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CHAPTER 1: INTRODUCTION TO AETNA BETTER HEALTH® OF CALIFORNIA

Back to Table of Contents

Welcome

Welcome to Aetna Better Health Inc., a California corporation. Our ability to provide excellent service to
our members is dependent on the quality of our provider network. By joining our network, you are
helping us serve those Californians who need us most. For the purpose of this manual, “provider” refers to
practitioners (licensed health care professionals who provide health care services) and providers
(institutions or organizations that provide services) that have agreed to provide covered services to health
plan members pursuant to a participating health provider agreement (“contract”).

Aetna Medicaid and Schaller Anderson

Aetna expanded its Medicaid services in 2007, when it purchased Schaller Anderson, an Arizona-based,
nationally recognized health care management company with more than two decades of Medicaid
experience.

When Schaller Anderson was formed in 1986, Medicaid managed care was a new concept that had not
been tried anywhere else in the country on the scale that the state had adopted. Schaller Anderson’s
founders were key visionaries in the development of the Arizona Health Care Cost Containment System
(AHCCCS). The program soon became a model for states moving into Medicaid managed care.

About Aetna Better Health of California

Aetna Medicaid has been a leader in Medicaid managed care since 1986 and currently serves just over 3
million individuals in 15 states. An Aetna Medicaid affiliate has a contract in California to operate a
Medicaid program. Aetna Medicaid affiliates currently own, administer or support Medicaid programs in
California, Arizona, Florida, lllinois, Kansas, Kentucky, Louisiana, Maryland, Michigan, New Jersey, New
York, Ohio, Pennsylvania, Texas, Virginia, and West Virginia.

Experience and Innovation

Aetna Medicaid has more than 30 years’ experience in managing the care of the most medically
vulnerable. We use innovative approaches to achieve both successful health care results and maximum
cost outcomes.

We are dedicated to enhancing member and provider satisfaction, using tools such as predictive
modeling, care management, and state-of-the art technology to achieve cost savings and help members
attain the best possible health, through a variety of service models.

We work closely and cooperatively with physicians and hospitals to achieve durable improvements in
service delivery. We are committed to building on the dramatic improvements in preventive care by facing
the challenges of health literacy and personal barriers to healthy living.

Today Aetna Medicaid owns and administers Medicaid managed health care plans for more than three
million members. In addition, Aetna Medicaid provides care management services to hundreds of
thousands of high-cost, high-need Medicaid members. Aetna Medicaid utilizes a variety of delivery
systems, including fully capitated health plans, complex care management, and administrative service
organizations.



Meeting the Promise of Managed Care

Our state partners choose us because of our expertise in effectively managing integrated health models
for Medicaid that provides quality service while saving costs. The members we serve know that everything
we do begins with the people who use our services - we care about their status, their quality of life, the
environmental conditions in which they live and their behavioral health risks. Aetna Medicaid has
developed and implemented programs that integrate prevention, wellness, disease management and care
coordination.

We have particular expertise in successfully serving children with special health care needs, children in
foster care, persons with developmental and physical disabilities, women with high-risk pregnancies, and
people with behavioral health issues.

Aetna Medicaid distinguishes itself by:

= More than 30 years’ experience managing the care and costs of the Temporary Assistance for
Needy Families (TANF), Children’s Health Insurance Program (CHIP) and Aged, Blind and Disabled
(ABD) (both physical and behavioral) populations

« More than 30 years’ experience managing the care and costs of the developmentally disabled
population, including over 9,000 members served today through the Mercy Care Plan in Arizona

» 20 years' experience managing the care and costs of children and youth in foster care or other
alternative living arrangements

» Operation of a number of capitated managed care plans

« Participation on the Center for Health Care Strategies (CHCS) Advisory Committee, as well
asspecific programs and grants, since CHCS' inception in 1995

» Local approach - recruiting and hiring staff in the communities we serve

About the California Medicaid Managed Care Program

The Department of Health Care Services (DHCS) and the Department of Managed Health Care (DMHCQ)
administers the state- and federally-funded Medi-Cal Medicaid program for certain groups of low- to
moderate-income adults and children.

About the Medicaid Managed Care Program

Aetna Better Health of California was chosen by the DHCS to be one of the Medi-Cal Health Plans to
arrange for care and services by specialists, hospitals, and providers including member engagement,
which includes outreach and education functions, grievances, and appeals.

Aetna Better Health of California is offered in both San Diego and Sacramento Counties.

Disclaimer

Providers are contractually obligated to adhere to and comply with all terms of the plan and your Aetna
Better Health of California Provider Agreement, including all requirements described in this Manual, in
addition to all federal and state regulations governing a provider. While this manual contains basic
information about Aetna Better Health of California, DHCS requires that providers fully understand and
apply DHCS requirements when administering covered services.

Please refer to www.dhcs.ca.gov/ for further information on DHCS.



http://www.dhcs.ca.gov/

Aetna Better Health of California Policies and Procedures

Our comprehensive and robust policies and procedures are in place throughout our entire Health Plan to
verify all compliance and regulatory standards are met. Our policies and procedures are reviewed on an
annual basis and updates are made as needed. All updates are communicated to both DHCS and
providers/practitioners as needed via paper and/or electronic methods, such as but not limited to Provider
Newsletter, Website or Secure Provider Portal.

Eligibility
To be eligible for Medi-Cal, a person must meet a categorical eligibility requirement, including but not
limited to: Income

Family Size 138% Poverty Level
1 $16,754
2 $22,715
3 $28,677
4 $34,638
5 $40,600
6 $46,562
7 $52,523
8 $58,485
Each additional $5,962
person, add

e 65 o0rolder

e Blind
e Disabled
e Under 21

e Pregnant
e Inaskilled nursing or intermediate care home
e Onrefugee status for a limited time, depending how long you have been in the United States
e A parent or caretaker relative or a child under 21 if:
— The child's parent is deceased or doesn't live with the child, or
— The child's parent is incapacitated, or
— The child's parent is under employed or unemployed
e Have been screened for breast and/or cervical cancer
e CalFresh
e SSI/SSP
e CalWORKs (AFDC)
» Refugee Assistance
e Foster Care or Adoption Assistance Program
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Choosing a PCP:

o Members need to pick a PCP that is in the Plan provider network.
Each eligible family member does not have to have the same PCP.
If a member does not pick a PCP, we will pick one for the member.
Providers must verify eligibility every visit by the member.

All providers, regardless of contract status, must verify a member’s enrollment status prior to the
delivery of non-emergent, covered services. A member’s assigned provider must also be verified prior
to rendering primary care services.

When a member first enrolls in our Plan, we will do our best to make sure the member gets to keep the
PCP they chose. Sometimes we cannot assign the member to the PCP they choose. When this happens, we
will choose a PCP for the member. The PCP’'s name and phone number will be on the member’s ID card.
The member can call us at any time to change PCPs. We might choose a PCP for the member if:

e They did not choose a PCP when enrolled.

e The PCP they chose is not accepting new members

e The PCP they chose only sees certain members, such as pediatricians who only see children.

If we must choose a PCP for a member, we will try to find a PCP that is close to the member
residence and best fits their needs. We look for:

e The member's recent PCP

e The member’s family member’s PCP

e The member’s zip code

e The member’s age

ID Card
Members should present their ID card at the time of service.

The member ID card contains the following information:
» Member Name
*  Member ID Number
» Date of Birth of Member
e Member's Gender
» PCP/IPAName
» PCP/IPA Phone Number
= Effective Date of Eligibility
» Claims address
» Emergency Contact Information for Member
» Health Plan Name
- Aetna Better Health of California's Website
*  Rx Bin Number
*  Rx PCN Number
* Rx Group Number
» CVS Caremark Number (For Pharmacists use only)

11



Sample ID Card
Front:

o——

4

1 THIS CARD |5 NOT A GUARANTEE OF ELIGIBILITY, ENROLLMENT OR PAYMENT. MECAMED
\\ /J
Back:
s~ N,

b
Aetna Better Health® of California @@ @tna’
Medi-Cal

Name BUSH, NICKLAUS

Member ID # 94436260A DOB 06/14/1990  Sex M
PCP LA MAESTRA COMMUNITY HEALTH CENTER EL CA,
PCP Phone 1-619-312-0347 Effective Date 08/20/2019

I N N R I A R I A I N I

RxBIN: 610591 RxPCN: ADV RxGRP: RX8808
Pharmacist Use Only: 1-866-785-5702 ¥CVS caremark’

aetnabetterhealth.com/california

Member Services/Servicios al Miembre: 1-855-772-9076, TTY 711, 247

Urgent Care: Call your primary care provider (FCF)

Arencidn de urgenciaz Llame a su proveedor de cuidado primario (PCP)

Emergency Care: [f you are having an emergency. call 911 or go to the cosest
hospital You don't need preapproval for emergency transportation or emergency
care in the hospital.

Atencién de emergencia: Sitiene una emergencia, llame al 911 o vaya al hospital més
cercano. No necesita aprobacion previa para el transporte de emergencia o la
atencion de emergencia en el hospital.

Prior authorization is required for all inpatient admissicns and selected outpatient
services. Te notify of an admission, please call 1-855-772-9076.

Se requiere autorizacidn previa para todas las admisiones de internacién y para
ciertos servicies ambulatorios. Para notificar una admision, lame al 1-855-772-9076.

Send medical claims to: To vet'%lnember eligibility:
Aetna Better Health of California 1-855-772-9076
B0 Box 66125 ED Payar 1D:
Phuenix, AZ 85082-6125 128CA CAMED1
.
Model of Care

Integrated Care Management
Aetna Better Health of California's Integrated Care Management (ICM) Program uses a Bio-Psycho-Social

(BPS) model to identify and reach our most vulnerable members. The approach matches members with

the resources they need to improve their health status and to sustain those improvements over time. We

use evidence-based practices to identify members at highest risk of not doing well over the next twelve
(12) months and offer them intensive care management services built upon a collaborative relationship
with a single clinical Case Manager, their caregivers and their Primary Care Provider (PCP). This
relationship continues throughout the care management engagement. We offer members who are at
lower risk supportive care management services. These include standard clinical care management and
service coordination and support. Disease management is part of all care management services that we

offer.

12



The ICM Interventions and Services are detailed below:

ICM Interventions and Services

ICM Service .
Care Management Interventions
Level
Intensive: Outreach/Enrollment

Complex Case

Welcome Letter
Face to face visits

Management PCP notification of enroliment, education about the program and
and Chronic services and how they can best support their patient
Condition Encouraging members to communicate with their care and
Management service providers
(Disease Comprehensive bio-psychosocial assessment including behavioral
Management) health and substance abuse screening
Condition specific assessments for physical and behavioral health
Case Formulation/Synthesis (summary of the member's story)
Integrated plan of care and service plans (if member is LTSS eligible)
Chronic condition management
Member education and coaching to self-manage their conditions and
issues
Monthly (minimum) care plan updates based on progress toward
goals
Member contacts as clinically indicated and face to face if indicated
Complex care coordination with both internal and the
member’s multi-disciplinary care team which includes the
member’s identified support system
Case rounds
Integrated care team meetings (duals & LTSS)
Bi-annual newsletter for primary chronic condition
Krames educational sheets
Supportive: Outreach/Enrollment
Welcome Letter
Supportive Face to face visits (LTSS only)
Standard Care PCP notification of enrollment, education about the program and
Management services and how they can best support their patient
and C‘h'ronic Condition specific assessments for conditions of focus
Condition Bio-psychosocial care plan which includes activities for chronic
Mgnagement conditions and service plans
(Disease Chronic condition management
Management)

Coaching on the management of conditions and issues and self-care
Encouraging members to communicate with their care and

service providers

Education on disease process, self-management skills, and
adherence to recommended testing and treatment

Quarterly (minimum) care plan updates

Member contacts as clinically indicated

Care team coordination




ICM Interventions and Services
ICM Service .
Care Management Interventions
Level
e Caserounds
e Integrated care team meetings (duals & LTSS)
e Bi-annual newsletter for primary chronic condition
e Krames educational sheets
Population o Low/No Risk pregnant members: Quarterly screening to identify risk
Health factors
e Dually enrolled Medicare-Medicaid: Annual Health Risk
Monitoring, Questionnaire, low risk care plans, Krames materials
follow up and e Welcome letter and bi-annual newsletter for low risk chronic
education for condition management
low risk e Special populations: monitoring/tracking per state requirements
members e PCP notification of enrollment, education about the program and
services and how they can best support their patient
o Not applicable for LTSS

About this Provider Manual

This Provider Manual serves as a resource and outlines operations for Aetna Better Health of California’s
Medi-Cal Health program. Through the Provider Manual, providers should be able to identify information
on the majority of issues that may affect working with Aetna Better Health of California. Medical and
other procedures are clearly denoted within the Manual.

Aetna Better Health of California’s Provider Manual is updated and made available to providers via the
Aetna Better Health website at aetnabetterhealth.com/california. Aetna Better Health of California
annually notifies all new and existing participating providers in writing that the Provider Manual is
available on the Aetna Better Health of California website, via provider/practitioner newsletter and or
email. The Aetna Better Health of California Provider Manual is available in hard copy form by contacting
our Provider Services Department at 1-855-772-9076. Otherwise, for your convenience Aetna Better
Health of California will make the Provider Manual available on our website at
aetnabetterhealth.com/california.

This manual is intended to be used as an extension of the Participating Health Provider Agreement, a
communication tool and reference guide for providers and their office staff.

About Patient-Centered Medical Homes (PCMH)

A Patient-Centered Medical Home (PCMH), also referred to as a “health care home,” is an approach to
providing comprehensive, high-quality, individualized primary care services where the focus is to achieve
optimal health outcomes. The PCMH features a personal care clinician who partners with each member,
their family, and other caregivers to coordinate aspects of the member’s health care needs across care
settings using evidence-based care strategies that are consistent with the member’s values and stage in
life. If you are interested in becoming a PCMH, please contact us at 1-855-772-9076.
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CHAPTER 2: CONTACT INFORMATION

Back to Table of Contents

Providers who have additional questions can refer to the following phone numbers:

Important Contacts Phone Number Facsimile Hours and Days of
Operation
(excluding State
holidays)
Aetna Better Health 1-855-772-9076 Individual
of California (follow the prompts in order to | departments
reach the appropriate are listed
departments) below
Provider Services Department 8a.m.-5p.m.PT
Monday-Friday
Member Services Department
(Eligibility Verifications, 24 hours / 7 days per
education, grievances) week
aetnabetterhealth.com/califor
nia Providers have access
to Member Services
staff and UM staff
during normal business
hours as well as after
hours by dialing
1-855-772-9076.
Should our staff need
to initiate or return a
call regarding UM
issues; staff will identify
themselves by name,
title and organization
name.
Members have access
to Services for Hearing
Impaired (TTY)
California Relay Services
for Hearing- Impaired
Members as well a
Language Line if the
member is in need of a
translator.
Aetna Better Health 1-855-772-9076 Individual
of California - Care Ask to be connected to the CM departments
Management department are listed
below

15
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Aetna Better Health of 1-855-321-3727 N/A 24 hours / 7 days per
California Compliance week through Voice Mail
Hotline (Reporting Fraud, inbox

Waste or Abuse)

Providers may remain

anonymous.

Aetna Better Health of 1-800-338-6361 N/A 24 hours / 7 days per
California Special week

Investigations Unit (SIU)
(Reporting Fraud, Waste
or Abuse)

Providers may remain
anonymous.

Community Resource

Contact Information

California Tobacco Quit line

1-800-NO-BUTTS (1-800-662-8887)
Website: /www.nobutts.org

Aetna Better Health of 1-855-772-9076
California Medical Prior
Authorization

Department

Ask to be connected to the prior
authorization department

Individual 24 hours / 7 days per
departments week

are listed

below

Aetna Better Health of California Department
Fax Numbers

Fax Number

Member Services

1-844-453-1150

Provider Services

1-844-886-8349

Provider Claim Disputes

1-844-886-8349

Care Management

Sacramento 1-866-489-7441
San Diego  1-844-584-4450

Medical Prior Authorization

Sacramento 1-866-489-7441
San Diego  1-844-584-4450

Pharmacy Prior Authorization

Sacramento 1-866-489-7441
San Diego  1-844-584-4450
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(Vision Service Plan)

Contractors Phone Number Facsimile Hours and Days of
Operation
(excluding State
holidays)

Interpreter Services Please contact Member N/A 24 hours /7 days per

Language interpretation | Services at 1-855-772-9076 week

services, including sign

language, special

services for the hearing

impaired.

Vision Vendor - VSP 1-800-877-7195 N/A 8a.m.-5p.m.CST

Monday-Friday

Lab - Quest
Diagnostics
(Preferred Lab)

www.questdiagnostics.co

m/home.html

Please visit the website
for additional
information.

www.questdiagnostics.com/ho

Please visit the
website for
additional
information.
www.questdiagno

Please visit the website
for additional
information.

www.questdiagnostics.co

me.html

stics.com/home.h

m/home.html

tml

Durable Medical
Equipment- DME

https://www.aetnabette
rhealth.com/california/fi

nd-provider

Please see our online provider
search tool for details
surrounding DME providers.

1-855-772-9076

(follow the prompts in order to
reach the appropriate
departments)

N/A

N/A

CVS Caremark
Pharmacy Network
Help Desk

1-855-772-9076

(follow the prompts in order
to reach the appropriate
departments)
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Agency Contacts Phone Number Facsimile Hours and Days of

& Important Operation

Contacts (excluding State
holidays)

California Department of | 1-916-449-5000 NA Monday through Friday

Health Care Services from 6:30 a.m. -5 p.m.

(DHCS) - Medi-Cal

1-800-541-5555, TTY 711

Change Healthcare 1-877-363-3666 N/A 24 hours / 7 days per

(Emdeon) week

Customer Service - EDI

and Web Connect https://www.changehealthcar

Email Support: e.com/

hdsupport@webmd.com

California Relay 1-800-735-2929 or 711 N/A 24 hours / 7 days per
week

Reporting Suspected Neglect or Fraud

The California Sacramento County NA 24 hours / 7 days per
Department of Social 1916-875-5437 week
Services Child
Abuse Hotline
San Diego County
https://www.cdss.ca.gov/| 1-858-560-2191 or
Reporting/Report- 1-800-344-6000
Abuse/Child-Protective-
Services/Report-Child-
Abuse
The National 1-800-799-SAFE (7233) N/A 24 hours / 7 days per
Domestic Violence 1-800-787-3224 (TTY) week
Hotline

The California Medicaid
Fraud Division of the
Department of Health
Care Services

1-800-822-6222 (for
provider fraud)

The Federal Office of
Inspector General in the
U.S. Department of
Health and Human
Services (Fraud)

1-800-HHS-TIPS
(1-800-447-8477)
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In addition to the telephone numbers above, participating providers may access the Aetna Better Health of
California website 24 hours a day, 7 days a week at: aetnabetterhealth.com/california for up-to-date
information, forms, and other resources such as:
e Provider quick reference guide
Member Rights and Responsibilities
Searchable Provider Directory
Credentialing Information
Prior Authorization Grid
Clinical Practice Guidelines
Adult and Child Preventive Health Guidelines
Member Handbook and Benefits
Appeals Information and Forms
Provider Newsletters
Pharmacy Formulary and Prior Authorization Guidelines and Forms
Health and Wellness Materials and Resources
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CHAPTER 3: PROVIDER SERVICES DEPARTMENT
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Provider Services Department Overview

Our Provider Services Department serves as a liaison between the Health Plan and the provider
community. Our staff is comprised of Provider Liaisons and Provider Relations Representatives. Our
Provider Liaisons conduct onsite provider training, problem identification and resolution, provider office
visits, and accessibility audits.

Our Provider Services Representatives are available by phone or email to provide telephonic or electronic
support to all providers. Below are some of the areas where we provide assistance:

» Advise of an address change

* View recent updates

* Locate Forms

» Review member information

» Check member eligibility

» Find a participating provider or specialist

» Submitting prior authorizations

* Review or search the Preferred Drug List

* Notify the plan of a provider termination

» Notify the plan of changes to your practice

» Advise of a Tax ID or National Provider Identification (NPI) number change

» Obtain a secure web portal or member care Login ID

* Review claims or remittance advice

Our Provider Services Department supports network development and contracting with multiple functions,
including the evaluation of the provider network and compliance with regulatory network capacity
standards. Our staff is responsible for the creation and development of provider communication
materials, including the Provider Manual, Periodic Provider Newsletters, Bulletins, fax/email blasts, website
notices, and the Provider Orientation Kit. Our Provider Services Department serves as a liaison between
the Health Plan and the provider community. Our staff is comprised of Provider Liaisons and Provider
Relations Representatives. Our Provider Liaisons conduct onsite provider training, problem identification
and resolution, provider office visits, and accessibility audits.

Our Provider Services Representatives are available by phone or email to provide telephonic or electronic
support to all providers. Below are some of the areas where we provide assistance:

» Advise of an address change

» View recent updates

e Locate Forms

» Review member information

* Check member eligibility

« Find a participating provider or specialist

» Submitting prior authorizations

* Review or search the Preferred Drug List

» Notify the plan of a provider termination

« Notify the plan of changes to your practice

» Advise of a Tax ID or National Provider Identification (NPI) number change

» Obtain a secure web portal or member care Login ID
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e Review claims or remittance advice

Our Provider Services Department supports network development and contracting with multiple
functions, including the evaluation of the provider network and compliance with regulatory network
capacity standards. Our staff is responsible for the creation and development of provider communication
materials, including the Provider Manual, Periodic Provider Newsletters, Bulletins, fax/email blasts,
website notices, and the Provider Orientation Kit.

Provider Orientation

Aetna Better Health of California provides initial orientation for newly contracted providers prior to being
placed on an active status with Aetna Better Health of California and before you see members. In follow up
to initial orientation, Aetna Better Health of California provides a variety of provider educational forums
for ongoing provider training and education, such as routine provider office visits, group or individualized
training sessions on select topics (i.e. appointment time requirements, claims coding, appointment
availability standards, member benefits, Aetna Better Health of California website navigation), distribution
of Periodic Provider Newsletters and bulletins containing updates and reminders, and online resources
through our website at aetnabetterhealth.com/california.

Provider Inquiries

Providers may contact us at 1-855-772-9076 between the hours of 8 a.m. and 5 p.m., Monday through
Friday, email us CaliforniaProviderRelationsDepartment@aetna.com or access our secure provider
web portal for any and all questions including checking on the status of an inquiry, complaint, grievance
and appeal. Our Provider Services Staff will respond within 48 business hours.

Interested Providers

If you are interested in applying for participation in our Aetna Better Health of California network, please
visit our website at aetnabetterhealth.com/california, and complete the provider application (directions
will be available online). If you would like to speak to a representative about the application process or the
status of your application, please contact our Provider Services Department at 1-855-772-9076. To
determine if Aetna Better Health of California is accepting new providers in a specific region, please
contact our Provider Services Department at the number located above.

If you would like to mail your application, please mail to:

Aetna Better Health of California
Attention: Network Services
10260 Meanley Dr.

San Diego, CA 92131

Please note this is for all medical type of providers including HCBS, LTC, Ancillary, Hospital, etc.
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CHAPTER 4: PROVIDER RESPONSIBILITIES & IMPORTANT INFORMATION
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Provider Responsibilities Overview

This section outlines general provider responsibilities; however, additional responsibilities are included
throughout the Manual. These responsibilities are the minimum requirements to comply with contract
terms and all applicable laws. Providers are contractually obligated to adhere to and comply with all terms
of the Medi-Cal Program, the Request for Proposal between DHCS and Aetna Better Health of California,
and your Provider Agreement, and requirements outlined in this Manual. Aetna Better Health of California
may or may not specifically communicate such terms in forms other than your Provider Agreement and
this Manual.

Providers must cooperate fully with state and federal oversight and prosecutorial agencies, including but
not limited to, the Department of Health Care Services (DHCS), The California Medicaid Fraud Division of
the Department of Health Care Services, Health and Human Services - Office of Inspector (HHS-OIG),
Federal Bureau of Investigation (FBI), Drug Enforcement Administration (DEA), Food and Drug
Administration (FDA), and the U.S. Attorney’s Office.

Providers must act lawfully in the scope of practice of treatment, management, and discussion of the
medically necessary care and advising or advocating appropriate medical care with or on behalf of a
member, including providing information regarding the nature of treatment options; risks of treatment;
alternative treatments; or the availability of alternative therapies, consultation or tests that may be self-
administered including all relevant risk, benefits and consequences of non-treatment. Providers must also
assure the use of the most current diagnosis and treatment protocols and standards. Advice given to
potential or enrolled members should always be given in the best interest of the member. Providers may
not refuse treatment to qualified individuals with disabilities, including but not limited to individuals with
Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome (HIV/AIDS).

Independent Practice Association (IPA)
Aetna Better Health has contracted with IPA’s that make up a portion of our provider network. If you are
part of an IPA please remember to follow this Provider Manual and to contact your IPA should you have
questions regarding any of the following;:

e Credentialing

e C(Claims

e Patient Management

e Professional services, including billing and benefit coverage, unless specifically noted are covered by

the IPA

If you have any questions, please contact your IPA or Aetna Better Health's Provider Services Department at
1-855-772-9076

Unique Identifier/National Provider Identifier

Providers who provide services to Aetna Better Health of California members must obtain identifiers.
Each provider is required to have a unique identifier, and qualified providers must have a National
Provider Identifier (NPI) on or after the compliance date established by the Centers for Medicare and
Medicaid Services (CMS).
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Appointment Availability Standards

Providers are required to schedule appointments for eligible members in accordance with the minimum
appointment availability standards, and based on the acuity and severity of the presenting condition, in
conjunction with the member’s past and current medical history. Our Provider Relations Department will
routinely monitor compliance and seek Corrective Action Plans (CAP), such as panel or referral restrictions,
from providers that do not meet accessibility standards. Providers are contractually required to meet the
California Department of Health Care Services (DHCS) and the National Committee for Quality Assurance
(NCQA) standards for timely access to care and services, taking into account the urgency of and the need
for the services.

Please note: Pursuant to Health & Safety Code § 1367.27(j)(2), if a provider who is not accepting new patients is
contacted by an member or potential member seeking to become a new patient, the provider shall direct the
member or potential member to both Aetna Better Health of California for additional assistance in finding a

provider and to the department to report any inaccuracy with the plan’s directory or directories.

The tables below shows appointment wait time standards for Primary Care Providers (PCPs),
Obstetrics and Gynecologists (OB/GYNSs), and high volume Participating Specialist Providers

(PSPs).

Emergency Urgent Non-Urgent| Specialty Ancillary Services
Emergent or Urgent Care for Non-urgent| Specialty care For the diagnosis or
emergency visits| services that do not sick care consultation, treatment of injury,

immediately require prior within 10 including non- illness, or other health
upon authorization within business urgent, within 15 | condition, within 15
presentation at | forty- eight (48) hours; | days of business days of | business days of

the service for services that do request or | request or as request.

delivery site. require prior sooner if clinically

Emergency authorization within medical indicated.

services must
be available at

ninety-six (96) hours.
Provisions must be

condition(s)
deteriorates

all times. available for obtaining | into an
urgent care 24 hours urgent or
per day, 7 days per emergency
week. condition.

Urgent care may be
provided directly by the
PCP or directed by
Aetna Better Health of
California through other
arrangements.

Prenatal Care: Members will be seen within the following timeframes:

o First prenatal visit within 10 business days

e Within their first trimester within 14 days

e Within the second trimester within 7 days
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o Within their third trimester within 3 days

o High risk pregnancies within 3 days of identification of high risk by Medi-Cal or maternity care
provider, or
immediately if an emergency exists

e Physicals - This is regular care to keep you and your child healthy. Call your provider to
make an appointment for preventive care. You can expect to be seen within ten

business days.
o Examples: of preventive care are checkups, shots and follow up appointments.

e Mental health - You can expect to be seen by the provider within ten (10) business days

In office, waiting time for scheduled appointments should not routinely exceed 45 minutes, including
time in the waiting room and examining room. If a provider is delayed, patients must be notified
immediately. If the wait is anticipated to be more than 90 minutes, the patient must be offered a new
appointment. Walk-in patients with non- urgent needs should be seen if possible or scheduled for an
appointment consistent with written scheduling procedures. Direct contact with a qualified clinical staff
person must be available through a toll-free telephone number at all times.

Please note that follow-up to ED visits must be in accordance with ED attending provider discharge instructions.

Telephone Accessibility Standards

Providers have the responsibility to make arrangements for after-hours coverage in accordance with
applicable state and federal regulations, either by being available, or having on-call arrangements in place
with other qualified participating Aetna Better Health of California providers for the purpose of rendering
medical advice, determining the need for emergency and other after-hours services including, authorizing
care and verifying member enrollment with us.

It is our policy that network providers cannot substitute an answering service as a replacement for
establishing appropriate on call coverage. On call coverage response for routine, urgent, and emergent
health care issues are held to the same accessibility standards regardless if after hours coverage is
managed by the PCP, current service provider, or the on-call provider.

All providers must have a published after-hours telephone number and maintain a system that will
provide access to primary care 24 hours a day, 7 days a week. In addition, we will encourage our providers
to offer open access scheduling, expanded hours and alternative options for communication (e.g.,
scheduling appointments via the web, communication via email) between members, their PCPs, and
practice staff. Providers must return calls within 30 minutes. We will routinely measure the PCP’s
compliance with these standards as follows:

e Our medical and provider management teams will continually evaluate emergency room data to
determine if there is a pattern where a PCP fails to comply with after-hours access or if a member
may need care management intervention.

e Our compliance and provider management teams will evaluate member, caregiver, and provider
grievances regarding after hour access to care to determine if a PCP is failing to comply on a
monthly basis.

Providers must comply with telephone protocols for all of the following situations:

e Answering the member telephone inquiries on a timely basis
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e Prioritizing appointments

e Scheduling a series of appointments and follow-up appointments as needed by a member

e Identifying and rescheduling broken and no-show appointments

e Identifying special member needs while scheduling an appointment (e.g., wheelchair andinterpretive
linguistic needs)

e Triage for medical and dental conditions and special behavioral needs for noncompliant individuals who
are mentally deficient

A telephone response should be considered acceptable/unacceptable based on the following
criteria:
Acceptable - An active provider response, such as:
« Telephone is answered by provider, office staff, answering service, or voice mail.
« The answering service either:
— Connects the caller directly to the provider
— Contacts the provider on behalf of the caller and the provider returns the call
— Provides a telephone number where the provider/covering provider can be reached
« The provider's answering machine message provides a telephone number to contact the
provider/covering provider.

Unacceptable:
» The answering service:
— Leaves a message for the provider on the PCP’s/covering provider's answering machine
— Responds in an unprofessional manner

» The provider's answering machine message:

— Instructs the caller to go to the emergency room, regardless of the exigencies of the
situation, for care without enabling the caller to speak with the provider for non-emergent
situations.

— Instructs the caller to leave a message for the provider.

* No answer;

» Listed number no longer in service;

» Provider no longer participating in the contractor’s network;

* On hold for longer than ten (10) minutes;

» Answering Service refuses to provide information for after-hours survey;

» Telephone lines persistently busy despite multiple attempts to contact the provider.

Provider must make certain that their hours of operation are convenient to, and do not discriminate
against, members. This includes offering hours of operation that are no less than those for non-members,
commercially insured or public fee-for-service individuals.

In the event that a PCP fails to meet telephone accessibility standards, a Provider Services Representative
will contact the provider to inform them of the deficiency, educate the provider regarding the standards,
and work to correct the barrier to care.

Covering Providers

Our Provider Services Department must be notified if a covering provider is not contracted or affiliated
with Aetna Better Health of California. This notification must occur in advance of providing authorized
services. Depending on the Program, reimbursement to a covering provider is based on the fee schedule.
If members have other insurance coverage, providers must submit a paper or electronic bill and primary
carrier EOB for reimbursement. Medicaid is always payor of last result. Failure to notify our Provider
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Services Department of covering provider affiliations or other insurance coverage may result in claim
denials and the provider may be responsible for reimbursing the covering provider.

Verifying Member Eligibility

All providers, regardless of contract status, must verify a member’s enrollment status prior to the
delivery of non- emergent, covered services. A member’s assigned provider must also be verified prior
to rendering primary care services. Providers are NOT reimbursed for services rendered to members
who lost eligibility or who were not assigned to the primary care provider’s panel (unless, s/he is a
physician covering for the provider).

Member eligibility can be verified through one of the following ways:

» Telephone Verification: Call our Member Services Department to verify eligibility at
1-855-772-9076. To protect member confidentiality, providers are asked for at least three pieces
of identifying information such as the member’s identification number, date of birth and address
before any eligibility information can be released.

» Secure Website Portal: Contact our Provider Services Department for additional information
about securing a confidential password to access the site.

* Monthly Roster: Monthly rosters are found on the Secure Website Portal.
— Note: rosters are only updated once a month.

Provider Secure Web Portal
The Secure Web Portal is a web-based platform that allows us to communicate member healthcare
information directly with providers. Providers can perform many functions within this web-based
platform. The following information can be attained from the Secure Web Portal:

» Member Eligibility Search - Verify current eligibility of one or more members.

« Panel Roster - View the list of members currently assigned to the provider as the PCP.

» Provider List - Search for a specific provider by name, specialty, or location.

« Claims Status Search - Search for provider claims by member, provider, claim number, or service
dates. Only claims associated with the user's account provider ID will be displayed.

» Clinical Practice Guidelines.

* Preventive health guidelines (adult and child).

* Provider manual.

« Remittance Advice Search - Search for provider claim payment information by check number,
provider, claim number, or check issue/service dates. Only remits associated with the user’s
account provider ID will be displayed.

» Provider Prior Authorization Look up Tool - Search for provider authorizations by member,
provider, authorization data, or submission/service dates. Only authorizations associated with
the user's account provider ID will be displayed. The tool will also allow providers to:

— Search Prior Authorization requirements by individual or multiple Current Procedural
Terminology/Healthcare Common Procedures Coding System (CPT/HCPCS) codes
simultaneously

— Review Prior Authorization requirement by specific procedures or service groups

— Receive immediate details as to whether the code(s) are valid, expired, a covered
benefit, have prior authorization requirements, and any noted prior authorization
exceptioninformation

— Export CPT/HCPS code results and information to Excel

— Ensure staff works from the most up-to-date information on current prior
authorization requirements
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« Submit Authorizations - Submit an authorization request on-line. Three typesof
authorization are available:
— Medical Inpatient services including surgical and non-surgical, rehabilitation, and hospice
— Outpatient
— Durable Medical Equipment - Rental
— Non-Par providers must receive prior authorization for all treatment
» Healthcare Effectiveness Data and Information Set (HEDIS) - Check the status of the member’'s
compliance with any of the HEDIS measures. A “Yes” means the member has measures that they
are not compliant with; a “No” means that the member has met the requirements.

For additional information regarding the Secure Web Portal, please access the Secure Web Portal
Navigation Guide located on our website.

Member Care Web Portal

The Member Care Web Portal is another web-based platform offered by Aetna Better Health of California
that allows providers access to the member’s care plan, other relevant member clinical data, and securely
interact with Care Management staff.

Providers are able to do the following via the Member Care Web Portal:
For their practice:
= Providers can view their own demographics, addresses, and phone and fax numbers for accuracy.
» Providers can update their own fax number and email addresses.
For their patients:
« View and print member’s care plan® and provide feedback to Case Manager via secure messaging.
« View a member’s profile which contains:
— Member’s contact information
— Member's demographic information
— Member’s Clinical Summary
— Member’s Gaps in Care (individual member)
— Member’s Care Plan

— Member’s Service Plans
— Member’s Assessments responses”
— Member's Care Team: List of member’'s Health Care Team and contact information (e.g.,
specialists, caregivers)’, including names/relationship
— Detailed member clinical profile: Detailed member information (claims-based data) for
conditions, medications, and utilization data with the ability to drill-down to the claim
level
— High-risk indicator” (based on existing information, past utilization, and member rank)
— Conditions and Medications reported through claims
— Member reported conditions and medications” (including Over the Counter (OTC),
herbals, and supplements)
« View and provide updates and feedback on “HEDIS Gaps in Care” and “Care Consideration” alerts
for their member panel”
« Secure messaging between provider and Case Manager
« Provider can look up members not on their panel (provider required to certify treatment
purpose as justification for accessing records)
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Any member can limit provider access to clinical data except for members flagged for 42 C.F.R. Part 2
(substance abuse). They must sign a disclosure form and list specific providers who can access their
clinical data.

For additional information regarding the Member Care Web Portal, please access the Member Care Web
Portal Navigation Guide located on our website.

Preventive or screening services
Providers are responsible for providing appropriate preventive care to members. These preventive
services include, but are not limited to:
« Age-appropriate immunizations, disease risk assessment and age-appropriate physical examinations.
«  Well woman visits (female members may go to a network obstetrician/gynecologist for a well
woman exam once a year without a referral).
« Age and risk appropriate health screenings.
» Dental screening and topical application of fluoride
(Effective on and after June 1, 2006, topical application of fluoride for children less than 6 years of
age, up to three times in a 12-month period, is a Medi-Cal Managed Care Plan benefit. When the
procedure follows a protocol established by the attending physician, then nurses and other
appropriate personnel may apply fluoride varnish.)

Educating members on their own health care
Aetna Better Health of California does not prohibit providers from acting within the lawful scope of their
practice and encourages them to advocate on behalf of a member and to advise them on:
« The member’s health status, medical care or treatment options, including any alternative
treatment that may be self-administered;
« Any information the member needs in order to decide among all relevant treatment options;
« Therisks, benefits, and consequences of treatment or non-treatment; and
« The member's right to participate in decisions regarding his or her behavioral health care,
including the right to refuse treatment, and to express preferences about future treatment
decisions.

Practitioners / providers may freely communicate with members on items such as these regardless of
benefit coverage limitations.

Emergency Services

Authorizations are not required for emergency services. In an emergency, please advise the member
to go to the nearest emergency department. If a provider is not able to provide services to a member
who needs urgent or emergent care, or if they call after hours, the member should be referred to the
closest in-network urgent care or emergency department.

Urgent Care Services

As the provider, you must serve the medical needs of our members; you are required to adhere to the
all appointment availability standards. In some cases, it may be necessary for you to refer members to
one of our network urgent care centers (after hours in most cases). Please reference the “Find a
Provider” link on our website and select an “Urgent Care Facility” in the specialty drop down list to view
a list of participating urgent care centers located in our network.
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Periodically, Aetna Better Health of California will review unusual urgent care and emergency room
utilization. Trends will be shared and may result in increased monitoring of appointment availability.

Primary Care Providers (PCPs)
The primary role and responsibilities of PCPs include, but are not be limited to:

« Provide or arrange for urgent covered services as defined in your contract, including
emergency medical services, to members on 24 hours per day, seven days per week basis.

« Providing primary and preventive care and acting as the member’s advocate;

« Initiating, supervising, and coordinating referrals for specialty care and inpatient services,
maintaining continuity of member care, and including, as appropriate, transitioning young adult
members from pediatric to adult providers;

« Maintaining the member’s medical record

* Providing to Members:

— Office visits during regular office hours
— Office visits or other services during non-office hours as determined to be medically necessary.
— Response to phone calls within a reasonable time and on an on-call basis 24 hours per

day, seven days per week.

Primary Care Providers (PCPs) are responsible for rendering, or ensuring the provision of, covered
preventive and primary care services for our members. These services will include, at a minimum, the
treatment of routine illnesses, immunizations, health screening services, and maternity services, if
applicable.

Primary Care Providers (PCPs) in their care coordination role serve as the referral agent for specialty and
referral treatments and services provided to members assigned to them, and attempt to verify
coordinated quality care that is efficient and cost effective. Coordination responsibilities include, but are
not limited to:
« Referring members to behavioral health providers, providers or hospitals within our network, as
appropriate, and if necessary, referring members to out-of-network specialty providers;
« Coordinating with our Prior Authorization Department with regard to prior authorization
proceduresfor members;
» Conducting follow-up (including maintaining records of services provided) for referral
services thatare rendered to their assigned members by other providers, specialty providers
and hospitals; and
» Coordinating the medical care for the programs the member is assigned to, including at a minimum:
— Oversight of drug regimens to prevent negative interactive effects
— Follow-up for all emergency services
— Coordination of inpatient care
— Coordination of services provided on a referral basis
— Assurance that care rendered by specialty providers is appropriate and consistent with
eachmember's health care needs
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Primary Care Providers (PCPs) are responsible for establishing and maintaining hospital admitting
privileges that are sufficient to meet the needs of members, or entering into formal arrangements for
management of inpatient hospital admissions of members. This includes arranging for coverage during
leave of absence periods with an in-network provider with admitting privileges.

Specialty Providers

Specialty providers are responsible for providing services in accordance with the accepted community
standards of care and practices. Specialists should provide services to members upon receipt of a
written referral form from the member’'s PCP or from another Aetna Better Health of California
participating specialist. Specialists are required to coordinate with the PCP when members need a
referral to another specialist. The specialist is responsible for verifying member eligibility prior to
providing services.

When a specialist refers the member to a different specialist or provider, then the original specialist must
share these records, upon request, with the appropriate provider or specialist. The sharing of the
documentation should occur with no cost to the member, other specialists, or other providers.

Primary Care Providers (PCPs) should only refer members to Aetna Better Health of California network
specialists. If the member requires specialized care from a provider outside of our network, a prior
authorization is required.

Specialty Providers Acting as PCPs

In limited situations, a member may select a physician specialist to serve as their PCP. In these
instances, the specialist must be able to demonstrate the ability to provide comprehensive primary
care. A specialist may be requested to serve as a PCP under the following conditions:

« When the member has a complex, chronic health condition that requires a specialist’s care over a
prolonged period and exceeds the capacity of the non-specialist PCP (i.e., members with complex
neurological disabilities, chronic pulmonary disorders, HIV/AIDS, complex hematology/oncology
conditions, cystic fibrosis, etc.)

« When a member's health condition is life threatening or so degenerative and disabling in nature to
warrant a specialist serve in the PCP role.

* In unique situations where terminating the clinician-member relationship would leave the
member without access to proper care or services or would end a therapeutic relationship that
has been developed over time leaving the member vulnerable or at risk for not receiving proper
care or services.

Aetna Better Health of California’s Chief Medical Officer (CMO) will coordinate efforts to review the request
for a specialist to serve as PCP. The CMO will have the authority to make the final decision to grant PCP
status taking into consideration the conditions noted above.

Specialty providers acting as PCPs must comply with the appointment, telephone, and after-hours
standards noted in Chapter 2. This includes arraigning for coverage 24 hours a day, 7 days a week.

PCP Panel Size

In order to better serve our Medi-Cal members, Aetna Better Health of California has established PCP
panel sizes. Aetna Better Health of California has structures and processes in place to ensure the
following full-time provider to member rations:
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e Primary Care Physicians - 1:2,000

e Total Physicians - 1:1,200

¢ Individual Non-Physician Medical Practitioner - 1:1,000
— Nurse Practitioners - 1:4
— Physicians - 1:2

Self-Referrals/Direct Access

Members may self-refer/directly access some services without an authorization from their PCP. These
services include behavioral health care, vision care, adult dental care, minor consent services, family
planning, and services provided by Women's Health Care Providers (WHCPs). The member must obtain
these self-referred services from an Aetna Better Health of California provider.

Family planning services do not require prior authorization. Members may access family planning
services from any qualified provider (note: It can be par or non-par; we do not restrict family planning
services). Members also have direct access to WHCP services. Members have the right to select their own
WHCP, including nurse midwives who participate in Aetna Better Health of California’s network, and can
obtain maternity and gynecological care without prior approval from a PCP.

Skilled Nursing Facility (SNF) Providers

Nursing Facilities (NF), Skilled Nursing Facilities (SNFs), or Nursing Homes provide services to members
that need consistent care, but do not have the need to be hospitalized or require daily care from a
physician. Many SNFs provide additional services or other levels of care to meet the special needs of
members.

Long Term Care Providers

Long Term care providers are responsible for providing services in accordance with the accepted
community standards of care and practices. The long-term care provider is responsible for verifying
member eligibility prior to providing services.

When a long-term care provider refers the member to a different long-term care provider, then the
original long-term care provider must share these records, upon request, with the appropriate provider or
long-term care provider. The sharing of the documentation should occur with no cost to the member,
other long-term care provider, or other providers.

Home and Community Based Services (HCBS)

Home and Community Based Providers are obligated to work with Aetna Better Health of California case
managers. Case managers will complete face-to-face assessments with our members, in their residence,
at least every 90 days. Based on the assessment, case managers will then identify the appropriate services
that meet the member’s functional needs; including determining which network provider may be available
in order to provide services to the member in a timely manner. Upon completion, the case managers will
then create authorizations for the selected Provider and fax/email these authorizations accordingly. Case
managers will also follow up with the member the day after services were to start to confirm that the
selected Provider started the services as authorized.

There may be times when an interruption of service may occur due to an unplanned hospital admission or
short-term nursing home stay for the member. While services may have been authorized for caregivers
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and agencies, providers should not be billing for any days that fall between the admission date and the
discharge date or any day during which services were not provided. This could be considered fraudulent
billing.

Example:
Member is authorized to receive 40 hours of personal assistant per week over a 5-day period. The
member is receiving 8 hours of care a day.

The member is admitted into the hospital on January 1 and is discharged from the hospital on
January 3. There should be no billable hours for January 2, as no services were provided on that date
since the member was hospital confined for a full 24 hours.

Caregivers would not be able or allowed to claim time with the member on the example above,
since no services could be performed on January 2. This is also true for any in-home service.

Personal assistants and community agencies are responsible for following this process. If any hours
are submitted when a member has been hospitalized for the full 24 hours, the personal assistants
and agencies will be required to pay back any monies paid by Aetna Better Health of California.
Aetna Better Health of California will conduct periodic audits to verify this is not occurring.

Home and Community Based Services (HCBS) in Assisted Living Facilities
The OIG published this report in December 2012:

HOME AND COMMUNITY BASED SERVICES IN ASSISTED LIVING FACILITES, OEI-09-08-00360

OIG recommend that CMS issue guidance to State Medicaid programs emphasizing the need to comply
with Federal requirements for covering HCBS under the 1915(c) waiver. CMS concurred with our
recommendation. CMS has also published expectations regarding person-centered plans of care and to
provide characteristics of settings that are not home and community-based to verify state compliance with
the statutory provisions of section 1915(c) of the Act.

What this means for residential HCBS providers such as assisted living facilities is summarized as follows:
e Afocus on quality of services provided
¢ AnIndividualized Person-Centered Care Plan
e A community integration goal planning process
e Theright to receive home and community-based services in a home-like environment

As a result, Aetna Better Health of California may take interventions or remediation steps that the state
would expect to see. Aetna Better Health of California will work with the Assisted Living Facilities (ALF)
administrators and staff to correct any identified deficiencies within a timeframe mandated by the state.
The following are some examples of such interventions or remediation steps Aetna Better Health of
California may implement upon discovery that an ALF is not maintaining a home-like environment:
e Aetna Better Health of California will not refer new Nursing Home Diversion members to the non-
compliant ALF until outstanding deficiencies are resolved.
e Aetna Better Health of California will terminate from its network ALFs that consistently fail to
exhibit home like characteristics and that do not resolve outstanding issues.
e Asalastresort, Aetna Better Health of California may counsel a member who is not residing in a
home-like environment that he/she will not be able to continue to receive home and community-
based waiver services in a non-compliant facility. If the individual wishes to remain in the ALF,
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he/she may face disenrollment.

e If Aetna Better Health of California terminates a contract with an ALF, and the member agrees to
move to a different ALF, Aetna Better Health of California would facilitate transferring the member
to an ALF that meets the home-like environment requirements.

Residential facility providers agree to comply with the home-like environment and community integration
language provided by the State. Such language is included in your provider agreement. All providers must
also comply with the applicable Resident Bill of Rights and attest to being in compliance as part of the
monitoring and credentialing process. Incorporated in this handbook is the Home and Community Based
Assessment Tool used by Aetna Better Health of California in support of the verbatim wording in the ALF
and AFCH provider agreements as follows:

Assisted Living Facilities (ALF) and Adult Family Care Homes (AFCH) must maintain Home-Like Environment
(HLE) (also known as Home and Community Based or HCB) characteristics according to Mandates.
Additionally, waiver members residing in assisted living facilities and other residential care facilities must
be offered services with the following options unless medical, physical, or cognitive impairments restrict or
limit exercise of these options.
Choice of:

e Private or semi-private rooms

e Roommate for semi-private rooms

e Locking door to living unit

e Access to telephone and length of use

o Eating schedule

e Participation in facility and community activities

Ability to have:
e Unlimited visitations
e Snacks as desired

Ability to:
e Prepare snacks as desired and maintain personal sleeping schedule

Home Delivered Nutrition Program Providers

Adults 60 and older who are homebound due to illness or disability can ask to have meals delivered to
them if they are registered with a County of San Diego nutrition provider that offers this service. Once a
request for a home- delivered meal is made, a representative from the nutrition program will visit the
older adult to assess the need. If appropriate for the program, a hot meal is delivered each weekday and
frozen meals are provided for the weekends. Follow up assessments are required on a quarterly basis to
ensure the senior still qualifies for the program. Not all cities are covered by the County’s nutrition
program, so please check the program availability in your area:
www.sandiegocounty.gov/content/sdc/hhsa/programs/ais/nutrition_services/home-delivered_meals.html

Out of Network Providers

When a member with a special need for services is not able to be served through a contracted provider,
Aetna Better Health of California will authorize service through an out-of-network provider agreement. Our
Medical Management team will arrange care by authorizing services to an out-of-network provider and
facilitating transportation through the medical transportation vendor when there are no providers that can
meet the member's special need available in a nearby location. If needed, our Provider Services
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Department will negotiate a Single Case Agreement (SCA) for the service and refer the provider to our
Network Development team for recruitment to join the provider network. The member may be
transitioned to a network provider when the treatment or service has been completed or the member’s
condition is stable enough to allow a transfer of care.

Second Opinions

A member may request a second opinion from a provider within our network. Providers should refer the
member to another network provider within an applicable specialty for the second opinion. Please note
that there are no timeframes for referrals. If an Aetna Better Health of California provider is not available,
Aetna Better Health of California will help the member get a second opinion from a non-participating
provider at no cost to the member.

Provider Requested Member Transfer

When persistent problems prevent an effective provider-patient relationship, a participating provider may
ask an Aetna Better Health of California member to leave their practice. Such requests cannot be based
solely on the member filing a grievance, an appeal, a request for a Fair Hearing or other action by the
patient related to coverage, high utilization of resources by the patient or any reason that is not
permissible under applicable law.

The following steps must be taken when requesting a specific provider-patient relationship termination:
The provider must send a letter informing the member of the termination and the reason(s) for the termination.
A copy of this letter must also be sent to:

Aetna Better Health of California

Provider Services Manager

10260 Meanley Dr.

San Diego, CA 92131

1. The provider must support continuity of care for the member by giving sufficient notice and
opportunityto make other arrangements for care.

2. Upon request, the provider will provide resources or recommendations to the member to help
locate another participating provider and offer to transfer records to the new provider upon
receipt of a signed patient authorization.

In the case of a PCP, Aetna Better Health of California will work with the member to inform him/her on
how to select another primary care provider.

Medical Records Review

Aetna Better Health of California’s standards for medical records have been adopted from the National
Committee for Quality Assurance (NCQA) and Medicaid Managed Care Quality Assurance Reform Initiative
(QARI). These are the minimum acceptable standards within the Aetna Better Health of California provider
network. Below is a list of Aetna Better Health of California medical record review criteria. Consistent
organization and documentation in patient medical records is required as a component of the Aetna
Better Health of California Quality Management (QM) initiatives to maintain continuity and effective,
quality patient care.

Provider records must be maintained in a legible, current, organized, and detailed manner that permits
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effective patient care and quality review. Providers must make records pertaining to Aetna Better Health of
California members immediately and completely available for review and copying by the Department and
federal officials at the provider’s place of business, or forward copies of records to the Department upon
written request without charge.

Medical records must reflect the different aspects of patient care, including ancillary services. The
member’s medical record must be legible, organized in a consistent manner and must remain
confidential and accessible to authorized persons only.

All medical records, where applicable and required by regulatory agencies, must be made available
electronically.

All providers must adhere to national medical record documentation standards. Below are the
minimum medical record documentation and coordination requirements:
« Member identification information on each page of the medical record (i.e., name, Medicaid
Identification Number)
» Documentation of identifying demographics including the member's name, address,
telephone number, employer, Medicaid Identification Number, gender, age, date of birth,
marital status, next of kin, and, if applicable, guardian or authorized representative
- Complying with all applicable laws and regulations pertaining to the confidentiality of member
medical records, including, but not limited to obtaining any required written member consents to
discloseconfidential medical records for complaint and appeal reviews

= Initial history for the member that includes family medical history, social history, operations,
illnesses, accidents and preventive laboratory screenings (the initial history for members under
age 21 should also include prenatal care and birth history of the member’'s mother while pregnant
with the member)

« Past medical history for all members that includes disabilities and any previous illnesses or injuries,
smoking, alcohol/substance abuse, allergies and adverse reactions to medications,
hospitalizations, surgeries and emergent/urgent care received

 Immunization records (recommended for adult members if available)

- Dental history if available, and current dental needs and services

« Current problem list (The record will contain a working diagnosis, as well as a final diagnosis and the
elements of a history and physical examination, upon which the current diagnosis is based. In
addition, significant illness, medical conditions, and health maintenance concerns are identified in
the medical record.)

« Patient visit data - Documentation of individual encounters must provide adequate
evidence of, at a minimum:

— History and physical examination - Appropriate subjective and objective information is
obtained for the presenting complaints

— Plan of treatment

— Diagnostic tests

— Therapies and other prescribed regimens

— Follow-up - Encounter forms or notes have a notation, when indicated, concerning follow-up
care, call, or visit. Specific time to return is noted in weeks, months, or as needed.
Unresolved problems from previous visits are addressed in subsequent visits

— Referrals, recommendations for specialty, behavioral health, dental and vision care,
and results thereof
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— Other aspects of patient care, including ancillary services
» Fiscal records - Providers will retain fiscal records relating to services they have rendered to
members, regardless of whether the records have been produced manually or by computer
- Recommendations for specialty care, as well as behavioral health, dental and vision care and results
thereof
« Current medications (Therapies, medications and other prescribed regimens - Drugs prescribed as
part of the treatment, including quantities and dosages, will be entered into the record. If a
prescription is telephoned to a pharmacist, the prescriber’s record will have a notation to the effect.)
» Documentation, initialed by the member's PCP, to signify review of:
— Diagnostic information including:
e Laboratory tests and screenings;
e Radiology reports;
e Physical examination notes; and
e Other pertinent data
» Reports from referrals, consultations and specialists
» Emergency/urgent care reports
» Hospital discharge summaries (Discharge summaries are included as part of the medical record
for (1) hospital admissions that occur while the patient is enrolled in Aetna Better Health of
California and (2) prior admissions as necessary.)
» Behavioral health referrals and services provided, if applicable, including notification of
behavioral health providers, if known, when a member’s health status changes or new
medications are prescribed, and behavioral health history
« Documentation as to whether or not an adult member has completed advance directives and
location of the document (California advance directives include Living Will, Health Care Power Of
Attorney, and Mental Health Treatment Declaration Preferences and are written instructions
relating to the provision of health care when the individual is incapacitated.)
- Documentation related to requests for release of information and subsequent releases

- Documentation that reflects that diagnostic, treatment and disposition information related to a
specific member was transmitted to the PCP and other providers, including behavioral health
providers, as appropriate to promote continuity of care and quality management of the
member’s health care

« Entries - Entries will be signed and dated by the responsible licensed provider. The responsible
licensed provider will countersign care rendered by ancillary personnel. Alterations of the record
will be signedand dated

« Provider identification - Entries are identified as to author

« Legibility - Again, the record must be legible to someone other than the writer. A second
reviewer should evaluate any record judged illegible by one physician reviewer.

Medical Record Audits

Aetna Better Health of California, DHCS or its appointed authority, or CMS may conduct routine medical
record audits to assess compliance with established standards including the completion of the Initial
Health Assessment (IHA) within 120 days of member’s enrollment. Medical records may be requested
when we are responding to an inquiry on behalf of a member or provider, administrative responsibilities
or quality of care issues. Providers must respond to these requests promptly within thirty (30) days of
request. Medical records must be made available to DHCS for quality review upon request and free of
charge.
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Access to Facilities and Records
Providers are required to retain and make available all records pertaining to any aspect of services
furnished to a member or their contract with Aetna Better Health of California for inspection, evaluation,
and audit for the longer of:
» A period of ten (10) years from the date of service; or
« Ten (10) years after final payment is made under the provider's agreement and all pending
matters are closed.

Documenting Member Appointments

When scheduling an appointment with a member over the telephone or in person (i.e. when a member
appears at your office without an appointment), providers must verify eligibility and document the
member’s information in the member’'s medical record. You may access our website to electronically
verify member eligibility or call the Member Services Department at 1-855-772-9076.

Missed or Cancelled Appointments
Providers must:

» Document in the member’s medical record, and follow-up on missed or canceled appointments,
including missed EPSDT appointments.

« Conduct an affirmative outreach to a member who misses an appointmentby performing the
minimum reasonable efforts to contact the member in order to bring the member's care into
compliance with the standards

« Notify our Member Services Department when a member continually misses appointments.

Documenting Referrals

Providers are responsible for initiating, coordinating, and documenting referrals to specialists, including
dentists and behavioral health specialists within our network. Providers must follow the respective
practices for emergency room care, second opinion, and noncompliant members.

Confidentiality and Accuracy of Member Records

Providers must safeguard/secure the privacy and confidentiality of and verify the accuracy of any
information that identifies an Aetna Better Health of California member. Original medical records must be
released only in accordance with federal or state laws, court orders, or subpoenas.

Specifically, our network providers must:
« Maintain accurate medical records and other health information.

« Help verify timely access by members to their medical records and other health information.
« Abide by all federal and state laws regarding confidentiality and disclosure of mental health
records, medical records, other health information, and member information.

Providers must follow both required and voluntary provision of medical records and must be consistent
with the Health Insurance Portability and Accountability Act (HIPAA) privacy statute and regulations
(www.hhs.gov/ocr/privacy/).

Health Insurance Portability and Accountability Act of 1997 (HIPAA)
The Health Insurance Portability and Accountability Act of 1997 (HIPAA) has many provisions affecting the
health care industry, including transaction code sets, privacy and security provisions. HIPAA impacts what
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is referred to as covered entities; specifically, providers, health plans, and health care clearinghouses that
transmit health care information electronically. HIPAA established national standards addressing the
security and privacy of health information, as well as standards for electronic health care transactions and
national identifiers. All providers are required to adhere to HIPAA regulations. For more information about
these standards, please visit www.hhs.gov/ocr/hipaa/. In accordance with HIPAA guidelines, providers
may not interview members about medical or financial issues within hearing range of other patients.

Providers are contractually required to safeguard and maintain the confidentiality of data that addresses
medical records, confidential provider, and member information, whether oral or written in any form or
medium. To help safeguard patient information, we recommend the following:

« Train your staff on HIPAA;

« Consider the patient sign-in sheet;

» Keep patient records, papers and computer monitors out of view; and

» Have electric shredder or locked shred bins available.

The following member information is considered confidential:

« "Individually identifiable health information" held or transmitted by a covered entity or its business
associate, in any form or media, whether electronic, paper, or oral. The Privacy Rule calls this
information Protected Health Information (PHI). The Privacy Rule, which is a federal regulation,
excludes from PHI employment records that a covered entity maintains in its capacity as an
employer and education and