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INTRODUCTION

Thank you for choosing to participate in the provider network of Chorus Community Health Plans (CCHP). We are

committed to partnering with you and your staff to improve the health of our members.

The purpose of this manual is to serve as a resource for policies and procedures that affect BadgerCare Plus Managed
Care. This is a supplemental manual to ForwardHealth’s provider handbook for policies specific to the BadgerCare plus
Product. For specific benefits under the Standard Plan please refer to the Wisconsin Medicaid web site at

www.dhs.wisconsin.gov. If you have questions relating to this information, or are unable to find information that you are

looking for, contact the Chorus Community Health Plans Customer Care Cenfter.

About BadgerCare Plus with CCHP

Chorus Community Health Plans (CCHP), an affiliate of Children’s Hospital of Wisconsin, is an HMO dedicated to providing
access to the highest quality health care and services to our members living in Wisconsin. We are proud to serve over
120,000 members with our Badgercare Plus product. CCHP is a member of the Association for Community Affiliated Plans
(ACAP), which is a national frade association representing more than 59 nonprofit safety-net health plans in 26 states.
ACAP’s mission is fo represent and strengthen nonprofit, safety-net health plans as they work in their communities to improve

the health and well-being of vulnerable populations.

About this Manual

This manual is available on our website at: choruscommunityhealthplans.org, and is updated biannually or as needed.

Providers can contact CCHP Provider Relations at 1-844-229-2775 to request a paper copy or a flash-drive of the manual to

be mailed to them at no charge.

Updates will also be communicated periodically through the “Provider Notes” e-newsletter and on the Provider News

webpage. Providers can also receive newsletters and updates from CCHP by signing up o receive emails online.

The use of the term “Provider” in this manual

CCHP acknowledges that the National Committee for Quality Assurance (NCQA) differentiates between a practitioner
(person) and a provider (facility). We follow this guidance on this manual’s cover. However, to simplify the text within this
manual, we have decided to use the term “provider” as an all-encompassing ferm that includes facilities as well as

physicians, practitioners and any other staff who are directly or indirectly contracted to provide service to our members.
We welcome your feedback

We value your feedback on this manual. Please forward any corrections, questions and comments to us by email at

cchpprovidernews@chorushealthplans.org.
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CONTACT INFORMATION

We offer our members access to the highest quality health care and services with the combined resources of
Children’s Hospital of Wisconsin, Chorus Community Services, Children’s specialty and primary clinics, as well as our

community partners.

BadgerCare Plus service areas:
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CONTACT INFORMATION

CCHP PROVIDER RELATIONS TEAM

Provider Relations Manager

Senior Provider Relations Representative

Provider Relations Representative

Reimbursement Configuration Analyst

Provider Data Manager
Provider Data Specialist
Provider Contracting Specialist
Provider Confracting Specialist

Provider Contract Administrator

Jerry Pruss

Diana Schneider
Lindsay Jines

Tina Travis

Stacey Martinez
See Xiong
Rebecca Jens
Lauren Bergmann

Sue Gorecki

JPruss@chorushealthplans.org

CCHPProviderRelations@chorushealthplans.org

CCHPProviderRelations@chorushealthplans.org

Hravis@chorushealthplans.org

smartinez@chorushealthplans.org
cchp-providerupdates@chorushealthplans.org

cchp-contracting@chorushealthplans.org

cchp-contracting@chorushealthplans.org

cchp-contracting@chorushealthplans.org

Provider Network Specialist Blia Lor
Jennifer Stewart

Kira Ward

Lead Credentialing Associate

Provider Communication Specialist

cchp-providerupdates@chorushealthplans.org

CCHP-Credentialing@chorushealthplans.org

sward2@chorushealthplans.org

CCHP Provider Relations Department

To inquire about billing, confracting, claims-related questions or other
provider services, please call the CCHP Customer Service Center.

CCHPProviderRelations@chorushealthplans.org

CCHP Customer Service Center

1-800-482-8010

CCHP Clinical Services Department

To inquire about an authorization or how to submit a request.

414-266-5707 or 1-877-227-1142

Electronic Claims Submission

Note: CCHP currently has an Administrative Services Agreement with
Dean Health Plan for customer service and claims. For claims issues,
please contact our Customer Service Center at 1-800-482-8010

EDI Payer Number: 39113
Paper claims sulbmission address:

Chorus Community Health Plan
P.O. Box 56099
Madison, WI 53705

Electronic Funds Transfer (EFT) Remits

Change Healthcare through Dean Health Plan manages EFT services. If
you aren’t receiving your EFT remit, please call Emdeon.

1-866-506-2830, option 1

ForwardHealth Provider Services Call Center

To inquire on member eligibility and benefits.

1-800-947-9627

ForwardHealth Member Services

To request a replacement card.

1-800-362-3002

HMO Enrolliment Specialist
To change HMO.

1-800-291-2002
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Interpreter Services Cyracom: 833-742-4082 or X63009
«  Telephonic interpreter services are provided to CCHP members
Access Code: 7587

through Cyracom and Pacific Interpreters. Please call a CCHP
Provider Relations Representative to request this service. Pacific Interpreters: 800-264-1552
- Forsign language services, call a CCHP Member Advocate. Access Code: 841648

CCHP Member Advocate: 877-900-2247

Member Advocate 1-877-900-2247
Help members find in-network providers, schedule appointments, resolve

member billing issues and review eligibility in the BadgerCare Plus program.

Prior Authorization/Notification of Admissions choruscommunityhealthplans.org

Prior authorizations should be submitted online through the CCHP Provider
Portal. Note: You must register before gaining access to the portal. For
questions or problems with an electronic authorization request submission, call
CCHP Clinical Services department at 414-266-5707 or 877-227-1142, option 2.

Provider Portal Registration 414-266-5747

Utilization Review Department 414-266-5707 or 1-877-227-1142

Pharmacy Services www.forwardhealth.wi.gov

CCHP members receive covered drugs, disposable medical supplies
supplied by pharmacies), and certain over-the-counter items from the state
through fee-for-service Medicaid. Covered medications and prior
authorization

restrictions are available on the state's pharmacy website.

Routine Dental Services 414-389-9870

Routine covered dental services (teeth cleanings, fluoride, fillings) are
managed by Dental Professionals of Wisconsin to CCHP members who reside
in Milwaukee, Kenosha, Ozaukee, Racine, Washington, and Waukesha
counties. For CCHP members living in other counties, dental services are
covered by the state of Wisconsin. Members can see a dentist that accepts
their ForwardHealth card.

Transportation Services 1-866-907-1493

Bus, taxi, special medical vehicle and other common carrier transportation is
handled through the State of Wisconsin Department of Health Services’
fransportation manager.
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ACCESS STANDARDS

To maintain the best possible care for our members, we have established standards — ensuring our members have
continuous access to quality health care services. To maintain quality standards for our providers, we promise:

o Our network providers’ hours of operation do not discriminate against BadgerCare Plus Standard or
o Interpretation services if a provider does not speak the member’slanguage
e Language Services document on page ?1.

Our definition of Primary Care Provider

CCHP defines primary care providers as:

e Advanced Practice Nurse Practitioners *  OB/Gynecologists

¢ Family Nurse Practitioners ¢ Pediatric Nurse Practitioners
e Family Practitioners e Pediatricians

e General Practitioners ¢ Physician Assistants

e Internists * RNs

¢ Nurse Practitioners

Appointment standards

The list below is the time limits with the providers in CCHP's network for scheduling medical, behavioral and dental
appointments.

Standards Scheduled Appointment Time Frame

Emergency Care For a life-threatening situation, members are instructed to go o the
nearest emergency room or call 911 forimmediate medical attention.

Urgent Care Clinic or Urgent Care Walk-in Clinic Memberis to call PCP’s office first fo see if PCP is available. Medical
aftention same day, no appointment needed.

Non-urgent Sick Visit Medical attention within two calendar days of member’s nofification.

Routine Primary Care Routine Well-Baby Visits Visit within 30 calendar days of member’s request

Preventive Care — Immunizations, Routine Physical Exam Visit within 30 calendar days of member’s request

High-risk Prenatal Appointment Visit within two weeks of member’s request or within
three weeks if the member’s request is with a certain doctor.

After-hours Access Standards — 24-Hour Accessibility All network providers must be available, either directly or through
coverage arrangements 24 hours a day, 7 days a week, 365 days a
year.

Primary Care Office Wait Time Members with scheduled appointments should be seen within 30
minutes of their check-in time.

Behavioral Health Initial Appointment No longer than 10 days for an initial assessment; no longer than 30
days for members discharged from an inpatient behavioral health
stay.

Behavioral Health Urgent Care Visit within 48 hours of member’s request

Behavioral Health Routine Appointment Visit within 10 days of member’s request

Routine Dental Care Appointment (such as teeth cleaning and Visit within 90 days of member’s request
cavity fillings)

Emergency Dental Care Appointment (severe pain, swelling or Visit within 24 hours of member’s request
bleeding)
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BADGERCARE PLUS MEMBER ENROLLMENT

About BadgerCare Plus
CCHP is responsible for providing all medically necessary covered services under BadgerCare Plus. Some services may
require a doctor's order, a prior authorization or a copayment.

Services include, but are not limited to:

¢ Dental

¢ Disposable medical supplies

¢ Durable medical equipment

¢ Emergency roomservices

* Health screenings for children — HealthCheck screenings and other services for individuals under the age of 21
e Hearing services

¢ Home health

¢ Inpatient hospital

*  Member Advocates

¢ Behavioral health and substance abuse treatment

¢ Nursing home

¢ Outpatient hospital other than emergency room

¢ Physical therapy, occupational therapy and speech-language pathology

e Physician, anesthesia, X-ray and laboratory

¢ Podiatry

Prescription drugs — the State of Wisconsin provides and administers prescription drug benefits, not CCHP
Reproductive health

Transportation — ambulance, specialized medical vehicle,common carrier

Vision

Ovutreach and educational programs
CCHP wants its members o receive the right care at the right time, in the right place. To help make this happen, we offer

outreach and educational programs to support the providers in our network. Some of our programs and services include,
but are not limited to:

«  Care4Kids — out-of-home care

+ Disease management

+ Caose management

+ Healthy Mom, Healthy Baby program

+ Lead testing outreach
Healthy Mom, Healthy Baby program
The Healthy Mom, Healthy Baby (HMHB) program provides a personalized approach to support and gives resources to
women during all stages of their pregnancy and up to 12 months post-partum, in order to improve pregnancy outcomes
and improve the overall health of women and their families. HMHB is a program that aims to assist women in having the
healthiest pregnancy possible as well as a successful fransition to parenthood and continued investment in their health and
the health of their children. This is done by our team of nurses and advanced practice social workers who support them and

their families in reaching their goals and assisting them in making informed healthcare choices.
Other services include breastfeeding support by Certified Lactation Consultants. For more information about this program,

call CCHP at 414-337-BABY. We would also be happy to come to your office to discuss our various programs and CCHP

incentives for each notification of pregnancy we receive. To download the Notification of Pregnancy form, go to our
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BADGERCARE PLUS MEMBER ENROLLMENT

Cultural Awareness programs

CCHP is committed to creating and sustaining an environment that welcomes everyone. Educational and enrichment
materials, resources and community organizations links related to diversity and inclusion are available on our Cultural
Awareness page. For more information about the CCHP’s programs and services available, call our Customer Service
Center af 1-800-482-8010.

Length of enroliment
All Members residing in a mandatory HMO service area must serve an initial 12-month lock-in period. The first three months
of this lock-in period are an open enrollment period. During this open enroliment period members can change their HMO.

After the open enrollment period, members are locked into their selected HMO.

Primary Care

CCHP encourages all members to select a Primary Care Practitioner (PCP). Members always have a choice of providers
and can contact the Customer Service department at 1-800-482-8010 for assistance in selecting a provider or fo change fo
another provider. Members may also contact a CCHP Outreach Coordinator or Member Advocate for help with choosing
a PCP.

Chorus Community Health Plan understands the importance of members establishing an on-going, interactive relationship
with a primary care provider/clinic (PCP). This relationship will increase compliance with preventive care, including
immunization and blood lead tests, and will reduce unnecessary emergency room utilization. PCPs coordinate care for
their patients and refer them to specialists when appropriate. Primary care providers are responsible for developing a

comprehensive freatment plan between themselves and the members.

Languages that providers speak are listed in the provider directory and are considered when helping members choose a
PCP. All PCPs are trained o assess chronic conditions and refer to specialists if necessary. CCHP only confracts with

providers who are sensitive to the cultural needs of its members and will monitor providers based on complaints. Members
are permitted to change to another PCP based on the PCP’s ability fo provide services in a culturally competent manner.

Patient centered medical homes are available throughout CCHP's network.

BadgerCare Plus ID card

BadgerCare Plus members receive a “ForwardHealth” Medicaid identification (ID) card upon initial enrollment info the
Wisconsin BadgerCare Plus programs. Each individual family member receives his or her own individual ID number and
card. BadgerCare Plus ID cards are in any of the following formats:

¢ Blue or white plastic ForwardHealth cards (standard)Green Temporary paper cards
e Express Enrollment (maternity) paper cards

Members are encouraged to always keep their cards even though they may have periods of ineligibility. It is possible a

member will present a card when he or she is not eligible; therefore, it is essential providers confirm eligibility before
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BADGERCARE PLUS MEMBER ENROLLMENT

3. CCHP Customer Service: 1-800-482-8010

Lost or Stolen Card
If a card is lost, stolen or damaged, Wisconsin BadgerCare Plus will replace the card at no cost to the member. Members

should contact the State of Wisconsin Member Services at 1-800-362-3002 for replacement cards.

CCHP will not issue members a separate ID card. The ForwardHealth card will serve as their insurance card. The
ForwardHealth card includes the member’s name, 10-digit Medicaid ID number, magnetic stripe, signature panel, and the
State of Wisconsin Member Services telephone number. The card also has a unique, 16-digit card number on the front. This
number is for internal use only and is not used for billing. The card does not need to be signed to be valid, although adult

members are encouraged to sign their cards. Providers may use the signature as another means of identification.

Temporary and Presumptive Eligibility cards are issued on paper and are just a copy of the application. These members are

covered by Fee-for-Service, not CCHP. Providers should make a copy of the member’s temporary card in the event a claim

denies.
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CARE4KIDS

About Care4Kids

Care4Kids is a Medicaid benefit that provides comprehensive health care to children in out-of-home care that reflects the

unique health needs of these children. To strengthen the quality, access and timeliness of care, Care4Kids creates a

“medical home” for each child entering care. This “medical home" is not a physical place, but rather a philosophy that

children in out-of-nome care deserve coordinated and comprehensive health care that addresses their unique needs.

Care4Kids not only provides children with primary care physicians who are trained in needs of children in out-of-home care,

but also offers a team of professionals who coordinate care for the child. This team works together to ensure children

entering out-of-hnome care receive timely, individualized and developmentally appropriate care. Facilitated by the CCHP-

Care4Kids Healthcare Coordination team, the comprehensive team of community stakeholders includes:

The child’s family

County caseworkers

Child Welfare case managers
Health care professionals

Out-of-home care providers

Covered services

CCHP Plan covers all medically necessary in-network services for Care4Kids enrollees. Some services may require a doctor’s

order or a prior authorization. Copayments do not apply to Care4Kids enrollees. Covered services include:

Ambulance specialized medical vehicle: Full
coverage of emergency and nonemergency
fransportation to and from a certified provider for
a covered service

Common carrier fransportation (arranged
through a confracted provider through the State
of Wisconsin, not Care4Kids)

Dental

Disposable medical supplies

Durable medical equipment

Emergency and urgent care servicesHealth

screenings for children — full coverage of

HealthCheck screenings and other services for
individuals under the age of 21

Hearing services

Home health

Inpatient hospital

Behavioral health and substance abuse
freatment

Nursing home

Physical therapy, occupational therapy and
speech-language pathology

Reproductive health

Transportation

Vision

Members enrolled in Care4Kids will have a ForwardHealth ID card. The ForwardHealth Portal will identify members as

Care4Kids, and Chorus Community Health Plan should be billed for services.
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Provider network and services offered
Care4Kids members may see any provider in the CCHP Provider Network. If a member wants to see an out-of-network
provider, they will need prior authorization for the services. Please refer to the CCHP website for more information on

services that require nofification and prior authorizations.

Pharmacy services

Care4Kids enrollees can get their prescription filled at any pharmacy that is a provider for BadgerCare Plus. Members need
to show the child's ForwardHealth ID card to the pharmacist when a prescription is filled. Pharmacy benefits are covered by
the State of Wisconsin, not Care4Kids. You can call Wisconsin ForwardHealth Member Services at 800-362-3002 for help filling

a prescription.

Dental services
Care4Kids provides all covered dental services when provided by an in-network dental provider. As members, children
have the right to a routine dental appointment within 90 days after a formal request. See the online CCHP Provider

Directory or call Dental Professionals’ Customer Service at 1-877-389-9870 for the names of our dentists.
Transportation

Bus, taxi, special medical vehicle and other common carrier fransportation is handled through the State of Wisconsin DHS

fransportation manager, not Care4Kids. Please have the Care4Kids member call 1-866-907-1493 if they need aride.
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CARE4KIDS: 30-DAY EXAM GUIDELINES

Care4Kids 30-day exam guidelines
Children receive an out-of-home health screen within two business days of entering care, preferably at a Child Advocacy
Center. They also receive a comprehensive initial health assessment within 30 days of enrolling, preferably at an identified

Center of Excellence.

Components of exam

¢ MD/NP will review the information that was sent by the health care coordinator

*  MD/NP reviews inifial draft of the comprehensive health care plan (CHCP)

*  MD performs exam, suggested components include: history, well-child components social screening; behavior
assessment/mental health screen; allergies; physical exam — injury surveillance and skin exam; dental screen;
immunizations; labs; age appropriate interview

e Discussion on medical home decision

¢ Discussion about hand-off (if necessary) and nextsteps

Documentation
¢ MD/NP will document all findings in Epic® or other electronic system as appropriate
«  MD/NP will fill out medical note (tfemplate developed by Foster Care Medical Home Provider Implementation

team)

¢ MD/NP will write referrals as necessary
¢ MD/NP will document on specific quality indicators

¢ MD/NP will highlight information that needs to be added to the comprehensive health care plan

Information sharing
Medical notes and the CHCP wiill be sent to the health care coordinator and other providers as necessary. Please fax this

information to (414) 431-6064 as soon as possible after the comprehensive exam and each subsequent appointment.

Child Advocacy Centers or Centers of Excellence
Centers of Excellence provide a coordinated care delivery system. Centers of Excellence providers partner and share
information with all partiesinvolved in a child’s care and participate in a team process to enhance communication and

coordination of care.

The Centers of Excellence medical providers are specially frained in caring for children in the foster care system that have

been victims of frauma, abuse and/or neglect. We've listed the Centers of Excellence on our website.
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CARE4KIDS: HEALTHCHECK (EPSDT)

HealthCheck is Wisconsin's Early and Periodic Screening, Diagnosis and Treatment (EPSDT), and is mandated under federal
Medicaid law. HealthCheck screenings are designed to encourage providers to provide regular, comprehensive and

preventive health care to Medicaid members under the age of 21.

The State of Wisconsin requirement
The State of Wisconsin requires that at least an 80% compliance rate be attained for the completion of Health-Check
exams. CCHP is required to report compliance with HealthCheck standards to the State, and will do so based upon claims

data.

HealthCheck tracking and reporting

Tracking and reporting is necessary to ensure our covered members comply with the recommended preventive visits and
preventive screenings. Care4Kids oufreach coordinators track visits and contact members to schedule necessary
appointments. Performing complete HealthChecks for all BadgerCare Plus eligible children keeps them healthy and

provides higher reimbursement to you.

Reasons to provide HealthChecks
There are several reasons to provide HealthChecks:
e Visits ensure regular preventive health care for BadgerCare Plus members under the age of 21
¢ Reimburses at a higher rate than well-baby, well child visits, or HPSA bonus payments
¢ Through a HealthCheck referral, medically necessary services that are otherwise not covered by BadgerCare Plus
may be reimbursed
e Screening exam intervals are consistent with the American Academy of Pediatrics’ recommendations
¢ Screening requirements follow state and federal regulations and represent what most pediatric Medicaid providers

see as “best practice.”

HealthCheck or well-baby exam differences
The difference between the HealthCheck and a well-baby exam is the HealthCheck requires an assessment and

documentation of all seven components; whereas, a well-baby exam may nof.

When a patient (Guardian) refuses to let the provider do an unclothed physical exam

Federal law requires an unclothed physical exam to ensure clinicians are evaluating for potential physical abuse. This
requirement does not mean the child must be totally unclothed for the entire exam. If the patient (Guardian) refuses to
permit an unclothed exam, Providers may bill, but must document the refusal. Providers should alert Care4Kids of this issue

for a follow-up.

When vision and/or hearing screening happens at school or somewhere else

HealthCheck providers are required to access and document vision and hearing screening, and if the member has a vision

and/or hearing screening somewhere else, the provider should document that fact and it would meet the requirements.
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CARE4KIDS: HEALTHCHECK SCREENING SCHEDULE

No waiting period for HealthCheck screenings
You do not need to wait a full 365 days between annual HealthCheck screenings. HealthChecks are unlimited for CCHP

members enrolled in Care4Kids.

Incentives to promote HealthCheck to parents
We offer at least two incentives to help promote HealthCheck to members’ parents:
1. Transportation: BadgerCare Plus pays for member transportation if it is required by members to access
2. Necessary medical care. Access to transportation is a key issue for many members in rural and central city areas in
particular. Transportation can be arranged by having the member call the state’s transportation broker at 1-866-
907-1493.
3. Over-the-counter drugs: BadgerCare Plus also pays for medically necessary over-the-counter (OTC) drugs
prescribed by physicians, as long as a Health-Check screen was done. Some prescriptions are subject to prior

authorization. Please see Forward-Health's Pharmacy website for the most current list of OTC medications that do

not require prior authorization.
More HealthCheck information

For more information on The Wisconsin BadgerCare Plus program and HealthCheck services, go to the ForwardHealth

Provider Portal, and after signing in, you may print the entire HealthCheck Services handbook.
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CARE4KIDS: HEALTHCHECK SCREENING SCHEDULE

The HealthCheck screening schedule
Primary Care Physicians are expected to follow the HealthCheck periodicity screening schedule for all members including
women under age 21 who are pregnant. You must document in the patient’s record when a parent requests an alternative

immunization schedule. It's not the intent of the program to make you change your documentation system. Documentation

of the listed components should be incorporated into your normal process.

Based on the federal EPSDT, the State of Wisconsin established the following periodicity screening schedule:

AGE RANGE NUMBER OF RECOMMENDED AGES FOR SCREENINGS
SCREENINGS
Birth to first birthday 8 Birth, 1 month, 2 months, 3 months, 4 months, 5

months, 6 months, 9 months

First birthday to second birthday | 3 12 months, 15 months, 18 months

Second birthday to 21st birthday | 2 screening per year Every 6 months

HealthCheck screening components
Each of the seven HealthCheck screening components listed below should be documented in the patient’s medical record

when a HealthCheck exam is billed.

1. Health and development history: The health and development history identifies any special risk factors, or prior
conditions/tfreatments pertinent to future care of the patient. This history should include the following:
o Health education/anticipatory guidance including age appropriate preventive health education
o An explanation of screening findings and developmental behavior assessments, which include observed
behavior and attainment of developmental milestones compared to age specific norms
o Anutrifional assessment
2. Unclothed physical exam/growth assessment: This assessment reviews body systems, indicating normal or abnormal
findings, and includes:
o Blood pressure must be taken on all patients beginning at age 3
o Growth assessment: height, weight and head circumference are plotted on growth charts (head
circumference must be completed up fo age 2)
o Sexual development, especially on patients who have reachedpuberty
o Unclothed exams are critical to assessing children in out-of-home care to continually assess for signs of
abuse
3. Vision assessment: Use of vision assessments must be attempted starting at age 4 and done annually. If attempted
but unable to complete due to age, this must be documented. The general guidelines are:
o Start on the 20/25 line (if unable fo read, go up one level). If the child misses one letter on a line = pass. If
the child misses two or more in one row = fail, and record vision at the previouslevel.
o Ifthe child wears glasses, a vision assessment is not necessary. Document the child wears glasses, and
when the child was last seen by an optometrist/ophthalmologist for an eye exam.
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CARE4KIDS: HEALTHCHECK SCREENING SCHEDULE

4. Hearing assessment: Infancy and childhood should include otoscopic exam and/or tympanometric measurement
for detection of chronic/recurrent ofitis media.

5. Oral assessment: This assessment is fo identify children in need of early examination by dentist. Children age 1 and
older (and younger if medically necessary) must be instructed to seek dental care.

6. Immunizations: Childhood immunizations should be provided according to the Wisconsin Department of Health

Immunization Guidelines. Parents declining immunizations should be documented at each visit.

Vaccines for Children Program (VFC)

A federal program intended to help raise childhood immunization levels in the U.S. by supplying free vaccines to private
and public health care providers who administer vaccines to eligible children, which includes all BadgerCare Plus eligible
children. For more information on the VFC Program, refer to the ForwardHealth Portal at forwardhealth.wi.gov
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CARE4KIDS: HEALTHCHECK CLAIMS

Submitting HealthCheck claims

HealthCheck claims and other claims for children or teens enrolled in Care4Kids should be submitted to:

Chorus Community Health Plan
P.O. Box 56099
Madison, WI 53705

Claims questions

Any claims questions should be directed to our Provider Services department at 800-482-8010. CCHP asks that providers

allow 45 days to pass from the date of the submission before calling to check the status of claims. Care4Kids claims will be

processed the same way that CCHP claims are processed.

Provider Explanation of Payments

The explanation of Payments for Care4Kids members will have the CCHP logo. Any questions regarding claims payments
can be directed to our Provider Services department at 1-800-482-8010.

Claim forms to use for HealthCheck claims

Please use the CMS-1500 claim form when billing for HealthChecks. This is the same claim form used for other BadgerCare

Plus biling. Comprehensive screens are billed using CPT codes to indicate that a comprehensive HealthCheck screen was

performed.

Billing for nutrition therapy

Nutrition therapy can be billed as an inter-periodic visit if the comprehensive screen identified a problem, and if the diefitian

works for the HealthCheck agency. Potential problems may not be billed. The billing is done by the HealthCheck agency.
This is for Fee-for-Service. Check with the HMO if the member is in a Medicaid HMO.

HealthCheck Billing Codes

Preventive Care

New Patient Established Patient
99381* | Initial preventive medicine visit | Under 1 year 99391* Periodic preventive medicine visit | Under 1 year
99382* | Inifial preventive medicine visit | Ages 1 -4 99392* Periodic preventive medicine visit | Ages 1 - 4
99383* | Inifial preventive medicine visit | Ages 5-11 99393* Periodic preventive medicine visit | Ages 5- 11
99384* | Initial preventive medicine visit | Ages 12-17 99394* Periodic preventive medicine visit | Ages 12-17
99395* Periodic preventive medicine visit | Ages 18 - 21
*Th desd t d difier. Note: Newb
exoer;ei:(:hee;oso i:gl Qsjmsoor:?hel If(ierg‘r HC;;ThCerecokr; 99431* History and examination of normal newborn infant, initiation of
billed with eifherpof the following CPT codes: diagnostic and tfreatment programs and preparation of hospital
99460 - Initial hospital or birthing center care for records.
evaluation and management of normal newborn 99432* | Normal newborn care in other than hospital or birthing room
99463 - Initial hospital or birthing center care for sefting, including physical examination or baby and
evaluation and management of normal newborn conference(s) with parent(s).
admitted & discharged on same day 99435* | History and examination of normal newborn infant, including
preparation of medical records.
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CARE4KIDS: HEALTHCHECK CLAIMS

Do not apply any modifiers to the HealthCheck codes other than the ones listed below:

HealthCheck Nursing Agencies (Local Public EP Indicates that periodic screens, outreach and cast
Health Agencies) management, and lead inspection services were
TS provided as part of EPSDT
Indicates follow-up services to an environmental lead
inspection
Physicians, Physicians Assistants, Independent UA** Medical referral

Nurse Practitioners

HealthCheck diagnosis codes

Use the following diagnosis codes when billing for HealthChecks:
¢ 700.129 — Routine infant or child HealthCheck
0 Z00.00 - Adult over 18 years of age

**In the event the member needs a referral or follow-up visit for diagnostic or corrective treatment, modifier “UA" must be
attached to the above preventive care codes in the first modifier field. Modifier “UA" is a national modifier that is state
defined by Wisconsin BadgerCare Plus as an indicator that the comprehensive HealthCheck exam resulted in a referral for

further evaluation or treatment.
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PROVIDER RESPONSIBILITIES

Provider Advocacy Statement

CCHP does not prohibit, or otherwise restrict, a provider acting within the lawful scope of practice, from advising or
advocating on behalf of a member who is his/her patient, including any of the following:

¢« The member's health status, medical care, or treatment options, including any alternative treatment that may be self-
administered.

¢ Anyinformation the member needs in order to decide among all relevant tfreatment options.
o Therrisks, benefits, and consequences of treatment or non-treatment.

¢« The member's right to participate in decisions regarding his/her health care, including the right to refuse treatment, and
to express preferences about future treatment decisions

CCHP offers the support, resources and education providers need to ensure they are in compliance with our policies as well
as the state’s policies.

Title Ill of the Americans with Disabilities Act (ADA) prohibits discrimination against individuals with disabilities by places of
public accommodation. 42 U.S.C. §§ 12181-12189. Private health care providers are considered places of public
accommodation. The U.S. Department of Justice issued regulations under Title Ill of the ADA at 28 C.F.R. Part 36. The
Department’s Analysis to this regulatfion is at 56 Fed. Reg. 35544 (July 26, 1991).

The provider is responsible o follow these policies. For questions about these policies, please contact your Provider Relations
Representative af 1-844-229-2775.

Notify CCHP in writing of the following events:

* Any changes in practice ownership, name, address, phone or federal tax ID numbers

* Adding a new physician —in order to freat a Medicaid/BadgerCare Plus patient, you must be a Medicaid cerfified
provider

e Loss or suspension of your license to practice

e Bankruptcy orinsolvency

¢ Any suspension, exclusion, debarment or other sanction from a state or federally funded health care program

* Anyindictment, arrest or conviction of a felony or any criminal charge related to your practice

* Material changes in cancellation or termination of liabilityinsurance

¢ When a provider is no longer available to provide care to CCHP members

* Send written notification of any of the above events to:
CCHP Provider Relations

P.O.Box 1997, MS 6280

Milwaukee, WI 53201-1997
*  Providers with locum tenens have the following responsibilities:

o Notify us in advance when locum tenen will be providing services
o Locum tenens must have Medicaid certification

Referrals
¢ In-network specialists
CCHP does not require written referrals for its members to any in-network provider.

¢ Out-of-network

Providers must fully complete our Authorization Request form that is available on our website and fax to (414) 266-4726.
CCHP will notify the provider of the approval or denial. For referral status, call 1-800-482-8010.

e Prior authorizations
Prior authorizations are required for some CCHP covered services. Please refer to the Prior Authorization list on our

website at childrenscommunityhealthplan.org. For network providers, prior authorizations should be submitted using the
CCHP CareWebQl auto authorization request tool, which can be accessed through our Provider Portal.

* Providers not accepting new patients
Providers closing their panel to new patients must submit a written notice to CCHP Provider Relations that they are not

accepting new patients.
. . .
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¢ Arranging substitute coverage
When a physician is out of the office and another provider covers his/her practice, CCHP requests:
o Nofification to include the duration of coverage, name and location of the covering provider
o The covering practitioner must be a CCHP provider and have completed the CCHP credentialing process

¢ No-show policy
A provider cannot bill a CCHP member for a no-show appointment. If a member doesn’t show up for a scheduled
appointment and does not notify the provider in advance of the cancellation, the provider should contact a CCHP
Member Advocate at 1-877-900-2247.

A CCHP Member Advocate must be contacted if:
o A pattern has developed for missed appointments by a member; or
o A provider plans on terminating a patient’s care

A CCHP Member Advocate will counsel Medicaid/BadgerCare Plus members regarding the importance of keeping
appointments.

Letters regarding termination of patient care must be sent, along with our Missed Appointment Notification form, to
the CCHP Member Advocate prior fo nofifying the member.
Mail termination of patient care letter and Missed Appointment Notification form to:

Chorus Community Health Plan
Attn: CCHP Member Advocate
P.O.Box 1997, MS6280 Milwaukee,
WI 53201-1997
*  Member notification when a provider leaves the CCHP network

The provider is required to notify CCHP as outlined in the CCHP Provider Network Service Agreement. At least 30
days prior to the effective date of termination, CCHP will send members a letter notifying them of the change,
provided CCHP was nofified in a timely matter of the change.
* Transition of patient care following termination of provider participation
For any reason, if a CCHP provider terminates, the provider must participate in the transition of the patient to ensure
timely and effective care. This may include providing service(s) for a reasonable fime at the contracted rate.
Moral or Religious Objections to Care

The HMO (or contracted provider) is not required fo provide counseling or referral service if the HMO (or contracted
provider) objects to the service on moral or religious grounds. If the HMO (or contracted provider) elects not to provide,
reimburse, or cover counseling and/or referral services because of an objection on moral or religious grounds, it must furnish
information about the services it does not cover as follows:

« To the Department and Enrollment Specialist so the Department can notify members of the HMO's non-coverage
of service;

+  With the HMO's certification application for a BadgerCare Plus and/or Medicaid SSlcontract;

«  Whenever the HMO adopts the policy during the term of the contract;

« It must be consistent with the provisions of 42 CFR 438.10;

+ It must be provided to potential members before and duringenroliment;

+ It must be provided to members within ninety (?0) days after adopting the policy with respect to any particular
service; and

+ Inwriften and prominent manner, the HMO shall inform members via their website and member handbook of any
benefits to which the member may be entitled under BadgerCare Plus and Medicaid SSI, but which are not

available through the HMO because of an objection onmoral or religious grounds
HMOs are required to provide to the Department its policies and procedures for communication with the Department,
Enrolliment Specialist and member whenever the HMO (or in network provider) refuses to provide, reimburse or cover

counseling and/or referral services based on moral or religious objections.
(J QO
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Advance Directives

The federal Patient Self-Determination Act (PSDA) gives individuals the legal right to make decisions about their medical
care in advance of an incapacitating iliness or injury through an advance directive.

Physicians and providers, including home health agencies, skilled nursing facilities and hospices, must provide patients with
written information on state laws about a patient’s right to accept or refuse treatment, and the provider's own policies
regarding advance directives.

As a provider, you must:

* Inform patients about their right fo have an advance directive

¢ Documentin the patient’s medical record any results of a discussion on advance directives. If a patient has or
completes an advance directive, their patient file should include a copy of the advance directive

¢ If you are unable to implement the member’s advance directive due to an objection of conscience, you must
inform the member

¢ The member should contact the CCHP Customer Service Center to select a new primary care provider. Asa
primary care provider, you should contact the CCHP Customer Service Center if you're not able to be the
member’s primary care provider because of a conscionable objection to an advance directive

Medical records

As a contracted provider with CCHP, we expect that you have policies to address the following:

¢ Maintain a single, permanent medical record for each patient that is available at each visit
* Protect patientrecords from destruction, tampering, loss or unauthorized use

*  Maintain medical records in accordance with state and federalregulations

* Maintain patient signature of consent fortreatment/screening

General Documentation Guidelines

CCHP expects you to follow these commonly accepted guidelines for medical record information and documentation:

¢ Date all entries and identify the author

* Make entries legible

e Onaproblem list, site significant illnesses and medical condition, and include dates of onset and resolution

* Make notes on medication allergies and adverse reactions. Also note if the patient has no known allergies or
adverse reactions

* Make it easy to identify the medical history, and include serious ilinesses, injuries and operations for patients seen
three or more fimes

Document these items:

¢ Alcohol use, tobacco habits and substance abuse for patients ages 11 and older, including cessation counseling
¢ Immunization record

¢ Family and social history

* Preventive screenings and services

¢ Blood pressure, height, and weight

To document demographic information, the patient medical record should include:

¢ Patient name and/or member ID number on every page

e Gender
e Age or date of birth
¢ Address

e Marital status

¢ Occupational history

¢ Home and work phone numbers

¢ Name and phone number of emergency contact
¢ Name of spouse orrelative

Health insurance information

o‘ﬁﬁi j
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To document patient hospitalization, the patient medical record should include:

e History and physical

¢ Consultation notes

¢ Operative notes

¢ Discharge summary

¢ Other appropriate clinicalinformation

To document patient encounters, the patient medical record should include:

¢ Patient’s complaint or reason for the visit

¢ Physical assessment

¢ Unresolved problems from previous visit(s)

¢ Diagnosis and tfreatment plans consistent with your findings

e Growth chart for pediatric patients

¢ Development assessment for pediatric patients

* Patient education, counseling or coordination of care with other providers

e Date of return visit or other follow-up care

* Review by the primary care provider (initialed) on consultation, lab, imaging, special studies, outpatient and
inpatient records

¢ Consultation and abnormal studies including follow-up plans

* Discharge note for any procedure performed in the provider’s office

e Reasons for referrals documented

Members’ Rights and Responsibilities

To promote effective health care, CCHP makes clear its expectations for the rights and responsibilities of its members, to
foster cooperation among members, providers and CCHP.

CCHP members have the right fo:

e Ask for aninterpreter and have one provided while receiving any BadgerCare Plus covered service

e Receive health care services as provided for by federal and state laws. All covered services must be available and
accessible to members. When medically appropriate, services must be available 24 hours a day, seven days a
week

* Receiveinformation about freatment options including the right to request a second opinion regardless of the cost
or benefit coverage

¢ Participate with practitioners in making decisions about their health care regardless of the cost or benefit coverage

¢ Be treated with dignity and respect. Members have a right to privacy regarding their health

¢ Be free from any form of restraint or seclusion used as a means of force, control, ease or reprisal

¢ Receiveinformation about CCHP, its services, practitioners and providers and member rights and responsibilities

¢ Voice complaints or appeals with CCHP or the care it provides

¢ Make recommendations regarding CCHP members' rights and responsibilities policy

¢ Acandid discussion of appropriate or medically necessary tfreatment options for their condition, regardless of cost
or benefit coverage

CCHP members have the responsibility to:

¢ Understand their health problems and participate in developing tfreatment goals
e Tell providers or Chorus Community Health Plan what they need to know to treat them
¢ Follow the treatment plan and instructions agreed upon with their provider

o‘ﬁﬁi j
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QUALITY IMPROVEMENT

The Quality Improvement Program provides a framework for confinuous performance improvement of the health care and
services provided to CCHP members, assuring the provision of appropriate, affordable, and accessible care. This is
accomplished by identifying, evaluating, and monitoring the quality of and access to health care services provided for
plan members.

GOALS AND OBJECTIVES

CCHP strives to continuously improve the care and service provided by the health care delivery system. CCHP’s Quality
Improvement Program establishes the standards that encompass all quality improvement activities within the health plan.
The following goals guide the program:

1. Promote and incorporate quality into the health plan’s organization structure and processes.

. Facilitate a partnership between CCHP's members, practitioners, and health plan staff for the continuous
improvement of quality health care delivery.

. Continuously improve communication and education in support of these efforts.

0 Consider and facilitate achievement of public health goals in the areas of health promotion and early
detection and treatment.

2. Provide effective monitoring and evaluation of patient care and services to ensure that care provided by health
plan practitioners meets the required standard of care of good medical practice and is positively perceived by
health plan members and health care professionals.

¢ Evaluate and disseminate clinical and preventive practice guidelines.

¢« Monitor performance of practitioners againstevidence-based medical guidelines.

¢« Develop guidelines for quality improvement activities (e.g. access and availability, peer review, etfc.).

o Survey health plan members’ and practitioners’ satisfaction with the quality of care and services provided.
¢ Develop, define, and maintain data systems to support quality improvement activities.

3. Ensure promptidentification and analysis of opportunities forimprovement with implementation of actions and
follow-up.

¢ Identify and monitorimportant aspects, problems, and concerns regarding health care services provided
to members.

¢ Provide ongoing feedback to health plan members and practitioners regarding the measurement and
outcome of quality improvement activities.

4. Conduct quality improvement, risk management, and patient safety activities.

¢ Aggregate and use data to develop, implement, and evaluate quality improvement activities.
¢ Provide a means to minimize and reduce risks fto members.
¢ |dentifyissues, develop initiatives, and monitor key aspects of patient safety.
5. Maintain compliance with local, state, and federal regulatory requirements and accreditation standards.
¢ Monitor compliance with regulatory requirements for quality improvement and risk management
opportunities and respond as needed.
o Ensure that reporting systems provide appropriate information for meeting the requirements of external

regulatory review and accrediting bodies.

A copy of our detailed Quality Improvement program is available upon request.
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QUALITY IMPROVEMENT

For more information about our QI program, including details about our activities and progress toward goals, please call the

Quality Improvement department at 1-844-229-2776.
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WOMEN'S HEALTH: ASH REPORTING

Abortion, Sterilization, and Hysterectomy Reporting (ASH)

Abortions
Abortion is not a covered benefit, exceptin cases to preserve the life of the woman or in cases of rape or incest. It's the
provider's responsibility to complete the required documentation and submit that information with the claim. Physicians are

required to follow the BadgerCare Plus Policy and Consent Procedures for abortions. A prior authorization is not required.

Abortion Documentation

Wis. Stats. 20.927 stipulates that physicians must affix to their claims for reimbursement written certification attesting to the
direct medical necessity of the abortion or his or her belief that sexual assault or incest has occurred and has been reported
to law enforcement authorities. For examples of the types of documentation that will satisfy the above requirements, go to

https://www.dhs.wisconsin.gov/forms/f0/f01161.pdf

Claims and payments

All claims for abortions will be rejected unless one of the physician cerfification statements and the member statement are
aftached to the claim form. This policy is in accordance with the U.S. Supreme Court’s decision of Harris vs. McRae on June

30, 1980. Payment for medical necessity of preserving the mother’'s behavioral health will not be made.

Required Documentation for Medicaid Reimbursement

“No service billed to Wisconsin Medicaid on the attached claim form was directly related to the performance of
a non-Medicaid-covered abortion procedure. | understand that this statement is a representation of a material
fact made in a claim for payment under Wisconsin Medicaid within the meaning of 5.49.49, Wis. Stats., and HFS
106.6 (17), Wis. Admin. Code. Accordingly, if this statement is false, | understand that | am subject to criminal
prosecution for Medicaid fraud or termination as a Medicaid provider, orboth.”

Signed Date

Provider Number
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Wisconsin DHS regulations for sterilization and hysterectomy procedures

CCHP is required to report all sterilizations and hysterectomies to the State of Wisconsin Department of Health Services (DHS)
on a quarterly basis.

The ForwardHealth Sterilization Consent form, which is available at https://www.dhs.wisconsin.gov/library/F-01164.ntm, must
be signed and a copy of the form will need o be provided to CCHP with the claim for reporting purposes. At least 30 days,
but not more than 180 days, must have passed between the date of informed consent and the date of sterilization. Do not
count the date signed or the date of surgery in that 30- day criteria.

Informed consent

The person who obtains the informed consent must orally provide all of the requirements for informed consent as set forth
on the consent form. They must offer to answer any questions and must provide a copy of the consent form to the individual
to be sterilized for his or her consideration during the waiting period. An interpreter must be provided to assist the member if
he or she does not understand the language used on the consent form or the language used by the person obtaining the
consent. Suitable arrangements must be made to ensure that the required information is effectively communicated to
members to be sterilized who are blind, deaf or otherwise disabled. A withess chosen by the member may be present when
the consent is obtained. The withess may not be the person obtaining consent.

Common sterilization reporting problems

The sterilization occurs less than thirty days after the date of informed consent.

« The sterilization occurs less than 30 days after the date of informed consent and the physician has indicated a
premature delivery. The physician must indicate the Estimated Date of Confinement (“EDC") for a premature
delivery.

«  An admission history and discharge summary must be included with the sterilization consent form if the
sterilization was performed with an emergency abdominal surgery.

«  Onthe physician’s statement portion of the consent form, the signature date must be either the day of the
surgery or affer the surgery date. It may not be prior o the date of the sterilization.

+  The member must be at least age 21 on the date he/she signs the consent form.

Hysterectomies

Hysterectomies do nof require prior authorization. Hysterectomies DO require completion of the ForwardHealth
Acknowledgment of Receipt of Hysterectomy Information form. This form must be in the patient's record at the time of
hospitalization. The form is available online at: https://www.dhs.wisconsin.gov/ forms/f0/f01160.pdf.

The acknowledgment form for hysterectomies must be forwarded to CCHP with the claim

A hysterectomy is not covered if:
¢ Itwas performed solely for the purpose of rendering an individual permanently incapable of reproducing; or
¢ Uncomplicated fibroids, a fallen uterus or retroverted uterus.

Common hysterectomy reporting problems:

1. The date the member signs the form must be prior to or match the date of the surgery.

2. The date the provider signs the form must be before the date of service on the claim.

3. Hysterectomies may be performed without the " Acknowledgment of Receipt of Hysterectomy Information” in the
following circumstances:
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o The hysterectomy was performed during a period of retfroactive member eligibility and one of the
following circumstances applied:
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The individual was already sterile prior to the hysterectomy and appropriate documentation is
aftached such as a prior sterilization consent form

The individual requires a hysterectomy because of a life-threatening emergency in which the
physician determines that a prior acknowledgment is not possible.

The physician must attach the admission history and discharge summary in this case.

The member was informed before the surgery that the procedure would make her permanently
incapable of reproducing.
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BEHAVIORAL HEALTH

Outpatient behavioral health, and alcohol and other drug abuse (AODA) services

CCHP strongly encourages our BadgerCare Plus members to follow- up with an outpatient behavioral health provider within
seven days of being discharged from an inpatient behavioral health or AODA facility. There is no question that rapid
outpatient follow-up is consistent with standard practice guidelines and leads to better patient care.

Avuthorizing outpatient behavioral health care

The Primary Care Provider (PCP) acts as the “"gatekeeper” of the member's care. CCHP would like the member’'s PCP to be an
integral part in the member's use of behavioral health services to assure appropriate utilization. Because an authorization is not
required for behavioral health services; if the PCP determines behavioral health services are medically necessary and knows the
plan behavioral health provider they want to refer the member to, they may do so without completing CCHP Authorization
Request form. If the PCP is not certain which behavioral health practitioner is most clinically appropriate, the PCP may contact one
of CCHP's Member Advocates at 877-900-2247 during normal business hours for assistance in determining the practitioner or office
site that will best meet their patient’s needs.

When a CCHP BadgerCare Plus patient is referred for behavior health services, they should be treated no differently than
commercial patients in tferms of timely access to care, either at intake or for follow-up services. The PCP will issue a written
authorization only when the patient requires behavioral health services at a non- plan behavioral health clinic site or with a non-
plan behavioral health provider.

Patients requiring outpatient services not offered at a plan clinic/practice

All authorizations o non-plan behavioral health providers need to be approved by CCHP. CCHP may ask the PCP to assist in
determining if out-of-network services are appropriate, or if services are adequate with providers who are available within the
CCHP network of providers. If you determine your patient needs specialty outpatient behavioral health services not available at
your clinic/ practice, you may want to consult with CCHP Clinical Services reviewers about your assessment and
recommendations.

Terminating patients from your clinic/practice

Again, CCHP BadgerCare Plus members should not be treated any differently than commercial members who receive services at
your clinic/practice. As long as you apply your policies consistently, there is nothing prohibiting you from terminating a CCHP
BadgerCare Plus patient from your clinic/practice. CCHP will assist the member in arranging care with another provider.

If the patient does not require or would not benefit from services

If on the basis of a thorough bio-psycho-social evaluation, your clinic determines either a CCHP BadgerCare Plus member
does not require or would not benefit from specific behavioral health services, your staff needs to document this conclusion
in writing fo CCHP, with a nofification fo the member. CCHP will stand by your recommendation or, in special
circumstances, seek a second opinion. In all cases such as these, CCHP assumes that you will communicate your
recommendations directly to the member.

Concerns about coordination with county social services

The Wisconsin DHS requires CCHP to enter into a “Memorandum of Understanding” between county human services
agencies and CCHP. The purpose is to develop a working relationship with community agencies involved in the provision of
non-medical services to BadgerCare Plus members.

For specific information on AODA services specific to the following levels of care, please refer to the Utilization Management
section, starting on page 23:

o Inpatient

o Partfial Hospitalization program
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BEHAVIORAL HEALTH

o Daytreatment
o Intensive In-home therapy
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CASE MANAGEMENT

COMPLEX CASE MANAGEMENT

Complex case management is a collaborative process which assesses, plans, implements, coordinates, monitors and
evaluates the options and services to meet an individual's complex health needs, using communication and
available resources to promote quality, cost effective outcomes.

Criteria for eligibility includes:
o« Neuromuscular condition with major impairment/deterioration
¢« Severe physical frauma in past 3 months, inpatient 6 or more days, transitions in level of care anticipated
o Stroke within past 3 months, major impairment
o Severe spinal cord injury within past month, major impairment
o« Pediatric members with 2 or more inpatient stays in last 6 months, not connected to services
o 12 or more prescribed medications

o Other complex care situations which result in extensive use of resources (i.e. multiple uncontrolled chronic illnesses
or complex medical condition and complex social situation

Servicesinclude:
o Comprehensive assessments
o Integrated goal and care planning
o Care and resource coordination
o Education about condition or disease, including self-management
o Community linkage and resources
CHRONIC CONDITION MANAGEMENT

Chronic condition management programs within CCHP are designed to improve the health of individuals with specific
chronic conditions and to reduce health care service use and costs associated with avoidable complications, such as
emergency room visits and hospitalizations.

Members with Major Depression over the age of 18, members with Asthma between the ages of 5-17 and members with
Type 2 Diabetes over the age of 18 are provided an infroductory letter explaining the program, including how to opt out if
desired, as well as newsletter communications and preventative care reminders throughout the year.

SELF-MANAGEMENT TOOLS

CCHP has self-management tools, including an online wellness portal and access to mobile applications for diabetes
management and nutritional support, including telenutrition visits with registered diefitians.

o Coordinate transportation fo and from appointments

o Work with pharmacies to arrange for home delivery of medications

o Assess for resource needs and social factors that may be impacting the patient’s overall health and their ability to
manage their condition

CCHP has self-management tools, including an online wellness portal and access to mobile applications for low back pain
and diabetes management.

For more information or online resources and tools that support your patients’ healthy lifestyles, visit our website at
childrenscommunityhealthplan.org.

REFERRALS

If members would like help managing any concerns related o their health, please call 414-266-3173 to reach the Case
Management team. Please complete a referral form on children'scommunityhealthplan.org. This form can be faxed to

414-266-1715. on
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COMPLAINTS PROCESS

Appeals of adverse determinations

The member’s physician, member representative or health care provider acting on behalf of the member may appeal an
adverse determination orally or in writing. No reviewer involved in a prior review may participate in subsequent reviews.
More information regarding the appeal process is found in the UM Appeals policy. To obtain a copy, call your CCHP
Provider Relations Representative at 844-229-2775.

Explanations of complaint process

CCHP provides an explanation of the complaint process to newly enrolled members upon enrollment. This process is also
explained in the Member Handbook, member newsletters, and member educational fliers. All materials are produced in
English, Spanish, Russian, Hmong, and additional languages as needed. Additional information regarding the process for
handling complaints is found in the Quality Improvement Program Plan. To obtain a copy, please call the CCHP Manager of
Clinical Quality Improvement at 414-266-3477.

New technology

CCHP evaluates and addresses updates published by ForwardHealth on a monthly basis to ensure that all additions in the
covered services for BadgerCare Plus members are available to the CCHP members.

Integration with other programs

The Utilization Management (UM), Quality Improvement (Ql) and Credentialing programs are closely linked in function and
process.

Adverse information
Any adverse information that is gathered through interaction between the utilization management staff and the
practitioner or facility staff is vital to the recredentialing process. Such information may relate, for example, fo specific case
management decisions, discharge planning, pre-certification of noncovered benefits, efc. This information:
00 Isforwarded to the CCHP Director of Clinical Services in the format prescribed by CCHP for review and resolution as
needed.
o Isfiledin the provider's QI folder and is reviewed at the time of the provider’'srecredentialing.

CCHP seeks to ensure that the UM program is up-to-date by completing an annual evaluation of the structure and scope of
the program. Processes are reviewed and updated, as indicated, at least annually.

CCHP’s Chief Medical Officer, Medical Directors, Executive Director of Health Plan Clinical Services, Director of Clinical
Services UM/CM, Manager of Physical Health UM/CM, Manager of Behavioral Health, and Manager of Healthy Mom
Healthy Baby all participate in the annual evaluation of the UM program.

The scope of the annual evaluation includes:

O Hospital days per thousand members
Re-admission within 30 days of discharge from inpatient care
Denials of inpatient stays/days
Summary of criteriareview updates
Summary of new UM policies
Inter-rater reliability
UM trends
Top 10 diagnoses for inpatient admits
Top 10 ambulatory service claim types
UM reviewer production statistics
Member satisfaction with the UM service
Provider satisfaction with the UM service

I ) s [ |
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COMPLAINTS PROCESS

The above items will be assembled by the:
[l Executive Director of Health Plan Clinical Services
O Director of Clinical Services UM/CM
O Manager, Clinical Services UM/CM Physical Health
O Manager, Clinical Services UM/CM Healthy Mom, Healthy Baby
Manager, Clinical Services UM/CM Behavioral Health

Member Grievances

CCHP members can file a grievance regarding their services with CCHP or their health care provider that is not related o
benefits by calling a CCHP member advocate at 1-877-900-2247 or write to us af:

Chorus Community Health Plans

Attn: Complaint/Appeal Department
P.O. Box 1997, MS6280

Milwaukee, WI 53201-1997

CCHP members can file a grievance with BadgerCare Plus to the following address:

BadgerCare Plus
Managed Care Ombuds
P.O. Box 6470

Madison, WI 53716-0470
1-800-760-0001

State of WI HMO Ombuds Program

The state has designated individuals who provide neutral, confidential, and informational assistance and can CCHP
members with any questions or problems The Ombuds can help CCHP members solve problems or complaints by calling
1-800-760-0001.

Member Appeals

CCHP members have the right fo appeal any benefit issues they feel were wrongly denied. Members must first appeal to
CCHP. The request for an appeal must be made no more than 60 days after a notice of services being denied, limited,
reduced, delayed or stopped.

If CCHP members need help writing a request for an appeal, please call a CCHP Member Advocate at 1-877-900-2247 or
the BadgerCare Plus and Medicaid SSI Ombuds at 1-800-760-0001, or the HMO Enrollment Specialist at 1-800-291-2002.

If a member disagrees with the CCHP appeal decision, they can request a fair hearing with the Wisconsin Division of Hearing
and Appeals. The request must be made no more than 90 days after CCHP makes a decision about the appeal.

If a member wants a fair hearing they can send a written request to:

Department of Administration
Division of Hearings and Appeals
P.O. Box 7875

Madison, WI 53707-7875

If a member needs help writing a request for a fair hearing, call either the BadgerCare Plus and Medicaid SSI Ombuds at

1-800-760-0001 or the HMO Enrollment Specialist at 1-800-291-2002. -
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UTILIZATION MANAGEMENT PROGRAM OVERVIEW

UTILIZATION MANAGEMENT PROGRAM

The goal of the Utilization Management (UM) Program is to ensure that services provided are a covered benefit, medically
necessary, appropriate fo the patient’s condition, rendered in the appropriate setting, and meet professionally recognized
standards of care. In addifion, UM seeks to facilitate the use of alternative seftings when the above circumstances are not
met, or when a quality of care concern arises.

Utilization Management Program goals:
[l Ensure that the enrollee is accessing medical care in the most appropriate setting. Actively monitor utilization to
guard against over or under utilization of services.
O Provide feedback to the providers who demonstrate inappropriate utilization patterns using approved standards
and practice guidelines.

AFFIRMATIVE STATEMENT

Chorus Community Health Plan wanfts its members to get the best possible care when they need it most. To ensure this, we
use a prior authorization process, which is part of our UM program. Utilization Management decision-making is based only
on appropriateness of care and service, and existence of coverage. We do not specifically reward practitioners or other
individuals for issuing denials of coverage. Financial incentives for UM decision makers do not encourage decisions that
result in underutilization.

ANNUAL EVALUATION OF THE UM PROGRAM

CCHP seeks to ensure that the UM program is up-to-date by completing an annual evaluation of the structure and scope of
the program. Processes are reviewed and updated, as indicated, at least annually.

You may confact the UM department from 8:00 a.m. to 5:00 p.m., Monday through Friday at 1-414-266-4155. Messages are
confidential and may be left 24 hours per day. Communications received after normal business hours are responded fo on
the following business day.

CRITERIA FOR DECISIONS

Milliman Care Guidelines (MCG) are used to determine medical necessity, and are clinical decision support tools used for
treating specific patient conditions with appropriate levels of care and optimal progression toward discharge or fransition.

MILLIMAN CARE GUIDELINES

Clinical documentation is reviewed for admission and extended-stay criteria, the UM staff is available to assist in optimizing
the discharge plan with the resources available through plan providers. All services provided by Chorus Community Health
Plan must be medically necessary and a covered benefit.

Chorus Community Health Plan adheres to the Miliman Care Guidelines’ definition of medical necessity: a medical
assistance service required to prevent, identify or treat a member’s illness, injury or disability.

Such services must be:
0 Consistent with professionally recognized standards of care with respect to quality, frequency, and duration
O Performedin the least costly setting available where the services and freatments can be safely and appropriately
provided
0 Not provided primarily for the convenience of the patient, the practitioner, or the facility providing the care
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UTILIZATION MANAGEMENT

Retfrospective reviews

A Retrospective review is an initial review of services that have been performed. Routinely, this process encompasses
services performed by a non-parficipating provider when there was no opportunity for concurrent review, cases followed
during concurrent review that could not be adequately assessed during the process because of the clinical need for a
timely decision, and the consequent inability to get the medical record to a Medical Director in the required time frame.
The CCHP UM/CM (utilization manager/case manager) or nurse designee reviews requests for retrospective authorization. If
the supporting information meets medical necessity, the request will be authorized.

If the supporting information is questionable, the UM/ CM manager will request CCHP Medical Director review. The decision,
whether to authorize or deny, is made within 30 days of obtfaining all the necessary information. If approved, the
appropriate authorization is entered in the system. If an adverse determination is made, the provider and member are
notified of the denial in writing within five working days of the decision.

Discharge planning

Transitions in care present arisk for members. Transitional Care Management is one approach that aims to improve member
outcomes and reduce potentially preventable readmissions through ensuring members receive the care they need
immediately following a discharge from the hospital. Transitional Care Management is provided to all members discharging
from an inpatient stay fo home. Members are identified by the Utilization Management/ Case Manager (UMCM) during the
ufilization review process. All members discharging from a facility to home receive a phone call within (3) days post
discharge by our UM/CM teams.

This is a method of coordinating care, controlling costs and arranging for the appropriate services upon discharge from the
hospital. For patients who have not fully recovered or do not require the highly specialized and expensive services of acute
hospital care, discharge planning ensures that the patient receives the most timely, appropriate, safe, and cost-effective
discharge through home health care or appropriate placement in an extended care facility.

Discharge planning should occur as early as possible in a patient’s hospital stay. The case manager reviews the post-
hospital needs of the member. When necessary, the case manager works with the utilization review staff of the hospital,
PCP and managing physician to arrange for services needed before the member is discharged from the hospital.

Emergency services

Emergency room services are available 24 hours a day, 7days a week. Coverage without prior authorization is provided.

Confidentiality
Confidential information is defined as any data or information that can directly or indirectly identify a patient or physician.

CCHP adheres to the following:

All CCHP employees are required o sign a
Confidentiality Statement.

All members of the Medical Advisory Committee
are required fo sign a Confidentiality statfement,
All employees and practitioners are allowed to
access and disclose confidential information as
necessary fo fulfill assigned duties and
responsibilities.

All medical information is secured under lock and
key with access limited to essential personnel

only.

Medicalinformation stored in the software system
is protected under multiple levels of security by
system configuration, which includes user access
passwords.

Confidentialinformation is destroyed by inducing
complete destruction when no longer needed.
CCHP abides by all federal and state laws

governing the issue of confidentiality.

CH:=RUS

COMMUNITY HEALTH PLANS



Adverse determinations

In the event of an adverse determination, denied in accordance with UM policies and procedures, written notification is

sentf to the provider and the member.

This noftification by CCHP includes the following:

The principal reasons for the adverse determination

The clinical basis for the adverse determination

A description or the source of the screening criteria that were utilized as guidelines in making the determination
The benefit provisions

A descripfion of the procedure for the appeal process including the address to which appeal should be sent
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UTILIZATION MANAGEMENT DECISION CRITERIA

UTILIZATION REVIEW CRITERIA

Chorus Community Health Plan selects criteria, which aligns the inferests of the member, provider and health plan, and
have evidence-based development including input from recognized medical experts and of which are applied to a broad
number of members.
e Ufilization review criteria are a screening guide and are not infended to be a substitute for physician judgment
e Utilization review decisions are made in accordance with evidenced-based practice. Criteria are used for the
approval of medical necessity but not for the denial of services. The CCHP Medical Director reviews all potential
denials for medical necessity
e Criteria are reviewed and updated annually

AVAILABILITY OF CRITERIA

Confracted credentialed providers may request a copy of specific clinical criteria used in making UM decisions by faxing
414-266-4726 or by writing to:

Chorus Community Health Plan

Atftention: Manager of Utilization Management P.O. Box 1997, MS6280

Milwaukee, WI 53201-1997

The criteria requested must be specified in detail to insure the appropriate information is returned. A fax number, email or
mailing address for return must be included. Providers may also call 414-266-4155 to request a copy of the specific clinical
criteria.

PROCESSES USED TO MAKE DETERMINATIONS

Utilization Management staff members review concurrent inpatient admissions with the exception of obstetrical delivery
admissions for medical necessity. Specifically identified services as outlined on the prior authorization list of services are also
reviewed. Chorus Community Health Plan licenses MCG for medical necessity determinations.

The licensed guidelines include:
e Ambulatory care
¢ Inpatient/surgical care
e Generalrecovery care
e Home care
e Behavioral health care
¢ Chronic conditions
e Recovery facility guidelines

Documentation from the patient medical records including but not limited to: progress/freatment notes; infake information;
history and physical; laboratory and imaging reports; medication administration; orders; consultations; and operative reports
may be reviewed as indicated by the specific guideline to determine medical necessity. When requested, peer-to-peer
discussions are provided.

AUTHORITY

The Chorus Community Health Plan Board of Directors is ultimately responsible for UM activities, and delegates the
responsibility for the UM program (including the review and appropriate approval of the UM policies and procedures) to the
Quality Oversight Committee (QOC), Medical Advisory Committee (MAC), UM Committee which is a sub-committee to the
MAC. The UM committee is responsible for reviewing all UM issues and related information and makes recommendations to
the MAC. The UM program is reviewed and approved by the UM committee, MAC and the QOC yearly.
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UTILIZATION MANAGEMENT: PRIOR AUTHORIZATIONS

PROCESS FOR OBTAINING PRIOR AUTHORIZATIONS

Providers should start the prior authorization process as soon as possible, before the beginning of freatment. The provider
must submit a prior authorization request online through the Provider Portal.

URGENT PRE-SERVICE REQUESTS

If the member or a health care professional with knowledge of the member’s medical condition has an urgent request for
prior authorization, the provider must submit the request via the Provider Portal. CCHP will make a decision on the request
and notify the provider via the portal within 72 hours of receipt of a correctly submitted, completed request, or as soon as
possible if the member’s condition requires a shorter time frame.

URGENT CONCURRENT REQUESTS

An urgent request is any request for prior authorization for medical care or freatment with respect to the application of the
fime periods for making non-urgent care determinations could seriously jeopardize the life or health of the covered member
or; the ability of the covered member to regain maximum function; or in the opinion of a physician with actual knowledge
of the covered member’'s medical condition, would subject the covered member to severe pain that cannot be
adequately managed without the care or treatment that is being requested.

If the request is incomplete:
¢ CCHP will nofify the submitting provider of the specific information needed as soon as possible, but no later than 24
hours after receiving the urgent request.
e If the submitting provider fails to provide the information requested, we will provide the submitting provider with our
decision based on the current information that we have by the end of the business day following the date of inifial
submission of request.

NON-URGENT PRIOR AUTHORIZATION REQUESTS

We will make a decision on the non-urgent requests within 15 days of our receipt of a correctly submitted request. If the
request does not contain sufficient clinical information to make a medical necessity decision, we will request the required
information, which must be submitted within the initial 15 days for making the decision. Prior authorizations after the start of
care CCHP does not review requests for services that have already been provided. Refer to the Appeals section of this
manual.

PRIOR AUTHORIZATION FOR URGENT CARE

CCHP defines urgent care as any request for behavioral health care or non-behavioral health care with respect to which
the application of the time periods for making non-urgent care determinations could result in the following circumstances.

If the request is determined as not meeting this definition:
« Ifit could seriously jeopardize the life, health or safety of the member or others, due to the member’s psychological
state
+ In the opinion of a practitioner with knowledge of the member’s medical condition or behavioral health condition,
would subject the member to adverse health consequences without the care or freatment that is the subject of the
request

URGENT PRE-SERVICE DECISIONS

CCHP makes behavioral health care and non-behavioral health care decisions and nofifications of the decision within 72

hours of the receipt of the request.
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URGENT CONCURRENT REVIEW

CCHP makes behavioral health care and non-behavioral health care decisions and notifications of the decision within 72

hours of the receipt of the request.

RETRO AND POST-SERVICE REQUESTS

CCHP does not review requests for services that have already been provided. Post-service requests will be returned to the
provider to be adjudicated on appeal, except for emergency or urgent care services. If the submitting provider fails to
follow our procedure for prior authorization requests.

URGENT CARE

Urgent care services are needed in order to treat an unforeseen medical problem that is not life-threatening, but requires

prompt diagnosis and/or freatment in order to preserve the member’s health.
Members with non-emergent conditions should be directed to our confracted facilities in the absence of the ability

to see a provider at their primary care clinic.

In all cases of emergency or urgent care situations, providers should instruct members to contact their primary care

clinic for follow-up services that may be needed.

PLANNED INPATIENT HOSPITAL ADMISSIONS

CCHP requires noftification of all inpatient admissions from in-network providers via our CareWebQl Auto-Authorization tool,

which is available online 24 hours a day on our provider portal.

EMERGENCY CARE SERVICES

CCHP provides emergency care services for all members with in-network and out-of-network providers for behavioral and
non-behavioral health emergencies. Emergency service claims indicating a place of service (POS) 23, (emergency

department) are approved for screening and stabilization of our members without prior approval — where a prudent
layperson, acting responsibly, would believe that an emergency medical condition exists. Approval will also be granted if
an authorized representative, acting for the organization, authorized the provision of emergency services. All out-of-network
providers, including outside the state of Wisconsin, will receive approval for these emergency services based on the same

criteria. Emergency inpatient admissions must be reported to us within 24 hours of admission or the next business day.

COVERED SERVICES THAT REQUIRE PRIOR AUTHORIZATION

The list below has some of the covered services that require a prior authorization. Please review CCHP's website for a full list of

services requiring prior authorization.

Ambulance — nonemergency air and ground
Anesthesia for facility services

Any procedure that could be considered cosmetic,
including: breast reduction and mastectomy for
gynecomastia

Autism Spectrum Disorder services

Cochlear implants

Dental/anesthesia and facility service for dental
services

Dialysis

Durable Medical Equipment (DME): We will decide if
the equipment should be purchased or rented. Prior
Authorization is required for a retail purchase price
$500 or greater for a single item whether a purchase
price or a monthly rental price.

EEG, video monitoring

Intensive outpatient PET scans

Hearing Aids

Prosthetic devices

Proton beam therapy (PBT)

Pain management procedures (including but not
limited to: epidural steroid injections and radio
frequency ablation and spinal cord stimulators)
Radiation oncology

Reconstructive procedures, excluding breast
reconstruction surgery following mastectomy skilled
nursing facility

Specialty medications

CH:=RUS

COMMUNITY HEALTH PLANS



Elective surgeries, including but not limited fo:
+  Knee arthroplasty, total
+  Elbow arthropl