denial) being issued for requested services for lack of medical
necessity. The CarePlus Health Services Department will issue an Integrated Denial Notice (IDN) to the
member and the provider(s), including the right to request an appeal with the health plan for all adverse
determinations.

It is important to note; if a member disagrees with a practitioner’s decision, to decline and/or to provide
a service that the member has requested or offers alternative services; this is not an organization
determination but rather a treatment decision. However, if a practitioner reduces or prematurely
discontinues a previously authorized service/course of treatment, this would be considered an
organization determination as defined by CMS and would require the provider notify CarePlus to issue a
denial notice. In addition, the member always has the right to request an organization determination on
his or her own behalf.

Important: CarePlus members can participate in experimental and investigational treatment, and/or
clinical trials. CarePlus will utilize guidance from Humana’s Technology Assessment Forum, Pharmacy and
Therapeutics Committee, and/or Clinical Trials Medical Coverage Policy to determine eligibility for
coverage.

Pre-Determinations:

For procedures or services that are investigational or experimental (or that may have limited benefit
coverage), or for any service not on our preauthorization list, you can request a Pre-Determination on
behalf of the patient prior to providing the service. You may be contacted if additional information is
needed.

Initiate a Pre-Determination for medical services by submitting a written, fax, or telephone request:
e Submit by fax: 1-800-266-3022
o When submitting a Pre-Determination request via fax, please write “Pre-Determination” on
your request.
e Submit by calling 1-800-523-0023
o When requesting a Pre-Determination via phone, please advise CarePlus you’re requesting a
“Pre-Determination.”

Note: A non-specific code should be used only when a more specific code is not available to describe the
service. Procedures/services not specifically defined or classified may be subject to a pre-service review.
If you submit a preauthorization or predetermination request that includes an unlisted or miscellaneous
code, be sure to include a detailed description of the service, along with any documentation to support
your request. This step will help avoid the need for post-service medical necessity review.
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Time Frames for Standard Requests (Standard Organization Determination):

CarePlus will make a determination and notify the member and/or the member’s representative, PCP and
or treating physician/facility, of its determination as expeditiously as the member’s health condition
requires; but no later than 14 calendar days after the date CarePlus receives the request for a standard
organization determination.

CarePlus may extend the time frame up to 14 calendar days. This occurs if the member requests an
extension, or if the extension is justified due to the need for additional information and CarePlus

documents how the delay is in the interest of the enrollee.

Time Frames for Expedited Requests (Expedited Organization Determination)

All requests submitted and labeled as “ASAP,” “Urgent,” “STAT” or “Expedited” will be treated as an
expedited request.

CarePlus will make a determination and notify the member and/or member’s representative, PCP and/or
treating physician and/or facility of its determination as expeditiously as the member’s health condition
requires, but no later than 72 hours after receiving the request for an expedited organization
determination.

TRANSPLANT SERVICES

To initiate the transplant evaluation and clearance process, you may refer your patient directly to one of
our Humana Transplant Network participating facilities.

You can locate a participating transplant facility by going directly to the Humana Transplant Network
Locator through the following link: National Transplant Network Locator - Humana

Please be sure to select the type of transplant. Not all participating facilities are in network for each
transplant type. Once the facility has accepted and cleared your patient for transplant evaluation, you
may submit a request directly to CarePlus for authorization:

FAX: 1-844-692-5765
EMAIL: CPHP HSD Transplant Team@humana.com

PARTICIPATING PROVIDERS

PCPs must refer all CarePlus members to participating network providers except when the requested
services cannot be provided by one of CarePlus’ participating network providers.

EMERGENCY SERVICES

CarePlus does not require referrals or prior authorizations for emergency services. If a member is seen in
an ED and the PCP is notified, it is then the responsibility of the PCP to schedule a timely follow-up visit in
his/her office.
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HOSPITAL ADMISSIONS

IMPORTANT: CarePlus requires notification for all observation status and authorization for inpatient
admissions.

Elective Admissions:

e When a PCP or specialist identifies the need to schedule a hospital admission, refer to the
Preauthorization List for services requiring authorization. Preauthorization must be submitted
to the CarePlus Pre-certification department at least five days prior to the scheduled
admission date.

e PCP will notify CarePlus Pre-certification department of his/her intent to admit as soon as the
admission is scheduled and will complete a preauthorization request form, including all
supporting medical information, diagnosis codes, and procedure codes for a determination to
be made. The hospital must notify CarePlus within 24 hours after the admission.

o Verify member eligibility and benefits for a specific service.

e Evaluate the medical necessity and appropriateness of services.

e CarePlus uses the following medical guideline criteria for medical determinations: Medicare
LCDs and NCDs and Humana coverage policies.

If the elective admission is based on medical necessity and the criteria for medical necessity are met, an
authorization is provided to the PCP, requesting physician, and the facility that is requesting the
admission. If the elective admission does not meet medical necessity criteria and the plan is not able to
obtain necessary information, the authorization request may not be approved. If there is an adverse
determination, the CarePlus Health Services department will issue an Integrated Denial Notice (IDN) to
the member and the provider(s), including the right to request an appeal with the health plan.

Admissions via Emergency Room:

The hospital will be responsible for notifying the PCP, the admitting panel physician group call
center listed in the important numbers above (if the PCP does not do his/her own admissions),
and CarePlus of the admission. The notification should occur within 24 hours after the admission
of the member.

Member eligibility and benefit coverage will be verified by the plan.

An authorization number or notification of denial will be provided by the plan in a timely manner.
Notification of admission after member’s discharge will result in a retrospective medical necessity
review.

Inpatient Utilization Management

CarePlus evaluates the medical necessity and appropriateness of services using the following
Humana coverage policy: Inpatient Hospital Services — Medicare Advantage.

If the admission does not meet medical necessity criteria or the plan is not able to obtain
necessary information, the authorization request may not be approved.

In case of an adverse determination by a CarePlus medical director, the CarePlus Health Services
department will issue an Integrated Denial Notice (IDN) to the member and the provider(s),
including the right to request an appeal with the health plan.
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Discharge Planning

e The objective of discharge planning is to facilitate an appropriate and safe transition of care.

e The CarePlus UM nurse collaborates with the facility case management staff, attending physician,
other healthcare providers, and the member/caregiver, throughout the hospitalization as needed
to help facilitate a safe discharge.

e The facility is responsible for submitting ALL discharge related orders (e.g., infusion, home health
care [HHC], and durable medical equipment [DME]) directly to the plan’s provider.

e The facility should submit orders of wound care and ostomy supplies to the plan.

e Any post discharge follow-up appointment and transportation should be coordinated with the
PCP office.

e Once the process is finalized, the authorization for discharge services will be provided to the PCP.

Note: If a hospital determines that an enrollee no longer needs inpatient care but is unable to obtain the
agreement of the physician, the hospital may request a BFCC-QIO review. However, this should not occur
until the hospital has consulted with CarePlus. Hospitals must notify the enrollee that the review has
been requested.

Remainder of this page intentionally left blank
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NOTIFICATION OF HOSPITAL DISCHARGE APPEAL RIGHTS

Medicare beneficiaries who are hospital inpatients have a statutory right to appeal to the Beneficiary and
Family Centered Care Quality Improvement Organization (BFCC-QIO) for an expedited review when a
hospital with physician concurrence, determines that inpatient care is no longer necessary.

Hospitals must notify Medicare beneficiaries who are hospital inpatients about their hospital discharge
appeal rights. Hospitals must use the “Important Message from Medicare” (IM), a statutorily required
notice, to explain the beneficiary’s rights as a hospital patient, including discharge appeal rights. The IM is
available in English and Spanish, and in PDF and Word format by CMS (see the link at the end of this
section). Hospitals should utilize the appropriate version of the IM based on the language the beneficiary
best understands.

Hospitals must issue the IM within two calendar days of the admission, must obtain the signature of the
beneficiary or his/her representative, and provide a copy at that time. Hospitals also will deliver a copy of
the signed notice as far in advance of discharge as possible, but no more than two calendar days before
discharge. However, when discharge cannot be predicted in advance, the follow-up copy may be
delivered as late as the day of discharge, if necessary, giving the member at least four hours to consider
their right to request a BFCC-QIO review. If the hospital delivers the follow-up notice and the status
subsequently changes, so that the discharge is beyond the two-day time frame, hospitals must deliver
another copy of the signed notice again within two calendar days of the new planned discharge date.
Hospitals may NOT develop procedures for delivery of the follow up copy routinely on the day of
discharge.

Regardless of the competency of the Medicare beneficiary, if the hospital is unable to personally deliver a
notice to a representative, then the hospital should telephone the representative to advise him/her of
the beneficiary’s right as a hospital patient, including the right to appeal the discharge decision. The date
the hospital conveys this information to the representative, whether in writing or by telephone, is the
date of receipt of the notice. Additionally, the telephone contact should be confirmed by a written notice
mailed on that same date as the telephone contact. When direct phone contact cannot be made, send
the notice to the representative by certified mail, return receipt requested, or other delivery method that
requires signed verification of delivery. The date that someone at the representative’s address signs (or
refuses to sign) the receipt is the date received. If both the hospital and the representative agree,
hospitals may send the notice by fax or email; however, hospitals must meet HIPAA privacy and security
requirements.

Note: Beneficiaries who are being transferred from one inpatient hospital setting to another inpatient
hospital setting, do not need to be provided with the follow-up copy of the IM notice prior to leaving the
original hospital, since this is still considered to be the same level of care. Medicare beneficiaries always
have the right to refuse care and may contact the BFCC-QIO if they have a quality of care issue. The
receiving hospital must deliver the IM notice from Medicare according to the procedures in these
instructions.

Hospitals must place dated copies of the initial IM notice and any subsequent follow-up notices in the
beneficiary’s medical file and document all telephone conversations with the beneficiary’s representative
(if applicable). Hospitals must demonstrate compliance with this process.
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Medicare beneficiaries have until midnight of the day of discharge to make a timely request to the BFCC-
QIO. The beneficiary is not financially responsible (except applicable coinsurance or deductible) furnished
before noon of the calendar day after the date the beneficiary receives notification from the BFCC-QIO.
Liability for further inpatient hospital services depends on the BFCC-QIO. The BFCC-QIO will notify
CarePlus that the beneficiary has filed a request for immediate review (appeal). CarePlus and/or hospitals
must provide the BFCC-QIO with all the necessary information by telephone or in writing at the BFCC-
QIQ’s discretion.

e If the BFCC-QIO agrees with the plan/hospital, the BFCC-QIO will notify the beneficiary and liability for
continued services begins at noon of the day after the BFCC-QIO notifies the beneficiary, or as
determined by the BFCC-QIO.

e [fthe BFCC-QIO agrees with the beneficiary, the BFCC-QIO notifies the beneficiary and advises the
beneficiary of not having financial liability for continued stay other than applicable coinsurance or
deductible. A follow up copy of the IM will need to be delivered once discharge is once again
determined.

For additional information regarding Hospital Discharge Appeal Process and Notices, please visit the CMS
website at www.cms.gov/Medicare/Medicare-General-Information/BNI/index.html.

Remainder of this page intentionally left blank
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MEDICARE OUTPATIENT OBSERVATION NOTICE (MOON)

On Aug. 6, 2015, Congress enacted the Notice of Observation Treatment and Implication for Care
Eligibility (NOTICE) Act, which requires all hospital and critical access hospitals (CAHs) to provide written
notification and an oral explanation of such notification to individuals receiving observation services as
outpatient for more than 24 hours. All hospitals and CAHs were required to begin using the Medicare
Outpatient Observation Notice (MOON) notification no later than March 8, 2017, and thereafter.

MOON was developed to inform all Medicare beneficiaries when they are an outpatient receiving
observation services and are not an inpatient of the hospital or CAH. In accordance with the statute, the
notice must include the reasons the individual is an outpatient receiving observation services and the
implications of receiving outpatient services, such as required Medicare cost-sharing and post-
hospitalization eligibility for Medicare coverage of skilled nursing facility services. Hospitals and CAHs
must deliver the notice no later than 36 hours after observation services are initiated or sooner if the
individual is transferred, discharged, or admitted.

Notice Instructions: Medicare Outpatient Observation Notice

Page 1 of the MOON

The following blanks must be completed by the hospital. Information inserted may be typed or legibly
hand-written in 12-point font or the equivalent.

Patient Name: Fill in the patient’s full name or attach patient label.
Patient ID number: Fill in an ID number that identifies this patient, such as a medical record number or

the patient’s birthdate or attach a patient label. This number should not be the patient’s Social Security
number.

“You’'re a hospital outpatient receiving observation services. You are not an inpatient because”: Fill in the
specific reason the patient is in an outpatient, rather than an inpatient stay.

Page 2 of the MOON

Additional Information: This may include, but is not limited to, Accountable Care Organization (ACO)
information, notation that a beneficiary refused to sign the notice, hospital waivers of the beneficiary’s
responsibility for the cost of self-administered drugs, Part A cost sharing responsibilities if the beneficiary
is subsequently admitted as an inpatient, physician name, specific information for contacting hospital
staff, or additional information that may be required under applicable state law.

Hospitals may attach additional pages to this notice if more space is needed for this section.

Oral Explanation: When delivering the MOON, hospitals and CAHs are required to explain the notice and
its content, document that an oral explanation was provided, and answer all beneficiary questions to the
best of their ability.
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Signature of Patient or Representative: Have the patient or representative sign the notice to indicate that
he or she has received it and understands its contents. If a representative’s signature is not legible, print
the representative’s name by the signature.

Date/Time: Have the patient or representative place the date and time that he or she signed the notice.

Information on the MOON including a copy of the English and Spanish forms and additional instructions
may be found at the CMS website at: www.cms.gov/Medicare/Medicare-General-
Information/BNI/MOON.html

Remainder of this page intentionally left blank
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NOTICE OF MEDICARE NON-COVERAGE (NOMNC) FOR A SKILLED NURSING FACILITY (SNF)

STAY FACT SHEET

CMS requires that members enrolled in a Medicare Advantage (MA) health plan, have the right to an
expedited review by a Beneficiary and Family Centered Care Quality Improvement Organization (BFCC-
QI0), in Florida, Acentra Health, when they disagree with the decision that their services from a SNF
should end.

The NOMNC document is to be issued for every discharge no later than two days in advance of the
services ending. The NOMNC document informs the patient the date coverage of services ends and
describes the member appeal process.

WHAT YOU MUST DO

Provide a current NOMNC document to CarePlus beneficiaries or authorized representative and

obtain their signature on the form (refer to the “Who Must Sign” below for guidance).

Fax a copy of the signed and dated document to CarePlus to 1-866-229-1538 and keep a copy in
the patient’s medical record as required by CMS.

The effective date or “services will end” date is considered the last full day of coverage (effective
date of coverage termination).

NOMNC DOCUMENT PROCESS

The NOMNC is a standardized notice. Therefore, plans and providers may not re-write, re-
interpret or insert non-OMB-approved language into the body of the notice except where
indicated. The CMS form number and the OMB control number must be displayed on the notice.
The document must be properly completed by the SNF and include the facility name, full address,
10-digit phone and fax numbers as the header. Do not use CarePlus’ information as header.
The document must be signed and a copy faxed to CarePlus at 1-866-229-1538 no later than two
days before a patient’s coverage of services from your facility is due to terminate.
The document must include the name and telephone numbers (including TTY) of the applicable
BFCC-QIO, as shown below.

Acentra Health

Telephone: 1-888-317-0751

TTY: 711 to appeal.
The document must include CarePlus’ name and contact information, as shown below, for the
enrollees use in case an expedited appeal is requested or in the event the enrollee or BFCC-QIO
seeks the plan’s identification.

CarePlus Health Plans Inc.

P.O. Box 277810

Miramar, FL 33027

Telephone: 1-800-794-5907 (TTY: 711)

Fax: 1-800-956-4288
If services are expected to be less than two days, deliver the notice upon admission.
The document must be signed by the beneficiary or designated representative, or in absence of a
signature, the document must note the said person who was presented with the document
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including date, time, name of person, relationship, contact phone number. The documentation
willindicate that the staff person told the representative the date the patient’s financial liability
begins, the QIO phone number, the patient’s appeal rights, and how and when to initiate an
appeal. Also include the name, organization and contact number of the staff person initiating the
contact, the name of the representative contacted by phone, the date and time of the telephone
contact, and the telephone number called. (Include in the middle of Page 2 of the document
under “Additional Information (Optional).” Refer to the Who Must Sign section of this facility
manual (below) for more details.

If the patient chooses to appeal, he or she must contact the Acentra Health to request a review
no later than noon on the day before services are to end. The Acentra Health appeal decision
generally is completed within 48 hours of the patient’s request for a review.

The facility must provide all appropriate medical records to the Acentra Health via fax at 1-833-
868-4058 by the end of business day on the same day the records are requested by the Acentra
Health or by the time frame noted on the Acentra Health Request for Medical Record form. This
applies seven days a week, including weekends and holidays. Records can include but are not
limited to: evaluations and therapy notes, physician progress notes, physician’s orders, nurse’s
notes, medication records, and any other pertinent information from admission date through the
date of appeal. CarePlus is required to issue a Detailed Explanation of Non-coverage (DENC) to the
patient and provide a copy to the Acentra Health and the SNF to deliver to the beneficiary or the
representative no later than close of business the day the Acentra Health’s notification that the
patient requested an appeal is issued or the day before coverage ends, whichever is less. The
intent of the requirement that the beneficiary or representative receive the DENC is to make sure
that those who choose to appeal are made aware of the reasoning for the coverage termination
and have an opportunity to present their views to the Acentra Health.

Failure to comply exactly with this process will result in non-payment of days for facility-related
delays.

Where to find current NOMNC Document (Form CMS 10123-NOMNC)

The English version of the NOMNC can be found under the Forms section of this document; if you
need a Spanish version of the NOMNC, please reach out to your CarePlus Provider Services
executive.

CMS instructions on the NOMNC can be found at www.cms.gov/Medicare/Medicare-General-
Information/BNI/FFS-Expedited-Determination-Notices. Select the “Instructions for Notice of
Medicare Non-Coverage” PDF under the downloads section.

Where to find additional information

CMS requirement 42 CFR 422.624(b) (2) can be found as a final rule published in the April 4, 2003,
edition of the Federal Register, Vol. 68, No. 16652.

CMS provides detailed explanations of the appeal process on the website at:
www.cms.gov/Medicare/Appeals-and-Grievances/MMCAG/index.html

Contact the CarePlus field care manager for your facility if you have additional questions.
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Sample of SNF Appeal Scenario

CarePlus authorizes Jane Doe to receive care from a SNF from May 25 through June 4. The NOMNC is
delivered to Ms. Doe on June 2, to advise that the SNF services are scheduled to terminate on June 4. Ms.
Doe feels she needs additional services and decides to appeal.

Date Member Acentra Health and CarePlus

May 25 Jane Doe is beginning a pre-authorized course of care ata | CarePlus authorizes the SNF
SNF admission.

June 2 Jane Doe receives the required two-day advance notice of | The SNF delivers a current NOMNC
the NOMNC with an effective date that SNF services will document which is signed by the
end. In this case, June 4 would be Jane Doe’s day of member or designated
discharge from the SNF. representative. A copy of the

signed document is faxed to
CarePlus at
1-866-229-1538

June 3 If Jane Doe does not agree with discharge, Jane Doe must | If Jane Doe appeals, Acentra
file appeal with Acentra Health by noon. Health notifies the SNF to provide

all pertinent medical records and a
copy of the NOMNC and also
notifies CarePlus to complete a
detailed notice by end of day.

June 4 If Jane appealed, she should receive a decision from Acentra Health decision will
Acentra Health by end of day. overturn or uphold the discharge

decision and date. If Jane Doe does
not appeal and receives no services
after this date, she has no liability.

June 5 Last certified day. If Acentra Health overturns
If Acentra Health agrees with original discharge date, CarePlus’ decision to discontinue
Jane Doe is liable for care starting today. SNF care, CarePlus is liable for

services through the date given by
This date is considered the discharge date for the SNF. The | the Acentra Health. If CarePlus
last payable date to the facility is June 4, as CarePlus does | determines that no additional SNF
not pay for day of discharge. days are required beyond the date
specified by Acentra Health, the
facility must issue a new NOMNC
document.

WHO MUST SIGN?

e Beneficiaries (or their authorized representative) whose coverage for services will end. The
beneficiary must be able to understand that he/she may appeal the decision. If a patient is able to
comprehend the notice, but is either physically unable to sign, or needs the assistance of an
interpreter to translate it or an assistive device to read or sign it, valid delivery may be achieved by
documenting the use of such assistance. Furthermore, if the patient refuses to sign the notice, the
notice is still valid as long as the provider documents that the notice was given, but the patient
refused to sign including date, time, name, relationship, and contact phone number. The
documentation wil//indicate that the staff person told the representative the date the patient’s
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financial liability begins, the QIO phone number, the patient’s appeal rights, and how and when to
initiate an appeal. Also include the name, organization, and contact number of the staff person
initiating the contact, the name of the representative contacted by phone, the date and time of the
telephone contact, and the telephone number called. (Include in the middle of Page 2 of the NOMNC,
“Additional Information (Comments).”

e If the beneficiary is not able to comprehend the contents of the notice, it must be delivered to and
signed by the patient’s representative. If the representative is not available to receive and sign the
notice, they must be contacted by telephone to advise him/her when the patient’s services will no
longer be covered. The facility must identify itself to the representative and provide a contact
number for questions about the discharge plan. It must describe the purpose of the call which is to
inform the representative about the right to file an appeal. The information provided must, at a
minimum, include the following:

e The date services end, and when the patient’s liability begins. The date services will end is the
same as the discharge date.

e How to get a copy of a detailed notice describing why the patient’s services are not being
provided.

e Adescription of the particular appeal right being discussed (e.g., BFCC-QIO vs. expedited);

e When (by what time/date) the appeal must be filed to take advantage of the particular appeal
right.

e The entity required to receive the appeal, including any applicable name, address, telephone
number, fax number, or other method of communication the entity requires in order to
receive the appeal in a timely fashion.

e Provide at least one telephone number of an advocacy organization, or 1-800-MEDICARE, that
can provide additional assistance to the representative in further explaining and filing the
appeal.

e Additional documentation that confirms whether the representative, in the writer’s opinion,
understood the information provided.

The date the facility conveys this information to the representative, whether in writing or by telephone, is
the date of receipt of the notice. Place a dated copy of the notice in the patient’s medical file and
document the telephone contact with the member’s representative (as listed above) on the notice itself
(middle of Page 2, “Additional Information (Comments),” and in a separate entry in the patient’s file or
attachment to the notice.

The documentation will indicate that the staff person told the representative the date the patient’s
financial liability begins, the QIO phone number, the patient’s appeal rights, and how and when to initiate
an appeal. Also include the name, organization and contact number of the staff person initiating the
contact, the name of the representative contacted by phone, the date and time of the telephone contact,
and the telephone number called.
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CARE MANAGEMENT PROGRAM

Program philosophy
CarePlus is committed to delivering quality, cost-efficient healthcare programs that are designed with a
personal care approach. CarePlus aims to monitor health conditions and deliver a holistic care
management experience, enabling members to better understand and manage their health. All members
may request an evaluation for care management services. Our programs incorporate:

e Educational materials: to empower members with knowledge.

e Regular communications: to keep members informed and engaged.
e Telephonic assessments: to provide personalized education and support.

Each program centers around the member’s PCP, who acts as the primary contact for the direction and
management of the member's care. The interdisciplinary care team (ICT) is also engaged as needed,
ensuring that care-managed members receive a customized and effective care plan.

Program goals:
e Patient-centered care: to provide comprehensive care management programs focused on

educating and managing members with comorbidities or those experiencing transitions of care.

e PCP engagement: to promote the PCP as a pivotal figure in helping members achieve or maintain
optimal health.

e Continuity of care: to ensure that healthcare services are consistently provided throughout the
member’s enrollment with the plan.

Eligibility for care management:
e Members enrolled in a Special Needs Plan (SNP)

e Members identified through a stratification process involving:
o Medicare datafiles
o Behavioral health diagnosis data
o Utilization metrics (hospital admissions, ER visits, etc.)
o Pharmacy data
o Predictive modeling
o Claims data
o Health risk assessments (HRAs)
o Referrals from PCPs or other healthcare providers
o Referrals by CarePlus Utilization Management nurses

e Member self-referral
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Services included in care management:
e Care coordination

e Interdisciplinary team approach

¢ Individualized care plan

e Educational materials regarding disease management or health promotion
e Post-discharge transition of care management

o Referrals for home visits for homebound or high-risk members

e Medication reconciliation

e Community resource assistance

Referral to care management

To learn more about our care management program, refer a member to the care management program,
or speak with one of our care managers, please call Monday — Friday, 8 a.m. —5 p.m., Eastern time:

e For Non-SNP members: 1-866-657-5625

care plus care management referrals@humana.com
e For SNP members: 1-800-734-9592

hms case management program@humana.com

Transplant Services/Inquiries

To initiate the transplant evaluation and clearance process, you may refer your patient directly to one of
our Humana Transplant Network participating facilities.

You can locate a participating transplant facility by going directly to the Humana Transplant Network
Locator through the following link: National Transplant Network Locator - Humana

Please be alert when selecting the type of transplant. Not all participating facilities are in network for
each transplant type. Once the facility has accepted and cleared your patient for transplant evaluation,
you may submit a request directly to CarePlus for authorization:

FAX: 1-844-692-5765
EMAIL: CPHP HSD Transplant Team@humana.com

Remainder of this page intentionally left blank

652505FL0125 130
H1019 Provider Manual2025


mailto:care_plus_care_management_referrals@humana.com
mailto:hms_case_management_program@humana.com
https://www.humana.com/manage-your-health/health-condition-management/national-transplant-network-locator
mailto:CPHP_HSD_Transplant_Team@humana.com

CarePlus

HEALTH PLANS.

SPECIAL NEEDS PLANS (SNPs)

CarePlus offers three types of Special Needs Plans (SNPs) for members who reside within the CarePlus
service area:

e CareComplete (HMO C-SNP) and CareComplete Platinum (HMO C-SNP) for individuals diagnosed
with at least one of the following chronic conditions: cardiovascular disorders, chronic heart
failure, or diabetes

e CareBreeze Platinum (HMO C-SNP) for individuals diagnosed with chronic lung disorders

e CareNeeds Plus (HMO D-SNP) and CareNeeds Platinum (HMO D-SNP) for individuals who are
dually enrolled in both Medicare and Medicaid

These plans offer eligible members focused benefits as well as the advantages of an interdisciplinary-care
team (ICT) approach to patient care. This team approach to care is dependent on the active involvement
of the member’s PCP.

Eligibility requirements for CareComplete and CareComplete Platinum plans
e Entitled to Medicare Part A
e Enrolled in Medicare Part B through age or disability
e Resident within the plan’s service area
e Diagnosed with one or more of the following:
o Diabetes mellitus
o Cardiovascular disorder, specifically cardiac arrhythmias, coronary artery disease,
peripheral vascular disease, and/or chronic venous thromboembolic disorder
o Chronic heart failure

Eligibility requirements for CareBreeze Platinum plans
e Entitled to Medicare Part A
e Enrolled in Medicare Part B through age or disability
e Resident within the plan’s service area
e Diagnosed with one or more of the following chronic lung disorders including:
o Asthma
o Chronic bronchitis (a condition of COPD)
o Emphysema (a condition of COPD)
o Pulmonary fibrosis (inflammation of the lungs)
o Pulmonary hypertension (high blood pressure in the arteries leading from the heart to the
lungs)

e Members enrolled in a Chronic SNP (C-SNP) must have their physician or physician’s office confirm
the qualifying condition either verbally or in writing by the last day of the first month of enrollment;
written confirmation can be provided by obtaining the physician’s signature on the Chronic Condition
Verification Form. This form is intended to substantiate that the applicant has an appropriate
diagnosis for participation in the plan. If CarePlus does not receive confirmation of the member’s
chronic condition by the last day of the first month of enrollment, the patient’s coverage under the
C-SNP will be involuntarily terminated the last day of the second month.
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Sample Chronic Condition Verification Form

To be completed and returned to the plan by the member’s physician or physician’s office by the last day

of the first month of enroliment.

CarePlus

HEALTH PLANS.

The beneficiary listed below has applied for enrcllment in a Chronic Condition Special Needs Medicare
health plan (C-5MP) through CarePlus Health Plans, Inc. This plan will provide the beneficiary with additional
benefits related to his or her condition, such as supplemental drug coverage. For the beneficiary to qualify,
a provider or provider's office must confirm his or her diagnosis. If we do not receive confirmation of
the gualifying condition from the provider/provider’s office in a timely manner, the beneficiary may be
disenrolled from the plan. Your assistance is appreciated.

To Be Completed by the Beneficiary

Last Name: First Name: MI:
Address:

City: State: Zip:

Date of Birth: Gender: [Male [ Female
Medicare Mumber: Physician Name:

Physician Phone Mumber: Physician Facsimile Mumber:

My signature below authorizes information about my chronic condition to be shared
with CarePlus Health Plans, Inc.

Beneficiary Signature: Date:

To Be Completed by the Provider/Provider's Office

By signing this form, you confirm the patient has been diagnosed with any of the following conditions:
O Diabetes O Chronic Heart Failure

O Cardiovascular Disorders [Cardiac Arrhythmias, Coronary Artery Disease, Peripheral Vascular
Disease, Chronic Yenous Thromboembaolic Disorder)

O Chronic Lung Disorder (Asthma, Chronic Bronchitis, Emphyse ma, Pulmonary Fibrosis, Pulmonary
Hypertension)

Confirmation provided by:

Signature Date
Printed Name or Stamp Title
Practice Mame and Address Phane Number

Please return this form within 5 days of receipt to the following address or fax:
CarePlus Health Plans, Inc.
PO.Box 14733
Lexington, KY 4$0512-4642

H1019_HSChronicVeriFarm2025_C Fox: 1-835-919-8679
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Sample Chronic SNP Member ID Card (enlarged for better visibility)
You can easily identify C-SNP members by locating the plan name on the front of the CarePlus member ID
card, as shown here:

Chronic SNP: CareBreeze Platinum (HMO C-SNP), CareComplete (HMO C-SNP) and CareComplete
Platinum (HMO C-SNP)

(- N
Ca I‘ePIUS . Member Services: 1-800-794-5907 TTY. 711
CareComplete Platinum (HMO C-SNP)
HEALTH PLANS My CarePlus Connect: 1-866-667-0483
JOHN SAMPLE Provider Services: Pharmacy Inquiries:
Member ID: 123456701 PCP: Robert Smith Eligibility: 1-866-220-5448  Claims Issues: 1-800-865-4034
Health Plan: (80840) PCP Telephone: 1-234-567-8900 Authorizations 1-800-201-4305  Authorizations: 1-866-315-7587
91413 95002 Card Issued: 01/01/2025 Claim Status: 1-866-313-7587
RxBin 015581 CarePlus Claims: P.O. BOX 14697 LEXINGTON, KY 40512
RxPCN: 03200008 Cost-share protected: N
: Wi R ? oL )
Gopayriufise A ool ol o Al M A il i
PCP Office Visit: $0.00 \1(W|iP311‘Ig( h el i $ 4 SR
[} LA "
Specialist: $0.00 Preseription Deng Coversige
Ilospltal Lmergency: $U.DU CMS H1019 001 000 Please visit us at : CarePlusHealthPlans.com
e, /L J

Note: If a member loses SNP eligibility, he or she will be disenrolled from the plan.

Eligibility requirements for CarePlus’ Dual Eligible SNP — CareNeeds Plus (HMO D-SNP) and
CareNeeds Platinum (HMO D-SNP)

e Entitled to Medicare Part A

e Enrolled in Medicare Part B through age or disability

e Resident within the CarePlus’ service area

e Receive some level of assistance from the state Medicaid program

e (Qualified Medicare Beneficiary (QMB/QMB+), Specified Low-Income Medicare Beneficiary
(SLMB/SLMB+), Full Benefit Dual Eligible (FBDE), Qualified Individual (Ql) or a Qualified Disabled
Working Individual (QDWI).
Important Note: All contracted providers caring for CarePlus members enrolled in CareNeeds Plus
(HMO D-SNP) and CareNeeds Platinum (HMO D-SNP) should be knowledgeable about the benefits
covered, including “wrap” benefits provided to QMB+, SLMB+ and FBDEs per CarePlus’ contract
with the state of Florida. Also, providers should never bill cost-share protected dual members
(QMB, QMB+, SLMB+, FBDE).
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Sample Dual Eligible SNP Member ID Card (enlarged for better visibility)

You can easily identify D-SNP members by locating the plan name on the front of the CarePlus member ID
card, as shown here:

Dual Eligible SNP: CareNeeds Plus (HMO D-SNP) and CareNeeds Platinum (HMO D-SNP)

-~ -\ .__.-' Y
1 > Member Ser : 1-800-T94-5807 TTY: 711
Ca 'C Plus CareNeeds Platinum (HMO D-SNP) .
HEALTH PLANE. My CarePlus Connect: 1-866-667-0483
JOHN SAMPLE Provider Services: Pharmacy Inquiriea:
Member 1D 123458701 PGP Roberl Smith Eligiblity 1-B66-220-53448 Claims lssues 1-800-BE5-4034
Health Plan (B0840) PCP Telephone: 1-234-587-8300 Authorizations 1-BD0-201-4305  Authorizations 1-8B6-315-T587
91413 95092 Card lssued: 010172025 Claim Status 1-BEE-313- 7587
KX g CarePlus Claims: P0. BOX 14897 LEXINGTON, KY 40512
R=PCHM: 0200008 Cosl-share protecled. ¥
- .
Copayments: f :: :: iy i :
PCP Dffice Visit 20.00 \I'.”i{.:”.{,%\ v :
Specialist 20.00 Frs e i
Hospital Emergency: $0.00 CME HI018 004 000 Flease vl us 1 - CarePsHeathPans. ooem
. >, L o

Note: If a member loses SNP eligibility and is not reinstated to the plan’s qualifying eligibility
level within the six-month deeming period, he or she will be disenrolled from CarePlus.

Overview of CarePlus’ Model of Care for SNPs

CarePlus” Model of Care (MOC) addresses preventive care as well as acute and chronic disease
management across the healthcare continuum. This process is member-centric and based on an ICT
approach, which includes participation by members, members’ families and/or care givers, PCPs, care
managers, specialists, ancillary providers, and/or vendors involved in the treatment of the member.
CarePlus incorporates evidence-based management protocols or nationally recognized guidelines when
applicable. PCPs are the clinical leaders of the ICTs. Care managers function as the member’s single point
of contact and are responsible for coordinating care across the continuum of need, managing the overall
treatment plan, and utilizing community resources, allied healthcare professionals, mental health
professionals, and other providers as needed. Providers can call CarePlus’ Care Management Team for
SNP member-related issues at 1-800-734-9592, Monday — Friday, 8 a.m. —5 p.m., Eastern time.

CarePlus” MOC for SNPs is comprised of four sections which meet CMS standards.

MOC 1: DESCRIPTION OF SNP POPULATION (GENERAL POPULATION)

ELEMENT A: DESCRIPTION OF OVERALL SNP POPULATION

CarePlus follows all sales/marketing guidelines outlined by CMS to be compliant with identifying
beneficiaries for the Dual Eligible SNP plan. CarePlus offers SNPs for dual-eligible members, targeting
categories of dual-eligible beneficiaries the state of Florida deems eligible. To qualify for the D-SNP,

CarePlus validates that the beneficiary is:

e Entitled to Medicare Part A and enrolled in Medicare Part B through age or disability
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e Resident within the plan’s service area
e Eligibility is based on certain levels of Medicaid eligibility based on the specific requested plan

CarePlus follows all sales/marketing guidelines outlined by CMS to be compliant with identifying
beneficiaries for a Chronic Condition SNP (C-SNP). In order for a member to enroll in a C-SNP, the
member must be diagnosed with the applicable condition, return required forms verifying the diagnosis,
and reside within the plan’s service area.

This SNP cardiovascular disease, chronic heart failure, chronic lung disorder, diabetes mellitus
(CVD/CHF/CLD/DM) MOC focuses on members who may have complex medical needs and increased
psychosocial needs that impact compliance and health outcomes. This population is identified through:

e Entitlement to Part A and enrolled in Part B of Medicare through age or disability.

e Confirmed chronic heart failure diagnosis or confirmed cardiovascular diagnosis of one of the
following cardiac arrhythmias, coronary artery disease, peripheral vascular disease, and/or
chronic venous thromboembolic disorder, and/or confirmed diagnosis of diabetes mellitus.

e Confirmed diagnosis of chronic lung disorder.

e Reside within the plan’s service area.

ELEMENT B: SUBPOPULATION-MOST VULNERABLE MEMBERS:

CarePlus/Humana Management Services’ methods of risk stratification and evaluating level of acuity are
dynamic to best guide the most appropriate level and intensity of intervention. There are multiple
methods available to stratify and evaluate the level of acuity and to identify the most vulnerable
members. The methods available include predictive analytics, proprietary algorithms, HRAs and other
assessments. The system stratification identifying the most vulnerable population occurs using
proprietary algorithms built in the clinical platform or with the HRA. The use of predictive analytics assist
the care management team in identifying the SNP members most at risk for poorer health outcomes and
the need for additional services and specialized programs to address their complex needs. This analysis
identifies members with certain combinations of co-morbidities, frailty, predicted high cost claims, and
pharmacy related issues (e.g., inappropriate medications, major poly-pharmacy, and medication
adherence). The system provides initial stratification for the member of high or low. The most vulnerable
population are stratified as high. In addition, members who are candidates for the stratification of high
are prospectively identified based on their predicted cost and the presence of chronic conditions, rather
than reactively targeted because they have already become high-cost users and have high cost
conditions.

Following the stratification into severity levels of assumed care management for outreach prioritization,
the care manager is prompted by their care management queue to analyze the HRA results. The care
manager may review recent claims, hospitalizations, medications, or use additional targeted assessments
to further evaluate and analyze the system stratification. This analysis provides a foundation to identify
issues of concern. The care manager outreaches to the member and on the first successful outreach with
the member reviews the HRA results and utilizes the results of the HRA to mutually design the
individualized care plan (ICP) with the member.

The stratified HRA results assist the care manager in identifying beneficial steps to maximize health
outcomes. The care manager is able to establish targeted goals, objectives, and interventions based upon

652505FL0125 135
H1019 Provider Manual2025



CarePlus

HEALTH PLANS.
the risks identified from the HRA with the member. Information gathered during the HRA process is also
used to determine continuity of care needs and/or potential ICT needs for the member.

MOC 2: CARE COORDINATION
ELEMENT A: SNP STAFF STRUCTURE

CarePlus has a functional structure to ensure all required services are coordinated through qualified staff
with appropriate oversight. Roles include clinical and administrative functions for CarePlus and Humana.

CarePlus’ Care Management Program operates within an interdisciplinary MOC and is responsible for
coordinating care in a seamless manner across the healthcare continuum using an ICT approach for
CarePlus members. The ICT’s overall care management role includes member and caregiver evaluation,
reevaluation, care planning and plan implementation, member advocacy, health support, health coaching
and education, support of the member’s self-care management, and ICP evaluation and modification as
appropriate.

Communication with members is primarily telephonic, however outreach may also include face-to-face
interactions, secure member portal, voice activated technology, electronically, and/or by mail.

ELEMENT B: HEALTH RISK ASSESSMENT TOOL

A health risk assessment (HRA) is required by CMS for all SNP members. CarePlus utilizes the approved
HRA for SNP members. The HRA produces a current health status profile and an overall risk score for
each SNP member. The HRA tool scores risk across several health domains: medical, functional, cognitive,
social, behavior (psychosocial and mental health), and financial risks. The HRA focuses on the acute
chronic needs of the member.

ELEMENT C: Face-to-Face Encounters:

Factor 1: Face-to-Face Essentials

An annual face-to-face encounter is required by CMS for all SNP members. The objective conducting or
facilitating an annual face-to-face encounter between a participant or participants of the ICT and the
member is to improve health outcomes, identify needs and risks, reduce gaps, and increase collaboration
between the member and the member’s ICT. A face-to-face encounter includes in-person visits and/or a
real-time, visual, interactive telehealth visit. The face-to-face encounter will occur within the first 12
months of a member’s enrollment and at least annually thereafter with the member and/or the
member’s caregiver’s consent.

Factor 2: Qualified Personnel:

Qualifying face-to-face encounters consist of either in-person visits or through a real-time, visual,
interactive telehealth visit. The primary personnel responsible for completing the annual face-to-face
encounter are participants of the ICT, which includes employed associates/providers, contracted staff,
vendors, and CarePlus-affiliated associates/providers.
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ELEMENT D: INDIVIDUALIZED CARE PLAN (ICP)

All SNP members are required to have an initial HRA upon enrollment in care management and a
subsequent ICP. For actively managed members, all ICP information is shared, discussed, and mutually
designed with the member and/or caregiver on an ongoing basis as the member works with his or her
care manager.

ICPs are created, reviewed, and updated at a minimum with each successful member contact. ICPs may
also be updated with each transition and/or significant changes in the member’s healthcare status. The
care management plan includes an assessment of the member’s progress toward overcoming barriers to
care and meeting treatment goals. When it has been identified that the member’s agreed-upon goals
have not been met, the following steps are taken:

e Barriers to achieving identified goals are defined and discussed

e Goals are modified as warranted or desired by the member and/or caregiver

e Alternative actions are created to succeed in achieving the newly identified goals
e Changes and revisions to the ICP are documented

Care management interventions can be broadly categorized by the area of focus and services specifically
tailored to the beneficiary’s needs which may include the following:

e Medication review: Thorough and ongoing medication reviews, screening for member medication
knowledge and adherence gaps, and offering of printed and/or verbal education on medications.
Care managers also may arrange for pharmacist review of complex medication regimens, or
regimens for which numerous interactions are identified through drug interaction reviews. In
addition, care managers coordinate and facilitate communication with the physician as needed,
help members obtain devices that promote adherence (pill boxes, pill cutters, reminders, etc.),
and refer members with financial need to pharmacy assistance programes.

e (Care coordination: The care manager leads the ICT and engages the support of other internal and
external resources, makes appropriate referrals, participates in care team conferences, and
requests case reviews. The care manager also facilitates communication between members and
physicians and providers regarding progress toward goals, i.e., the need to adjust therapy to
enable a member to reach goals and refer members to physicians and providers to evaluate
condition(s), symptoms, medication, end of life planning, DME needs, and home health issues or
needs.

e Care transitions and post-discharge support: Care managers work closely with the UM team to
coordinate a seamless member transition between levels of care. Post discharge support needs
are addressed to maximize member recovery and mitigate preventable readmissions.

e Connections to community resources: Care managers evaluate needs for additional resources and
support services for members, often collaborating with other staff. This multidisciplinary team
locates and helps members access services that include transportation, meal services, pharmacy
assistance, and help with Medicaid applications.

e Coordination and access to benefits: Care managers evaluate member needs and support
awareness of access to plan benefits and assist in coordination of Medicare and Medicaid
benefits. External input also is included in an ICP, when available. External input may come from:
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e Primary healthcare providers/physicians
e Hospital discharge planners
e In-home nursing and social worker visits
e Behavioral healthcare providers

e Health education: Care managers provide members with approved educational materials related
to specific health conditions and concerns. They also provide verbal coaching and written
education on other general health topics common in the Medicare population, along with
referrals to community-based education resources.

e Health and function: Evaluation of the member’s physical and psychological health and functional
status to provide education and health support and assist the member and/or caregiver to
manage their diseases as well as comorbid conditions such as COPD, CHF, depression, dementia,
chronic kidney disease, and end-stage renal disease to maintain optimal function and quality of
life.

e Interpersonal and social relationships: Care managers refer members to other ICT members,
providers, and community resources to address issues such as food insecurities, social isolation
and social networking, cognition and dementia, elder abuse, and caregiver strain.

e Knowledge of when to call the physician: Care managers assist members to be informed
healthcare consumers and to establish a regular source of healthcare. They provide written and
verbal education regarding warning signs of heart failure, diabetic complications, as well as
common co-morbid complications including COPD and depression. They also help members
establish an emergency contact and action plan. Members may be supported via three-way calls
or warm transfers to physicians and providers for things such as making an appointment or
consulting with a pharmacist.

e Preventive and screening services: Care managers educate and provide reminders for obtaining
health and preventions screening tests and services related to HEDIS measures, annual flu
vaccine, colon and breast cancer screens, etc. They also support members in monitoring progress
toward goals and self-management of their chronic health conditions.

e Self-care management and personal healthcare preferences: Care managers support self-care
management and healthy behaviors based on the member’s stage of readiness to change.
Referrals are made to providers or community-based resources for smoking cessation, alcohol or
substance abuse, nutrition, physical activity, and weight management.

It is imperative for providers to support the maintenance of the ICP by working collaboratively with the
care manager and ensuring treatment plans, appropriate interventions, and member needs are properly
identified and each ICP is developed to address the following:

e Development of a care management plan, including prioritized goals that consider the member’s
and caregiver’s goals, preferences, and desired level of involvement in the care management plan

e |dentification of barriers to meeting their goals or complying with the plan

e Development of a schedule for follow-up and communication

e Development and communication of their self-management plans

e A process to assess their progress against care management plans
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Each ICP outlines:

e Goals and objectives as agreed upon by the member and/or caregiver

e Specific services, resources, and benefits that will be accessed to meet the stated goals and
objectives, as well as to fill any gaps in the member’s current level of care

e End-of-life planning for members who have not participated in this type of planning and wish to
do so

e Any services or resources for which a member may qualify based on diagnoses, disability, or other
criteria (such as financial) are included in the ICP to ensure members are able to access all
appropriate programs

e A follow-up schedule that allows both the member and his/her care manager to stay on track with
meeting the stated objectives of the plan

Copies of the ICP are shared with the member when a member experiences a change in condition.
Providers may also receive copies of ICPs. In addition, elements of the ICP are discussed as needed via
phone with any or all members of the ICT, members, and providers.

ELEMENT E: INTERDISCIPLINARY CARE TEAM (ICT)

The CarePlus Care Management Team delivers its services to CarePlus members within a multi-
disciplinary care team model. Care management is delivered telephonically.

The ICT is member-centric and based on a collaborative approach. The ICTs overall care management
role includes member and caregiver evaluation, reevaluation, care planning and plan implementation,
member advocacy, health support, health coaching and education, support of the member’s self-care
management and ICP evaluation and modification, as appropriate. At the center of the ICT model are
those who serve at the core and most closely interact with one another. The care manager functions as
the single point of contact for all ICT participants and is responsible for coordinating care across the
continuum of need. The ICT includes at minimum, the member and/or caregiver, the member’s PCP, and
the care manager. The care manager facilitates the participation of members as part of their own ICT by
directly interacting with the member, the member’s caregiver and the member’s primary care provider.

Care managers use the HRA results to develop an ICP that includes specific interventions designed to
meet the member’s needs. The care manager will identify which interventions need further collaboration
from ICT participants including, but not limited to, dealing with acute and chronic needs as well as health
promotion and crisis intervention. The composition and structure of the ICT supporting any given
member will be driven by the member’s specific set of medical, behavioral, long-term care, and socio-
environmental needs.

The key elements and outcomes of a person-centered ICP and ICT include:

e Forging an alliance between members and healthcare providers
e Developing the plan in partnership with the member (and family/caregiver as appropriate) and
the provider/treatment team

e Ensuring the plan is individualized and based on member input regarding preferences, abilities,
strengths, goals and cultural identity
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e Ensuring written materials are readily understandable for the member
e Immediately directing the service delivery and recovery process
e Improving person-centered and individually defined recovery goals and outcomes

While the ICT is a collaborative effort among the member, care manager, the member’s PCP and other
parties, the care manager, on behalf of the member, directs the ICT while acting as a member liaison and
advocate. The MOC is physician and provider-inclusive, with PCPs driving the medical treatment plan and
care managers advancing the physician’s treatment plan. Improved coordination of care among
healthcare providers will be achieved by having the care manager as the designated single point of
contact and facilitator of seamless transitions of care across healthcare settings, care providers, and
services.

CarePlus recognizes effective and timely communication among all parties involved in the care planning
and coordination processes is the key to ensure positive health outcomes and improved health status for
the member. To this end, various methods are used to communicate with the beneficiary and members
of the ICT.

Any number of additional support participants based on the member’s ever-changing needs may be
included as members of the ICT. These ICT participants may include but are not limited to the medical
director, the clinical pharmacist, social workers, behavioral health specialists and CarePlus UM nurse. The
ICT collaboration can be done via face-to-face, written and/or telephonic communication.

CarePlus communicates a variety of information to practitioners, providers, delegates, and members.
Examples of provider communications may include, but are not limited to:

e |etters/memos/faxes

e Committee minutes or reports

e Provider bulletins, notices and newsletters

e Online and hard-copy reports

e Provider educational sessions

e Written instructive communications

e Quality improvement plans

e Internet/intranet (CarePlus website, email, databases)

e Provider manual for physicians, hospitals, and healthcare providers

ICT care coordination meetings may be scheduled or ad hoc, and may be held telephonic, web-based, or
accomplished through written communication. The occurrence and frequency of the meetings are
different for each member, based on the individual level of care and healthcare needs of the member.
Providers and SNP members can call CarePlus’ Care Management Team at 1-800-734-9592.

ELEMENT F: CARE TRANSITIONS PROTOCOLS

The CarePlus Care Management Team’s objective to maintain continuity of care is to optimize a high-
quality member experience during care transitions to avert complications, unnecessary hospital
readmissions, and emergency room visits. CarePlus’ Care Management Team works actively to
coordinate transitions, when notified, before and after admission including transitions from home to a
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different healthcare setting, from one healthcare setting to another, including, but not limited to, in-
patient/acute facilities, skilled nursing, rehabilitation and long-term care/custodial facilities, and from a
healthcare setting to home, inclusive of members receiving home healthcare. This type of support is
needed to ensure continuity of care.

CarePlus recognizes that transitions of care are important events in a member’s life where the plan can
coordinate care and communicate with the ICT. Various census communications are modes of
communicating member information for this purpose. The plan gathers the information on the census to
coordinate care when member moves from one setting to another, such as when they are admitted or
discharged from a hospital or skilled nursing facility.

MOC 3: PROVIDER NETWORK
ELEMENT A: SPECIALIZED EXPERTISE

CarePlus offers SNP members a comprehensive-care-centered primary care network with medical and
surgical specialists available to augment and support PCPs, as well as the needs of the targeted
populations. This network includes, but is not limited to, acute care facilities, long-term care facilities,
skilled nursing facilities, laboratories, radiography facilities, rehab facilities, rehabilitative specialists,
mental and social health specialists, home health specialists, and end-of-life care specialists. Although
CarePlus’ SNPs offer a comprehensive network of physicians and providers, should members develop
needs for services outside the current network, CarePlus may grant approval for utilization of out-of-
network facilities when appropriate.

ELEMENT B: USE OF CLINICAL PRACTICE GUIDELINES (CPGs) AND CARE TRANSITION PROTOCOLS

CarePlus’ credentialing process routinely checks and ensures that potential providers have the
capabilities to provide evidence-based wellness, preventive care, and continual assistance for chronic
conditions before being accepted into our networks. Evidence proves that preventive care and
frequent/consistent care of chronic conditions lowers the advent of major conditions and decreases use
of emergency room visits and readmissions. Providers are encouraged to meet these baseline criteria and
are routinely evaluated throughout their contract period with CarePlus.

Physicians and providers agree to comply with CarePlus’ quality assurance, quality improvement,
accreditation, risk management, utilization review, utilization management, clinical trial, and other
administrative policies and procedures, as applicable to the specific physician or provider.

CarePlus CPGs are adopted from clinically sound and reputable agencies. These guidelines are from
national organizations generally accepted as experts in their fields, such as the American Diabetes
Association (ADA), American College of Cardiology (ACC), American Heart Association (AHA), National
Heart Lung and Blood Institute (NHLBI), American Psychiatric Association (APA), American Academy of
Child and Adolescent Psychiatry (AACAP), National Kidney Foundation (NKF), and the Agency for
Healthcare Research and Quality (AHRQ). The CPGs are available on CarePlus” website at
CarePlusHealthPlans.com/Providers/Educational-Resources/Updates.
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CarePlus’ Care Management Program and care transition protocols include notifying the provider of a
planned or unplanned transition. To maintain continuity of care, providers receive notification of any care
transition their member experiences. The provider receives the necessary information in order to initiate
coordination and contact with the member. Additionally, the CarePlus UM nurse is in constant contact
with the CarePlus medical director regarding the member’s status, procedures, and care needs.

ELEMENT C: MODEL-OF-CARE TRAINING FOR THE PROVIDER NETWORK

Written provider contracts require all employed/contracted providers to deliver services in accordance
with nationally recognized clinical protocols and guidelines when available. Annual model-of-care training
may be facilitated in-person by a CarePlus representative or via web-based training available through
CarePlus’ Health Plan provider webpage: (CarePlusHealthPlans.com/Providers/Educational-
Resources/SNP).

MOC 4: QUALITY MEASUREMENT AND PERFORMANCE IMPROVEMENT
ELEMENT A: MOC QUALITY PERFORMANCE IMPROVEMENT PLAN

CarePlus’ quality improvement program description (QIPD) contains detailed descriptions of quality
improvement initiatives, which serve as a roadmap for the SNP program quality activities, including MOC
performance and outcomes monitoring. Key factors in measuring quality indices are tracking measures
and outcomes such as HEDIS, lab values, and the practice of healthy behaviors. The QIPD is designed to
detect whether the overall structure of the MOC accommodates members’ unique healthcare needs by
establishing health outcomes and service goals to evaluate the effectiveness of the MOC.

CarePlus uses data collection, measurement and analysis to track issues that are relevant to the SNP
population. CarePlus has developed or adopted corporate quantitative measurement activities to assess
performance and identify and prioritize areas for improvement related to medical and behavioral health
issues. CarePlus identifies affected membership, selects appropriate samples, and collects valid and
reliable data collected through tools. The quality improvement process activities include:

e Monitoring system-wide issues

e |dentifying opportunities for improvement

e Determining the root cause

e Exploring alternatives and developing a plan of action

e Activating the plan, measuring results, evaluating effectiveness of actions, and modifying
approaches as needed

In addition, CarePlus develops service goals to ensure the appropriate services are delivered to members.
The developed goals include:

e Improving access and affordability of the healthcare needs for the SNP population

e Improving coordination of care and appropriate delivery of services through the direct alignment
of the HRA, ICP, and ICT

e Enhancing care transitions across all healthcare settings and providers for SNP beneficiaries

e Ensuring appropriate utilization of services for preventive health and chronic conditions
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ELEMENT B: MEASUREABLE GOALS AND HEALTH OUTCOMES FOR THE MODEL OF CARE

Health outcomes and service goals are established to perform ongoing evaluation of the effectiveness of
CarePlus D-SNP/C-SNP MOC. To achieve the overall goals of the program, CarePlus has established
measurable goals to evaluate and measure the quality of care, outcomes, service, and access for
members. For each metric, goals have been established based on current experience and evidence-based
medicine found by researching current literature and utilizing current NCQA standards and guidelines.

CarePlus developed measurable goals and health outcomes used to improve the healthcare needs of
CarePlus D-SNP/C-SNP members. These goals address the D-SNP/C-SNP members’ needs and attempts to
encourage engagement with members’ healthcare needs, educate the members on the available services
and how the services can be used, and allows members to make conscious decisions about their
healthcare and their benefits.

To obtain details related to the MOC evaluation, please send an email to CPHP_SNPinfo@careplus-
hp.com. In the subject line, please write “MOC evaluation.”

ELEMENT C: MEASURING EXPERIENCE OF CARE (SNP MEMBER SATISFACTION)

Annually, a SNP specific telephonic member satisfaction survey is conducted using internal/external
resources. The survey focuses on higher acuity members because these members are touched more
often by the program and are, therefore, best equipped to evaluate satisfaction.

ELEMENT D: ONGOING PERFORMANCE IMPROVEMENT EVALUATION OF THE MOC

The CarePlus SNP Quality Improvement Model of Care Evaluation (QIE), performed annually by CarePlus’
Care Management Team, is an evaluation of CarePlus” SNP Quality Improvement Program. The annual
SNP QIE also serves as a tool to summarize MOC performance, describing the SNP model of care success,
barriers and limitations encountered throughout the year, and recommendations for future initiatives
and improvements. The CarePlus SNP Ql program description is developed using information and insights
obtained from the SNP QI Evaluation.

ELEMENT E: DISSEMINATION OF SNP MOC QUALITY PERFORMANCE

The CarePlus SNP Quality Improvement Model of Care Evaluation is presented as an executive summary
to the Corporate Quality Improvement Committee. During the committee meeting a discussion occurs
between key stakeholders, the committee provides recommendations and follow-up items are
suggested.

NOTE: If you have any questions regarding CarePlus’ Model of Care for our Dual Eligible and Chronic SNPs,
please call Humana Management Services for CarePlus SNPs at 1-800-734-9592. Our phone line is open
Monday — Friday, 8 a.m.—5 p.m., Eastern time.
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Physician responsibilities with Medicare Advantage SNPs

Below is a summary of responsibilities specific to providers who render services to CarePlus members
enrolled in a SNP. These are intended to supplement the terms within the provider agreement.

e Provide or arrange for all medically necessary care and services in accordance with SNP plan benefit
procedures. For those members enrolled in a Dual Eligible SNP, plan services, benefits and/or
procedures must also be integrated with the agency’s Medicaid plan services, pursuant to our
contracts with CMS and the state of Florida. Refer to CarePlus’ website,
CarePlusHealthPlans.com/Providers/Educational-Resources/SNP, for a complete listing of covered
Dual Eligible SNP services and a link to the Agency for Health Care Administration’s “Adopted Rules.”
Please note that the covered benefits/services listings are subject to change on an annual basis. You
can contact your assigned provider services executive or call the Provider Operations inquiry line at
1-866-220-5448, Monday — Friday, 8 a.m. —5 p.m., Eastern time, to request that a copy of the listings
be mailed to you if you do not have internet access.

e Deliver appropriate care for the problems presented by members, including preventive, acute and
chronic healthcare and services.

e Encourage members to complete the initial and annual CarePlus HRA forms and incorporate the
results into the individual member care plan.

e Encourage members and/or caregivers to actively participate in care planning and communicate the
importance of a healthy lifestyle.

e Provide education on healthcare, preventive health services, and potential high risks as identified for
the individual member.

e Provide pharmacotherapy consultation.

e Conduct assessments of the member’s needs and make appropriate specialty and care management
referrals when member’s needs are identified.

e Serve as the central point of contact for the coordination of care between CarePlus, members,
caregivers, family, and/or specialists caring for members to assure access to quality care and cost-
effective health services delivery.

e Develop plan of care in accordance with nationally recognized clinical protocols and guidelines and
applicable plan quality management and utilization management programs.

e Ensure that all necessary information is recorded in the member’s medical record*, such as:

o Individualized care plan

o Treatment, consultation, laboratory and diagnostic reports

o Member office visits, ER visits and inpatient admissions (i.e., hospital, psychiatric,
rehabilitation, etc.)

o Medical history (i.e., problem list, allergies, medications, surgeries, immunizations, surgical
procedures, screenings, etc.)

o Efforts to contact the member

*Please refer to the Medical Record Documentation Standards section for additional details
pertaining to medical record documentation.

e Assess, diagnose, and treat members in collaboration with the CarePlus’ ICT. Furthermore, you must
participate in ICT meetings on a regular basis, as required by CarePlus.
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Notify the assigned care manager of missed appointments so that CarePlus can follow-up with the
member.

Ensure that members at the end-of-life understand their choices in how to receive care and are
aware of their rights by providing information or assistance on developing advance directives (e.g.,
Five Wishes®), medication management, home-based or hospice care, etc.

Facilitate access to referrals to the CarePlus provider network, as well as out-of-network providers,
when necessary, prior to the delivery of services and provide notification to the ICT.

Consult with specialty providers including providing necessary history and clinical data to assist the
specialty provider in his/her examination of the member. Retrieve consultation and diagnostic reports
from specialty provider.

Provide follow-up care to assess the outcomes of the primary care treatment regimen and specialist
recommendations.

Assure HIPAA compliance and accessibility of information to maintain and provide the sharing of
records and reports.

Transfer copies of medical records to other CarePlus physicians/providers upon request and at no
charge to CarePlus, the member, or the requesting party, unless otherwise agreed upon.

Assist CarePlus with early identification of transitions-of-care needs and ensure the member’s
confidentiality is protected during the transition process.

Provide follow-up care to members after receipt of emergency or inpatient hospital services.
Facilitate access to community resources as needs are identified.

Be knowledgeable of Dual Eligible SNP’s covered benefits and/or services and benefits offered by the
state’s Medicaid program not covered by CarePlus’ Dual Eligible SNPs to facilitate integration of
benefits for the members.

For all qualified Medicare beneficiaries (QMB/QMB+) member(s), specified low-income Medicare
beneficiaries (SLMB+), and other full benefit dual eligibles (FBDE) enrolled in CarePlus’ applicable Dual
Eligible SNP products, providers will: (i) not file claims for Medicaid reimbursement with the Medicaid
fiscal agent for any member enrolled in a D-SNP; (ii) not file additional claims for Medicaid
deductibles, copayment, or coinsurance reimbursement with the Medicaid fiscal agent for any
member enrolled in a D-SNP; (iii) not balance bill any D-SNP member for services covered under this
agreement as such members are not liable for cost sharing obligations. Note: CMS’ prohibition on
billing dual-eligible members applies to all MA providers — not only those who accept Medicaid.
Furthermore, balance billing restrictions apply regardless of whether the state Medicaid agency is
liable to pay the full Medicare cost-sharing amounts.

In no event, including, but not limited to, nonpayment by the plan, insolvency of the plan, or breach
of the provider agreement by either party, shall the provider bill, charge, collect a deposit from, seek
compensation, remuneration or reimbursement from, or have any recourse against any Dual Eligible
SNP member or a person acting on their behalf for fees that are the responsibility of the plan or state
Medicaid agency.

For dual-eligible SNP members, a “Y” on the “Cost-share protected” field on the front of the member
ID card will identify if a member is cost-share protected. Providers should only collect copayment,
coinsurance, deductibles, or other cost-share amounts from dual eligible SNP members if they do not
have a “Y” on the “Cost-share protected” field on the member ID card. For additional questions
concerning cost-share protected dual eligibles, please call the provider services queue for “Eligibility
Verification” at 1-866-313-7587, Monday — Friday, 8 a.m. =5 p.m., Eastern time.
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MANDATORY — Initial and Annual Provider SNP Trainings

Federal and state regulations require that CarePlus conduct outreach and develop educational materials
and/or trainings to ensure contracted providers understand the benefits available under SNPs and their
critical role as healthcare providers to SNP patients. CarePlus providers are required to receive SNP
training upon initial contracting and annually thereafter.

For your convenience, CarePlus has created an education-on-demand presentation that may be accessed
on the CarePlus website. This presentation will help you understand the benefits offered to your
CarePlus-covered SNP members and your responsibilities, as defined by CMS, in coordinating care for
them.

You can access the presentation at any time by visiting the CarePlus website,
CarePlusHealthPlans.com/Providers/Educational-Resources/SNP. Under “CarePlus SNP Provider
Training,” select “CarePlus SNP Provider Education” to access the training. Please note that CarePlus
must maintain a record of training participation for our contracted providers to substantiate its
compliance with the above-mentioned regulatory requirements. Therefore, you will be asked to enter
your provider information prior to viewing the presentation.

If you would prefer to receive face-to-face training, simply contact your assigned provider services
executive.

To learn more about CarePlus SNPs or if you have any SNP-related questions, please contact your
provider services executive, email CarePlus at CPHP_SNPInfo@CarePlus-HP.com or call the CarePlus
Provider Operations inquiry line at 1-866-220-5448, Monday — Friday, 8 a.m. —5 p.m., Eastern time.

Remainder of this page intentionally left blank
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SOCIAL SERVICES DEPARTMENT

State and Federal Assistance Programs

Helping CarePlus members attain public assistance benefits through state and federal programs.

CarePlus maintains a specially trained Social Services department that offers a variety of services
designed to help members apply for public assistance through state and federal assistance programs.
CarePlus has been assisting members attain dual eligibility status, navigate application processes and
secure financial assistance through the state of Florida’s Department of Children and Families and Social
Security Administration programs since 2002.

OnJan. 1, 2006, prescription drug coverage for dual eligible members shifted from state-funded
Medicaid to federally funded Medicare Part D plans. As a result, Medicare beneficiaries who qualify as a
Qualified Medicare Beneficiary (QMB), Special Low-Income Medicare Beneficiary (SLMB), Qualified
Individuals (Ql) and Qualified Disabled and Working Individuals (QDW!Is) or any full Medicaid program are
now automatically eligible for the Extra Help program, also known as Low Income Subsidy (LIS), a federal
program that assists members with the cost of prescription drug coverage. If a member is not
automatically eligible to receive the LIS and, because the eligibility standards are higher than those for
Medicaid, a separate application can be filed at the Social Security Administration.

Attaining dual-eligibility status can help those most in need of financial aid.

Dual-eligible members are individuals who qualify for federally administered Medicare programs as well
as the state administered Medicaid programs because of their low-income and assets, age, and/or
disability status. These Medicaid programs are:

e Supplemental Security Income (SSI) — A cash assistance program administered by the Social
Security Administration. Members automatically receive Medicaid which pays Medicare
premiums (Part A and B), Medicare deductibles and Medicare coinsurance within the prescribed
limits and automatically qualifies recipients for LIS.

e Qualified Medicare Beneficiaries (QMB) — A Medicaid program which pays Medicare premiums
(Part A and B), Medicare deductibles and Medicare coinsurance within the prescribed limits. QVIB
members automatically qualify for LIS.

e Special Low-Income Medicare Beneficiary (SLMB) — A Medicaid program which pays for the
Medicare Part B premium, and members are automatically eligible for LIS.

e Qualifying Individuals (Ql) — Medicaid program which pays for the Medicare Part B premiums.
Members are automatically eligible for LIS.

The CarePlus Social Services department assists members with the application process for state and
federal assistance, change requests in status, and the renewal processes. These services are offered, at
no additional cost to all CarePlus members. Dual-eligible members also are allowed to take advantage of
special election periods that may not be available to other MA members. With this selection, individuals
can consider other available CarePlus plans for which they may be eligible, including the dual SNP, once
per quarter for the first three quarters of the year.
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To be eligible for dual-eligibility status, a Medicare beneficiary must:

e Have Medicare Part A, B, or both*

* Bea Florida resident

* Bea U.S. citizen or a qualified resident

* Have countable income and asset ranges as specified by program**
* Eligibility may vary based on Medicaid programs requirements.
**Please check current income/assets thresholds.

Non-dual eligible members may still qualify for extra help with Medicare prescription drug plan cost.

While prescriptions may be covered by Medicaid for certain people, Medicaid does not cover the costs of
prescription drugs for Medicare beneficiaries. The Social Security Administration offers a program known
as Extra Help or Low Income Subsidy (LIS), which provides federal assistance with the cost of Medicare
prescription drug plan (Part D only). The LIS provides:

e Payment of all or most of the annual deductible
e Coverage during the “doughnut hole” or gap period
e Payment of monthly plan premiums up to the base amount

Medicare beneficiaries MUST enroll in a Medicare prescription drug plan to obtain prescription drug
coverage, even if they qualify for the Extra Help program. With Extra Help, individuals who enroll in a
Medicare prescription drug plan have the benefit of full prescription coverage similar to prescription
coverage provided by Medicaid. Individuals are responsible for a small copayment or coinsurance for
each prescription, depending on the individual’s income/assets and phase of drug coverage.

LIS members also are allowed to take advantage of special election periods that may not be available to
other MA members and can switch plans once per quarter for the first three quarters of the year.

To be eligible for LIS, a Medicare beneficiary must:
e Have countable income and asset ranges as specified by program*
e Reside in the United States

* Please check current income/assets thresholds.

CarePlus is committed to helping members maximize health benefits through its Medicare dual-eligibility
outreach program.

CarePlus has established a Department of Children and Families (DCF) Application Processing Center,
housing eight state case workers whose responsibility is to determine eligibility for state assistance
programs. As such, the Social Services department routinely performs the following services:

e Assists members with state and federal program education, as well as gathering the required
documentation for the timely submission necessary to determine eligibility.
e Assists members in verifying case status and eligibility

652505FL0125 148
H1019 Provider Manual2025



CarePlus

HEALTH PLANS.

e Assists members in understanding the availability of public assistance benefits and services
administered by DCF, including food stamps and cash assistance, as well as the different Medicaid
programs

e Ascertains the status of a member’s Medicaid coverage

e Notifies DCF if CarePlus has case information in possession, custody, or control concerning a
member that is inconsistent with DCF member-specific information

e Assists members in challenging Medicaid determinations through DCF fair hearing process

e Assists members with comprehensive assessment and review for Long-Term Care services (CARES)
referrals and renewal process

e Assists members in reporting status changes (change of address, expenses, income, assets, etc.)

As a DCF ACCESS Florida Partner, every associate of the CarePlus Social Services department has
undergone special training by DCF in the following areas:

e Use or disclosure of confidential case file information, including information governed by the
Health Insurance Portability and Accountability Act (HIPAA) of 1996

e The availability of public assistance benefits and services administered by the DCF

e The application process for public assistance programs

e ACCESS Florida initiative and community partner’s role in the initiative

e DCF Security Awareness training — available only to DCF ACCESS Florida Partners

If you have questions and would like additional information, please contact our Social Services
Department at 855-392-3900, Monday — Friday, 8 a.m. =5 p.m., Eastern time.

Remainder of this page intentionally left blank
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Health and Wellness Education

The CarePlus Wellness Education Program (WE Program) brings members educational information either
in a social setting or in the comfort of home through CarePlus Link. Programs are available in English or
Spanish.

The WE Program educators are committed to design, develop, and facilitate wellness educational
presentations based on the Seven Dimensions of Wellness.

Wellness Education Program

e Provides in person group presentations to members, led by Health and Wellness educators who
travel to provider offices, wellness centers, and different locations.

e Members who live within the travel area of the event are sent invitations notifying them of the
topic being offered, location, date, and time.

e These are member engaging events, in which light snacks and giveaways are provided.

e Health and Wellness educators are available throughout different plan territories.

e Available presentation topics include aging and sexual health, social isolation, nutrition, high
blood pressure, Alzheimer's disease, sleep, and obesity, among many others.

CarePlus Link / Conexién CarePlus

Presentations are accessible to CarePlus members from the comfort of their home or web enabled
device. At various dates and times, CarePlus Link (Conexion CarePlus in Spanish) offers a series of phone
and web-based virtual presentations.

e Presentations are live, which are supported and led by a host, and includes a guest
speaker/facilitator for the session.

e CarePlus Link offers the same presentations as the WE Program.

e Four presentations from our STARS team regarding the Member’s Perfect Experience Circle are
featured.

e The Social Services department is featured regularly and presents about state and federal
assistance programs available to members.

e Up-to-date program information, available to members within the CarePlus link booklet, can be
obtained by visiting the CarePlus website at CarePlusHealthPlans.com/Link or by calling Member
Services to have a copy sent by mail.

Remainder of this page intentionally left blank
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BILLING PROCEDURES

Claims submitted for processing should be in a HIPAA-accepted 837P file format and filed electronically
using the CarePlus Payer ID No. 95092 to Availity at Availity.com. If all electronic data interchange (EDI)
methods have failed and the provider has contacted his/her provider services executive, the provider
may then submit the claim on a properly completed CMS-1500 form within the time frame specified by
contract. The approved 1500 claim form accommodates reporting needs for ICD-10 and aligns with
requirements in the Accredited Standards Committee X12 (ASC X12) Health Care Claim: Professional
(837P) Version 5010 Technical Report Type 3.

Patient name

Patient CarePlus ID number (This is not the Medicare Beneficiary Identifier
(MBI))

Group number

Patient date of birth

Patient address and telephone number

Other insurance information

o Insured name

o Insurance name

o Policy/group number

Attach other insurance EOBs to show payment or denial
If patient’s condition is related to:

o Employment (Worker’s Compensation)

o Auto accident

o Other accident

Referring physician (when applicable)
Referring physician’s NPl number
Authorization number (when applicable)
ICD-10 Diagnosis Code(s)

Date(s) of service

Place of service and type of service

CPT-4 HCPC Procedure Codes and (modifiers when applicable)
Charges

Days or units

CHCU-family planning

EMG

COB

Federal Tax Identification Number

Patients account number

Accept assignment—Y or N

Total charges

Amount paid

Balance due

Name of physician or supplier of service

NPl number of physician or supplier of service
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e Billing provider’s NPl number
e Name and address of facility where services were rendered (if other than home or
office)
e Physician name and address, according to the contract
e Plan assigned provider number
e Part B Drug NDC numbers

Reimbursement is due for a covered service and/or if claim is complete for a covered service only when
performance of that covered service is fully and accurately documented in the member’s medical record
prior to the initial submission of any claim.

Providers must submit a corrected claim within 180 days from the date of service or within the specified
time frame outlined in their provider agreement.

Providers are encouraged to submit claims and/or encounters electronically. If you are not currently
submitting electronically, contact your provider services executive to get connected.

A “clean” claim is one that has no defect, impropriety, lack of any required substantiating documentation
or particular circumstance requiring special treatment that prevents timely payment. Failure to submit a
properly completed “clean” claim will delay processing.

EDI Corrections and Reversals REQUIRED

The 837 TR3 defines what values submitters must use to signal to payers that the inbound 837P contains
a reversal or correction to a claim that has previously been submitted for processing. For Professional
837 claims, 2300 CLMO05-3 (Claim Frequency Code) must contain a value from the National UB Data
Element Specification Type List Type of Bill Position 3. Values supported for corrections and reversals are:

e 7 =Replacement of prior claim
e 8 =Void/cancel of prior claim

The following coding MUST BE USED:

e Loop 2300

e Segment CLM05-3 =7

e Segment REFO1 =F8

e Segment REF02 = the 10-digit original document number — no dashes or spaces

PAPER Corrections and Reversals REQUIRED

e Enterin Box 22 Resubmission Code field the frequency code applicable: 7 (replacement of prior
claim) or 8 (void/cancel of prior claim)

e Enterin Box 22 Original REF number field the document number assigned to the
original/previously submitted bill located on the remit advice or ERA.
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For Clinical Trial: CMS billing requirements for Clinical Trial/Registry/Study

For professional claims, the eight-digit clinical trial number is preceded by the two alpha characters of CT
(use CT only on paper claims) must be placed in field 19 of the paper claim form CMS-1500 (e.g.,
CT12345678).

For institutional claims, the eight-digit clinical trial number without the two alpha characters of CT must
be billed with value code ‘D4’ paper claim form CMS-1450 (e.g., 12345678).

For both professional and institutional electronic claims equivalent 837P/8371 in Loop 2300 REFO2(REF01=P4)
(do not use CT on the electronic claim, e.g., 12345678).

When a clinical trial claim includes:
e |CD-10 code Z00.6 (in either the primary or secondary positions) and

e Modifier Q0 (numeral 0 versus the letter O) and/or Q1 (numeral 1 versus the letter i), as appropriate
(outpatient claims only)

OVERPAYMENT OF A PROVIDER

Overpayments include, but are not limited to, situations in which a provider has been overpaid by
CarePlus because of an error in processing, incorrectly submitted claims, an incorrect determination that
the services were covered, a determination that the covered individual was not eligible for services at the
time services were rendered, or another entity is primarily responsible for payment of the claim. In the
event of an overpayment, CarePlus will notify the provider of the refund amount due in writing via mail,
facsimile, or email. The provider is responsible for immediately refunding to CarePlus the overpayment
amount according to the instructions stated in the written notification. If a refund is not issued, CarePlus
may recoup the monies due from any future payments due to the provider.

BALANCE BILLING/MEMBER RESPONSIBILITY

As a member of a Medicare Advantage plan, CarePlus members are not responsible for balances
remaining after payment from the plan is applied to the member’s account. The member’s sole payment
responsibility is for any applicable copayments, coinsurance, deductibles, and noncovered services
provided to such members. Notification that a service is not a covered benefit must be provided to the
member prior to the service and be consistent with CarePlus policy, in order for the member to be held
financially responsible. CarePlus policy requires that the notification include the date and description of
the service, an estimate of the cost to the member for such services, name and signature of the member
agreeing in writing of receiving such services, name and signature of the provider, and be in at least 12-
point font. Documentation of pre-service notification must be included in the member’s medical record
and shall be provided to CarePlus or its designee upon request, within a timely manner to substantiate
member appeals.

In the event of a denial of payment for health services rendered to CarePlus members determined not to
be medically necessary by the plan, a provider shall not bill, charge, seek payment, or have any recourse
against member for such services, unless the member has been advised in advanced that the services are
not medically necessary and has agreed in writing to be financially responsible for those services
pursuant to the above-mentioned CarePlus policy. Please refer to the section titled “Limitations on

652505FL0125 153
H1019 Provider Manual2025



CarePlus

HEALTH PLANS.
Member Liability Related to Plan-directed Care” under “Role of the Primary Care Physician (PCP)” for
additional guidance.

MEDICARE ALLOWABLE FOR UNLISTED SERVICE or PROCEDURE CODE

For claims filed with an “unlisted” service or procedure code and/or with a procedure code that has no
RVU assigned, documentation must include a written description of the service and the appropriate
medical reports related to the service, including the NDC number for drugs or a copy of the invoice for
equipment, if applicable. Unlisted procedure codes are defined as CPT or HCPCS code descriptions that
include one of the following: NOC, NEC, NOS, unlisted, not specified, miscellaneous, or special report.
Each claim will be reviewed manually and CarePlus will assign the allowable fee based on established fees
for comparable services.

In addition, consistent with current Medicare policy for noncovered services, CarePlus will not issue
payment for a particular surgical or other invasive procedure to treat a particular medical condition
when the practitioner erroneously performs: 1) a different procedure altogether; 2) the correct
procedure but on the wrong body part; or 3) the correct procedure but on the wrong patient. CarePlus
also will not cover hospitalizations and other services related to these noncovered procedures.

Claims must be submitted to the correct payer ID number electronically or to the P.O. Box when all EDI
methods have failed. For information on where to send your claims, please refer to the Key Contact List
at the beginning of this manual. The member’s CarePlus ID card also will list the claims address.
Submitting claims to the incorrect address will result in delay of processing. Furthermore, if you do not
receive a payment or denial within 60 days submitting your claim, please contact CarePlus inbound
contact representatives at 1-866-313-7587 to obtain a status update.

EFT/ERA Enrollment Process to Support Healthcare Claim Payments and Remittance Advices

To enroll in EFT/ERA, you must register with Availity. Download the EFT/ERA form via the Availity Portal
and email the completed form to CPHP _EFT ERA ENROLLMENTS@humana.com.

You also can mail your completed form to:
CarePlus Health Plans
Attention: Finance
4030 Boy Scout Blvd., Suite 1000
Tampa, FL 33607

Additional information: CarePlus works with Availity to send ERAs to physicians/providers. Please work with
your system vendor or billing service to enroll in ERA for CarePlus Health Plans. To enroll directly with
Availity:

e Go to Availity.com and enter login credentials.

e Select My Providers | Enrollments Center in the top navigation bar.

e Select Transaction Enrollment under Multi-Payer Enroliments.

e Note: The CarePlus Health Plans payer ID for Availity is 95092.

e Ifyou have questions about the form, please call Availity Client Services at 1-800-282-4548, Monday

— Friday, 8 a.m. — 8 p.m., Eastern time.
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e In addition to EFT/ERA services, Availity provides access to Remittance Viewer Application with the
option to download PDFs of your 835s.

CLAIMS STATUS TELEPHONE QUEUE

CarePlus inbound-contacts representatives will be able to assist you in answering inquiries related to

billing, status and payment of claims. To ensure short wait times, the representatives will review five

accounts per inquiry. You can reach the Claims Status Line at 1-866-313-7587. Hours of operation are
Monday — Friday, 8 a.m. —5 p.m., Eastern time.

To better assist you, there is a secure mailbox for you to retrieve copies of remits without having to place
a phone call. You can send your requests via email to provider.requests@careplus-hp.com. Please make
sure to include a claim number and check information in your email request. This email account is
checked throughout each business day, and a reply to your correspondence will be sent within 72
business hours. If additional information is needed to fulfill your request, you may receive a follow-up
email message requesting the information.

Note: Using this email address with your chosen email solution may provide limited to no security in
protecting confidential information. For that reason, please do not include information that you consider
to be confidential within email messages sent to this email address. If you must send confidential
information, please use your organization’s secure email solution, or utilize our secure fax option
available at 1-813-463-7809.

Remainder of this page intentionally left blank
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MEMBERS ENROLLED IN HOSPICE

What is Hospice?

Hospice is a program of care and support for people who are terminally ill. It is available as a benefit
under Medicare Hospital Insurance (Part A). The focus of hospice is on care, not treatment or curing an
illness. Emphasis is placed on helping people who are terminally ill live comfortably by providing comfort
and relief from pain. Some important facts about hospice are:

e Aspecially trained team of professionals and caregivers provide care for the “whole person,”
including his or her physical, emotional, social, and spiritual needs.

e Services may include physical care, counseling, drugs, equipment, and supplies for terminal illness
and related condition(s).

e Careis generally provided in the home.

e Hospice isn’t only for people with cancer.

e Family caregivers can get support.

When all the requirements are met, the Medicare hospice benefit includes:

e Physician and nursing services

e Medical equipment and supplies

e Outpatient drugs or biologicals for pain relief and symptom management
e Hospice aide and homemaker services

e Physical, occupational, and speech-language pathology therapy services
e Short term inpatient and respite care

e Social worker services

e Grief and loss counseling for the member and his or her family

When a member/patient enrolled in hospice receives care from your practice or facility, it is very
important that all of the care is coordinated with their hospice physician. Once a member is enrolled in
hospice, CarePlus is not financially responsible for any services covered by Medicare regardless of
whether the care is related to the hospice diagnosis, as long as the service provided is a Medicare-
covered benefit. CarePlus enrolls hospice members into a new group effective the first of the month,
following election of hospice, and removes them from the group at the end of the month, if the member
terminates or revokes the hospice benefit. CarePlus will continue to assist in coordination of the
member’s care to the best of its ability; however, the payment process for providers changes.

Claims received by CarePlus for members enrolled in hospice will be denied with the appropriate denial
code except for the following:

e Claims for non-Medicare covered supplemental benefits/added benefits covered by CarePlus (e.g.,
non-Medicare covered transportation, vision, dental, hearing, etc.).

e Claims for preauthorized, non-hospice related services submitted by a participating provider with
a Explanation of Medicare benefits (EOMB) will be processed by CarePlus at the difference
between the Medicare allowable and the provider’s CarePlus contract allowable, minus any
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applicable copayment. NOTE: This section only applies to non-hospice-related services. The
member will be subject to Original Medicare fee-for-service cost-sharing for nonauthorized
services or for services received from a nonparticipating provider.

The table below summarizes the cost-sharing and provider payments for services furnished to a member

who elects hospice:

Type of service

Enrollee coverage
choice

Enrollee cost-sharing

Payments to providers

Hospice program

Hospice program

Original Medicare cost
sharing

Original Medicare

Non-hospice?, Parts A
and B

MA plan or Original
Medicare

MA plan cost-sharing, if
enrollee follows MA
plan rules

Original Medicare?

Original Medicare cost
sharing if enrollee does
not follow MA plan
rules3

Original Medicare

Non-hospice?, Part D

MA Plan (if applicable)

MA plan cost-sharing

MA plan

Supplemental

MA Plan

MA plan cost-sharing

MA plan

Notes:

1) The term “hospice care” refers to Original Medicare items and services related to the terminal illness
for which the member entered the hospice. The term “non-hospice care” refers either to services not
covered by Original Medicare or to services not related to the terminal condition for which the
member entered the hospice.

2) If the member chooses Original Medicare for coverage of covered, non-hospice care, Original
Medicare services and also follows plan requirements, then, as indicated, the member pays plan cost-
sharing and Original Medicare pays the provider. CarePlus must pay the provider the difference

between Original Medicare cost-sharing and plan cost-sharing, if applicable.

3) An HMO member who chooses to receive services out of network has not followed plan rules and
therefore is responsible to pay fee-for-service cost-sharing.

When hospice services are requested by a member, confirmed with CMS, and updated in CarePlus’
system, the member is sent a new enroliment ID card reflecting a new group number beginning with
RH*. This process may take time, depending on when the hospice form is received by CMS and when its

system is updated.

It is important that your staff and/or billing company understands the process required to bill the fiscal
intermediary for CMS for CarePlus members who are enrolled in hospice. Please communicate this
information to your staff and/or billing company as appropriate.

652505FL0125

H1019 Provider Manual2025

157




CarePlus

HEALTH PLANS.

Contact Information for the fiscal intermediary is as follows:

First Coast Service Options Inc.
e Medicare Part A: Provider Contact Center — 1-888-664-4112
- IVR System — 1-877-602-8816

e Medicare Part B: Provider Contact Center — 1-866-454-9007
- IVR System — 1-877-847-4992

Additional Resources:

Medicare Claims Processing Manual — Chapter 11: Processing Hospice Claims
Section 30.4 — Claims from Medicare Advantage Organizations
www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c11.pdf

Medicare Managed Care Manual — Chapter 4: Benefits and Beneficiary Protections
Section 10.4 — Hospice Coverage
www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/mc86c04.pdf

Remainder of this page intentionally left blank
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HOSPICE CPT CODING AND FAQ

How do | bill for hospice services?

Hospice Care: Overview

If one of your patients has a terminal illness, with about six months or less to live, your patient can
choose either standard Medicare coverage or hospice care. When someone chooses hospice benefits,
he/she may continue to rely on a private doctor and at the same time make use of the hospice physician.
As of Aug. 5, 1997, hospice care is available for two 90-day periods and an unlimited number of 60-day
periods during the hospice patient’s lifetime.

Hospice services (including those of the hospice physician) are billed under Part A to the intermediary,
which pays 100 percent of Medicare’s approved charges. Services for an attending physician not
connected to the hospice are billed to the carrier. Such services by an attending physician should be
coded with the GV modifier [MCM 4175.1].

What Medicare Will Pay For

Medicare hospice benefits pay for treatment designed to keep your patient as comfortable as possible.
Attempts to cure the condition that brings your patient to the hospice don’t fall under this benefit. (The
carrier’s medical staff makes the decision about what is and isn’t palliative care). However, you can bill
Medicare for curative treatment that isn’t part of the terminal condition, just as you ordinarily would,
whether you're the patient’s private doctor or you work for the hospice.

CMS requires Medicare beneficiaries with Part D coverage who are under hospice care to get prior
authorization for prescriptions that fall under the following drug classes: analgesics, anti-nauseants (anti-
emetics), laxatives, and anti-anxiety drugs. As previously stated, these medications will be covered under
Medicare Part D only if they are prescribed for diagnoses unrelated to the member’s terminal illness.

Once hospice coverage is elected, the patient isn’t eligible for Medicare Part B services related to the
treatment and management of his/her terminal iliness. One big exception is that professional services of
an attending physician may be billed under Part B. To qualify as an attending physician, the patient must
identify at the time he/she elects hospice coverage, the physician (doctor of medicine or osteopathy)
who has the most significant role in his/her medical care. The attending physician doesn’t have to be
employed by the hospice, and the patient still may be treated by a hospice-employed physician.

Two Paths for Reimbursement

You can bill the carrier for treatment and management of a hospice patient’s terminal illness and get paid
80 percent of the Medicare fee schedule amount (plus the co-insurance and deductible) — as long as you
are the attending physician, and you don’t furnish the services under a payment arrangement with the
hospice. When billing Medicare Part B, make sure to indicate the following in item 19 of the Form CMS-
1500: “Hospice patient. Dr. is the attending physician and is not employed by the hospice.”
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However, if you furnish the services related to a hospice patient’s terminal illness under a payment
arrangement with the hospice, such services are considered hospice services and are billed by the
hospice to the fiscal intermediary. (You don’t bill the carrier). Hospice physician services are paid by the
hospice intermediary at 100 percent of Medicare approved charges.

To bill properly, as of Dec. 21, 2000, a physician must certify that the patient is terminally ill, which is
defined as having a medical prognosis of a life expectancy of six months or fewer if the illness runs its
normal course [42 CFR §418.3; Program Memo AB-02-009].

Revoked or Exhausted Benefits

If the patient’s hospice benefits have been revoked or exhausted, the carrier will pay all medically
necessary physician services (even to hospice-employed physicians) at the regular fee schedule amount
[MCM 4175], 4175.1].

Modifiers for Special Situations in Hospice
Special modifiers should be used for the following circumstances [MCM 4175.1, 4175.2]:

e [fanother physician covers for the designated attending physician, the services of the substituting
physician are billed by the designated attending physician under the reciprocal or locum tenens
billing instructions [MCM 3060.6, 3060.7 see Locum tenens, reciprocal billing chapter]. In such
instances, the attending physician bills using the GV modifier and either the Q5 or Q6 modifier.

e Medically necessary Part B services that physicians furnish to patients after their hospice benefits
are exhausted or revoked should be billed without the GV or GW modifiers.

e Services unrelated to a hospice patient’s terminal condition should be coded with the GW
modifier “service not related to the hospice patient’s terminal condition.”

Don’t Bill DME, Supplies or Therapy for Terminal Condition
DME, supplies, and independent speech and physical therapy claims related to the hospice patient’s

terminal condition are not payable by Part B. The hospice is required to bill and be paid for such services
through its intermediary [MCM 4175.4].

Remainder of this page intentionally left blank
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CLAIMS AUDITS

CarePlus reserves the right to audit all claims, itemized bills, and applicable medical records
documentation for billing appropriateness and accuracy.

Payment integrity review:

CarePlus operates a payment integrity review program to facilitate accurate claim payments and
detect/prevent fraud, waste, and abuse. CarePlus will review claim payments within 24 months from the
last date of claim payment, except in cases of fraud or waste and abuse.

CarePlus will conduct select medical record review on pre-payment and post-payment basis. The pre and
post payment review processes will be requested based on Medicare criteria and Medicare and AMA
coding requirements (an example of items reviewed include, but are not limited to, records to
substantiate coding and charges, incorrect code selection, unit errors, duplicate charges, codes not
supported by the diagnosis, items not separately payable, etc.). These reviews will confirm that the most
appropriate and cost-effective supplies were provided and that the records document the medical
necessity, setting and level of service that was provided to the patient is supported by the records.

The Treatment, Payment and Health Care Operations (TPO) exception under the HIPAA Privacy Rule (45
CFR 164.506) allows the release of medical records containing protected health information (PHI)
between covered entities without additional authorization for the payment of healthcare claims.
Healthcare professionals who believe that an additional release authorization for this review is necessary
should obtain from CarePlus members their authorization for release of the medical records to CarePlus,
along with the healthcare professional’s consent-to-treatment forms, or the requirement will be waived
if permitted by law.

Below you will find a description of the pre-payment, post-payment, and dispute process of the CarePlus
payment integrity program.

e Pre-payment review, CarePlus (or its designee) will request medical records to document and
support the codes and charges billed. An initial request letter will be sent requesting the medical
records be submitted within 45 days of the request. Three additional attempts will be made to
obtain records; eight weeks from the initial request date a remittance advice will be sent to the
provider denying the claim due to lack of medical records. Records that are received within the
time frame will be reviewed and a remittance advice will be sent to the provider and the claim
adjusted accordingly.

e Post-payment review, CarePlus (or its designee) will request medical records to document and
support the codes and charges billed.

o Aninitial request letter will be mailed to the provider requesting that the records be provided
within 45 days from the date of the letter. A final notice will be sent to the provider allowing
an additional 45 days from the date of the letter. A refund request letter will be sent to the
provider if the records are not received within 45 days of the final request for medical records
request. The provider will have 45 days from the date on the refund request letter to send a
refund check before the paid amount of the claim is recouped due to medical records not
received. Review of medical records received within the time frame will be completed, if an
overpayment is found, a refund request will be sent. If a refund is not received within 45 days,
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the paid amount of the claim will be recouped. If an underpayment is found, notice will be
sent to the provider to submit a corrected claim for additional payment.

e The following only applies to disputes concerning Provider Payment Integrity’s (PPI) medical
record review findings made during the post-payment review of a claim. Providers are offered up
to two opportunities to dispute the medical record review findings (Levels One and Two). Dispute
requests are reviewed by licensed or certified personnel who were not the individuals who made
the initial findings.

o Please submit all levels of disputes to the following address or fax number:
Humana Provider Payment Integrity Disputes
P.O. Box 14279
Lexington, KY 40512-4279
Fax: 888-815-8912

Level One

o Level One disputes will be reviewed by licensed or certified personnel appropriate for the
claim type (certified coder, physician, registered nurse, pharmacist, etc.). These personnel are
different from the individuals who made the initial findings and those who conduct Level Two
reviews.

Level Two

o Level Two disputes must be submitted within 60 calendar days from the date of the Level One
dispute determination letter. Level Two disputes may be reviewed by an independent and
external third-party entity.

o The third-party entity differs from those who conducted prior reviews. The entity is URAC-
accredited with an expansive network of actively licensed medical doctors and coders certified
by the American Academy of Professional Coders or the American Health Information
Management Association.

o Notwithstanding the foregoing, all disputes must be submitted within the specific time frames
set out in any applicable contract or as otherwise required by applicable federal or state law.

o Unless otherwise stated in the contract, an in-network qualified healthcare provider may
submit a dispute request within 18 months from the receipt of the original claim
determination. An out-of-network qualified healthcare provider may submit a dispute request
within 180 days from the receipt of the original claim determination.

o If a provider does not submit a written request to dispute the review findings or if their
request is not received within the required time frame, the original review findings will be
final.

e On-site review, CarePlus or the designee will contact the healthcare professional’s review
representative to schedule an on-site review. The healthcare professionals are asked to respond
to a scheduling request within 30 days of receipt of the request and schedule the review on a
mutually agreed date and time and submit an itemized bill prior to the visit, if requested. The
healthcare providers should respond to a scheduling request within 30 days of receipt of the
request and schedule the review on a mutually agreed upon date and time. If a scheduled date is
not confirmed by the provider within 30 days of the initial request, CarePlus or the designee will
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attempt to contact the facility via phone, email, or letter. If there is still no response, two
additional attempts will be made (30 days apart). If CarePlus or its designee is still unsuccessful at
scheduling a date for the post-pay on-site review after these attempts, a denial may be issued for
all review-related claims. Once the review has been scheduled, the denial will be reversed and the
claims will be processed, providing that the scheduled date is within applicable contractual and
federal guidelines.

CarePlus or the designee will notify the healthcare professional of the review results of the
on-site review via letter or by conducting exit conferences within 30 days from the date
CarePlus or its designee completes the review (or on an alternative agreed-upon date).

e Disputes, providers not in agreement with the explanation or findings may dispute in writing with
the reason for the dispute and complete medical records for the services being disputed. CarePlus
will not accept a payment integrity dispute after 12 months from the final notice of request for
medical records related to a pre or post payment medical records denial. Notwithstanding the
foregoing, all disputes must be submitted within the specific time frames set out in any applicable
contract or as otherwise required by applicable federal law. If you do not submit a written request
to dispute the review findings or if your request is not received within the required time frame,
the original review findings will be final.

Disputes should be mailed to:
CarePlus Health Plans, Inc.
P.O. Box 14697
Lexington, KY 40512

Interim bills: Interim bills will not be accepted for MS-DRG or APC Claims. To properly adjudicate a claim
paid on a Medicare Allowable basis, the patient must be discharged.

Itemized statements: CarePlus may require itemized statements as deemed necessary and appropriate.

Note: CarePlus may contract with vendors to conduct audits on the plan’s behalf.

Remainder of this page intentionally left blank
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COORDINATION OF BENEFITS AND SUBROGATION

As a participating provider, CarePlus requires that you notify the plan of any third-party information you
may have received and that you assist the plan in complying with the Medicare secondary payer rules. In
addition, if you are notified of a Medicare set-aside plan, please notify CarePlus immediately.

CarePlus is subject to the rules and regulations as defined by the Social Security Act and the CMS
Medicare Secondary Payment (MSP) provision. MA organizations are allowed four provisions in which
Medicare is considered a secondary payer.

Employer group health plans (EGHP) and large group health plans (LGHP)
Liability insurance plans

No-fault insurance plans

Workers’ Compensation plans (WC)

HwnN e

Employer Group Health Plans (EGHP)
Policy: Coverage under a health plan offered by an employer in which a Medicare beneficiary is covered
as:

1. An employee (age 65 or older) or
2. Asadependent under another subscriber (of any change) covered under such plan

NOTE: Medicare is the secondary payer for beneficiaries assigned to Medicare under the ESRD benefit for
up to 30 months beginning when the individual becomes eligible for Medicare, if the beneficiary was not
otherwise eligible due to age or disability

Liability Insurance and No-fault Insurance

Policy: Types of liability include, but are not limited to, automobile liability, malpractice, homeowner’s
liability, product liability and general casualty insurance. Medicare is considered the secondary payer to
all liability and no-fault insurance providers.

Workers’ Compensation (WC)

Policy: Medicare does not coordinate benefits with Workers” Compensation payers. Workers’
Compensation assumes full liability for the payment of items and services related to a claim meeting
coverage requirements.

When a member has coverage, other than with CarePlus, which requires or permits coordination of
benefits from a third-party payer in addition to CarePlus, CarePlus will coordinate its benefits with such
other payer(s). In all cases, CarePlus will coordinate benefits payments in accordance with applicable laws
and regulations and in accordance with the terms of its health benefits contracts. When permitted to do
so by such laws and regulations and by its health benefits contracts, CarePlus will pay the lesser of: (i) the
amount due under the prevailing agreement; (ii) the amount due under the prevailing agreement less the
amount payable or to be paid by the other payer(s); or (iii) the difference between allowed billed charges
and the amount paid by the other payer(s). In no event, however, will CarePlus, when it is a secondary
payer, pay an amount, which, when combined with payments from the other payer(s), exceeds the rates
set out in the prevailing agreement; provided, however, if Medicare is the primary payer, CarePlus will, to
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the extent required by applicable law, regulation, or CMS Office of Inspector General (OIG) guidance, pay
the provider an amount up to the amount CarePlus would have paid, if it had been primary, toward any
applicable unpaid Medicare deductible or coinsurance.

Recovery: Providers and CarePlus must use reasonable efforts to determine the availability of other
benefits, including other party liability, and to obtain any information or documentation required by
CarePlus and the provider to facilitate coordination of such other benefits. Upon request by CarePlus,
providers must provide CarePlus with a copy of any standard provider forms used to obtain the necessary
coordination of benefits information.

Payment Adjustment: Providers and CarePlus must submit retroactive adjustment to the payment

including but not limited to, claims payment errors, data entry and incorrectly submitted claims, to
recovery of over/under payment process.

Remainder of this page intentionally left blank
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PARTICIPATING PROVIDER GRIEVANCES AND REQUESTS
FOR CLAIMS RECONSIDERATION

Participating providers can submit a complaint to CarePlus to express dissatisfaction with the plan and to
request reconsiderations of a claim denial or payment amount.

Requests for Review of Denied Claims: Participating providers can request a review of service or claim
payment denials by the Plan. To obtain a review, providers should call CarePlus provider services queue
at 1-866-313-7587 or the number that is listed on the back of the Member’s ID card, or send a written
request to the CarePlus claims address at P.O. Box 14697, Lexington, KY 40512-4697.

Provider Claims Reconsideration Process: If, upon receipt of an initial claim determination from CarePlus
via electronic or paper Remittance Advice, the provider disagrees with the determination made by
CarePlus and would like to request a reconsideration/reopening of the issue, providers may do so by
contacting CarePlus via written correspondence to the mailing address:

CarePlus Correspondence
P.O. Box 14697
Lexington, KY 40512-4697

When submitting a written request for reconsideration/reopening the following information must
accompany the request: provider name and Tax ID, member name and identification number, date of
service, claim number, name of the provider of services, charge amount, payment amount, and a brief
description of the basis for the contestation. In addition, be sure to include any relevant supporting
documentation (medical records, copy of invoice, etc.).

If a provider has a grievance regarding any aspect of CarePlus operations, the provider should first
contact their designated provider services executive to discuss the matter. In the event a provider wishes
to submit a formal grievance or request a second-level review of a previously reviewed claim denial or
payment dispute, the provider must document in writing the circumstances and forward to his or her
designated provider services executive at:

CarePlus Health Plans Inc.
Attn: Provider Operations department
P.O. Box 277810
Miramar, FL 33027

The letter will be reviewed by the provider operations department and other plan departments as
required to make a determination. A response will be sent within 60 days after receipt of the letter.

Note: The above provisions of this section are to be considered as separate and distinct from the
arbitration provisions set forth in provider’s Agreement.
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Important Note for Delegated Providers:
Claim issues or provider disputes must be submitted directly to the delegated entity and reviewed by the

delegated entity’s claim resolution process. For additional details, please refer to the delegated entity
you are affiliated to and/or your participating provider agreement with said entity.

Remainder of this page intentionally left blank
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MEMBER GRIEVANCES AND APPEALS

CarePlus is mandated to meet CMS requirements for processing member grievance and appeals. This
information is provided to you so that you may assist CarePlus members with this process, should they
request your assistance. CarePlus has a designated department and representatives who handle all
member grievances and appeals.

GRIEVANCE PROCESS

A grievance is an expression of dissatisfaction with any aspect of the operations, activities, or behavior of
CarePlus or its providers in the provision of health care, or prescription drugs services or benefits,
regardless of whether any remedial action is requested.

A grievance may be filed by a member or his or her representative, either orally or in writing to CarePlus.
The Grievance or Appeal Form is available for download from our website at
CarePlusHealthPlans.com/Grievance.

The member/ representative may also call our Member Services department at 1-800-794-5907
(TTY: 711) to request a Grievance or Appeal Form. The written grievance request may be submitted to
the Grievance and Appeals department at the following address or fax number:

CarePlus Health Plans
Attention: Grievance & Appeals department
P.O. Box 277810
Miramar, FL 33027
Fax: 1-800-956-4288

If the Grievance or Appeal Form is not used, the member/representative has the right to submit his/her
own written request to CarePlus. At minimum, the following information must be provided:

e Member’s name, address, phone number, and identification number
e Details of the issue

e Previous contact with CarePlus

e Date of service/occurrence

e Provider name (if applicable)

e Description of relief sought

e Member’s signature or that of the authorized representative

e Date grievance was signed.

Otherwise, the member/representative can call CarePlus’ Member Services at

1-800-794-5907 (TTY: 711) and have the information detailed above ready for the Member Services
representative. From Oct. 1 to March 31, we are open seven days a week, from 8 a.m. to 8 p.m. From
April 1- Sept. 30, we are open Monday — Friday, 8 a.m. -8 p.m.

CarePlus reviews grievances and notifies the member and/or representative of its resolution as
expeditiously as the member’s health requires, but no later than 30 calendar days from the date the
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grievance is received for standard grievances or within 24 hours for expedited grievance requests.

e The time frame for a standard grievance may be extended an additional 14 calendar days if either
the member or member’s representative requests an extension, or if CarePlus justifies the
necessity for additional information and documents that the extension is in the best interest of
the member.

A quality-of-care grievance may be filed through CarePlus’ grievance process (listed above) and/or a
quality improvement organization (QIO). The quality-of-care grievance review will determine whether the
quality of services (including inpatient and outpatient services) provided by CarePlus or a provider meets
the professionally recognized standards of healthcare, including whether appropriate healthcare services
have been provided or have been provided in appropriate settings. QIO submissions must be sent to
Acentra Health, Florida’s Beneficiary and Family-Centered Quality Improvement Organization (BFCC-QIO)
at:

Acentra Health
Beneficiary and Family-centered Care Quality Improvement Organization (BFCC-QIO)
5201 W. Kennedy Blvd., Suite 900
Tampa, FL 33609
Toll-free phone: 1-888-317-0751
(TTY): 711
Fax: 1-844-878-7921

Representatives filing on behalf a member

e Arepresentative is an individual appointed by a member, or authorized under state or other
applicable law, to act on behalf of a member involved in an appeal or grievance. Unless otherwise
provided in the applicable law, the representative will have all of the rights and responsibilities of
a member in filing a grievance, or in dealing with any of the levels of the appeals process.

e A member may appoint any individual (such as a relative, friend, advocate, attorney) to act as his
or her representative. However, if a member wishes to appoint a representative to act on his or
her behalf, the member must submit a written representative statement to CarePlus. The
Appointment of Representative Form is preferred and can be found on the CarePlus website at
CarePlusHealthPlans.com/Representative but a member may submit an equivalent written notice
to make the appointment. A notice is equivalent if it:

- Includes the name, address, and telephone number of the member

- Includes the member’s Medicare Beneficiary Identifier (MBI) or CarePlus member number
- Includes the name, address, and telephone number of the individual being appointed

- Includes the appointed representative’s professional status or relationship to the party

- Includes a written explanation of the purpose and scope of the representation

- Contains a statement that the member is authorizing the representative to act on his or
her behalf for the claim(s) at issue, and a statement authorizing disclosure of individually
identifying information to the representative

Is signed and dated by the member making the appointment
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- Issigned and dated by the individual being appointed as representative, and is
accompanied by a statement that the individual accepts the appointment

e Unless revoked, the representation is valid for one year from the date the appointment is signed
by both the member and the representative.

NOTE: A provider or physician may not charge a member for representation in filing a grievance,

organization/coverage determination or appeal. Administrative costs incurred by a representative during
the appeals process are not reasonable costs for Medicare reimbursement purposes.

Remainder of this page intentionally left blank
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MEDICARE APPEALS PROCESS

An appeal includes any of the procedures that deal with the review of adverse initial determinations
made by CarePlus on healthcare services or prescription drug benefits a member believes he or she is
entitled to receive, including delay in providing (when a delay would adversely affect the health of the
member), arranging for, or approving the healthcare services/drug coverage, or any amounts the
member must pay for a service or drug.

Appeal levels:
There are five levels of Medicare appeals:

1. Reconsideration (Part B and C)/ Redetermination (Part D)

2. Independent Review Entity (IRE): MAXIMUS Federal (Part C) and C2C Innovative Solutions Inc.
(Part D).

3. Hearing by an administrative law judge (ALJ) or attorney adjudicator if the amount in controversy
is met

4. Medicare Appeals Council (Council)

5. Judicial review if the amount in controversy is met

Medical care: includes medical items and services (Medicare Part C) as well as Medicare Part B
prescription drugs. In some cases, different rules apply to a request for a Part B prescription drug. Please
refer to the time frames listed below to see how Part B prescription drugs are different from the time
frames for Part C medical items and services.

A reconsideration is an appeal to CarePlus about a medical care coverage decision. This is the member’s
first step in the appeals process which involves the review of an adverse organization determination, the
evidence and findings upon which it was based, and any other evidence submitted or obtained.

A redetermination is an appeal to CarePlus about a Part D prescription drug coverage decision. This is the
member’s first step in the appeals process, which involves CarePlus re-evaluating an adverse coverage
determination, the findings upon which it was based, and any other evidence submitted or obtained.

Requesting a standard reconsideration/redetermination:
A member, member’s representative, or treating physician (subject to the notice requirements listed
below) may request a standard reconsideration/redetermination by filing a written request with

CarePlus.

The written request may be submitted to the Grievance and Appeals department at the following address
or fax number:

Part C Reconsideration Requests Part D Redetermination Requests

CarePlus Health Plans CarePlus Health Plans

Attention: Grievance & Appeals department Attention: Grievance & Appeals department
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P.O. Box 277810 P.O. Box 14165
Miramar, FL 33027 Lexington, KY 40512-4165
Fax: 1-800-956-4288 Fax: 1-877-556-7005

Completion of the Grievance or Appeal Form is preferred, but the requestor may submit his or her own
form as long as it contains the following information:

Member’s name, address, telephone number, and member ID number
Reasons for the appeal, including identifying which denial is being appealed
Provider name and contact information
Requestor’s name and signature (optional) unless proof of authorized status is necessary
Date the appeal was signed
Submission of any supporting evidence
For prescription drug requests:
«  Prescription drug being requested
- If the appeal relates to a decision by CarePlus to deny a drug that is not on CarePlus’
formulary, the physician/prescriber must indicate that all the drugs on any tier of
CarePlus’ formulary would not be as effective to treat the member’s condition as the
requested off-formulary drug or would harm the member’s health.

O O O O O O O

The Grievance or Appeal Form is available for download from our website at
CarePlusHealthPlans.com/Resources. You may also contact our Member Services department to request
a Grievance or Appeal Form.

For Part D appeals, the Medicare Part D Redetermination Request Form is available for download on our
website at CarePlusHealthPlans.com/Members/Member-Rights/Appeals. You may also contact our
Member Services department to request a redetermination request form.

Standard reconsideration/redeterminations requests from physicians:

e A physician who is providing treatment to a member may, upon providing notice to the member,
request a standard reconsideration/redetermination on the member’s behalf without submitting
a representative form.

o If the reconsideration/redetermination comes from the member’s PCP within CarePlus’
network, no member notification is required.

o If the reconsideration/redetermination comes from either a physician within CarePlus’
network, or a non-contracted physician, and the member’s records indicate he or she
visited the physician at least once before, CarePlus can assume the physician has informed
the member about the request and no further verification is needed.

o Ifit appears to be the first contact between the physician requesting the reconsideration/
redetermination and the member, CarePlus will need to confirm that the physician
notified the member about his/her reconsideration/redetermination request.

Note: Contracted providers do not have appeal rights. Contracted provider disputes involving plan
payment denials are governed by the provider dispute provisions in the contract between the provider
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and CarePlus (refer to Participating Provider Grievances and Requests for Claims Reconsideration for
details).

Requesting expedited reconsiderations/redeterminations:

e A member, member’s representative, or any physician/prescriber regardless of whether they are
affiliated with CarePlus, may request that CarePlus expedite a reconsideration/redetermination in
situations where applying the standard time frame could seriously jeopardize the member’s life,
health, or ability to regain maximum function.

e A physician/prescriber does not need to be an authorized representative to request an expedited
appeal on behalf of the member.

Note: A request for payment of a service already provided to the member is not eligible to
be reviewed as an expedited appeal.

e Torequest an expedited reconsideration/redetermination, the member, member’s
representative, or physician/prescriber must submit an oral or written request (See Requesting a
standard reconsideration/redetermination section above for necessary items) directly to CarePlus
by either calling CarePlus (Part C Reconsiderations: 1-800-794-5907/ Part D Redeterminations:
1-800-451-4651) or mailing/ faxing the request at the contact information noted above.

Note: While exact words are not required, the physician/prescriber must indicate that applying
the standard time frame could seriously jeopardize the life or health of the member, or the
member’s ability to regain maximum function. If CarePlus receives this expedited request from a
physician/prescriber, then we will process the appeal under expedited time frames.

Time frames:

e Areconsideration/redetermination request must be filed within 65 calendar days from the date
of the notice of the organization/coverage determination (initial denial).

- CarePlus will extend a time frame for filing a reconsideration/redetermination only if good
cause is shown. A request for good cause must be submitted in writing and state why the
request was not filed on time. Good cause will be determined on a case-by-case basis.

e CarePlus will render a decision as expeditiously as the member’s health requires but no later than:

- Part Creconsiderations
o 72 hours for expedited reconsiderations
o 30 calendar days for standard requests for an item or service reconsiderations
o 60 calendar days standard payment reconsiderations
- Part B drug requests
o 72 hours for expedited requests
o 7 calendar days for standard requests
- Part D redeterminations
o 72 hours for expedited redeterminations
o 7 calendar days for standard redeterminations
o 14 calendar days for standard payment redeterminations
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NOTE: In some cases, time frames for standard/expedited reconsiderations (Part C only) may be
extended if either the member or member’s representative requests an extension, or if CarePlus

justifies the need for additional information and documents that the extension is in the best
interest of the member.

Further appeal levels:

If the adverse organization/coverage determination is upheld by CarePlus, the member or member’s
representative can seek additional review from the subsequent appeal levels.

e For medical care, a treating physician can request an organization determination or a Level 1
appeal on the member’s behalf without being a representative. If the appeal is denied at Level 1,
it will be automatically forwarded to Level 2. To request any appeal after Level 2, the physician
must be appointed as the member’s representative.

e For Part D prescription drugs, the physician or other prescriber can request a coverage
determination, Level 1, or Level 2 appeal on the member’s behalf. To request an appeal after
Level 2, the physician or prescriber must be appointed as the member’s representative.

Remainder of this page intentionally left blank
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MEDICAID APPEALS PROCESS

Members enrolled in CareNeeds Plus (HMO D-SNP) may appeal the plan’s denial of “wrap” benefits
available to QMB+, SLMB+, and FBDEs per CarePlus’ contract with the state of Florida.

Requesting an appeal

e A member, authorized representative, or legal representative of the state may request an appeal
orally or in writing by either calling CarePlus’ Member Services department or mailing/ faxing the
request at the contact information noted above (under CarePlus Health Plans).

e A physician/prescriber must be appointed as the member’s authorized representative to request
an appeal on behalf of the member.

Time frames:

An appeal must be filed within 65 calendar days from the date of the notice of adverse benefit
determination (initial denial).

CarePlus will render a decision as expeditiously as the member’s health requires but no later than:
e 72 hours for expedited appeals
e 30 calendar days for standard appeals

NOTE: In some cases, time frames for the appeal may be extended if either the member or member’s
representative requests an extension, or if CarePlus justifies the need for additional information and
documents that the extension is in the best interest of the member.

Further appeal levels:

If the appeal is upheld by CarePlus, the member or member’s representative can seek additional review
by requesting a State Fair Hearing through the Agency for Health Care Administration (AHCA) Medicaid
Hearing Unit within 120 calendar days from the date listed on the plan’s appeal decision letter. The State
Fair Hearing Officer will review the appeal and issue a decision.

If the member is receiving services during the plan appeal and qualifies for a continuation of services, the

member can file a request for the services to continue no later than 10 calendar days from the date of
the appeal decision letter.

Remainder of this page intentionally left blank
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CAREPLUS COVERED BENEFITS

Please refer to a member’s EOC for a complete list of member benefits and specific descriptions which
may vary by plan. Please refer to CarePlus’ PAL at CarePlusHealthPlans.com/PAL for items and services that
require authorization.

PHYSICIAN/PROFESSIONAL OFFICE VISITS

Medical and surgical care in a physician’s or other medical professional’s office.

ROUTINE PHYSICAL EXAM

Members are covered for an annual comprehensive exam in addition to any Medicare-covered annual
exams. Any labs or diagnostic procedures ordered as a result of this exam are covered as separate
services according to the member’s plan benefits.

EMERGENCY/URGENT SERVICES

An emergency medical condition is a medical condition manifesting itself by acute symptoms of sufficient
severity (including severe pain) such that a prudent layperson, with an average knowledge of health and
medicine, could reasonably expect the absence of immediate medical attention to result in:

e Serious jeopardy to the health of the individual or, in the case of a pregnant woman, the health of
the woman or her unborn child

e Serious impairment to bodily functions

e Serious dysfunction of any organ or part

Emergency services are covered inpatient and outpatient services that are:

e Furnished by a provider qualified to furnish emergency services, and
e Needed to evaluate or stabilize an emergency medical condition

Urgently needed services are covered outpatient services that are provided:

e When a member is temporarily absent from the plan’s service area when the services are
medically necessary and immediately required (treatment should not be postponed but it’s not an
emergency situation), or

e Asaresult of an unforeseen illness, injury, or condition, or

e When a member is in the plan’s service area and in need of immediate, medically necessary
treatment, but the CarePlus’ provider network is temporarily unavailable or inaccessible (e.g. care
is needed after provider’s normal business hours or when member’s provider is away from office
for extended period, and it is not reasonable to postpone treatment, given the circumstances).

CarePlus will cover emergent/urgent medical care including emergency transportation anywhere in the
world.
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OUTPATIENT HOSPITAL OBSERVATION

Observation services are outpatient services provided in a hospital setting to determine if admittance to
the hospital as an inpatient is necessary or if the patient may be discharged. Overnight stays in the hospital
may be considered as outpatient observation. Only room/board and nursing/monitoring services are
included in the costs of an outpatient hospital observation visit. Physician and any diagnostic services are
billed separately. Written orders from a state licensed provider is required for coverage of observation
services.

HEARING

MEDICARE-COVERED SERVICES: Covered services include diagnostic hearing and balance
evaluations furnished by a physician, audiologist or other qualified provider to determine if
medical treatment is required. Members may receive audiology services furnished personally by
an audiologist without a physician/non-physician practitioner (NPP) order for non-acute hearing
assessment unrelated to disequilibrium, or hearing aids, or examinations for the purpose of
prescribing, fitting, or changing hearing aids. The service may be performed once every 12
months, per beneficiary.

SUPPLEMENTAL ROUTINE SERVICES: Coverage for hearing service varies according to the county
and plan. Hearing discounts are described in the Valued-Added Items and Services (VAIS) brochure.

HOME HEALTHCARE

Home healthcare services will be covered when a member meets all of the following criteria:

e Confined to home

e Under a plan of treatment with a written physician order established and periodically reviewed by
a physician

e Home health agency approved by the Medicare program

¢ Inneed of intermittent skilled nursing care, physical therapy, speech therapy, or occupational
therapy.

INPATIENT HOSPITAL SERVICES

Inpatient hospital services include all items and medically necessary services that provide appropriate
care during a stay in a participating hospital. These services include room and board, nursing care,
medical supplies, and all diagnostic and therapeutic services. CarePlus shall be responsible for Part A
inpatient care to members who, at the time of disenrollment, are under inpatient care until the time of
his/her discharge. Member cost-shares vary by plan, benefit period, and number of days spent in the
hospital.

CarePlus shall not be responsible for coverage of Part A inpatient services for inpatient care already being
provided at the time of enrollment of a member. Hospitals and providers should bill either the member’s
insurance carrier prior to CarePlus or Medicare directly.
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LABORATORY SERVICES

Laboratory services are ONLY provided by Laboratory Corporation of America (Labcorp).

OUTPATIENT SERVICES

Outpatient services may include the following services provided in an outpatient hospital setting or free-
standing facility: therapeutic, radiological and diagnostic procedures and tests such as labs, x-rays,
mammograms, colonoscopies, advanced imaging, nuclear medicine, and radiation therapy; surgical
services and supplies, wound care, and hyperbaric oxygen treatments; sleep studies; emergency services;
as well as mental health care and substance abuse services, including Opioid treatment services. Covered
services and member cost-sharing varies by plan.

VISION CARE (MEDICARE-COVERED)

Includes outpatient physician services for the diagnosis and treatment of diseases and injuries of the eye,
including treatment for age-related macular degeneration and cataracts, glaucoma and diabetic
screenings.

Includes one pair of eyeglasses or contact lenses after each cataract surgery. See the EOC or contact
CarePlus for specific limitations and exclusions.

VISION SERVICES (ROUTINE)

Vision services vary according to the county and plan. Vision discounts are described in the VAIS
brochure. Please contact CarePlus for additional details. Please refer member inquiries to CarePlus’
Member Services department.

MEDICARE PART B PRESCRIPTION DRUGS

These drugs are covered under Part B of Original Medicare. A Part B medication request (also known as
buy and bill) is when the physician obtains the medication from any drug provider and bills CarePlus. Buy
and Bill (physician purchased injectable/infusible drugs) will continue to be processed by the CarePlus
Precertification Department.

Members of CarePlus receive coverage for the following drugs through our plan. Some limitations,
restrictions, and/or member cost-share may apply.

e Drugs that usually are not self-administered by the patient and are injected or infused in a
professional setting

e Drugs that are taken using DME (i.e., nebulizers or infusion pump) that were authorized by the
plan

e Clotting factors, administered through injections if member has hemophilia

e Immunosuppressive drugs, if the patient was enrolled in Medicare Part A at the time of the organ
transplant.

e Injectable osteoporosis drugs if:
o The member is a woman with osteoporosis who meets the criteria for Medicare home health

benefit
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o The member has a bone fracture and a doctor certifies it was related to post-menopausal
osteoporosis

o A doctor certifies that the drug cannot be self-administered

e Antigens if they’re prepared by a doctor and are given by a properly instructed person (who could
be the patient) under appropriate supervision

e Certain oral anti-cancer drugs and anti-nausea drugs

e Certain drugs for home dialysis, including heparin, the antidote for heparin when medically
necessary, topical anesthetics and erythropoiesis-stimulating agents (e.g.., Epogen®, Procrit’,
epoetin alfa, or darbepoetin alfa)

e Intravenous immune globulin for the home treatment of primary immune deficiency diseases

DRUG REPLACEMENT (WHITE-BAG) MEDICATIONS

All requests for injectable or infusible drugs that are obtained from the patient's pharmacy with a
prescription and that are shipped directly to the provider’s office for administration, will be billed under
the patient’s Part D benefit. These are called drug replacement or white-bag medications and are
processed by the CarePlus Pharmacy Department.

If the drug requires a coverage determination, you may contact our CarePlus Pharmacy Utilization
Management Unit in one of the following ways:

e Send the request electronically via covermymeds® at www.covermymeds.com/main/prior-
authorization-forms/careplus/.

e C(Call 1-866-315-7587, Monday — Friday, 8 a.m. — 8 p.m., Eastern time. You may also leave a
voicemail after hours.

e Faxthe request, along with applicable supporting documentation, to 1-800-310-9071.

Please indicate on the coverage determination form that the medication request is a drug replacement
request.

The procedural codes for the administration and office visit will continue to be processed by the CarePlus
Precertification Department. Please submit your request utilizing the Health Services Preauthorization
Form to one of the fax numbers indicated at the bottom of the form.

MEDICARE PART D PRESCRIPTION DRUGS

COVERED: All Medicare drug plans are required to have formularies that address all medically necessary
drugs. Plans are required to cover almost all drugs within these protected classes: anti-neoplastics, anti-
HIV/AIDS drugs, immunosuppressant, anti-psychotics, anti-depressants, and anti-convulsants.

NOT COVERED:
There are three general rules about drugs that Medicare drug plans will not cover under Part D:

e Our plan‘s Part D drug coverage cannot cover a drug that would be covered under Medicare Part
A or Part B.
e QOur plan cannot cover a drug purchased outside the United States and its territories.
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e Our plan usually cannot cover off-label use. “Off-label use” is any use of the drug other than those
indicated on a drug’s label as approved by the Food and Drug Administration. Coverage for “off-
label use” is allowed only when the use is supported by certain reference books. These reference
books are the American Hospital Formulary Service Drug Information, the DRUGDEX Information
System, for cancer, the National Comprehensive Cancer Network and Clinical Pharmacology, or
their successors.

Also, by law, there are certain types of drugs that Medicare must exclude from Part D:

e Non-prescription drugs (also called over-the-counter drugs)

e Drugs used to promote fertility

e Drugs used for the relief of cough or cold symptoms

e Drugs used for cosmetic purposes or to promote hair growth

e Prescription vitamins and mineral products, except prenatal vitamins and fluoride preparations

e Drugs used for the treatment of sexual or erectile dysfunction

e Drugs used for treatment of anorexia, weight loss, or weight gain

e Outpatient drugs for which the manufacturer seeks to require that associated tests or monitoring
services be purchased exclusively from the manufacturer as a condition of sale

For your patients who have Medicare and Medicaid, check with your state Medicaid program as most
programs are continuing to cover all or some of these excluded drugs. For full duals enrolled in CarePlus
Dual Eligible Special Needs Plans, any Part D excluded drugs included on Florida Medicaid’s Prescription
Drug List is covered by CarePlus.

*Some CarePlus plans cover some of the excluded erectile dysfunction drugs. Please contact the plan for
details. You can access the CarePlus Prescription Drug Guides on our website at
CarePlusHealthPlans.com/PrescriptionDrugGuides.

**Some CarePlus plans also cover certain prescription vitamins: Folic acid 1 mg, vitamin D2 50,000 units,
and injectable B-12 (cyanocobalamin). Please contact the plan for details. You can access the CarePlus
Prescription Drug Guides on our website at CarePlusHealthPlans.com/PrescriptionDrugGuides.

MENTAL HEALTHCARE SERVICES — INPATIENT

Coverage is provided but varies for inpatient mental healthcare provided for patients confined to an
acute care facility or a psychiatric facility.

e Acute care facility/general hospital coverage for mental health is the same as any other care
received in an acute care facility as an inpatient. Coverage is for unlimited days per stay and there
is no limit to the number of stays. Member cost-share may vary based on plan and benefit
intervals.

e Psychiatric facility coverage for mental health is limited to 190 days per lifetime in a Medicare-
certified psychiatric facility. The benefit days used under the Original Medicare program will count
toward the 190-day lifetime reserve days when the member enrolls in a MA plan.
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MENTAL HEALTHCARE SERVICES — OUTPATIENT

Covered services include outpatient group and individual therapy visits and partial hospitalization for
treatment of mental illness and/or substance abuse provided by a Medicare-qualified mental health
professional. Full dual members enrolled in CareNeeds Plus (HMO D-SNP) or CareNeeds Platinum (HMO
D-SNP) are also covered for Mental Health Targeted Case Management and Community Behavioral
Health services.

OUTPATIENT REHABILITATION SERVICES

Covered services include physical therapy, occupational therapy, speech language therapy, cardiac rehab
services, intensive cardiac rehab services, pulmonary rehab services and comprehensive outpatient
rehabilitation facility (CORF) services. The plan will cover those services which are to be provided by
licensed, independently practicing providers who are Medicare certified.

PERSONAL HOME CARE SERVICES

Benefit provides short-term assistance with daily living activities (ADLs) to members at home. Qualifying
members must reside at home (not in a nursing facility or health facility providing 24/7 care) and require
assistance with at least two of the following ADLs: bathing, dressing, toileting, transferring,
walking/mobility, or eating/feeding. PCP must refer member to CarePlus’ Home Health provider who will
authorize services for members who qualify. Only offered on certain CareNeeds Plus (HMO D-SNP) and
CareNeeds Platinum (HMP D-SNP) plans. Please contact CarePlus for details.

D-SNP full duals younger than 21 are eligible for unlimited personal home care if determined medically
necessary. This is a Medicaid “wrap” benefit based on CarePlus’ D-SNP contract with AHCA.

SKILLED NURSING FACILITY SERVICES

For CarePlus members to receive skilled nursing services, they must need daily skilled nursing or skilled
rehabilitation care or both. Members are covered for 100 days each benefit period. The benefit periods
end when the member has not received hospital or skilled nursing care for 60 consecutive days. If the
member goes into the hospital after one benefit period has ended, a new benefit period begins.

Nursing Facility Transitional Days — Full dual members enrolled in CareNeeds Plus (HMO D-SNP) or
CareNeeds Plus Platinum (HMO D-SNP) are covered for up to 120 days in a nursing facility when skilled

care is no longer approved and the member is awaiting approval for long-term services and supports.

AMBULANCE SERVICES

Covered ambulance services include fixed wing, rotary wing, and ground ambulance services, to the
nearest appropriate facility that can provide care only if they are furnished to a member whose medical
condition is such that other means of transportation are contraindicated (could endanger the person’s
health). The member’s condition must require both the ambulance transportation itself and the level of
service provided in order for the billed service to be considered medically necessary.
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DURABLE MEDICAL EQUIPMENT (DME) AND RELATED SUPPLIES

Examples of covered items include, but are not limited to wheelchairs, crutches, hospital bed, IV infusion
pump, oxygen equipment, nebulizer, and walker. CarePlus maintains a list of covered manufacturers and
brands on our website at CarePlusHealthPlans.com/Medicare/Medicare-Advantage-Plans-Documents.

PROSTHETIC DEVICES AND RELATED SUPPLIES

CarePlus covers devices that replace body part or function. These include but are not limited to:
colostomy bags and supplies directly related to colostomy care, pacemakers, braces, prosthetic shoes,
artificial limbs, and breast prostheses.

WIGS

Most CarePlus plans include a benefit that provides an allowance toward the cost of a wig for members
who suffer hair loss as a result of chemotherapy treatments. Please refer to the member’s plan EOC or
contact Member Services. Members may purchase wigs from any retailer and submit proof of purchase
to CarePlus for reimbursement.

KIDNEY/RENAL DIALYSIS FOR END-STAGE RENAL DISEASE

CarePlus covers dialysis services for members with end-stage renal disease (ESRD) either at home or at a
facility. The venue for dialysis will be determined by the provider for the member. CarePlus will also cover
renal dialysis when member is temporarily out of the service area. Member cost-sharing for service and
supplies varies by plan.

DIABETES SELF-MONITORING, TRAINING AND SUPPLIES*

Covered services for all members who have diabetes (insulin and noninsulin users) include:

e Blood glucose monitor, blood glucose test strips, and lancet devices. Diabetic monitoring supplies
have a 0% co-insurance when obtained from a CarePlus network pharmacy or diabetic supplier.
CarePlus covers ACCU-CHEK® by Roche and Trividia products.

e One pair per calendar year of therapeutic custom-molded shoes (including inserts provided with
such shoes) and two additional pairs of inserts, or one pair of depth shoes and three pairs of
inserts (not including the non-customized removable inserts provided with such shoes). Coverage
includes fitting. Member cost-share varies by plan.

e Self-management training.

DENTAL SERVICES (MEDICARE-COVERED)

Limited to dental services inextricably linked to medical procedures covered under Medicare such as the
extraction of teeth to prepare the jaw for radiation treatments of neoplastic disease.
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DENTAL SERVICES (ROUTINE)

Covered dental plan services vary according to the county and the plan. Dental discounts are described in
the VAIS brochure. Please contact CarePlus for additional details. Please refer member inquiries to
CarePlus’ Member Services department.

PODIATRY SERVICES (MEDICARE COVERED)

Medicare covered podiatry services include:
e Foot exams and treatment of injuries and diseases of the feet (such as a hammer toe or heel
spurs)
e Treatment for disease-related nerve damage or other medically necessary foot care

Specialist visit copayment varies by plan.

PODIATRY SERVICES (ROUTINE)

CarePlus also covers unlimited routine foot care for members with certain medical conditions such as flat
feet or other structural misalignments; or, for the removal of corns, warts, calluses; or, for hygienic care.
Specialist visit copayment varies by plan.

CHIROPRACTIC SERVICES (MEDICARE-COVERED)

Medicare-covered chiropractic services are limited to medically necessary manual manipulation of spine
to correct subluxation that can be demonstrated by X-ray. Specialist visit copayment varies by plan. The
initial/new patient exam is not covered for most members. This visit is only covered for full dual CarePlus
D-SNP members as a Medicaid “wrap” benefit per CarePlus’ D-SNP contract with AHCA.

CHIROPRACTIC SERVICES (ROUTINE)

CarePlus also covers up to 12 routine chiropractic visits per year for manual manipulation of the spine.
Specialist visit copayment varies by plan. The initial/new patient exam is not covered for most members.
This visit is only covered for full dual CarePlus HMO D-SNP members.

ACUPUNCTURE FOR CHRONIC LOW BACK PAIN (MEDICARE-COVERED)

Members with a documented history of chronic low back pain lasting 12 weeks or longer may be referred
to a network acupuncturist for up to 20 acupuncture treatments annually (12 initial visits within 90 days
and, with demonstrated improvement, an additional eight may be approved). Refer to CMS guidance
and/or member’s EOC for additional criteria. When routine acupuncture is available on a member’s plan,
providers should apply visits to routine benefit first before applying to Medicare-covered benefit, as
routine benefit is available at no cost to members and Medicare-covered visits may have an associated
member copay (varies by plan).
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ACUPUNCTURE (ROUTINE)

Members may self-refer to a network acupuncturist for up to 25 visits annually. Benefit is not available on
all plans. Refer to member’s EOC. Discounts are also available through CarePlus VAIS program.

CHRONIC CONDITION CARE ASSISTANCE

Certain chronically ill members who have a demonstrated need to receive additional assistance to meet
their care plan goals, and who are actively engaged with care management services and meet the
program criteria, can receive up to $500 per year of additional assistance for primarily health-related or
non-primarily health-related expenses to address their unique needs. Assistance can include, but is not
limited to:

e Adult day care

e Alternative therapies

e (Caregiver services

e Home and bathroom safety devices

e Meal delivery services

e Medical expense assistance

e Medical supplies and prosthetics

e Non-medical transportation

e Pest control

e Utilities

Members should be advised to talk with their CarePlus Care Manager for more information about
eligibility and available resources.

CAREESSENTIALS ALLOWANCE

Benefit provides members a spending account card preloaded with a monthly allowance that members
can use to purchase healthy foods/beverages and other necessities from participating retailers in-store or
online. Our members also can use this allowance to pay for eligible items and services such as:

e Over-the counter (OTC) and personal care products

e Pet care supplies, such as pet food, toys, and flea prevention products

e Bills such as utilities, rent, and mortgage

e And more

Please see member’s EOC for additional information. Not available on all plans.

POINT OF SERVICE (POS) SUPPLEMENTAL BENEFIT

Members enrolled in plans with a POS option may access certain Medicare A/B benefits from non-
network providers. Services covered out of network (OON) are reflected in the EOC. Most plans with this
benefit have access to non-network providers within the plan’s service area, while Orlando CareOne Plus
members may utilize providers in Puerto Rico for these services. Members must utilize their network PCP
for all primary care services.
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TRANSPORTATION SERVICES

Non-emergency medical transportation services to plan-approved locations such as network doctor
offices, VA clinics, and fitness centers offering SilverSneakers® fitness program. Trip arrangements must
be made three weekdays prior to appointment date.

Members may contact CarePlus’ transportation vendor, Alivi NEMT Network, directly to schedule
transportation. Alivi NEMT Network has the capability to identify whether a location is a CarePlus-
approved location and verify member’s benefits. In the event a member requests to schedule
transportation to a non-plan approved location or a one-way trip that exceeds 35 miles, an authorization
is required.

Process:

e Member contacts Alivi NEMT Network to request transportation.

e Location member is requesting flags as a non-plan approved location or exceeds 35 miles.

e Alivi NEMT Network informs the member the location is not plan approved and refers them to
contact the plan to initiate an authorization request.

e Member contacts the plan to request an authorization.

e The PCP can also create/request an authorization via Availity or *PWS (*sunsetting in 2025). PCP
will add the address to the authorization before faxing to Alivi NEMT Network.

e PCP will fax the authorization to Alivi NEMT Network at 305-402-0980.

e Alivi NEMT Network will note the authorization/reference number and address on the member’s
file. The member will need to contact Alivi NEMT Network or CarePlus Member Services to
schedule transportation to the authorized address/location.

HEALTH AND WELLNESS

CarePlus offers a series of health and wellness education programs and services that address such
concerns as fitness, nutrition, and smoking cessation.

Note: Certain health and wellness benefits may be limited or not available on some plans. Please view
member’s EOC or contact CarePlus for further details.

e SilverSneakers® fitness program

e Meal programs (post hospital/SNF discharge)

e QOver-the-counter drugs and supplies

e Smoking cessation (additional counseling sessions available only on CareNeeds Plus (HMO D-SNP)
and CareNeeds Platinum (HMO D-SNP) plans)

MEDICAL NUTRITION THERAPY

Medical Nutritional Therapy is available for any CarePlus member with diabetes, renal disease (but not on
dialysis), and after a transplant.

652505FL0125 185
H1019 Provider Manual2025



CarePlus

HEALTH PLANS.

KIDNEY DISEASE EDUCATION SERVICES

Educational services are available to qualifying members to teach kidney care and help members make
informed decisions about their care.

PREVENTIVE CARE AND SCREENING TESTS

CarePlus covers and arranges for appropriate preventive screenings such as:

e Abdominal aortic aneurysm screening

e Alcohol misuse screening and counseling

e Annual wellness visit including personalized prevention plan services

e Bone mass measurements

e Cancer screenings (breast, cervical, vaginal, colorectal, prostate)

e Cardiovascular disease risk reduction visit and screening

e Depression screening

e Diabetes screening

e Diabetes self-management training

e EKG screening (covered as result of IPPE screening once per lifetime)

e Glaucoma screening

e Hepatitis B and C virus screening

e HIV screening

e Immunizations (e.g., COVID-19, flu, RSV, etc.)

e Initial preventive physical exam (IPPE) (“Welcome to Medicare” physical exam)

e Lung cancer screening with low dose computed tomography (LDCT)

e Medical nutrition therapy (for Medicare beneficiaries with diabetes or renal disease)

e Medicare Diabetes Prevention Program

e Obesity screening and therapy

e Screening for sexually transmitted infections (STIs) and high intensity behavioral counseling to
prevent STls

e Smoking and tobacco-use cessation counseling services

Providers may refer to www.cms.gov/Medicare/Prevention/PrevntionGeninfo/medicare-preventive-
services/MPS-QuickReferenceChart-1.html for the most up-to-date list of Medicare-covered preventive
services.

DIRECT ACCESS WITHOUT AN AUTHORIZATION/REFERRAL

CarePlus members may receive the following services without a referral or preauthorization:

e Emergency services from network providers or from out-of-network providers

e Influenza (flu), COVID-19, and pneumonia vaccinations received from a network provider

e Most Medicare-covered preventive screenings/services from a network provider

e Renal (kidney) dialysis services received at a Medicare-certified dialysis facility when the member
is temporarily outside the plan’s service area
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Routine chiropractic services from a network provider up to 12 visits per calendar year

Routine dermatology services from a network provider

Routine podiatry services from a network provider

Routine women’s healthcare, which includes breast exams, mammograms (X-rays of the breast),
Pap test, and pelvis exams provided by a network provider

Supplemental benefits such as routine dental care, routine vision care, routine hearing services,
and routine transportation (one-way trips 35 miles or less to plan approved locations) when
available as a plan benefit and received from a network provider

Urgently needed services from network providers or from out-of-network providers when
network providers are temporarily unavailable or inaccessible (e.g., when the member is
temporarily outside of the plan’s service area)

NOTE: CarePlus policy allows for the auto-approval of certain codes that are typically performed in
conjunction with another primary service. For example, an authorized Evaluation & Management
Services CPT code billed with a diagnostic test which is not included in the authorization. Add-on codes
are reimbursable services when reported in addition to the appropriate primary service by the same
provider reporting the same federal TIN.

Remainder of this page intentionally left blank
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MEDICARE PRESCRIPTION DRUG COVERAGE (PART D)

What is and isn’t covered?

Covered: All Medicare drug plans have formularies that address most medically necessary drugs. Plans
are required to cover almost all drugs within these protected classes: antineoplastic, anti-HIV/AIDS drugs,
immunosuppressant (for prophylaxis of organ transplant rejection), anti-psychotics, anti-depressants, and
anticonvulsants. The list of the covered drugs is included in the Prescription Drug Guides that are
available at CarePlusHealthPlans.com/PrescriptionDrugGuides. The information is listed by service area
and plan.

Not covered:
There are three general rules about drugs that Medicare drug plans will not cover under Part D:

e QOur plan’s Part D drug coverage cannot cover a drug that would be covered under Medicare Part A
or Part B.

e Our plan cannot cover a drug purchased outside the United States and its territories.

e Qur plan usually cannot cover off-label use. “Off-label use” is any use of the drug other than those
indicated on a drug’s label as approved by the Food and Drug Administration. Generally, coverage
for “off-label use” is allowed only when the use is supported by certain reference books. These
reference books are the American Hospital Formulary Service Drug Information, DRUGDEX
Information System, for cancer, the National Comprehensive Cancer Network and Clinical
Pharmacology, or their successors.

Also, by law, there are certain types of drugs that Medicare must exclude from Part D:
e Cough and cold medicine*
e Drugs used for anorexia, weight loss, or weight gain
e Drugs used for cosmetic purposes or hair growth
e Drugs used for the treatment of sexual or erectile dysfunction*
e Fertility drugs
e Non-prescription drugs (also called over-the-counter [OTC] drugs)
e Outpatient drugs for which the manufacturer seeks to require that associated tests or monitoring
services be purchased exclusively from the manufacturer as a condition of sale
e Prescription vitamins and minerals (except prenatal vitamins and fluoride preparations)**

For your patients who have both Medicare and Medicaid, check with your state Medicaid program, as
most programs cover all or some of these excluded drugs.

*Some CarePlus plans cover some of the excluded erectile dysfunction drugs. Please contact the plan for
details. You may access the CarePlus Prescription Drug Guides on our website at
CarePlusHealthPlans.com/PrescriptionDrugGuides.

** Some CarePlus plans also cover certain vitamins when prescribed by a provider: Folic acid 1mg,
vitamin D2 50,000 units, and injectable B-12 (cyanocobalamin). Please contact the plan for details. You
may access the CarePlus Prescription Drug Guides on our website at
CarePlusHealthPlans.com/PrescriptionDrugGuides.
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*Cough and cold medications are covered in clinically relevant situations other than those of symptomatic
relief of cough and/or colds.

What is a coverage determination or an exception?

A coverage determination is an initial decision (e.g., approval or denial) made by CarePlus about whether
a drug prescribed for an enrollee is covered by the plan and the amount, if any, the enrolled is required
to pay for the prescription. Some drugs in the formulary may require prior authorization, may have step
therapy requirements or quantity limitations. If a drug requires a coverage determination, the patient,
the patient’s appointed representative, or the patient’s prescribing physician or other prescriber will
need to request and receive approval from CarePlus before this drug may be covered.

CarePlus has placed these requirements on select high-risk or high-cost medications to promote safe and
effective drug utilization. We want to make sure these medications do not interfere with others the
patient may be taking or add to the patient’s costs unnecessarily. The CarePlus Pharmacy Utilization
Management Unit and therapeutics committees, with input from physicians, manufacturers, peer-
reviewed literature, standard compendia, and other experts, establish coverage determination criteria.

An exception request is a type of coverage determination. Exception requests are granted when CarePlus
determines that the requested drug is medically necessary for the patient. Therefore, providers must
submit a statement to CarePlus to support the request.

There are different types of exceptions, such as:

1. Atiering exception: A request that will allow patients to obtain a non-preferred drug in a higher
cost-sharing tier at the more favorable cost-sharing terms applicable to drugs in a lower cost-
sharing tier. For this type of exception, your supporting statement must indicate:

e The preferred drug would not be as effective as the requested drug in the higher cost-
sharing tier for treating the patient’s condition, and
e The preferred drug would have adverse effects for the patient, or both.

2. Aformulary exception: A request for a Medicare Part D drug that is not included on the CarePlus
formulary or does not meet our formulary utilization rules, such as quantity limits or step therapy.
For this type of exception, your supporting statement must indicate:

e The non-formulary drug is necessary for treating the patient’s condition.

e All covered Medicare Part D drugs on any tier of the plan’s formulary would not be as
effective and/or would have adverse effects.

e The number of doses under a dose restriction has been or is likely to be ineffective, or

e The alternative drug listed on the formulary or required to be used in accordance with
step therapy has been or is likely to be ineffective or cause an adverse reaction.

If the request is approved, the drug will be covered at a pre-determined cost-sharing level, and patient,
patient’s appointed representative, or patient’s prescribing physician or other prescriber would not be
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able to request a tier exception for a non-formulary drug approved under the formulary exception
process.

Requesting a coverage determination or exception

A coverage determination or exception may be requested by the patient, patient’s appointed
representative, or patient’s prescribing physician or other prescriber.

If you would like to submit a coverage determination or exception request on behalf of your patient with
CarePlus-coverage, you may contact our CarePlus Pharmacy Utilization Management Unit in one of the
following ways:

e Send the request electronically via covermymeds® at www.covermymeds.com/main/prior-
authorization-forms/careplus/.

e C(Call 1-866-315-7587, Monday — Friday, 8 a.m. —8 p.m., Eastern time. You may also leave a
voicemail after hours.

e Faxthe request, along with applicable supporting documentation, to 1-800-310-9071.

For your convenience, you may call the CarePlus Pharmacy Utilization Management Unit at
1-866-315-7587 to request a coverage determination form specifically designed for the drug that is being
requested. This form will include specific questions to ensure all required information is obtained for the
review.

You also may use the Request for Medicare Prescription Drug Coverage Determination form that is
available in the CarePlus Provider Manual and at CarePlusHealthPlans.com/Members/Drug-Coverage-
Determination. This is a general form that may require our CarePlus Pharmacy Utilization Management
Unit to contact you to obtain additional information that is specific to the drug being requested. Mail a
statement to:

CarePlus Health Plans Inc.
Attn: CarePlus Pharmacy Utilization Management Unit
P.O. Box 277810
Miramar, FL 33027

Once the coverage determination or exception request is submitted, CarePlus must notify you of our
decision no later than 24 hours (expedited) or 72 hours (standard) from the date and time the request is
received. For all exception requests, you must provide a statement supporting the request. CarePlus
must receive this supporting statement before the review of an exception request can begin. The
coverage determination or exception request will be expedited if we determine, or you inform us, that
the patient’s life, health, or ability to regain maximum function may be seriously jeopardized by waiting
for a standard request.

Once a coverage determination has been made, the appeals process may be triggered if the request is
denied. Please refer to the Member Grievance and Appeals section for further details.
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CREDENTIALING/RECREDENTIALING PROCESS

Credentialing: Credentialing refers to a process performed by CarePlus to verify and confirm that an
applicant (physician and/or other provider type) meets the established policy standards and qualifications
for consideration in CarePlus’ provider network. When applicable, an applicant may be presented to the
credentials committee which is comprised of physicians in various specialties for review and
recommendation. Initial credentialing is performed when an application is received, and recredentialing
is conducted at least every three years thereafter or as otherwise required by state regulations and at the
discretion of the CarePlus.

Required supporting documentation must be submitted with each credentialing application. Such
documentation/information may include, but is not limited to, licensure, education, training, clinical
privileges, work history, accreditation, certifications, professional liability insurance, malpractice history,
professional competency, and any physical or mental impairments. Documentation submitted by an
applicant and/or provider’s office is verified for accuracy and completeness. At the discretion of CarePlus,
an applicant may be required to submit additional information.

CarePlus recognizes a provider’s right to review information submitted in support of his/her credentialing
application to the extent permitted by law and to correct erroneous information. At any time during the
credentialing process, a provider may request the status of his/her application by calling the Provider
Operations inquiry line at 1-866-220-5448, Monday — Friday, 8 a.m. —5 p.m., Eastern time. The fact that a
provider is credentialed is not intended as a guarantee or promise of any particular level of care or
service.

Council for Affordable Quality Healthcare (CAQH): CarePlus, through its parent company Humana Inc., is
a member of the Council for Affordable Quality Healthcare (CAQH), which is an online single-entry
national database that eliminates the need for providers to complete and submit multiple credentialing
applications. Physicians and other healthcare providers who are members of CAQH can provide CarePlus
with the appropriate information in lieu of completing a CarePlus credentialing or recredentialing
application. CarePlus requires network physicians to use CAQH ProView™ to submit credentialing
information to the plan. Please be sure to grant our parent company, Humana Inc., access to the CAQH
Proview application. Facilities and organization providers requiring credentialing must complete a paper
CarePlus credentialing application. For additional details please contact CarePlus.

Credentials Committee: The credentials committee is conducted at a corporate level through its parent
company in Louisville, Kentucky. The credentials committee is composed of a chairperson and employed
and participating physicians/providers. Functions of the committee include credentialing, ongoing and
periodic assessment of current policies/procedures, recredentialing, and the establishment of policies
and procedures based on current guidelines and regulations. The physician’s/provider’s documentation is
provided to the corporate credentials committee for approval or denial for participation in the network.
Notification of approval or denial of credentials is sent to the physician/provider.

Recredentialing: Recredentialing is conducted at least every three years in accordance with the CarePlus
credentialing and recredentialing process. The decision concerning re-appointment or failure to re-
appoint will be conveyed to the physician/provider in writing.
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MEDICARE RISK ADJUSTMENT

Under the MA program, MA plans are paid a set premium to cover the costs of health services for their
members. CMS uses demographic and disease data for each member to determine the individual
premium. The amount of the premium does not vary based on actual use of health services. This
payment system, known as Medicare risk adjustment (MRA), allows CMS to adjust its premium payments
to MA plans based on the expected healthcare costs of its members.

The purpose of MRA is to protect member access to services and to protect the financial condition of
physicians and other healthcare providers and health plans in a way that is proportionate with the level
of healthcare needed by members. CMS more accurately covers a given member’s anticipated health
expenditures by considering the variation in per capita cost that occurs, based on the health status of the
individual. Increased payment accuracy benefits members, physicians, and other healthcare providers,
MA plans and the Medicare program.

The role of physicians and other healthcare providers

Diagnosis data from physicians and other healthcare providers is used to determine whether an
individual member suffers from certain diseases that are expected to lead to higher healthcare costs for
that member. CMS requires all health plans to submit Health Insurance Portability and Accountability Act
(HIPAA)-compliant 837 claims transactions to CMS for Medicare risk adjustment.

Obligations of MA plans and providers

e MA organizations must annually attest to the accuracy of risk adjustment data to CMS.

e As part of the provider participation agreement, by submitting claims to CarePlus the provider is
attesting to the accuracy of the data the provider has submitted, including diagnosis codes.

e Providers have an obligation to correct any erroneous data submitted to CarePlus.

e Providers are responsible for maintaining an accurate and complete medical record for each
Medicare patient.

e Providers are responsible for participating in any CarePlus medical record reviews or audits
related to coding and documentation.

All diagnoses submitted for risk-adjusted payment must meet the following criteria:

e Documented in a medical record based on a face-to-face encounter with an acceptable physician
or other healthcare provider type (e.g., physician, hospital)

e Assigned based on dates of service within the relevant data collection period

e Coded in accordance with standard industry guidelines (ICD-10)

e Based not solely on laboratory or other diagnostic tests, such as radiology reports

In addition to facilitating payment accuracy, good medical record documentation and coding practices,
risk adjustment also helps ensure that MA plan members receive the care they need for their health
conditions and that they can take advantage of disease management and other programs available
through their MA plans. To improve medical record documentation and coding practices, physicians and
other healthcare providers should consider the following suggestions:
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e Use an electronic medical records (EMR) system.

e Confirm that all diagnosis codes are included in the claim submission. For professional services,
physicians and other healthcare providers should have the capacity to submit 12 diagnosis codes.

e Ensure procedure and diagnosis codes on the form are current when using a superbill, encounter
sheet or checkout form.

e Provide full and accurate documentation — ascertain that diagnoses are supported.

e Purchase and use updated coding books or software each year. Make sure the practice
management system is updated.

e Use a certified coder or health information management professional for coding and billing

functions.

For more information, please email the MRA Department at CPHPMRAUnNit.GRP@humana.com.

Remainder of this page intentionally left blank
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Forms

Spanish versions of the forms are available upon request
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Sample First Occurrence/Patient Warning Letter
<Date>
Dear <Patient>:

The purpose of this letter is to notify you that we need your immediate cooperation.
You may recall that we discussed our patient-physician relationship in my office on
<date of last visit or discussion>. Also present were <insert names of those present or
relationship to patient (e.g., wife, husband, nurse, etc. J>.

The patient-physician relationship is one that must be based upon trust, understanding
and mutual respect. If these elements are absent, it is very difficult to provide the type
of care that you and every other patient deserve.

The primary difficulty has been <insert clear description of problem behavior along with
date(s) and time(s) displayed>. <Document what has been done to address the matter
and how attempts to resolve the matter have failed. =

Your behavior must change if you wish to continue to receive services at <insert office
namez>. At future appointments, you will be expected to <insert specific
recommendation for cooperation.

We are willing to continue to provide services if there are no additional behavioral
problems. If this matter is not corrected, it could result in the need to terminate our
professional relationship. It is our mission and desire to provide medical assistance to
our patients in a professional manner. We urge you to convey your concerns to us, but

we ask that you do so in an appropriate way.

If you have questions, please contact <insert office manager name/designee> at <insert
phone number>. We are open <Monday through Friday, 8 a.m. to 5 p.m.>.

With best regards,

<insert signatory information>

9215FL1214-D
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Second Occurrence/Warning Letter, Including Motification to Health Plan

<Dote>
Dear <Patient=:

You may recall that we notified you in writing on <insert date of first letter> that if
<insert specific behavior> was not corrected, it could result in the need to terminate our
professional relationship. In spite of this notification, you have continued to be
uncooperative in abiding by our medical office policies.

Your continued refusal to cooperate was evident on </ist date(s) and time(s) negative
behavior was displayed>. <Document what has been done to address the matter and
how attempts to resolve the matter have failed.> Accordingly, this has made it difficult
for me to continue our professional relationship. | cannot continue to assume
responsibility for your care under such circumstances and have notified your health plan

of this matter.

If you have questions about next steps, please contact your health plan at the phone

number located on the back of your member identification (ID) card.

If you have questions about this letter, please contact <insert office manager
name/designee> at <insert phone number=. We are open <Monday through Friday from

8a.m.to5p.m.>

With best regards,

<insert signatory information=

9215FL1214-E
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Confidential

CarePlus Health Plans, Inc.
Physician Initiated Transfer Request Form (pg. 1)

Member’s/POA Name(s):

Member ID Number: Effective Date:

Date of Birth: Phone:

Address:

City, State, Zip:

Please answer all questions below and provide evidence detailing incidents/actions:

1. Justification for proposal to transfer this member is as follows: (Cite specifics as to frequency and type
of demonstration disruptive, unruly, abusive or uncooperative behavior. Include how long member
has been receiving services at office and dates seen, copy of warning letters and/or details and
sequence of events. Use additional sheets if necessary.)

2. Mental status of member-behavioral health:

3. Functional status of member:

4. Diagnosis and medical summary of member’s condition:
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Confidential

CarePlus Health Plans, Inc.
Physician Initiated Transfer Request Form (pg. 2)

5. Social Support systems available to member:

6. Summary of efforts to resolve problem:

7. Other options offered to member prior to consideration of transfer (must be completed):

8. Attach separate statement(s), medical records and other appropriate documentation (e.g., police
report) from requesting provider describing his/her experience with the member.

PCP/Group Name:

Provider Number

PCP Contact Person: Phone:

Signature of PCP or Administrator:

Date:

Please forward by mail, fax or email to the following:
CarePlus Health Plans Inc.
Attention: Provider Operations
P.O. Box 277810
Miramar, FL 33027

Phone 1-866-220-5448 e Fax 1-866-449-5668 @ Email CPHPProvOpsCompliance@careplus-hp.com
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CarePlus

HEALTH PLANS
Please complete and submit this form if a disaster or other crisis requires evacuation of your area and/or relocation of
your office(s). CarePlus’ Member Services will use this information to assist CarePlus-covered patients in locating their
physicians and other healthcare providers during emergency situations.

Request for provider crisis contact/location information

Mote to provider groups: A separate form should be completed for each individual physician/provider in the group if the
information is not the same for everyone in the group.

Physician's/provider's name: Effective date of relocation:

Group name: Specialty: Tax ID no.

Original office physical address prior to disaster
Street: City, State: ZIF code:

Office phone: Fa:

Relocation office physical address Temporary d  Permanent O
Street: City, State: ZIP code:

Office phane: Fan:

Office contact name (office administrator)

Mame: Office or cell phone: Ernail:

Relocation billing address  Temporary A Permanent
Street/P.0. Box: City, State: ZIF code:
Phone:

Current email address:

Claims payment to (check one): Group 3  Individual 3

Has the address changed for claims payment checks? Yesd MNod  Permanent d Temporary

Mew claims payment address (if applicable)
Street/P.0. Box: City, State: ZIP code:

Mational Provider Identifier (MP1) number.:

Unigue physician identification number. [UPIN):

Medicare number.:

Medicaid number.:

Drug Enforcement Administration license number.:

State medical license number.:

Please submit this form to CarePlus’ Provider Operations Department using one of the following methods:

Mail Fax Provider Services Executive

Attention: Provider Operations Dept. 1-866-449-5668 Please scan the form and email it to

PO Box 277810, Miramar, FL 33027 your assigned provider services
executive.

619905FL1224-B H1018 POWebCrisisContactLocationForm2024
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CE]IE‘P lUS Health Services Preauthorization Form

HEALTH PLAMNS

Use this form for non-urgent requests by faxing to the coresponding number at the bottom of the form.

Submit preauthorization Attach supporting medical documentation with your request.

requests to CarePlus
Health Plans (CPHP) via

Preauthorization guidance is available at CarePlusHealthPlans.com/PAL.

For urgent/same-day services, call the CarePlus Utlization Management provider line at

A"'a_lh Or Provider Web | 1.800-201-4305. Expedited requests must meet the Centers for Medicare & Medicaid Services (CMS)

Services (PWS)

definition: " The healthcare professional or member believes the member's health, life or ability to regain
maximum function can be jecpardized if the standard 14 calendar-day timeframe is applied.”

REQUEST TYPE(S) [ Mew reguest [] Updated request [ Outpatient preautharization request [ Elective inpatient preauthorization request

PART B DRUG REQUEST. [ Part B drug, select one box below: Date of request:
[1The drug is billed, dispensed and administared by physician office, . .
infushon clinic or outpatient facility. Appaintment date/time:
[1The drug is billed and shipped from a retail pharmacy 1 the Valid for: [J 30 days ] 60 days O 9%0days [ year
physician’s office or facility (non-self administered infusible drug).
Fax request directly to CPHP Pharmacy at 1-800-310-9071. First Date: Last Date:
PATIENT INFORMATION First name: Last name:
CarePlus member 1D no.: Date of birth: Phone no.:
REQUESTING PHYSICIAN/PROVIDER INFORMATION (Check only PCP or Specialist)
O PP [ Specialist
Mame; Sender’s name:
Prawider 1D no.: Tax ID no.: MNPl no.:
Phone no.: Fax mo.:
TREATING PROVIDER INFORMATION
Provider name: Facility name:
Provider ID no.: Facility ID no.:
Tax ID no.: Tax ID no.:
NPl no.: NP mo.:
Address: Address:
Provider phone nou: Provider fax no.:
Visits: [] Initial [ Follow-up Number of visits requested:
Provider participates with the CPHP network: [] Yes [] Mo
Healthcare facility participates with the CPHP network: [] Yes [ Mo
Is request related to an accident? [ Yes [J Mo If yes, please spedfy: [] Automobile [ Worker's comp [ Other
ICD-10 diagnosis code/description* Procedure code/description* Quantity
* required field(s)

The transmitted information is interded only for the person or entity to which it is
addressed. It might contain confidential material. If you receive this document in
error, please contact the sender, and delete or destroy the materialfinformation.

336803FL1023 | H1019 HS PrdPresuthRegform 2024

CarePlus Health Plans fax numbers:

Broward and Palm Beach counties: 1-866-832-2678
Miami-Dade county: 1-888-790-9999

All others: 1-888-634-3521

H1019_Provider Manual2025
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CarePlus

HEALTH PLANS

ADMISSION NOTIFICATION FORM

PHONE # 800/201-4305 FAX # 866/229-1538 (24 hours)
AFTER HOURS PH # 800/201-4305

Request Date:

Haospital: PROV z

Patient’s Name:

CarePlus 1D #:

Adwmit Source: (Please choose one)
-Admission after ER:

-Dhrect admission from PCP/Specialist office:
-Admitted after outpatient procedure or surgery:

Tvpe of Admission ordered by MD: (Please circle one) FULL OBS

Patient s Diagnosis (Description and [CD 10-CM code)

Attending Phvsician : Phone:

Admission Date: Admission Time:

Requested by

Phone numbet: Ext: Fax:

Comments:

PLEASE ATTACHFACESHEET UPDATED 3/5/2021
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Patient Name:

”Og CenterWell

Pharmacy

P.O. Box 745099
Cincinnati, OH 45274-5099
Phone: (800) 526-1490 Fax: (800) 379-7617

Glucose Meter/Supplies Order Form

Date:

Patient ID#:

DOB:

Address:

City:

State: Zip: Phone:

TRUE METRIX Meters and Test Strips

Please circle requested information below:

Meter needed? Yes No
Test strips — quantity #50 #100 Other
Lancets — quantity #100 Other
Tes.t frequency — number of times QD BID D QD Other
patient tests per day
Refills PRN Other
Physician Name (please print or type): NPI:
Physician Signature: Phone:
Fax:

Note: The following information must be confirmed by the member’s physician:

e The patient who will be provided with a no-cost glucose meter has been diagnosed as having diabetes and is capable of
being trained to use the particular device prescribed in an appropriate manner.

e Insome cases, the patient may not be able to perform this function, but a responsible individual can be trained to use the
equipment and monitor the patient to ensure that the intended effect is achieved. This is permissible if the record is
properly documented by the patient’s physician.

By providing the information requested and signing this form, you are confirming the information noted above. For questions

regarding fax transmittal, call 1-800-526-1490. Please allow up to5 business days for delivery.

594FL0813-B

FINAL 594FL0O813-B Diabetic Supplies Form 06.11.2022

H1019 Provider Manual2025
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CONFIDENTIAL- DO NOT PHOTOCOPY DO NOT PLACE WITH MEDICAL RECORD

MEMBER OCCURRENCE REFORT
I IUMANA PREPARED FOR GA PURFOSES AND FOR LEGAL COUNSEL IN ANTICIPATION OF LITIGATION
COMPLETE ALL APPLICABLE INFORMATION

Hamz
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Careplus Consent for Release
AT of Protected Health Information (PHI)

This farm is used to authorize consent for CarePlus to communicate PHI to the person(s) or organization below.
Member information (person whose information will be released):

Mame: Date of birth:
First Middle Last Month / Day / Year
Address:
Street City State ZIF Code
Member ID: Telephone number (with area code):

Home Cell*

| understand that this authorization will allow CarePlus and its affiliates to use or disclose any protected health**
information CarePlus and its affiliates maintain, including mental health, HW, health status or substance abuse
records. This also includes sharing information on mail-order pharmacy, wellness products, and health programs
with the person being authnrizeg_

This infarmation may be disclosed to, and used by, the following individuals or arganizations:

Mame: Date of birth: Relationship:
Address: City:
State: ZIP Code: Phone:

[ Home [ICell*
MName: Date of birth: Relationship:
Address: City:
State: ZIP Code: Phone:

Home Cell*

| understand: - -

I am not required to fill out this consent and CarePlus cannot base decisions regarding treatment, payment,
enrollment or eligibility for benefits on whether | submit it.

Disclosures may include information from past, present, and/or future treating providers.

+ This consent is valid until | cancel my CarePlus mem_hershi&)_ | can cancel my consent at any time through my
MyCarePlus account or by submitting a written notice to CarePlus.

If | cancel consent, it will not apply to any information previously released with this authorization. Onece
information is shared, CarePlus cannot prevent the person or organization who has access to it from sharing
that information with others, and this information may not be protected by federal privacy requlations.

| am not required to sign this consent and CarePlus cannot base decisions regarding treatment or payment
on whether | sign it.

Date:
Signature of Member or Legal Representative:

Member Legal Representative

Please note: Legal representatives must attach copies of authorizations as required by law. Examples include
healthcare power of attorney, healthcare surrogate, living will, or guardianship papers.

u complete and sign the form, please fax it to

ompleted form to: CarePlus Health Plans, Inc., Po

* By giving your cell phone number, you give CarePlus permission to make calls to your cell,

** Health includes Medical, Dental, Pharmacy, Behavioral Health, Vision, Long-Term Care information.

If you have any guestions, please call Member Services at 1-B00-794-5307 (TT¥: 711). From October 1 - March 31,
we are open 7 days a week; Bam. to B Ip.rn_ From April 1 - September 30, we are open Monday - Friday, 8 a.m_ to
B p.m. You may always leave a voicemail after hours, Saturdays, Sundays, and holidays and we will return your call
within one business day.

H1019 CPHPConsentForm2024 C FLHII9YEMN 0722
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Form ChiS- 1656 Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES OME Mio. 09 38-0950

APPOINTMENT OF REPRESENTATIVE

MNarme of Party Medicare Nurnber (beneficiary as party) or Mational Provider |dentifier

{provider or supglier as party)

Section 1: Appointment of Representative
To be completed by the party seeking representation (i.e., the Medicare beneficiary, the provider or the supplier):
| appoint the individual named in Section 2 to act as my representative in connection with my claim or asserted right under

Title XVl of the Socal Security Act (the “Act") and related provisions of Title ¥l of the Act. | authorize this individual to make

any request; to present or to elicit evidence; to obtain appeals information; and to receive any notice in connection with my
claim, appeal, grievance or request wholly in my stead. | understand that personal medical information related to my request
may be disclosed to the representative indicated below.

Signature of Party Seeking Representation Date

Street Addreds Phone Number (with Area Code)
City State Zip Code

Enail Address (optional) Fax Murmber (optional)

Section 2: Acceptance of Appointment
To be completed by the representative:

1, ., hereby accept the above appointment. | certify that | have not been
disqualified, suspended, or prohibited from practice before the Department of Health and Human Services (HHS); that | am
not, as a current or former employee of the United 5tates, disqualified from acting as the party's representative; and that |
recognize that any fee may be subject to review and approval by the Secretary.

lama/an
(Professional status or relationship to the party, e.g. attorney, relative, etc)
Signature of Representative Date
Street Address Phone Number {with Area Code)
City State Zip Code
Email Address (optional) Fax Number (optional)

Section 3: Waiver of Fee for Representation

Instructions: This section must be completed if the representative is required to, or chooses to, waive their fee for
representation. (Mote that providers or suppliers that are representing a beneficiary and furnished the itemns or services may
not charge a fee for representation and must complete this section.)

| waive my right to charge and collect a fee for representing before the Secretary of
HHS.

Signature Date

Section 4: Waiver of Payment for ltems or Services at Issue

Instructions: Providers or suppliers serving as a representative for a beneficiary to whom they provided items or services
must complete this section if the appeal involves a gquestion of liability under section 1879(a){2) of the Act. (Section 187%(a)
{2) generally addresses whether a providerfsupplier or beneficiary did not know, or could not reasonably be expected to
know, that the items or services at issue would not be covered by Medicare.)

I waive my right to collect payment from the beneficiary for the items or services at issue in this appeal if a determination of
liability under §1879(a){2) of the Act is at issue.

Signature Date

Form CM5-1696 (Rev

021
H1019 GRVAPLC‘]JS 1696Form2025 C
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INSTRUCTIONS AND REGULATION REQUIREMENTS

Instructions
Mame of Party (required): This is the name of the person or entity which has standing to file a claim or appeal (the name of the
person who has Medicare, or the name of the provider or supplier).

Medicare Number or National Provider ldentifier {required): This must be completed when the person or entity appointing a
representative has a Medicare number or Mational Provider Identifier. If not applicable, fill in, "not applicable”.

All fields in Sections 1 and 2 are required unless noted as optional within the field. See the regulation at 42 CFR 405.910.

Charging of Fees for Representing Beneficiaries before the Secretary of HHS

An attorney, or other representative for a beneficiary, who wishes to charge a fee for services rendered in connection with
an appeal before the Secretary of HHS (i.e., an Administrative Law Judge (ALl) hearing or attorney adjudicator review by
the Office of Medicare Hearings and Appeals (OMHA), Medicare Appeals Council review, or a proceeding before OMHA or
the Medicare Appeals Council as a result of a remand from federal district court) is required to obtain approval of the fee in
accordance with 42 CFR 405.910(f).

The form, OMHA-118, “Petition to Obtain Approval of a Fee for Representing a Beneficiary™ elicits the information required

for a fee petition. H should be completed by the representative and filed with the request for ALl hearing, OMHA review,

or request for Medicare Appeals Council review. Approval of a representative’s fee is not required if: (1) the appellant being

represented is a provider or supplier; (2) the fee is for services rendered in an official capacity such as that of legal guardian,

committee, or similar court appointed representative and the court has approved the fee in question; (3) the fee is for

representation of a beneficiary in a proceeding in federal district court; or {4) the fee is for representation of a beneficiary in
a redetermination or reconsideration. If the representative wishes to waive a fee, he or she may do so. The form, OMHA-118,

may be found at: hitpsihwwyy hhs gowsites'default iles'ORHA-1 18 pdf

Approval of Fee

The requirement for the approval of fees ensures that a representative will receive fair value for the services performed before
HHS on behalf of a beneficiary, and provides the beneficiary with a measure of security that the fees are determined to be
reasonable. Im approving a requested fee, OMHA or Medicare Appeals Council will consider the nature and type of services
rendered, the complexity of the case, the level of skill and competence required in rendition of the services, the amount of
time spent on the case, the results achieved, the level of administrative review to which the representative carried the appeal
and the amount of the fee requested by the representative.

Conflict of Interest

Sections 203, 205 and 207 of Title XVl of the United 5tates Code make it a criminal offense for certain officers, employees and
former officers and employees of the United 5tates to render certain services in matters affecting the Government or to aid

or assist in the prosecution of dlaims against the United States. Individuals with a conflict of interest are excluded from being
representatives of beneficiaries before HHS.

Where to Send This Form

Send this form to the same location where you are sending (or have already sent) your: appeal if you are filing an appeal,
grievance or complaint if you are filing a grievance or complaint, or an initial determination or decision if you are requesting
an initial determination or decision. If additional help is needed, contact 1-800-MEDICARE (1-800-633-4227, TTY users call
1-877-486-2048), or your Medicare plan.

You hawe the right to get Medicare information in an accessible format, like large print, Braille, or audio. You also have the
right to file a complaint if you feel you've been discriminated against. Visit https:hweew medicare goviabout-usiacoessibility-
nondiscrimination-notice, or call 1-B00-MEDICARE (1-800-633-4227) for more information. TTY users can call 1-877-486-2048.

Accarding to the Paperwork Reduction Act of 1995, no periond are required to respond 1o & collection of infarmation unbeds it displays a valid
OME control number. The valid OME contral number for this information collection i 0938-0950. The time required to prepare and distribute
this collection is 15 minutes per notics, induding the time to select the preprinted form, complete it and deliver it to the beneficiary. If you
have camments concérming the accuracy of the time estimates of suggestions for improving this form, pleass write 1o OMS, PRA Clearance
Officer, 7500 Security Boulevard, Baltimore, Maryland 21244-1850

Form CM53-1626 (Rev 0021) 2
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Multi-Language Insert Form Approved
Multi-language Interpreter Services OMB# 0338-1421

English: We have free interpreter services to answer any questions you may have about our health or drug plan.
To get an interpreter, just call us at 1-B00-794-5307 (TTY: 711). Someone who speaks English can help you. This
is a free service.
Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que pueda tener
sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor llame al 1-800-794-5907
(TTY: 711). Alguien que hable espafiol le podré ayudar. Este es un servicio gratuito.
Chinese Mandarin: HH2 % MNEFES, TIHREEX TERIANERAETED- MR ERELEFRES.
IBEEE 1-800-794-5907 [TTY: 711} BNKASFXE TIEA REFEEEE. 3R MR sii®.
Chinese Cantonese: EHEFMERIERFERCEFEER, ALTFRASNOEERERE- MREFERS, %8 1-800-
TH4-5807 [TTY: T11]- BRI A B BB ME). (B2 — AR lEE-
Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang maga katanungan
ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng tagasaling-wika, tawagan
lamang kami sa 1-800-794-5307 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay
IibrenE serbisyo.
French: Nous proposons des services gratuits diinterprétation pour répondre & toutes vos gquestions relatives 4
notre régime de santé ou d'assurance-médicaments. Pour accéder au service d'interprétation, il vous suffit de
nous appeler au 1-800-T94-5907 (TTY: T11). Un interlocuteur parlant Francais pourra vous aider. Ce service est
gratuit.
Vietnamese: Chiing toi co dich vy thong dich mién phi dé trd &i cac ciu hdi vé chuong siic khoe va chuong trinh thudc men. Néu qui vi
cin thing dich vién xin goi 1-800-794-5907 [TTY: 711} sé c6 nhan vién néi tiéng Viét gip dd qui vi. Bay 1a dich vu mién phi.
German: Unser kostenloser Dolmetscherservice beantwortet lhren Fragen zu unserem Gesundheits- und
Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-B00-794-5907 (TTY: T11). Man wird Ihnen dort auf
Deutsch weiterhelfen. Dieser Service ist kostenlos.
Korean: §AtE 212 B¥ T& U4E 2HY 25 20| gl S2|0% 58 EY Hu|AE H3SIaUsUC .
EY Hu|A~E O|@sta{d Tzt 1-B00-794-5907 (TTY:711) o2 226 FHAM2 S=0{E o5t= SEU7 =2t E8
ZAguct . o Hel~Ee 222 2FFUL
Russian: Ecnm y Bac BOIHWKHYT BONDOCE OTHOCHTENBHO CTPAXOBOMD MW MEIWKAMEHTHOID MNAHE, BRl MOMKETE BOCNONEI0EATHCA
HaWWMMH BECNNATHEIMM YCNYTaMA NEPeBOAYNKOE. YTobsl BOCNONL30BATLEA YCNYTAMH NEPEBONUMES, NOIBOHWTE Ham no Tenedony 1-800-
794-5907 (TTY: 711). Bam okameT NOMOLS COTPYOHHE, m'rnpun mﬂnpl.-rr no-pyccki. [laHHan yenyra Becnnarxan.
Jg.:as.l] Ll d..l_g...ﬂ' J_g..u- 51 dzeally glaci aleal s Gl ailzmall ".;_J._gn.” P})“"" Slasd A udi L] :Arabic
dugyall Samts la yasd pgdas 1-800- ?9& 5907 filll L:Iy] ull'.'-..dJlﬂ.liI g.uhl,.lr.b.‘.]ﬂn.ggj e e

A daas sl oline Luay
Hindi: gaT¢ TEYT I1 &1 FF ra-1 & ar & S il ﬁmﬁiaﬂﬁﬂﬁiaﬁ{mmm

dan”
JUFAR §. G TSI QRO e & Afg, 99 g8 1-800-794-5907 (TTY. 711) W1 HiF &2, Fi5 HEEIGGIE
HUeh! HEE & Hehdll £. T8 Yeh Jhd Jal 2.
Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul nestro
piano sanitario e farmaceutico. Per un interprete, mntattarml rnumero 1-800-T94-5907 (TTY: 711). Un nostro
incaricato che parla ltalianovi fornird l'assistenza necessaria E un servizio gratuito.
Portuguese: Dispomos de servicos de interpretacdo gratuitos para responder a qualquer gquestdo gue tenha
acerca do nosso plano de sadde ou de medicacdo. Para obter um intérprete, contacte-nos através do ndmero
1-300-794-5307
[TTY. 711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este servico & gratuito.
French Creole: Nou genyen sévis entéprét gratis FDU repann tout kesyon ou ta genyen konsénan plan medikal
oswa dwog nou an. Pou jwenn yon entéprét, jis rele nou nan 1-800-794-5907 (TTY: 711). Yon moun ki pale Kreyol
kapab ede w. Sa a se yon sévis ki gratis.
Polish: Umozliwiamy bezplatne skorzystanie z ustug thumacza ustnego, ktory pomoze w uzyskaniu odpowiedzi na temat planu
zdrowotnego lub dawkowania lekdw. Aby skarzystac z pomocy tumacza znajacego jezyk polski, nalezy zadzwonic pod numer
1-800-794-5907 (TTY: 711). Ta ustuga jest bezplatna.
Japanese: HOEFREFRFRRCESUFETSVICEATICEMICEZATAHIC- BHOERY —EXH
a?;-:'ﬂ FTTIVET BIRECAESIC faéa{:#q-ann-?aa-aau? (TTY. 711) ICEWECE I V- BEEEETAS

Y el o — =g a

PEBLLET ChUsEROY ATT Form CMS-10802 (Expires 12/31/25)
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CarePlus

Grievance or Appeal Form HEALTH PLANS

If you have a grievance or appeal related to your CarePlus plan or any aspect of your care, we
want to hear about it. You can use this form to tell us what happened and let us know how we
can help. Please provide complete information, so we can address your issue.

This form, along with any supporting documents (such as medical records, medical bills, a copy
of your Explanation of Benefits, or a letter from your doctor), may be sent to us by mail or fax:

Address: CarePlus Health Plans, Inc. Fax Number: 1-800-956-4288
PO Box 277810
Miramar, Florida 33027
Attn: Grievance/Appeals Department

Ifyou need assistance with this form, please call Member Services at 1-800-794-5907; TTY. 711.
From October 1 - March 31, we are open 7 days aweek, 8 am.to 8 p.m. From April 1 - September
30, we are open Monday - Friday, 8 a.m. to 8 p.m. You may always leave a voicemail after hours,
Saturdays, Sundays, and holidays and we will retum your call within one business day.

1 Who is the member?

Member name (first and last)

CarePlus member ID number Member birthdate (MMW/DDYY)
Street address City
State Zip code Phone number (with area code)

2 What is the issue?

For a specific medical service or medication, please provide the details below:
Medical service/medical equipment or medication

Provider (Physician, Facility, Prescriber)

Provider phone number (with area code) Provider fax number

Is this a request for reimbursement? O Yes O No

*If yes, please include a copy of the bill, receipt or proof of payment (receipts).
Service date(s) (MM/DD/YY) Claim number (if you have one)

*NAA if care has not been recefved

H1019_GRVAPLFomZ2025 C
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What should we know about this issue? Please be as specific as possible about what
happened and who was involved. Include any dates of service or contact with CarePlus
employees, healthcare providers or pharmacies. If you run out of room, feel free to write on the
back or add an extra page.

What additional information can you share? Please attach copies of any supporting
information or documents that we should review, such as medical records, medical bills, a copy
of your Explanation of Benefits, or a letter from your provider.

What documents have you attached?

U Explanation of Benefits ] Receipts (Proof of Payment)
U mMedical bill(s) O Letter from your provider
U Medical records O Other

Does your appeal need to be expedited? If you or your physician/prescriber believe that waiting
for a standard decision (7 calendar days for a Part B/Part D prescription drug appeal or 30
calendar days for a medical pre-service/equipment appeal) could serioushy hamm your life, health
or ability to regain maximum function, you can ask for an expedited (fast) decision. If your
physician or prescriber indicates that waiting for a standard decision could seriously harm your
health, we will automatically give you a fast decision. If you do not obtain your physician or
prescriber's support for an expedited appeal, we will decide if your case requires a fast decision.
You cannot request an expedited appeal if you are asking us to review a service or drug you
already received.

[ Please check this box if you believe you need an expedited decision within 72 hours. If you
have a supporting statement from your physician or prescriber, attach it to this request.

H1019_GREVAPLFom2025 C
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3 Do you needto appoeint a representative?
Skip this section if you are the member acting on behalf of yourself.

If you are not the member and aren't sure if you're authorized to work with CarePlus on the member's
behalf, please complete the Appointment of Representative (A0R) Form CMS-1696, which can be
found on the CarePlus’ website at www. careplushealthplans.com/membersi/forms-
tools-resources requested by contacting Member Services at 1-800-794-5907; TTY: 711. Both
you and the member must sign and complete the AOR Form. If you are already legally
authorized to act as the members representative under state law, please attach
the appropriate documentation so we can review (for example: court appointed guardian,
Durable Power of Attorney, health care proxy, etc.).

4 Sign and Submit

Member Signature (or physician/prescriber) (optional) Date

Member Printed Name (or physician/prescriber)

oRr

Authorized Representative Signature Date:
{(Only if you filled out the AOR form or attached other legal documentation)

Authorized Representative Printed Name

Thanks for taking the time to inform us of this issue. We'll be in touch with you if we have any
questions, and we'll get back to you as soon as we complete our review of the issue.

H1019_GRVAPLFom2025 C
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Multi-Language Insert Form Approved
Multi-language Interpreter Services OMB# 0338-1421

English: We have free interpreter services to answer any guestions you may have about our health or drug plan.
To get an interpreter, just call us at 1-800-794-5307 [TTY: 711). Someone who speaks English can help you. This
is a free service.
Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que pueda tener
sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor llame al 1-800-794-5907
[TTY. 711). Alguien que hable espafiol le podré ayudar. Este es un servicio gratuito.
Chinese Mandarin: 2t EFES, IS TRENSERATEED- MR ERELEFES.
R 1-300-794-5307 [TTY: 711)- ENRASRN TIEAREFHEENE. 3 E—W e sl.
Chinese Cantonese: B EFMERABNFERCETEER, AHFRFARMSBOMERS- NWEFERE. A%E 1-800-
T94-5007 [TTY. T11]- FFNRIAA BidSR i Mg {tHE. B2 —TA% W AEE-
Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga katanungan
ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng tagasaling-wika, tawagan
lamang kami sa 1-800-794-5907 (TTY. 711). Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay
IibrenE serbisyo.
French: Nous proposons des services gratuits diinterprétation pour répondre & toutes vos questions relatives &
notre régime de santé ou d'assurance-médicaments. Pour accéder au service d'interprétation, il vous suffit de
nous appeler au 1-800-734-5907 (TTY: 7T11). Uninterlocuteur parlant Frangais pourra vous aider. Ce service est
gratuit.
Vietnamese: Ching tdi cd dich vy thong dich mién phi dé trd & cac ciu hoi vé chuong siic khoe va chuong trinh thudc men. Néu qui vi
cdn thang dich vién xin goi 1-800-794-5907 (TTY: 711) s& c6 nhan vién ndi tiéng Viét gidp dd qui vi. Bay 13 dich vu mién phi.
German: Unser kostenloser Dolmetscherservice beantwortet Ihren Fragen zu unserem Gesundheits- und
Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-B00-794-5907 (TTY. 711). Man wird lhnen dort auf
Deutsch weiterhelfen. Dieser Service ist kostenlos.
Korean: ¥AtE 22 B¥ & U4E 230 23 ZEY gl C2lur £38 §8Y MU|AE AIstadsUct
EY Mu|~E olgste{d H=t 1-800-794-5907 (TTY: 711) o= 2006 FHAM2 . S30E sl SEAF =2 £8
HEUCH. o ME|AE 222 2FEUC .
Russian: Ecnw y Bac BOIHMKHYT BONDOCE OTHOCHTENBHO CTOAXOBOMD AW MEIWKAMEHTHOID MNAHE, Bb MOKETE BOCNONEI0EATHCA
HaWMMK BECNNATHLIMK YEMYramMd NepesoYrkos. Ytobsl BOCNONL30BATLCA YCNYTaMA NEPESONUNEE, NOIBOHWTE Ham no Tenedowny 1-800-
794-5%907 (TTY: 711). Bam oKkameT NOMOLYE COTPYAHNK, Knrrnpbm roﬂnpm no-pyccku. [lanHan yenyra Gecnnarhan.

Jgﬂ:.l] Lsal d._l_g..j!ﬂl J_g..u- _g] dseally glu il -eul.a-ﬂl d...:l:-m” ".-;__1.5:” F}J‘A]I Cilaasd r-..l.i.r L] .ﬁl‘ﬂhlt

a.,..-b._.n Hass & o _l;.u-.Luu
Hindi: @ﬁwmﬁﬂmiﬁﬁmﬁﬁwimﬁiaﬁMWW

Harg”
IUFY &, TS UTHI QR e & A, a9 g8 1-800-794-5907 (TTY: 711) W & F2. F15 HEEIEGIE
HUeh! Hee &R el 8. T8 Ueh Jihd del 8.
Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul nostro
piano sanitario e farmaceutico. Per un interprete, cnntattareﬂ numera 1-800-7T94-5907 (TTY: 711). Un nostro
incaricato che parla Italianovi fornird ['assistenza necessaria. E un servizio gratuito.
Portuguese: Dispomos de servicos de interpretacdo gratuitos para responder a qualguer questdo que tenha
acerca do nosso plano de sadde ou de medicacao. Para obter um intérprete, contacte-nos através do ndmero
1-300-794-5307
[TTY. 711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este servico & gratuito.
French Creole: Nou genyen sévis entéprét gratis FCILI reponn tout kesyon ou ta genyen konsénan plan medikal
oswa dwog nou an. Pou jwenn yon entéprét, jis rele nou nan 1-800-794-5907 [TTY: 711). Yon moun ki pale Kreydl
kapab ede w. Sa a se yon sévis ki gratis.
Polish: Umozliwiamy bezplatne skorzystanie z ustug thumacza ustnego, ktdry pomoze w uzyskaniu odpowiedzi na temat planu
zdrowotnego lub dawkowania lekow. Aby skorzystad z pomocy tlumacza znajacego jezyk polski, nalezy zadzwonic pod numer
1-800-794-5907 (TTY: 711). Ta ustuga jest bezplatna.
Japanese: HtOEFRERFRRErESRULFEISCETACEMICESZATA1010 BHOERY —EXH
3?::'9 FTTEVET- BIRECASBIC fia{:iixl-snn-vga-ﬁan? (TTY:. T11) ICEREECE SV - BEEEETAS

LY el o — =d o

DERLLET CHRRROY ATT Form CMS-10802 (Expires 12/31/25)
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| REQUEST FOR MEDICARE PRESCRIPTION DRUG COVERAGE DETERMIMNATION I

This form may be sent to us by mail or fax:

Address: Fax Mumber:
PO Box 277810, 1-B00-310-8071
Miramar, FL 33027

Aftention: Pharmacy Department

You may also ask us for a coverage determination by phone at 1-800-794-5907 or through our
website at careplushealthplans.com.

Who May Make a Request: Your prescriber may ask us for a coverage determination on your
behalf. If you want another individual (such as a family member or friend) to make a request for
you, that individual must be your representative. Contact us to learn how to name a representative.

Enrollee's Information
Enrollee's Name Date of Birth

Enrollee's Address

City State Zip Code

Phone Enrollee’s Member ID #

Complete the following section ONLY if the person making this request is not the enrollee
or prescriber:

Requestor's Name

Requestor's Relationship to Enrollee

Address

City State Zip Code

Phone

Representation documentation for requests made by someone other than enrollee or the
enrollee’s prescriber:
Attach documentation showing the authority to represent the enrollee (a completed

Authorization of Representation Form CMS-1696 or a written equivalent). For more
information on appointing a representative, contact your plan or 1-800-Medicare.

Name of prescription drug you are requesting (if known, include strength and quantity
reguested per month):

H1019_PHACDRequestForm2025_C
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| Type of Coverage Determination Request

Ol need a drug that is not on the plan's list of covered drugs (formulary exception).*

Ol have been using a drug that was previously included on the plan’s list of covered drugs, but is
being removed or was removed from this list during the plan year (formulary exception).*

O request prior authorization for the drug my prescriber has prescribed.*
Ol request an exception to the requirement that | try another drug before | get the drug my
prescriber prescribed (formulary exception).”

Ol request an exception to the plan’s limit on the number of pills (gquantity limit) | can receive so
that | can get the number of pills my prescriber prescribed (formulary exception).*

OMy drug plan charges a higher copayment for the drug my prescriber prescribed than it charges
for another drug that treats my condition, and | want to pay the lower

copayment (tiering exception).”

O have been using a drug that was previously included on a lower copayment tier, but is being
moved to or was moved to a higher copayment tier (tiering exception).*

OMy drug plan charged me a higher copayment for a drug than it should have.

O want to be reimbursed for a covered prescription drug that | paid for out of pocket.

*NOTE: If you are asking for a formulary or tiering exception, your prescriber MUST provide
a statement supporting your request. Requests that are subject to prior authorization (or
any other utilization management requirement) may require supporting information. Your
prescriber may use the attached “Supporting Information for an Exception Request or Prior
Authorization™ to support your request.

Additional information we should consider (affach any supporting documents):

Important Note: Expedited Decisions

If you or your prescriber believe that waiting 72 hours for a standard decision could seriously harm
your life, health, or ability to regain maximum function, you can ask for an expedited (fast) decision.
If your prescriber indicates that waiting 72 hours could seriously harm your health, we will
automatically give you a decision within 24 hours. If you do not obtain your prescriber's support for
an expedited request, we will decide if your case requires a fast decision. You cannot request an
expedited coverage determination if you are asking us to pay you back for a drug you already
received.

CICHECK THIS BOX IF YOU BELIEVE YOU NEED A DECISION WITHIN 24 HOURS (if you
have a supporting statement from your prescriber, attach it to this request).

Signature: Date:

H1019_PHACDRequestForm2025_C 2
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Supporting Information for an Exception Request or Prior Authorization

FORMULARY and TIERING EXCEPTION requests cannot be processed without a prescriber's
supporting statement. PRIOR AUTHORIZATION requests may reguire supporting information.

COREQUEST FOR EXPEDITED REVIEW: By checking this box and signing below, | certify
that applying the 72 hour standard review timeframe may seriously jeopardize the life or
health of the enrollee or the enrollee’s ability to regain maximum function.

Prescriber's Information

Mame MPI Mumber, DEA Number, or TAX ID
Address

City State Zip Code

Office Phone Fax

Prescriber's Signature Date

Diagnosis and Medical Information

drug and corresponding ICD-10 codes.

breath, chest pain, nausea, etc., provide the disgnosis causing the symptom(s) if known)

(If the condition being treated with the requested drug is a symplom e.g. anorexia, weight koss, shorness of

Medication: Strength and Route of Administration: Frequency:

Date Started: Expected Length of Therapy: Quantity per 30 days
O NEW START

Height'Weight: Drug Allergies:

DIAGNOSIS - Please list all diagnoses being treated with the requested ICD-10 Code(s)

Other RELEVANT DIAGNOSES:

ICD-10 Code(s)

DRUG HISTORY: (for treatment of the condition(s) requiring the requested drug)

dosa'total daily dose tried)

DRUGS TRIED DATES of Drug Trials | RESULTS of previous drug trials
(if quantity limit iz an issue, list unit FAILURE vs INTOLERANCE (explain)

H1019_PHACDRequesiForm2025_C
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What is the enrcllee’s current drug regimen for the condition(s) reguiring the requested drug?

DRUG SAFETY

Any FDA NOTED CONTRAINDICATIONS to the requested drug? OYES ONO
Any concern for a DRUG INTERACTION with the addition of the requested drug to the enrollee’s current drug
regimen? OYES ONO

If the answer to either of the gquestions noted above is yes, please 1) explain issue, 2) discuss the benefits vs
potential risks despite the noted concern, and 3) monitoring plan to ensure safety

HIGH RISK MANAGEMENT OF DRUGS IN THE ELDERLY
If the enrclles is over the age of 65, do you feel that the benefits of treatment with the reguested drug

outweigh the potential risks in this elderly patient? OYES ONO

OPIODS - (please complete the following questions if the requested drug is an opioid)

What is the daily cumulative Morphine Equivalent Dose (MED)? : mg/day

Are you aware of other opioid prescribers for this enrcllee? OYES ONO
If so, please explain.

|s the stated daily MED dose noted medically necessary? OYES ONO

Would a lower total daily MED dose be insufficient to control the enrollee’s pain? OYES 0ONO

RATIONALE FOR REQUEST

OAlternate drug(s) contraindicated or previously tried, but with adverse outcome, e.qg.

toxicity, allergy, or therapeutic failure [Specify below if not already noted in the DRUG HISTORY
section earlier on the form: (1) Drug(s) tried and results of drug trial(s) (2) if adverse outcome, list drug(s) and
adverse outcome for each, (3) if therapeutic failure, list maximum dose and length of therapy for drug(s)
trialed, (4) if contraindication(s), please list specific reason why preferred drug(s)/other formulary drug(s) are
contraindicated)]

OPatient is stable on current drug(s); high risk of significant adverse clinical outcome with

medication change A specific explanation of any anticipated significant adverse clinical outcome and why
a significant adverse outcome would be expected is required - e.g. the condition has been difficult to control
(many drugs tried, multiple drugs required to control condition), the patient had a significant adverse cutcome
when the condition was not controlled previously (e.g. hospitalization or frequent acute medical visits, heart
attack, stroke, falls, significant limitation of functional status, undue pain and suffering),etc.

O Medical need for different dosage form and/or higher dosage [Specify below: (1) Dosage form(s)
and/or dosage(s) tried and outcome of drug trial(s); (2) explain medical reason (3) include why less frequent
dosing with a higher strength is not an option = if a higher strength exists]

O Request for formulary tier exception Specify below if not noted in the DRUG HISTORY section
earlier on the form: (1) formulary or preferred drug(s) tried and results of drug trial(s) (2) if adverse outcome,
list drug(s) and adverse outcome for each, (3) if therapeutic failure/not as effective as requested drug, list
maximum dose and length of therapy for drug(s) trialed, (4) if contraindication(s), please list specific reason
why preferred drug(s)other formulary drug(s) are contraindicated)

H1019 PHACDRequestForm2025 C 4
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OOther (explain below)
Required Explanation

H1019 PHACDRequestForm2025 C 5
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Notice of Non-Discrimination

CarePlus Health Plans, Inc. complies with applicable Federal civil rights laws and does not discriminate or
exclude people because of their race, color, religion, gender, gender identity, sex, sexual orientation, age,
disability, national origin, military status, veteran status, genetic information, ancestry, ethnicity, marital
status, language, health status, or need for health services. CarePlus Health Plans, Inc.:

* Provides people with disabilities reasonable modifications and free appropriate auxiliary aids and
services to communicate effectively with us, such as:

* Qualified sign language interpreters

» Written information in other formats (large print, audio, accessible electronic formats, other
formats)

* Provides free language assistance services to people whose primary language is not English, which
may include:

* Qualified interpreters
* Information written in other languages

If you need reasonable modifications, appropriate auxiliary aids, or language assistance services

contact 1-800-794-5907 (TTY: 711). If you believe that CarePlus Health Plans, Inc. has not provided
these services or discriminated on the basis of race, color, religion, gender, gender identity, sex, sexual
orientation, age, disability, national origin, military status, veteran status, genetic information, ancestry,
ethnicity, marital status, language, health status, or need for health services, you can file a grievance in
person or by mail or email with CarePlus Health Plans, Inc’s Non-Discrimination Coordinator at PO. Box
277810, Miramar, FL 33027, 1-800-794-5907 (TTY: 711), or Accessibilityl@CarePlus-HP.com. If you need
help filing a grievance, CarePlus Health Plans, Inc’s Mon-Discrimination Coordinator can help you.

You can also file a complaint with the US. Department of Health and Human Services, Office for Civil
Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal /lobby.jsf, or by mail or phone at:

* U5 Department of Health and Human Services, 200 Independence Avenue, 5.W., Room 509F, HHH
Building Washington, D.C. 20201. 800-368-1019, 800-537-7697 (TDD).

CarePlus

HEALTH PLAMNS.

This notice is available at CarePlusHealthPlans.com/Multi-Language-Insert.
GHHMNDMNZ025CP
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Multi-Language Insert Form Approved
Multi-language Interpreter Services OMB# 0338-1421

English: We have free interpreter services to answer any questions you may have about our health or drug plan.
To get an interpreter, just call us at 1-800-794-5307 (TTY: 711). Someone who speaks English can help you. This
is a free service.
Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier pregunta que pueda tener
sobre nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favar llame al 1-800-794-5907
(TTY: 711). Alguien que hable espanaol le podré ayudar. Este es un servicio gratuito.
Chinese Mandarin: H 2t MmN HFES, PIHTEEX TEREIANFERAETED- MR EREHETFES.
IBERE 1-800-794-5907 (TTY: 711} BINMFL A REFEEEE. HR—HReniEs.
Chinese Cantonese: EHEMN BRI ENEREETFEER, ALERFRMSWTEHE- DREERRE, A8 1-800-
T94-5907 (TTY. T11)- EFIEMFEA Bifm BTz (tHE). EE—TR e RERE-
Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang maga katanungan
ninyo hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng tagasaling-wika, tawagan
lamang kami sa 1-800-794-5307 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. 1to ay
IibrenE serbisyo.
French: Nous proposons des services gratuits diinterprétation pour répondre 4 toutes vos questions relatives &
notre régime de santé ou d'assurance-médicaments. Pour accéder au service dinterprétation, il vous suffit de
nous appeler au 1-800-794-5907 (TTY: 711). Uninterlocuteur parlant Francais pourra vous aider. Ce service est
gratuit.
Vietnamese: Ching tai cd dich vy thong dich mién phi dé trd &i cac ciu hdi vé chuong sic khoe va chusong trinh thudc men. Néu qui vi
cin thong dich vién xin goi 1-800-794-5907 (TTY: 711) s& c6 nhan vién ndi tiéng Vigt givip dd qui vi. By 1a dich vu mién phi.
German: Unser kostenloser Dolmetscherservice beantwortet lhren Fragen zu unserem Gesundheits- und
Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-B00-794-5907 (TTY: T11). Man wird lhnen dort auf
Deutsch weiterhelfen. Dieser Service ist kostenlos.
Korean: SAE 212 B = UE 9H0| 25 Z20 g8 S20% 22 Y HH|~E H3staflsUn .
E9 MH|AE 0|85I2{H ¥ 1-300-794-5907 (TTY:- 711) e g2 Bog| F4i2  S=0E sHe B2 29 £F
AguUct . o MulAs 222 SHEUCH.
Hussia n: Ecnw ¥ Bac ED3HHHH}'T BONPOCH OTHOCMTENLHD CTRAXO0BOTD MNKM MEQWEAMEHTHOMD NN3aHA, B MOMETE BOCNONLIOBATLLA
HAWWMMK BECNNATHEIMK YCRYTaMK Nepesogunxkos. Ytofe BoCNoNL30BaTECA YCNYTAMA NEPEBORYHKE, NOIBOHKUTE Ham nNo Tenedowy 1-800-
794-5007 (TTY: 711). Bam oKaxeT NOMOLYL COTPYAHME, KDITprlH ruﬂupm no-pyccki. [Jadyan yenyra BecnnarHan.
Jaaandl Lol dygatl gas ol dseally glos aleaf o5& Dl dilall g398)l @ yall ilass pais L) :Arabic
dgall Samds la ads padae 1-B00- ?9-‘1 5907 ?(711 L.i_p] I_,J.r.I.....l,._]'|.....::.|‘j| 55 J..l;uu.-]q’.;_\g! @ iie o
Al daas aim eline Luay
Hindi: SAT JETHHE 47 581 &l G1e & &1 § 3106 &4 il R & 5014 a4 & g o ord Ihg g’
JUFRH §. U SUTHIAT QRO e & Afg, a9 g8 1-800-794-5907 (TTY: 711) UR hiA 2. IS q@engl At glel aiear &
TRl HEE o Hehdl ©. T8 Teh Jhd Jal 8.
Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul nostro
piano sanitario e farmaceutico. Per un interprete, cnntattarml numero 1-800-794-5307 (TTY: 711). Un nostro
incaricato che parla ltalianovi fornir 'assistenza necessaria. E un servizio gratuito.
Portuguese: Dispomos de servigos de interpretacao gratuitos para responder a qualguer questio que tenha
acerca do nosso plano de sadde ou de medicacdo. Para obter um intérprete, contacte-nos através do ndmero
1-800-734-5307
[TTY: 711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este servico & gratuito.
French Creole: Mou genyen sévis entéprét gratis pou reponn tout kesyon ou ta genyen konsénan plan medikal
oswa dwdg nou an. Pou jwenn yon entéprét, jis rrzf| e nou nan 1-800-794-5907 (TTY: T11). Yon moun ki pale Kreyal
kapab ede w. Sa a se yon sévis ki gratis.
Polish: Umaoiliwiamy bezplatne skorzystanie z uslug thumacza ustnego, ktéry pomoze w uzyskaniu odpowiedzi na temat planu
zdrowotnego lub dawkowania lekdw. Aby skorzystac z pomocy tlumacza znajgcego jezyk polski, nalezy zadzwonic pod numer
1-800-794-5907 (TTY: 711). Ta ustuga jest bezplatna.
Japanese: HHOEBEEREFRErESUAEISVICEATICHEICEEATIOHIC- BHOERY—EIN
3?;*.‘1 FTTTVWET . BIRECESICABICIE1-800-794-5907 (TTY: T11] o BBEEC Ve BEEFEETAE
\ oo _— O o
PERVELES: CREBRROY—E2TY Form CMS-10802 (Expires 12/31/25)
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Request for Redetermination of Medicare Prescription Drug Denial

Because we, CarePlus, denied your request for coverage of (or payment for) a prescription drug, you
have the right to ask us for a redetermination (appeal) of our decision. You have 60 days from the
date of our Notice of Denial of Medicare Prescription Drug Coverage to ask us for a redetermination.
This form may be sent to us by mail or fax:

Address: Fax Number:
P.O. Box 277810 1-800-956-4288
Miramar, FL 33027

You may also ask us for an appeal through our website at www.careplushealthplans.com
Expedited appeal requests can be made by phone at 1-800-794-5907.

Who May Make a Request: Your prescriber may ask us for an appeal on your behalf. If you wal
another individual (such as a family member or friiend) to request an appeal for you, that individual mu
be your representative. Contact us to leam how to name a representative.

Enrollee’s Information

Enrollee’s Name Diate of Birth

Enrollee’s Address

City State Zip Code

Phone

Enrcllee’s Member 1D Number

Complete the following section ONLY if the person making this request is not the
enrollee:

Requestor's Name

Requestor's Relationship to Enrollee

Address

City State Zip Code

Phone

Representation documentation for appeal requests made by somecone other than
enrollee or the enrollee’s prescriber:

Attach documentation showing the authority to represent the enrollee (a completed

Authorization of Representation Form CMS-1696 or a written equivalent) if it was not

submitted at the coverage determination level. For more information on appointing a
representative, contact your plan or 1-800-Medicare.

H1019 GEWVAPLFedeterminationReqForm?024 C
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Prescription drug you are requesting:

MName of drug; Strength/quantity/dose:
Have you purchased the drug pending appeal? [ Yes [CNo

If “Yes™
Date purchased: Amount paid: § (attach copy of receipt)

Name and telephone number of pharmacy:

Prescriber's Information

Mame

Address

City State Zip Code
Office Phone Fax

Office Contact Person

Important Note: Expedited Decisions

If you or your prescriber believe that waiting 7 days for a standard decision could seriously harm your
life, health, or ability to regain maximum function, you can ask for an expedited (fast) decision. If your
prescriber indicates that waiting 7 days could seriously harm your health, we will automatically give you
a decision within 72 hours. If you do not obtain your prescriber's support for an expedited appeal, we
will decide if your case requires a fast decision. You cannot request an expedited appeal if you are
asking us to pay you back for a drug you already received.

[JCHECK THIS BOX IF YOU BELIEVE YOU NEED A DECISION WITHIN 72 HOURS (if you have
a supporting statement from your prescriber, attach it to this request).

Please explain your reasons for appealing. Aftach additional pages, if necessary. Attach any
additional information you believe may help your case, such as a statement from your prescriber and
relevant medical records. You may want to refer to the explanation we provided in the Motice of Denial
of Medicare Prescription Drug Coverage and have your prescriber address the Plan's coverage criteria,
if available, as stated in the Plan's denial letter or in other Plan documents. Input from your prescriber
will be needed to explain why you cannot meet the Plan's coverage criteria and/or why the drugs
required by the Plan are not medically appropriate for you.

Signature of person requesting the appeal (the enrollee or the representative):

Date:

H1019_GEVAPI EedeterminationReqForm?2024 C
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~
IMPORTANT

At CarePlus, it Is Important you are treated fairly.

CarePlus Health Plans, Inc. complies with applicable Federal civil rights laws and does not discriminate on the basis of
race, color, national origin, ancestry, ethnicity, sex, sexual orientation, gender, gender identity, disability, age, marital
status, religion, or language in their programs and activities, including in admission or access to, or treatment or
employment in, their programs and activities.

The following department has been designated to handle inquiries regarding CarePlus” non-discrimination policies:
Member Services, PO Box 277810, Miramar, FL 33027, 1-800-794-5907 (TTY: 711).

Auxiliary aids and services, free of charge, are avallable to you. 1-800-794-5907 (TTY: 711).

CarePlus provides free auxiliary aids and services, such as qualified sign language interpreters, video remote
interpretation, and written information in other formats to people with disabilities when such auxiliary aids and
services are necessary to ensure an equal opportunity to participate.

This information is available for free in other languages. Please call our Member Services number at 1-800-794-5907.
Hours of operation: October 1 - March 31, 7 days a week, 8 2.m. to 8 p.m. April 1 - September 30, Monday - Friday,
8 a.m. to 8 p.m. You may leave a voicemail after hours, Saturdays, Sundays, and holidays and we will return your call
within one business day.

Espaiol (Spanish): Esta informacion esta disponible de forma gratuita en otros idiomas. Favor de llamar a Servicios
para Afiliados al nimero que aparece anteriormente.

Kreyol Ayisyen (French Creole): Enfomasyon sa a disponib gratis nan lot lang. Tanpri rele nimewo Sévis pou Manm nou
yo ki nan lis anwo an.

-

CarePlus

HEALTH PLANS.

CPREV02.19.24
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Multi-Language Insert Form Approved
Multi-language Interpreter Services OMB# 03381421

English: We have free interpreter services to answer any questions you may have about our health or drug plan. To get an
interpreter, just call us at 1-800-794-5907 (TTY: 711). Someone who speaks English can help you. This is a free service.
Spanish: Tenemos servicios de intérprete sin costo alguno para responder cualquier prequnta que pueda tener sobre
nuestro plan de salud o medicamentos. Para hablar con un intérprete, por favor llame al 1-800-794-5907 (TTY: 711).
Alguien que hable espafiol le podr2 ayudar. Este es un senvicio gratuito.
Chinese Mandarin: FHEHR MR TR, FEHTRE X HERFAHHRMAERIERC. MRIERT R TR,
EEE 1-800-794-5907 (TTY: 711} BIIMAFXTIEARE FERET: BE—NRNES
Chinese Cantonese: {EHHEMMBRFREAERTHELES, ALRMNEHEENFERE. OFFERE #5858
1-B00-794-5307 (TTY: 711) HMIEPHA REESATRHENE, B TARRES
Tagalog: Mayroon kaming libreng serbisyo sa pagsasaling-wika upang masagot ang anumang mga katanungan ninyo
hinggil sa aming planong pangkalusugan o panggamot. Upang makakuha ng tagasaling-wika, tawagan lamang kami sa
1-B00-794-5307 (TTY: 711). Maaari kayong tulungan ng isang nakakapagsalita ng Tagalog. Ito ay libreng serbisyo.
French: Nous proposons des services gratuits d'interprétation pour répondre & toutes vos questions relatives 4 notra
régime de santé ou d'assurance-médicaments. Pour accéder au service d'interprétation, il vous suffit de nous appeler au
1-B00-794-5907 (TTY: 711). Un interlocuteur parlant Frangais pourra vous aider. Ce service est gratuit.
Vietnamese: Chung téi cd dich vu théng dich mién phi dé trd 161 cic cdu hai vé chuong stc khde va chuong trinh thudc men. Néu
qui vi can thdng dich vién xin goi 1-800-794-5907 (TTY: 711) s& cd nhan vién ndi tiéng Viét gidp da qui vi. Day 1a dich vu mién phi.
German: Unser kostenloser Dolmetscherservice beantwortet lhren Fragen zu unserem Gesundheits- und Arzneimittelplan.
Unsere Dolmetscher erreichen Sie unter 1-800-794-5907 (TTY: 711). Man wird lhnen dort auf Deutsch weiterhelfen. Dieser
Service ist kostenlos.
Korean: 2Ars 2l8 29 = 2F B9 o 280 Holl =A% B8 85 MH & HESctAisU .
£ MHILZE OI8SIHE T= 1-800-794-5907 (TTY: 711) B2 E25) AL  S=01§ St B84 =2 £
JYLICH. O] ME|2= F82 FZEUC.
Russlan: Ecni y Bac BOZHMKHYT BONPOCHI OTHOCHTENBHO CTPAXOBOMD MMM MENMKAMEHTHOTO NaHa, Bbl MOXETE BOCTIONb30BATHCA
HaLUMMI BECTINaTHbIMK YCTYTaMM NEPeBofYMKoB. YTo6bl BOCNONb3I0BATLCA YCYTaMi NEPEBOAYMKa, NO3BOHWTE HaM No TenedoHy
1-800-794-5907 (TTY: 711). Bam okaxkeT NomoLLb COTPYIHME, KOTOPbIA roBOPUT no-pycckn. [lanHan yoyra BecnnatHas.
Load &ga¥l Jgas 9] dall glod dlial ol pe Ll ddlaall gy98ll @ yuall Dilaas s L) :Arabic
o st pgiua . 1-800-794- 5907 (711 L..g}:]l Sle L L_].L.::.,T';ll S0 clide L (5398 paryie e L].g..a;.l]
Al daas Lo 0de elbacluas domll Sascy
Hindi: mﬁwmwaﬂﬂw#aﬁﬂaﬁaﬁﬁﬁm&m% aﬂmﬁﬁaﬂsﬂﬁmwgﬂmﬁ
BaIC IUAEH 2. T U TITd S & i, &9 58 1-800-794-5907 (TTY: 711) TR id &%, s qaeaf st
£FE dietaT & ! 7o 9% Sl 2. U U AU a1 8,
Italian: E disponibile un servizio di interpretariato gratuito per rispondere a eventuali domande sul nostro piano sanitario e
tarmaceutico. Per un interprete, contattare il numero 1-800-794-5907 (TTY: 711). Un nostro incaricato che parla Italianovi
fornira |"assistenza necessaria. E un servizio gratuito.
Portuguese: Dispomos de servigos de interpretagdo gratuitos para responder a qualquer questdo que tenha acerca do
nosso plano de saide ou de medicagdo. Para obter um intérprete, contacte-nos através do numero 1-800-794-5907
(TTY: 711). Ir2 encontrar alguém que fale o idioma Portugués para o ajudar. Este servigo & gratuito.
French Creole: Nou genyen sévis entéprét gratis pou reponn tout kesyon ou ta genyen konsénan plan medikal oswa dwbg
nou an. Pou jwenn yon entéprét, jis rele nou nan 1-B00-794-5907 (TTY: 711). Yon moun ki pale Kreydl kapab ede w. 5a a
se yon sévis ki gratis.
Polish: Umozliwiamy bezplatne skorzystanie z ustug thumacza ustnego, ktéry pomoze w uzyskaniu odpowiedzi na
temat planu zdrowotnego lub dawkowania lekow. Aby skorzystac z pomocy thumacza znajaceqo jezyk polski, nalezy
zadzwonic pod numer 1-800-794-5907 (TTY: 711). Ta ustuga jest bezplatna.
Japanese: St OREBERFEREEERNAE IS ACBATICHBEICSEAT SO BEOBERT—
EZABBDEFTIIVET BRRECHG W SICI3~1-800-794-5907 (TTY: 711) ICBBEL 2T L= BAE
FERTAENERVCLET CHIEEHOT—ERTY-

Form CMS-10802 (Expires 12/31/25)
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CarePlus

HEALTH PLANS.

SAMPLE
EMERGENCY EVACUATION PLAN

[Employing Office]

[Location]

[City, State, Zip]

This plan was prepared by:

Name: Title:

City, State, ZIP:

Signature: Date:
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CarePlus

HEALTH PLANS.

INTRODUCTION

During certain emergency conditions, it may be necessary to evacuate a building.
Examples of emergencies where evacuation may be required include: smoke/fire, gas leak,
bomb threat, power outages, extreme weather, etc. Pre-planning and rehearsal are
effective ways to ensure that building occupants recognize the evacuation alarm and know
how to respond. Practicing an evacuation during a non-emergency drill provides training
that will be valuable in an emergency situation.

This plan is for the safety and well-being of the employees of

. It identifies necessary management and employee
actions during fires and other emergencies. Education and training is provided so that all
employees know how and understand the contents of the Emergency Evacuation Plan.

LOCATION OF PLAN
Each employee of this office has been provided a copy of this plan. A copy will also be
maintained at

Any guestions concerning this plan should be directed to plan preparer,

PERSONNEL RESPONSIBILITIES DURING EVACUATION PROCEDURES

e Evacuation and Reporting Emergencies

An employee, upon discovering a fire, or any type of emergency, shall immediately notify
other employees in the area of the situation and sound an appropriate alarm. The
employee is to immediately evacuate the building via the shortest and safest route. DO
NOT USE ELEVATORS. Employees must be aware and ready to assist patients with special
needs (i.e., hearing, or sight-impaired, on crutches, in a wheelchair). As soon as safely as
possible, the situation shall be reported to the appropriate outside emergency personnel.

EMERGENCY TELEPHONE NUMBERS

Police and/or Fire DePartMENT .......cciiiiieei et 911
MediCal EMEIZENCIES ...ooiiiiiiiiieiie et 911
Miami-Dade Police NONn EMErgencCy........cooiiiuiiiiiiiiieeeeeeeee e (305) 476-5423
American Association of Poison Control Centers........cccooovvvveiniciieincenenn, 1-800-222-1222
Miami ANIMal CoNtrol CENTEL ...vvveiiieiiiee e (786) 594-1189

Within this office, the following personnel have the duty to ensure that outside
emergency personnel have been contacted. They are responsible for coordinating with
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HEALTH PLANS.
outside emergency personnel on the scene and providing directions to the site of the
emergency. These personnel are listed in descending order of availability:

1.

Name Phone
2.

Name Phone
3.

Name Phone

e Accounting for Employees

After exiting the building, all employees are to assemble for roll call at the following
location:

The following employees are responsible for ensuring that employees comply with this
requirement, conducting a roll call and reporting to outside emergency personnel the last
known location of any missing employees. Those responsible for reporting are listed in
descending order of availability:

1.

Name
2.

Name
3.

Name

e Rescue and Medical Duties

The following personnel are trained and certified in both cardiopulmonary resuscitation
(CPR) and general first aid. In case of medical emergency, they are available to assist until
outside emergency personnel reach the scene.

1.
Name Phone
2.
Name Phone
3.
Name Phone
H1019 Provider Manual2025 225

652505FL0125



CarePlus
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Shutting Down

In order to minimize the damage or danger from a fire or other emergency, this office has
determined that certain critical operations should be shut down immediately. The
following personnel are responsible for shutting down the listed critical operations:

Name of Personnel Critical Operation(s)

H1019 Provider Manual2025
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{Insert name of facility}
{Facility address}
{Facility Phone and fax number}
Notice of Medicare Non-Coverage

Patient name:<insert name> Patient number: <ID>

Medicare Coverage of Your Current {insert type}
Services Will End on {insert effective date}

Your provider and/or health plan determined that Medicare probably won't pay for your {insert
type} services after the above date. You may have to pay for any services you get after this date.
Your right to appeal this decision

. You have the right to appeal the decision to end Medicare coverage of your services. This
means you'll get an independent medical review right away. Your services will continue
during the appeal.

. If vou choose to appeal, the independent reviewer will ask for your opinion. You don’t have
to prepare anything in writing, but yvou have the right to do so. The reviewer also will look at
your medical records and/or other relevant information.

. Once you ask for an appeal, yvou'll get a notice with a detailed explanation about why your
service coverage should end.

. If the independent reviewer agrees Medicare coverage for your services should end, neither
Medicare nor your plan will pay for these services after the above date.

. If you stop services by the above date, you'll avoid financial liability.

How to Ask For an Immediate Appeal

. Ask for the appeal as soon as possible. You must ask for a timely appeal no later than
noon of the day before the above date.

. Make your request to your Quality Improvement Organization (QLO). A QIO is the

independent reviewer authorized by Medicare.
. If you miss the deadline to ask for an immediate appeal, you may still have appeal rights.
. Call your QIO at: Acentra Health, Telephone: 1 (888) 317-0751, TTY 711 to appeal, or if
you have questions.
What happens next

. The QIO will let you know its decision as soon as possible, generally no later than two days
after the effective date above. If you're in a Medicare health plan, the QIO generally will let
you know its decision by the effective date above.

. Call your QIO at: Acentra Health, Telephone: 1 (888) 317-0751, TTY 711 to learn more.

Form CMS 10123-NOMNC OMB approval 0938-0953
H1019 HSNOMMNCLE2025 C Exp. 11/3002027
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Additional Information (Optional): Only to be used when the patient is incapable or incompetent and the
provider cannot obtain the signature of the patient’s representative through direct personal contact.

NOTIFICATION
Select one: O Telephonic outreach O Refusal to Sign O Unable to Sign
= Name and relationship: Phone #:
= Notice of Medicare non-coverage & appeal rights explained: Y /N
*  Provided effective date of as date of skilled services ending: Y /N
*  Provided financial liability begin date of :YIN
*  [Informed that a request for an immediate appeal should be made as soon as possible, but no later
than noon the day before the effective date: Y /N
= QIO - Acentra Health Telephone # 1-888-317-0751 given: Y /N
= Confirmed that the representative understood all information as explained: Y /N
®= Date of contact: Time of contact: am./ p.m.
=  Name and title of the staff person initiating the contact:
*  (When applicable: ) Reason for refusal'unable to sign:
UNABLE TO GIVE INFORMATION
= Name and relationship of the person attempted to call:
*  Phone #:
*  Date of first call: Time of first call: a.m. [ p.m.
*  Date of second call: Time of second call: a.m. / p.m.

*Mail a copy of letter to the contact person by certified mail with return receipt, on same day as the 2nd attempt.

Sign below to show vou received and understand this notice

[ have been notified that coverage of my services will end on the date on this notice, and that [ can appeal
this decision by contacting my QIO.

Signature of Patient or Representative Dhate

You have the right to get your information in an accessible format, like large print, Braille, or audio. You
also have the right to file a complaint if you feel you've been discriminated against. Visit

Medicare gov/about-us/accessibifitv-nondiscrimination-notice, or call 1-800-MEDICARE (1-200-633-
4227) for more information. TTY users can call 1-877-486-2048.

Form CMS 10123-NOMNC OMB approval 0938-0953
H1019 HSNOMMNCLE2025 C Exp. 11/30/72027
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Multi-Language Insert Farm Approved
Multi-language Interpreter Services OMB# 0538-1421

English: We have free interpreter services Lo answer any quastions you may have about our health or drug plan,
To get an interpretern, just call us at 1-800-794-5907 (TTY: 711). Someans who speaks English can help youw, This
is a free service
Spanish: Tenemos servicios de intérprete sin costo algune para responder cualquier prequnta que puada tener
sobre nuestro plan de salud o medicameantos. Para hablar con un intérprete, por favor llame al 1-800-794-5907
[TTY: 711). Alguien que hable espanol le podrd ayudar, Este es un servicio gratuito,
Chinese Mandarin: ERERNEEFIRS, ERIEEE X TRN=AWRERHEED. NRIBEHEFES
TR 1-800-7TH4-59307 [TTY: 711)- Bl hx TIEA RIEFEEDE- BRGNS
Chinese Cantonese: £ TR H TR TEFERER, SHRMRERROMEBEE. T HRES W58 1-800-
TS0 (TTY: 711 BMMhran A RS A rRHFEL. SR —HoMER-
Tagalog: Mayroon kaming librang serbisyo sa pagsasaling-wika upang masagot ang anumang moa katanungan
ninye hingail sa aming planang pangkalusugan o panggamat. Upang makakuha ng tagasaling-wika, tawagan
larang kami sa 1-800-7946-5907 [TTY: 711). Maaari kayong Lulungan ng isang nakakapagsalita ng Tagalog. [to ay
libreng serbisyo,
French: MNous proposons des services gratuits d'interprétation pour répondre & toutes vos questions relatives 2
notre régime de santé ou d'assurance-médicaments. Pour accéder au service d'interprétation, il vous suffit de
nous appeler au 1-800-794-5907 (TTY: 711} Un interlocuteur parlant Frangais pourra vous aider. Ce service ast
qgratuit
Vietnamese: Ching t4i cd dich vy théng dich mién phi dé trd 13i cic ciu héi vé chuiong sic khde vé chuong trinh thudc men, M quivi
cin thang dich vién xin goi 1-800-794-5907 (TTY: 711} s& cd nhdn vién ndi tiéng Viét gidp dé qul vi. Béy 1 dich v mién phi.
German: Unser kostenloser Dolmetscharservice beantwortet thren Fragen zu unserem Gesundheits- und
Arzneimittelplan. Unsere Dolmetscher erreichen Sie unter 1-800-794-5907 (TTY: 711). Man wird lhnen dort auf
Deutsch weiterhelfen. Dieser Service ist kostenlos
Korean: 2= 2lE 23 == OFF 2HH fist 220 B =X 28 B9 MU =8 HEstallsUC) .
29 Mu|A8 0lBtSHE HE 1-800-T94-5907 (TTY-711] He 2 Bl FHA2 . #2320 E S SUR7 =9 8
HYULCH. o] MY|2E FRE RHELCH.
Russian: Ecni ¥ BaC BOIHNEHYT BONDOCH OTHOCHTENEHE CTEEN0BOM MK MERHKAMEHTHOTD NNEHE, Bbl MOKETE BICNCNbICEATHCA
F UMMM BECRTHEMM YEMYTaMA REpeaoiuisoe, Ytofisl BocnansaoBaThes YOIy aMi NEpeBodHnE:, NOIBoHHTE HaM no Tenadayy 1-800-
T94-5007 (TTY- 7171}, Bam OKa#ET NOMOLLL COTPYRAN MK, KOTOPRIA FOBOPMT No-pyccke. Jamyzn yonyra Becninatian,
Jaasll ligal dyga¥) Jaas gl dmally glasd il g e aladl) dlonall o8l @ szall eilass aasd L] sArabic
200l sty oy pohos 1-B00-794-5907 (711 A6 10) o iy JUATH 5o ehe o s e s2a e
s dass 2 2 welae sy
Hindi: §9T TEYY O1 31 & Gia-1 & 4 & arges i ot qReE & @@ 29 & Al gan s goag gvmeiin dang”
IUTHY 2. U GUTHI] T A & o, &9 81 1-800-794-5507 (TTY. 711) T B &2, FIE udal = g2 atear 2
HTTH! FEE HE Heahdl 6. T8 I H0d 441 8
ttalian: £ dispenibile un servizio di interpretariate gratuito per rispendeare a eventuali domande sul nestro
piana sanitario e farmaceutico. Per un interprete, contattare il numero 1-800-794-5307 (TTY: 711). Un nostro
incaricato che parla Italianovi fornird 'assistenza necessaria. £ un servizio gratuito.
Portuguese: Dispomos de servigos de interpretagan gratuitos para responder a qualquer gquestao gue Lenha
acerca do nosso plang de sadde ou de medicagao. Para obter um intérprete, contacte-nos através do ndmero
1-800-T94-5907
(TTY: 711). Ird encontrar alguém que fale o idioma Portugués para o ajudar. Este servico & gratuito.
French Creole: Mou genyen sévis entéprt gratis [Jl:lu reponn tout kesyan ou ta genyen konsénan plan medikal
oswa dwor nou an. Pou jwenn yon entépret, jis rele nou nan 1-800-794-5907 (TTY: 711). Yon moun ki pale Kreydl
kapab ede w. 5a a se yon sévis ki gratis,
Palish: Umozliwiamy bezplatne skorzystanie z ustug tumacza ustnege, ktdry pomoze w Lzyskaniu odpowiedzi na temat planu
zdiowotnego lub dawkowania lekdw. Aby skorzystac z pomocy thumacza znajacego jezyk polski, nalezy zadzwonié pod numer
1-800-794-5907 (TTY: 711). Ta usluga jest bezpiatna.
Japanese: St OB EREFRM - ESNARTS/CHTECHBIICETAT I OIS BHOERY — XA
BOFETTTVET - BRECHABICASDICE1-800-794-5907 (TTY: 711) ICHBECR IV BXBEET AE
HEBNLET ChidREOY —EZTY-

Farm ChS-10802 [Expires 12/31/25)
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B%E Japanese: EERET—EAMBEET - E ABEL T —EARBHTIRBWELE TE
9.1-800-794-5907 (TTY: 711) FTHWEZTL,.

MANig1 Khmer: IWhAYIEAAM AN 280 S8 whAYh et GIAT 24 g g
wue 1-800-794-5907 (TTY: 711)4

BH=0] Korean: 22 240], 2 X| @ 8l ChAl H4 Mu|AF 0|&8hd 4 AGLICH
1-800-794-5907 (TTY: 711) Ho= BoSHIAl2,

Diné: Saad t'44 jiik'eh, t"dadoole’é binahjj” bee adahodooniigii diné hich"j" anidahazt’i i, do6 ahgo at"éego bee
hada'dilyaalgil bee bika’san{da’awo'l daholg. Kohji® hodiilnih 1-800-794-5907 (TTY: 711).

Polski Polish: Dostepne sg bezplatne ustugi jezykowe, pomocnicze i alternatywnea formaty. Zadzwon pod
numer 1-800-794-5907 (TTY: 711).

Fortugués Portuguese: Estao disponiveis servigos gratuitos de ajuda linguistica auxiliar & outros formatos
alternativos. Ligue 1-800-794-5907 (TTY: 711).

UArst Punjabi: HES ', Aafed AaTie, w2 feasfua 2aie Ao GUsed J61 1-800-794-5907
(TTY: 711) 2 a5 I

Pyccruin Russian: MpanocTasnAioTeA GecnnaTHee Yeyri RILIKOBOR NOAN8P¥KM, BCNOMOTaTanbHse
CPeACTEA W METEDUANI B ANLTEPHATWBHLIX hopmaTax. 3soHWTe no Homepy 1-800-794-5907 (TTY: 711).

Espafiol Spanish: Los servicios gratuitos de asistencia linglistica, ayuda auxiliary servicios en otro
formato estdn disponibles. Llame al 1-800-794-5907 (TTY: 711).

Tagalog Tagalog: Magagamit ang mga libreng serbisyong pangwika, serbisyo o device na pantulong, at
kapalit na format. Tumawag sa 1-800-794-5907 (TTY: 711).

Sulp Tamil: Bsosus Gomyl, syemem 2 sell wHID wrHD supsy EFemsuss 2 sienee. 1-800-794-5907
(TTY: 711) & =emipdsay.

@i Telugu: &réd 2R, DFADE @, B (DEFsrydh aromdl den wotherend
fe3ay. 1-800-794-5907 (TTY: 711) & 52 Tabod.

(TTY: 711) 1-800-794-5907 JS . ol Slasd € Cue b Jlde 59 eslial () das o e Urdu: 32

Tiéng Viét Vietnamese: Cd sdn cac djch vu mién phi v@ ngdn ngd, hd trg bd sung va dinh dang thay thé.
Héy goi 1-800-794-5907 (TTY: 711).

H1019_Provider Manual2025 230
652505FL0125



CarePlusHealthPlans.com



