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The Health Plan of San Mateo (HPSM) provides health services to more than 170,000 residents of San Mateo
County. All HPSM programs are designed to emphasize easy access to quality care for our members.

This manual contains policies and procedures relevant to providers that are contracted with HPSM. Please
be aware that different policies and procedures may apply depending on the programs you are contracted
with.

The purpose of this manual is to familiarize network providers and their staff with HPSM operations. Itis
designed as a reference tool to assist you with the administrative tasks related to accessing and providing
comprehensive, effective, and quality healthcare services to HPSM members. HPSM reserves the right to
revise these policies and procedures at our sole discretion and at any time.

If you have any questions regarding the information contained within, please contact the Provider Services
Department at PSInquiries@hpsm.org.

Healthy is for everyone!

HPSM’s mission is to provide members with access to quality healthcare services delivered in a cost
effective and compassionate manner. That means our primary concern is keeping our members healthy
and ensuring they have access to high quality healthcare when they need it.

Providers may access plan information by visiting https://www.hpsm.org. The site offers information on
HPSM programs, up-to-date participating provider information including a provider directory, member
handbook/evidence of coverage for each line of business, eligibility verification, clinical guidelines,
preventive health guidelines, population health management programs, authorization forms, and the
latest HPSM news, health tips, plan history, and organizational philosophy.

HPSM maximizes the use of technology to assist our providers to better serve our members. HPSM’s
website also offers resources for development with the Provider Learning Lab. The Learning Lab is updated
frequently with tutorial videos and other useful content to help HPSM providers serve our community.


mailto:PSInquiries@hpsm.org
https://www.hpsm.org/

This manual will be updated annually as policies, programs, and procedures change. Updates and
supplements will be distributed as they occur and will be available as downloadable documents from our
website for your convenience.

Please be sure to replace the existing pages in the manual upon receipt of any updates. This will assure
that the manual you have available is the most current.

The following section briefly describes HPSM’s four lines of business and our HPSM Dental benefit . Our
lines of business include: Medi-Cal, HealthWorx, San Mateo County Access and Care for Everyone (ACE)
Program, and CareAdvantage (Medicare Advantage Dual Eligible Special Needs Plan, or D-SNP). Please
remember that it is the provider’s responsibility to verify the member’s eligibility at the time of service as
reimbursement for rendered services is subject to member’s eligibility on the date of service.

Please see the for information on how to verify member eligibility.
Medical programs

HPSM was originally created and began operations in 1987 to serve San
Mateo County Medi-Cal beneficiaries in a managed care environment. HPSM
is a County Organized Health System (COHS). California legislation and
waivers to Federal Medicaid laws allow HPSM to be the exclusive insurer of
health care services for nearly all Medi-Cal beneficiaries in San Mateo County.
This includes seniors and persons with disabilities.

Medi-Cal members must present their HPSM member identification card to
access covered services. The State of California also issues Medi-Cal
beneficiaries an ID card (BIC Card). Itis always best to ask to see the
member’s HPSM ID card since the identification numbers may differ. Medi-
Cal members cannot be balance billed.

In January 2006, HPSM began a Medicare Advantage Prescription Drug Plan
(MA-PD). Members must have both Medicare Part A (hospital insurance) and
Part B (medical insurance) and full-scope Medi-Cal through HPSM and must
live in San Mateo County. HPSM offers one MA-PD program: HPSM
CareAdvantage, a Dual Eligible Special Needs Plan (D-SNP).

Some dual eligible members may elect to remain in Original (fee-for-service)
Medicare and enrollin a Prescription Drug Plan (PDP); others may join



another Medicare Advantage (MA) plan. In both cases, the member will retain
his/her Medi-Cal eligibility with HPSM but will not be enrolled in
CareAdvantage.

CareAdvantage members are only responsible for a prescription drug co-
payment per prescription which conforms to Medicare guidelines.
CareAdvantage members cannot be balance billed.

HealthWorx provides low-cost health benefits for San Mateo County Public
Authority In-Home Supportive Services (IHSS) Workers, San Mateo County
Extra Help employees and City of San Mateo part-time employees. Eligibility
for HealthWorx is determined by the employing entity.

The In-Home Supportive Services program provides domestic and personal
care assistance to eligible aged or disabled persons who are at risk for
institutionalization.

HealthWorx is also offered to San Mateo County Extra Help Employees.
Eligibility for this program is determined by the San Mateo County Employee
Benefits Division. HealthWorx for City of San Mateo part-time employees is
determined by the City of San Mateo. HealthWorx members have co-
payments.

San Mateo County ACE is a program available to uninsured residents of San
Mateo County who are not eligible for coverage through Medicare, Medi-Cal,
private insurance, or other third-party coverage. ACE is a coverage program
and is not considered health insurance. Enrollment in the ACE program is
processed through the San Mateo County Coverage Unit. Strict income and
asset levels apply. For a complete list of clinics that provide services to ACE
members, please refer to the San Mateo County ACE Participant Handbook on
our website https://www.hpsm.org.

Referral to other providers is only through an authorized referral process.

HPSM Dental

As part of an effort to improve oral care access, quality, and utilization, as well as lower medical cost,
California passed Senate Bill (SB) 849 on June 27, 2018, authorizing a Dental Integration Program in San
Mateo County. This means that dental care services will be a covered benefit under Health Plan of San
Mateo Medi-Cal managed care contract. The overall goal of the program is to align oral health with overall
health. There will be a formal evaluation of the program to demonstrate the benefits of integrating medical
and dental services.

The program was effective January 1, 2022.
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We welcome your feedback regarding this manual and hope that you will offer any suggestions on how we
can improve either subject matter or layout. HPSM's goal is to make this manual as helpful and easy to use
as possible. Please email the Provider Services Department at PSInquiries@hpsm.org if you have
suggestions or comments. Please note that existing provider contracts may supersede some policies
stated in this material.

HPSM’s service area covers the entire County of San Mateo, including the following communities:

e Atherton e Foster City e Redwood City
e Belmont e Half Moon Bay e SanBruno
e Brisbane e Hillsborough e SanCarlos
e Burlingame e Pacifica e San Mateo
e Colma e PortolaValley e South San Francisco
e DalyCity e Menlo Park e Woodside
e EastPaloAlto e Millbrae e Unincorporated Areas of San
e ElGranada e Montara Mateo County
Department When to Call Contact Information
Contracts and contract terms, PSInquiries@hpsm.org

credentialing and re-credentialing,
value-based payments and pay for
performance program, provider
directory information and rosters,
requests for provider training.

Check benefits, PCP
selection/change, prescription
coverage, member
education/outreach for members
enrolled in CareAdvantage D-SNP

Care Coordination Program,
complex case management, linkage
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with plan programs and community
resources, development of a
personalized care plan, and
participation in interdisciplinary
care team meetings.

Integrated Care Management
focuses on developing an
individualized plan of care which can
include care coordination, complex
case management and linkage with
plan programs and community
resources.

Claim submission, claim status,
claim payment inquiries, member
eligibility, provider portal account
setup, balance billing resolution,
provider dispute resolution,
encounter data submission.

General questions, or inquiries about
dental benefits and/or member care
coordination.

For grievances and appeals related
to care and/or services received.

For grievances and appeals related
to Medi-Cal pharmacy services only:
Magellan Customer Service and Help
Desk, 24 hours per day/seven days
per week.

For providers to request interpreter
services.

For information on health education
materials and programs.

dental@hpsm.or

(referrals)

Interpreters@hpsm.org

healtheducationrequest@hpsm.org
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To check member’s eligibility, visit
our provider portal, call the 24-hour
Automated Telephone Eligibility
Verification (ATEV) line, or call an
HPSM line (depending on member’s
line of business).

For Medi-Cal, HealthWorx, and ACE
members: check benefits, PCP

selection/change, Health Insurance
Premium Payment (HIPP) Program.

For Medi-Cal: Magellan Customer
Service and Help Desk: 24 hours per
day/seven days per week.

For CareAdvantage, HealthWorx, and
ACE: Pharmacy Benefit Manager)
SS&C Customer Service and 24 hours
per day/seven days per week help
desk.

HPSM Pharmacy Services
Department: 8:00 AM to 5:00 PM,
Monday through Friday

Provider Site and Medical Record
Review, peer review, and quality
improvement projects/data
collection (HEDIS).

Prior authorization requests for
medical services, inpatient
authorizations, out-of-area
authorizations, outpatient services,
durable medical equipment,
utilization management, referral
authorizations (RAF) for specialist
referrals.

Prior authorization requests for
medical injectable drugs and other

https://www.hpsm.org/provider/portal

(24-hour line)

Medi-Cal Members:

https://www.medi-cal.ca.gov

Customersupport@hpsm.org
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physician administered drugs
(PADs).



The Health Plan of San Mateo (HPSM) provides customer support to its members through two dedicated
call centers. The Customer Support staff can assist members who have questions about:

e HPSM coverage and benefits.
e Selecting or changing a primary care provider (PCP).
e Problems or complaints getting healthcare, pharmacy services, or billing issues.

The Member Services Unit assists members that are enrolled in the Medi-Cal, HealthWorx and San Mateo
County ACE programs.

e Members can call or . Hearing impaired members can use the
California Relay Service (CRS) at (TTY) or dial

e Office hours are Monday through Friday, 8:00 AM to 4:00 PM.

e Phone hours are Monday through Friday, 8:00 AM to 6:00 PM.

e Member Services Representatives speak Cantonese, English, Mandarin, Spanish, and Tagalog and
can access telephone interpreters to assist members with other language needs.

The Medi-Cal Rx Customer Service Center can assist members that are enrolled in the Medi-Cal program
regarding their pharmacy benéefits (for all non-pharmacy related questions, please refer to the Member
Services Unit).

e Members can call .
e Lines are open 24 hours a day, seven days a week.

The CareAdvantage Unit assists members who are enrolled in CareAdvantage Dual Eligible Special Needs
Plan (D-SNP). CareAdvantage is HPSM’s Medicare Advantage-Prescription Drug (MA-PD) plan.

e Members can call the CareAdvantage Unit at or , Monday through
Sunday from 8:00 AM to 8:00 PM. Hearing impaired members can use the California Relay Service
(CRS) at (TTY) or dial

e Office hours are Monday through Friday, 8:00 AM to 4:00 PM.

e CareAdvantage navigators speak Cantonese, English, Mandarin, Spanish, and Tagalog Spanish,
Tagalog, Mandarin, and Cantonese and can access telephone interpreters to assist members with
other language needs.

HPSM members can also use the Member Portal to change their primary care physician, order a new ID
card, change their address on file, and check their immunization records:
https://www.hpsm.org/member-portal-login

HPSM mails each new member a New Member Guide that includes the ID card for their assigned program
and Materials Request Form to request member materials. The member materials that can be requested
are summary of benefits, the member handbook, the provider directory, and formularies for
CareAdvantage, HealthWorx, and ACE.
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For Medi-Cal members only: Please note HPSM is no longer responsible for the Medi-Cal pharmacy benefit.
To request information regarding the Medi-Cal Rx Contract Drug List, refer to the Medi-Cal Rx website at
https://www.medi-calrx.dhcs.ca.gov/home/ or call Magellan Customer Service at

Member Rights and Responsibilities are established by the Centers for Medicare and Medicaid Services
(CMS), The Department of Health Care Services (DHCS), and HPSM Policies and Procedures.

HPSM members have these rights:

To be treated with respect and recognition of your dignity, giving due consideration to your right
to privacy and the need to maintain confidentiality of your medical information.

To be provided with information about the plan, its services, practitioners, and providers,
including covered services and member’s rights and responsibilities.

To be able to choose a primary care provider within HPSM’s network (unless you have other
primary health coverage).

To participate in decision making with your providers about your own health care, including the
right to refuse treatment.

To voice complaints, either verbally or in writing, about the organization or the care received.

To receive care coordination.

To request an appeal of decisions to deny, defer or limit services or benéefits.

To receive oral interpretation services for your language.

To receive free legal help at your local legal aid office or other groups.

To formulate advance directives.

To request a state hearing, including information on the circumstances under which an expedited
hearing is possible.

To access Minor Consent Services.

To receive written member-informing materials in alternative formats (such as braille, large-size
print, and audio format) upon request and in a timely fashion appropriate for the format being
requested and in accordance with Welfare & Institutions Code Section 14182 (b)(12).

To be free from any form of restraint or seclusion used as a means of coercion, discipline,
convenience, or retaliation.

To receive information on available treatment options and alternatives, regardless of cost or
benefit coverage, presented in a manner appropriate to your condition and ability to understand.
To have access to and receive a copy of your medical records, and request that they be amended
or corrected, as specified in 45 Code of Federal Regulations §164.524 and 164.526.

Freedom to exercise these rights without adversely affecting how you are treated by HPSM, your
providers or the State.

To have access to family planning services, Freestanding Birth Centers, Federally Qualified Health
Centers, Indian Health Service Facilities, midwifery services, Rural Health Centers, sexually
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transmitted disease services and Emergency Services outside HPSM’s network pursuant to the
federal law.
e To make recommendations about HPSM’s member rights and responsibilities.

HPSM members have these responsibilities:

o Carefully read all HPSM Member materials so that you understand how to use your benefits and
what procedures to follow when you need care.

e Do your best to keep provider appointments; if you need to cancel or reschedule an appointment,
call your provider at least 24 hours in advance or as soon as possible.

e  Show your HPSM ID card or remember to tell your provider (your doctor, hospital, or pharmacy)
that you are an HPSM member before receiving care.

e Follow the treatment plan that you and your provider have agreed upon.

e Provide accurate and complete information about your health care needs to HPSM and to your
provider. Tell your provider if you have a medical condition.

e Asbestas you can, understand your health care needs and participate in developing treatment
plans and goals with your providers.

e Follow the plans and instructions for care that you have agreed upon with your provider. Ask your
provider questions if you do not understand something or are not sure about the advice that you
are given.

e See specialists to whom your primary care provider refers you.

e Actively participate in health care programs that keep you well.

o Work with your providers to build and maintain a good working relationship.

e Usethe emergency room only in case of an emergency or as directed by your provider.

e Follow-up with your primary care provider after getting care at an emergency facility.

e Report lost or stolen ID cards to HPSM Customer Support and do not let anyone else use your
HPSM ID card.

e Call HPSM Customer Support if you do not understand how to use your benefits or have any
problems with the services that you received.

e Tell HPSM if you move and/or change your phone number. Call HPSM Customer Support and the
San Mateo County Human Services Agency. If you receive SSI, call Social Security Administration.
We all need to have your correct address and phone number on file.

e Follow the HPSM grievance procedure if you want to file a complaint.

e Treatall HPSM staff and your health care providers respectfully and courteously.

HPSM advises members if they cannot keep an appointment, they need to call their provider to cancel or
reschedule the appointment as soon as possible. Providers can send HPSM Provider Services information
about members that have missed multiple appointments. HPSM staff will contact the member and remind
the member about the importance of calling to cancel appointments in advance.



Primary Care
Physician (PCP)

Women’s Services -

OB/GYN Services

Pregnancy Care

Indian Health Services

Doula Benefit

An HPSM member’s care is managed by the member’s assigned PCP. A PCP
may be a pediatrician, a general practitioner, a family practitioner, an
internist, a Federally Qualified Health Care Clinic (FQHC), a Native American
health service provider, a nurse practitioner, or in some cases, an OB/GYN
provider.

Female HPSM members have unlimited, direct access to OB/GYN services.
Members may choose to have these services provided by the PCP or members
may self-refer to any contracted OB/GYN or PCP within the HPSM network for
OB/GYN services.

HPSM encourages pregnant women to get early prenatal care. Members may
select an obstetrician or Certified Nurse Midwife for care during pregnancy.
Members have the right to select Certified Nurse Midwife services from an
out-of-plan Medi-Cal Provider if they are not available through HPSM.

American Indians or Alaskan Natives who are HPSM members may choose
any available Indian Health Service Provider available, as provided under
federal law. The provider does not have to be an HPSM network provider and
HPSM will arrange to coordinate appropriate services for these members.

HPSM provides doula benefits for prenatal members, and postpartum
members up to 12 months after delivery. Doula services can be provided to
members virtually or in-person in any settings including, but not limited to,
homes, office visits, hospitals during labor, or alternative birth centers.
Additional information regarding member eligibility for doula services can be
foundin, of the Provider Manual.

Primary Care Physician (PCP) Selection Process

HPSM members are encouraged to self-select a primary care physician as soon as they become eligible for
or are enrolled in an HPSM program. Member Services representatives and CareAdvantage navigators are
available to assist members with the PCP selection process. HPSM members can also select a PCP on the
HPSM Member Portal: https://www.hpsm.org/member-portal-login

When Medi-Cal members become HPSM eligible, “New Member Guides” are mailed to the member,
requesting that they select a PCP. New HPSM Medi-Cal members are not assigned to a PCP for the first 30
days of their HPSM eligibility to allow them time to self-select a PCP. Members who do not self-select a
PCP are automatically assigned to a PCP (see below for more information) according to the guidelines
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prescribed by the California Department of Health Care Services. Members that have primary other health
coverage, including Original Medicare, are not assigned to a PCP.

New HPSM members in other programs (CareAdvantage, HealthWorx and ACE) are required to select a PCP
as part of their initial enrollment process.

Auto-Assignment to a PCP (for Medi-Cal members only)

If a Medi-Cal member does not self-select a PCP within the first 30 days of HPSM enrollment, the member
will be auto-assigned to a PCP based on geographic location, member age and PCP capacity.

If a member is auto assigned to a PCP, the member is informed that they have the option to change their
assigned PCP.

Changing Primary Care Providers

Members can request a PCP change at any time by calling HPSM Customer Support. Members can also
change their PC on the HPSM Member Portal here: https://www.hpsm.org/member-portal-login

HPSM must receive requests for PCP changes by the last day of the current month. PCP changes are
effective the first of the following month. Medi-Cal, HealthWorx and ACE members will receive a
confirmation letter with the name of the new PCP. Only CareAdvantage members will receive a new HPSM
ID card with the name of their new PCP.

Provider Request for Member Reassignment

Physician requests for member reassignment to the care of another provider must be pre-approved by the
HPSM Chief Medical Officer or designee. Physicians requesting member reassignment must complete a
Provider Request for Member Reassignment form posted on the HPSM website at https://www.hpsm.org.
The form must include documentation of the reasons for the request and actions taken to resolve the
issues with the member. The form and any attachments can be emailed to HPSM Provider Services at
PSInquiries@hpsm.org or sent via fax to

The provider should not notify the member that a request for reassignment has been submitted to HPSM.
The Provider Request for Member Reassignment form will be reviewed by HPSM’s Chief Medical Officer
(CMO)or designee. Provider Services will notify the provider in writing within 14 business days of the CMO
or designee’s decision to approve or deny the request.

HPSM follows regulatory guidelines and retains sole and final authority to review and act upon the
requests from providers to terminate a member. Members are not transferred against their will until HPSM
carefully reviews the matter, determines that transfer is appropriate, and confirms that HPSM’s internal
procedures have been followed.
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All reassignment requests are carefully reviewed, and care is taken to preserve member rights against
discrimination due to age, race, gender, or health status.

If the reassignment is approved, HPSM will send a letter to the member (certified, return receipt). The
reassignment notification letter will inform the member that a reassignment request was made by the
primary care physician and that the member can select another. The letter outlines the reasons why the

request was made and informs the member that if they do not select a new primary care physician within
30 days of the date the letter was mailed, the member will be auto assigned to a new one.

The member will be reassigned from the requesting provider once the written notice is sent to the member
and is effective the first of the following month. When a member is assigned to a new primary care
physician, the previous provider must supply patient records, reports, and other documentation at no
charge to the new one. The transferring provider must continue to coordinate care through the end date of
the reassignment.

HPSM will provide continuity of care for covered services rendered to a member by a provider whose HPSM
affiliation has ended in the following circumstances:

An acute condition: Completion of covered services will be provided for the duration of the acute
condition.

A serious chronic condition: Completion of covered services for a period necessary to complete a
course of treatment and to arrange for a safe transfer to another HPSM provider, as determined by
HPSM in consultation with you and the terminated provider and consistent with good professional
practice. Completion of covered services shall not exceed 12 months from the date that the
provider left HPSM.

A pregnancy: Including postpartum care, for the duration of the pregnancy.

A terminalillness: Completion of covered services for the duration of the terminal illness.

A surgery or other procedure: Approved by HPSM as part of a documented course of treatment
and occurs within 180 days from the date that the provider left HPSM.

Covered services for a child: The child should be between ages birth and 36 months for up to 12
months from the date that the provider left HPSM.

The terminating provider must agree in writing to provide services to a member in accordance with the
terms and conditions, including reimbursement rates, of his or her agreement with HPSM prior to
termination.

HPSM does not provide continuity of care services if:

The provider is unwilling to continue to treat the member or accept HPSM’s payment or other
terms.

HPSM discontinued a contract based on a professional review action or a medical disciplinary
cause or reason or for fraud or other criminal activity.



e Services are not covered by HPSM.
e The continuity of care request is for Durable Medical Equipment, transportation or other ancillary
services or carved-out service.

Medi-Cal is California’s Medicaid health care program. Medi-Cal covers a variety of medical services for
children and adults with limited income and resources. Eligibility is determined by the San Mateo County
Human Services Agency or through Supplemental Security Income (SSI) administered by Social Security
Administration (SSA). Eligibility information is available at the Human Services Agency website at
https://hsa.smcgov.org/. Prospective members can also call the San Mateo County Human Services
Agency at to find out if they are eligible to receive Medi-Cal health benefits.

Medi-Cal eligible beneficiaries with qualifying Medi-Cal aid codes are automatically enrolled in HPSM.
HPSM is the only Medi-Cal Plan in San Mateo County. Every HPSM Medi-Cal member receives an HPSM ID
card and a Medi-Cal Benefits Identification Card (BIC) issued by DHCS. Sample ID cards are included later in
this section.

Types of Medi-Cal Members

These are members that are assigned to a Primary Care Provider (PCP) and
appear on the PCP’s case management list.

Unassigned members are not assigned a PCP and do not require referrals to
see contracted, in-network PCPs. Members that have Other Health Coverage
(OHC), including Original Medicare, in addition to Medi-Cal are not assigned

to a PCP; the OHC is usually the member’s primary coverage.

Some Medi-Cal recipients must pay, or agree to pay, a monthly dollar amount
toward their medical expenses before they qualify for Medi-Cal benefits. This
amount is called the Medi-Cal Share-of-Cost (SOC). A Medi-Cal recipient’s SOC
is like a private insurance plan’s out-of-pocket deductible. Share-of-Cost
members are not assigned to a PCP.

Medi-Cal recipients with a SOC are not eligible for full-scope Medi-Cal until
they have met their SOC amount for the month. Members with a Medi-Cal
SOC appear in suspense status in the HPSM Provider Portal.

After a recipient meets the SOC for the month, HPSM will pay for covered
medical expenses for the rest of the month. More information about the Medi-
Cal SOC, including how a provider should collect and clear a share of cost,
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can be found on the Medi-Cal provider website at https://files.medi-

cal.ca.gov/.

The Whole Child Model is a partnership between HPSM and San Mateo County
to deliver coordinated care and services to eligible children with complex
medical conditions. The Whole Child Model was known as the California
Children’s Services (CCS) Pilot until 2018.

HPSM Medi-Cal members under 21 years old who are eligible for CCS are
enrolled into the Whole Child Model program. These HPSM Medi-Cal
members receive a dedicated case manager who oversees the member's total
care. This includes coordinating medical, social, and mental health services
for the member, or their family as needed.

For more information about the Whole Child Model and to make a referral,
call the San Mateo County CCS staff at

CareAdvantage is a Medicare Advantage-Prescription Drug (MA-PD) plan for
people who have both Medicare and Medi-Cal. CareAdvantage contracts with
both Medicare and Medi-Cal to provide benefits of both programs to enrollees
with the goal of a seamless service delivery experience for dual eligible
beneficiaries. To enroll in CareAdvantage, members must have Medicare Part
A (hospital insurance) and Part B (medical insurance), full-scope Medi-Cal
through HPSM and must live in San Mateo County.

Members that want to enroll in CareAdvantage should call a licensed HPSM
CareAdvantage Medicare Specialist at or

Enrollment in CareAdvantage is optional. Some members with Medicare and
Medi-Cal may decide to remain in Original (Fee-For-Service) Medicare and
enrollin a Part D Prescription Drug Plan (PDP) or join another Medicare
Advantage Plan. The member will keep their HPSM Medi-Cal eligibility but will
not be enrolled in CareAdvantage.

Anyone with questions about Medicare can call the San Mateo County Health
Insurance Counseling and Advocacy Program (HICAP) at

HealthWorx is an employer group health insurance program. HealthWorx
enrollment is limited to San Mateo County Public Authority In-Home Support
Services (IHSS) workers and City of San Mateo Per Diem employees.
HealthWorx only covers the employee; it does not cover family members.
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For more information, IHSS Workers should call the San Mateo County Public

Authority at . City of San Mateo part-time employees should
call SEIU at (English); (Spanish) or
(Chinese).

The San Mateo County ACE (Access and Care for Everyone) Program is a
county-sponsored program that provides health care coverage to low-income
adult residents of San Mateo County who meet eligibility requirements but do
not qualify for full-scope Medi-Cal. HPSM administers the San Mateo ACE
Program under a contract with San Mateo County. Prospective enrollees can
call the Health Coverage Unit at for more information.

San Mateo County ACE is not insurance. The San Mateo County ACE Program
covers a wide range of health care and pharmacy benefits under a
coordinated system of care, but it is not an insurance product subject to state
insurance requirements. It is a payer of last resort, which means it pays only
for certain services that are not covered by other existing coverage programs.
Services are primarily provided through the San Mateo Medical Center
(SMMC), North East Medical Services (NEMS) and the Ravenswood Family
Health Center.

ACE enrollees can only receive emergency services at SMMC.

HPSM members are enrolled in either Medi-Cal, CareAdvantage Dual Eligible Special Needs Plan (D-SNP),
HealthWorx, or San Mateo County ACE. All HPSM members have an HPSM ID card showing the program
that they are enrolled in. Examples of HPSM ID cards can be found later in this section.

PCP Active Engagement Reports

Lists of empaneled patients are published once monthly for each primary care clinic. These “Active
Engagement Reports” are available for download in HPSM’s eReports portal and include all members
assigned to the PCP that month and information such as assigned member name, HPSM ID number,
preferred language, program, date assigned to the PCP, contact information, and some utilization
information. For more information on registering for or using eReports, please reference the “eReports
User Guide - Primary Care” available at https://www.hpsm.org/provider/value-based-payment.



https://www.hpsm.org/provider/value-based-payment

Providers should verify HPSM member eligibility at the time of each visit. A member's eligibility can change
at any time for any number of reasons, including a change in Medi-Cal status or change in residence

address.

How to Check Eligibility

(for Medi-Cal members
only)

PCPs should check for the member's name on the list published to eReports
and available for download at the beginning of the month. For more
information on how to register for or use eReports, refer to the “eReports
User Guide - Primary Care” at https://www.hpsm.org/provider/value-

based-payment

Providers can verify member’s eligibility, submit claims using eHEALTHsuite
and check payment status on the provider portal. To register:
https://www.hpsm.org/provider/portal.

Eligibility information is also available by telephone, using the HPSM’s 24-
hour Automated Telephone Eligibility Verification/Interactive Voice
Recognition (ATEV/IVR) system. To verify eligibility and PCP assignment for
dates of service within the prior six months, please call .
Please have the member’s ID number available. Since member status can
change from month to month, it is important to verify a member’s status for
the month that the service was rendered.

For Medi-Cal members only:

Medi-Cal and Medicare/Medi-Cal members only. Eligibility information is
available on California’s Medi-Cal website, https://www.medi-cal.ca.gov
For assistance in obtaining a login and password for the State of California
Medi-Cal website, please call the POS/Internet Help Desk at

for more information.

Swiping the patient’s Medi-Cal Beneficiary Identification Card (BIC) in the
State’s POS device will also enable you to determine eligibility. The POS
device provides eligibility as well as Share-of-Cost liability information for
dates of service within the prior 12 months. To learn more, please call the
DHCS Telephone Service Center at


https://www.hpsm.org/provider/value-based-payment
https://www.hpsm.org/provider/value-based-payment
https://www.hpsm.org/provider/portal
https://www.medi-cal.ca.gov/
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Please remember that verification of active enrollment is subject to
retroactive adjustment in accordance with the terms and conditions of
coverage described in the member's benefit plan.

Specialist providers, hospitals, and other service providers should also verify
eligibility on the date that the service is rendered. A referral or authorization
does not guarantee that the member is eligible on the date of service.

ID Cards by Line of Business

Medi-Cal ID Card

ﬂkl’bdfhm Medi-Cal In case of emergency, call 9-1-1 or seek appropriate emergency care.
OF SAN MATEO www.hpsm.org Emergency services do not require pre-authorization.

For information about Mental Health Services call 1-800-686-0101
Member DOB 24-Hour Nurse Advice: 1-833-846-8773 (toll free)

FOR PROVIDER USE ONLY

Medi-Cal ID Assigned to PCP as of Providers with a PIN can check member eligibility verification
24 hours a day at 1-800-696-4776, or online at www.hpsm.org.
Group Plan (80840) HPSM Member as of y : : G s
7740 283 982 Submit pharmacy manual claimsto: ~ Submit medical claims to:
Argus Health Systems HPSM Claims Department
PCP Medicare Department 586 801 Gateway Blvd, Suite 100
P.0. Box 419019 South San Francisco, CA 94080
Karises City: MO 64141 Claims Department: 650-616-2056
HPSM Member Services: 1-800-750-4776 1-888-635-8362 Provider Services: 650-616-2106
CareAdvantage D-SNP
ID Card
Plan Ir case af emergency, call 9. 1.1 or seek aparos riate emergeacy care.
OF SAN MATES CareAdvantage ’

t: 1.566 2E1-06E [toll fror) o G50-616- 2174
t 1T 1 800 735 2922 {tallfreclpr7 1.1
1-884. 358367

Healtrry s for everyons [ 1al Eligible Special Keads Plar (B3-58F]
PFharmary Halp D

ek Harme: Medicarel:& Behavioral Fealth: 1-800-688 0101 (hail free)
Proseripinn D Girrooage d-Hour Murse Aduice: 1 833-E46- 8773 {toll free)
rArmber i T T —
SE1 012355 Webesibe: wawihgsmn,org fcareadvaniage
Cale ol B RPN DEESG000 =
Subwrit pharmacy mormeal clasms b Swlimit medicalclemns ta:
lan Frct e Dates ZLNE Health HESE Claims Gepartment
Atz Dopt Cestomer £380 BIF] G 'y Suite 100
; " 17 PG R 4 ] Saugh San Fral 208
Core Wanaper Frome b 17 4
Care Nariager Proane b E50-616-2174 HPSM Dantal FarEas Ciby, MO 4147 HPSM Pravider Ling: 650-515-2106
il TH-G01 1-REG-ES0-DE0E L-B38-G35-B162 Toll-fraa: 1.333-WY-HPSK-1 |584.7TE1)

HealthWorx ID Card
“m althi x HMO In case of emergency, call 9:1-1 or seek appropriate emergency care.
OF SAN MATEO 8

Heaithy is for everyore

Emerpency sorvices 40 not roquine pre-authorization
For information about Mental Health Services call 1.800-686-0101
Mo~ et [0 24-Hour Nurse

Meamiors WMO 1D Aspgred to PCP as ot

with a PIN can check member eligibility verification
Goonp Pan (BO840) HPSM Member as of 24 honers & day bt 1:800-696-4T76, or onkine at wwwhpsmoong
7740283982 Seobemet pharmacy manul cLams b
e MeScare ot Moatth Syiterns

et S48

MO A4 MPSM Provider Line: 6506162106

HPSM Member Services: 1-800-750-4776 1 858635 8362 Toll free: 1 SI3MPHPSSE | (694-7761)

19



Access and Care for
Everyone (ACE)

Medi-Cal Benefits ID
Card (BIC)
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HedlthPlan
OF SAN MATEO
Healthy is for everyone

Member

ACEID

Group Plan (80840)
7740283 982

PcP

ber Services:

San Mateo c?l nty ACE
psm.org

DpoB

Assigned to PCP as of
HPSM Member as of
DR$

RXS

-800-750-4776. Services are limited to the San Mateo
EMS,

HPS| : 1
Hedteatcerter {SMMC) hospital and clinic system, Ravenswood or N
‘except with prior authorization. Emergency services are only covered at SMMC

In case of emergency, call 9-1-1 or seek appropriate emergency care.
24-Hour Nurse Advice: 1-833-846-8773 (toll free)

San Mateo ACE Providers: San Mateo Medical Center (SMMC)

39th Avenue Clinic « SMMC Coastside Clinic + Daly City Clinic

Fair Oaks Clinic * South San Francisco Clinic + Ravenswood Family
Health Center « NEMS

P IDER USE Y:

Providers with a PIN can check member cligibility verification
24 hours a day at 1-800-696-4776, or online at www.hpsm.org.

Submit pharmacy manual claims to:  Submit medical claims to:

Argus Health Systems. HPSM Claims Department

Department 586 801 Gateway Blvd, Suite 100

P.O. Box 419019 South San Francisco, CA 94080

Kansas City, MO 64141 HPSM Provider Line: 650-616-2106
1-888-635-8362 Toll-free: 1-833-MY-HPSM-1 (694-7761)
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This section describes the procedures that members and their authorized representatives may use to
submit complaints to the Health Plan of San Mateo (HPSM). The Centers for Medicare and Medicaid
Services (CMS) and the state of California have regulations that give health care consumers the right to file
a complaint whether the consumer is covered by Medicare, Medi-Cal, or a private insurance plan.

HPSM must follow these federal and state regulations in processing HPSM member complaints. HPSM
handles complaints for members in all lines of business: CareAdvantage Dual Eligible Special Needs Plan
(D-SNP), Medi-Cal, HealthWorx, and San Mateo County ACE.

Information about the complaints process is included in the Provider Manual because, , providers may file
complaints on behalf of members or assist members in filing a complaint. HPSM may also ask providers for
assistance in resolving member complaints through requests for additional medical information or the
provider’s perspective on a complaint. Providers must obtain verbal consent from the member before the
complaint is processed.

Members have different appeal rights depending upon the line of business in which the member is
enrolled. These differences are described in the sections that follow. HPSM members may be dually eligible
for both Medicare and Medi-Cal, but not be enrolled in CareAdvantage, HPSM’s Medicare line of business. If
dually eligible members are covered under Original Medicare, the CareAdvantage procedures described in
this section will not apply.

Members have the right to submit complaints to HPSM. A complaint is any verbal or written expression of
dissatisfaction with any HPSM covered service a member receives. A complaint may also be about
reimbursement for a bill that a member has paid. A complaint can be a grievance or an appeal.

Grievance

A complaint expressing dissatisfaction with any aspect of HPSM’s or a provider’s operations, activities, or
behaviors, including quality of care concerns, regardless of whether any remedial action is requested or
can be taken. Examples of grievances include member concerns about:

e Quality of the care that was provided.

e Customer service that was perceived as rude or unhelpful.

o Difficulty accessing care and/or the timeliness of care.

e Billing related issues such as receipt of a balance bill or collections notice.

e Otherissues, such as HIPAA violations or potential instances of fraud, waste, or abuse.



Member grievances related to Medi-Cal pharmacy services are not handled by HPSM and instead will be
handled by Magellan. Members can submit a grievance either in writing or by telephone by going to
https://www.medi-calrx.dhcs.ca.gov/home/ or calling Magellan Customer Service at

Appeal

A complaint about HPSM’s denial of coverage or reimbursement. In an appeal, a member or provider, with
written member consent, requests HPSM to reconsider its decision regarding services that were denied,
limited, or taken away, such as:

e Adenied request for services (i.e., prior authorization).
e Adenied request for payment to a provider (i.e., claim).
e Adenied request for reimbursement to a member.

Member appeals related to Medi-Cal pharmacy services are not handled by HPSM and instead will be
handled through the State Fair Hearing Process (see “State Fairing Hearing for Medi-Cal Members” section
for additional details.

The following are the timeframes that must be followed when processing a grievance and/or an appeal.
Timeframes for filing a grievance or appeal vary by line of business and are regulated by CMS and the state.

Timeframes for CareAdvantage D-SNP

Part C Appeal 60 calendar days from denial notice

Part D Appeal 60 calendar days from denial notice

All grievances No time limit

Part C - Standard 30 calendar days (7 days 30 calendar days

for Part B drug requests)

Part C - Expedited 72 hours ( 72 hours for 24 hours
Part B drug requests)

Part D - Standard 7 calendar days 30 calendar days


https://www.medi-calrx.dhcs.ca.gov/home/

Part D - Expedited 72 hours 24 hours

Timeframes for Medi-Cal

All appeals 60 calendar days from denial notice

All grievances No time limit

Standard 30 calendar days 30 calendar days
Expedited 72 hours 72 hours

All appeals 60 calendar days from denial notice

All grievances No time limit

Standard 90 calendar days 30 business days
Expedited 3 calendar days 30 business days

Timeframes for HealthWorx HMO and ACE

All appeals 180 calendar days from denial

All grievances 180 calendar days from incident

Standard 30 calendar days 30 calendar days



Expedited 72 hours 72 hours

Members may submit a grievance to HPSM if they are dissatisfied with any aspect of HPSM’s or a provider’s
operations, activities, or behaviors. Please note that the grievance procedures for members receiving
Medicare benefits under HPSM’s CareAdvantage Dual Eligible Special Needs Plan (D-SNP) differ slightly
from procedures for members receiving benefits under HPSM’s other lines of business. These differences
are clearly indicated throughout this section.

Filing a Grievance

Member grievances for all services can be submitted through the following routes:
Health Plan of San Mateo
801 Gateway Boulevard, Suite 100

South San Francisco, California 94080

(for Medi-Cal, HealthWorx and ACE)

(for CareAdvantage)

Health Plan of San Mateo
Attn: Grievance and Appeals
801 Gateway Boulevard, Suite 100

South San Francisco, California 94080

Filing a Grievance for Medi-Cal Pharmacy Benefits

Member Grievances for Medi-Cal pharmacy benefits are handled by Magellan be and can be submitted
through the following routes:



Email Log onto https://www.medi-
calrx.dhcs.ca.gov/home/ to securely email a
complaint.

Fax the Medi-Cal Rx Complaint Form (available at
https://medi-calrx.dhcs.ca.gov/home/ to Medi-
Cal Customer Service Center at

Mail the Medi-Cal Rx Complaint Form (available at
https://medi-calrx.dhcs.ca.gov/home/ to the
following:

Medi-Cal Rx Customer Service Center
Attn: Complaints and Grievances Unit
P.0.Box 730

Rancho Cordova, California 95741-0730

Timing

Medi-Cal members may file a grievance at any time regarding services they received while covered under
Medi-Cal.

CareAdvantage members may file a grievance at any time regarding services they received while covered
under CareAdvantage.

All other members must file a grievance within 180 calendar days from the date of occurrence. HPSM may
allow an exception to this timeframe requirement for good cause.

How to Submit a Grievance

If filing a grievance in writing, members may submit a grievance online at
https://www.hpsm.org/member/file-a-complaint. Members may also fill out a grievance form, found on
HPSM's website, or write a letter or other statement stating the reason for their dissatisfaction. Members
can also submit grievances through provider offices. Providers are required to send these to HPSM on the
same business day that the grievance was received. Providers will send this information to HPSM via fax at

Member grievances may be received by HPSM’s Member Services Unit, the CareAdvantage Unit, Care
Coordination/Integrated Care Management Unit, or Grievance and Appeals Unit. If a grievance is received
by Member Services or CareAdvantage Unit, staff will make every effort to resolve the grievance within 24
hours.


https://www.medi-calrx.dhcs.ca.gov/home/
https://www.medi-calrx.dhcs.ca.gov/home/
https://medi-calrx.dhcs.ca.gov/home/
https://medi-calrx.dhcs.ca.gov/home/
https://www.hpsm.org/member/file-a-complaint

Providers may submit grievances against members, HPSM and/or other providers by contacting HPSM’s
Provider Services Department at PSInquiries@hpsm.org.

Providers can also submit Potential Quality Issues (PQIs) using the HPSM PQI Referral Form:
https://www.hpsm.org/docs/default-source/provider-
forms/provider_toolkit_pgqi_referral_form.pdf.

If the grievance cannot be resolved in 24 hours, the complaint will be forwarded to Grievance and Appeals
for further processing.

For grievances related to Medi-Cal pharmacy services: Please visit the Medi-Cal Rx website at https://medi-
calrx.dhcs.ca.gov/home/ or contact the Medi-Cal Rx Customer Service Center at

Canceling/Withdrawing a Grievance

Members or their authorized representatives may cancel their grievance at any time by contacting HPSM’s
Grievance and Appeals Unit.

To cancel grievances for Medi-Cal pharmacy services handled by Magellan, please call the Medi-Cal Rx
Customer Service Center at

Processing and Resolving Standard Grievances

Once a grievance is filed, a Grievance and Appeals Coordinator will send an acknowledgment letter to the
member within five calendar days. The Grievance and Appeals Coordinator will investigate the grievance,
which may include notifying the member’s provider, if applicable.

For grievances related to Medi-Cal pharmacy services, Magellan will automatically send an
acknowledgement letter to the member within one business day if their Customer Service Center cannot
fully resolve the grievance immediately.

Provider Response and Timing

A critical part of resolving a member complaint involves getting a provider’s perspective about the
situation under review. Requests for a provider’s perspective are not an accusation of wrongdoing. HPSM
understands that many complaints arise because of a difference in perception or misunderstanding about
a situation. We want to get your honest opinion about what transpired.

To meet the strict timeframes for processing a complaint, providers must submit their response within five
calendar days from the date the Grievance and Appeals Coordinator sends the request to the provider.

For grievances related to Medi-Cal pharmacy services filed by a member, Magellan may contact a
prescriber for additional information. Providers should respond to any inquiries from Magellan or DHCS to
expedite processing timeframes for a grievance.


mailto:PSInquiries@hpsm.org
https://www.hpsm.org/docs/default-source/provider-forms/provider_toolkit_pqi_referral_form.pdf
https://www.hpsm.org/docs/default-source/provider-forms/provider_toolkit_pqi_referral_form.pdf
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Resolving a Grievance

For standard complaints, the Grievance and Appeals Coordinator will issue a resolution letter within 30
calendar days of receipt of the grievance. The resolution letter will be the result of the research and review
conducted by the Grievance and Appeals Coordinator. The resolution letter will be mailed to the member
or the member’s representative. If the grievance involves a provider, a copy of the resolution letter will also
be sent to the provider.

If a grievance is related to quality-of-care concerns, HPSM will request medical records and a written
response from all relevant providers. These medical records and responses will be reviewed by HPSM’s
Clinical Review Nurse and by an HPSM Medical Director. Providers will be informed in writing of any
concerns or deficiencies found by HPSM’s Quality Improvement Department. For questions regarding the
quality-of-care review process, please contact the Quality Department at

For grievances related to Medi-Cal pharmacy services, Magellan will usually issue a resolution letter within
30 business days of receipt of the grievance.

Non-Retaliation Policy for Filing a Grievance

Members have the right to file a complaint about HPSM or the care that they receive from a provider
without the complaint adversely affecting how the member is treated by HPSM and/or the member’s
providers. Retaliation against members for filing a complaint is strictly prohibited.

HPSM does not discriminate against or disenroll members for filing complaints.
Examples of prohibited retaliation by providers include:

e Terminating or threatening to terminate a member from your practice after the member has filed a
complaint.

e Refusing to provide treatment or needed prescription refills to a member because of a complaint
filed.

e Treating the member in a disrespectful, hostile, or otherwise negative manner in response to the
member filing a complaint.

Grievance to the Department of Managed Health Care

Members can call DMHC at or complete an Independent Medical Review/Complaint Form
online, which can be accessed at https://www.dmhc.ca.gov/FileaComplaint.aspx.

HPSM will abide by the decision made by DMHC and will work to complete the actions recommended by
DMHC as quickly as possible.

All grievances related to Medi-Cal pharmacy services should not be submitted to DMHC and instead should
be submitted to Magellan.


https://www.dmhc.ca.gov/FileaComplaint.aspx

Mediation

Prior to filing a grievance with the Department of Managed Health Care, a member may request voluntary
mediation with HPSM. A member does not have to participate in voluntary mediation for longer than 30
days before being able to submit a grievance to the Department of Managed Health Care. Expenses for
mediation are paid for equally by HPSM and the member.

This does not apply to grievances related to Medi-Cal pharmacy services which must be submitted to
Magellan.

Expedited Grievances

If processing a grievance under the standard 30 calendar
day timeframe would have an adverse impact on a member’s life, health, or ability to regain maximum
function, a member or provider can request that a grievance be processed under an expedited, 72 hour
timeframe. If a member, a physician, or other provider request expedited grievance processing, HPSM
clinical staff will determine whether the request meets the criteria for expedited processing. If the request
does not meet the criteria for expedited processing, the HPSM Grievance and Appeals Unit will notify the
member or the requestor of this decision verbally, and in writing.

There is no expedited process for grievances related to Medi-Cal pharmacy services and all processing
timeframes are usually resolved within 30 days.

CareAdvantage members have the option of requesting an expedited
grievance under limited circumstances. Unlike the other lines of business, the decision to expedite
processing of a CareAdvantage grievance is not based on clinical criteria. The circumstances in which an
expedited grievance may be filed by or for a CareAdvantage member are:

e HPSM refused to expedite an authorization request.

e HPSM extended the timeframe to process an authorization request.
e HPSM refused to expedite an appeal.

o HPSM extended the timeframe to process an appeal.

In these cases, CareAdvantage members may request an expedited grievance. The Grievance and Appeals
Coordinator will consult with the appropriate HPSM staff and respond to the grievance within 24 of HPSM’s
receipt of the expedited grievance.

Denied Services/Authorization Requests

Any member who is denied services may request an appeal of this decision if they disagree with the denial
reason. As an HPSM contracted provider, you may file an appeal on behalf of a HPSM member, but you



cannot charge the member for filing an appeal on their behalf. Providers who file on behalf of a member
are required to obtain the member’s written consent. An authorized representative of the member may
also file an appeal.

Provider Payment Appeals

For providers disputing payment, please refer to the Provider Dispute Resolution Process described in
of this manual.

Pharmacy Payment Appeals

For appeals of drugs covered under the pharmacy benefit, please refer to the section on pharmacy

appeals.

For Payment Disputes related to Medi-Cal Pharmacy:

For pharmacy providers disputing payment of Medi-Cal pharmacy services (e.g., resubmission, non-
payment, underpayment, overpayment, etc.) , providers should complete the Medi-Cal Rx Provider Appeal
form and submit the completed form to:

Medi-Cal CSC

Attn: Provider Claims Appeals Unit

P.0. Box 610

Rancho Cordova, California, 95741-0610

For more information regarding the Provider appeal process related to Medi-Cal pharmacy services,
including to access the Medi-Cal Rx Provider Appeal form, please visit the Medi-Cal Rx website at
https://medi-calrx.dhcs.ca.gov/home/.

Please note: This process does not apply to Medi-Cal pharmacy services that that are billed on medical or
institutional claims as this is administered by HPSM and therefore follow the Provider Dispute Resolution
Process as described in, of this manual.

Authorization Appeals

You may ask HPSM to reconsider a denial of an authorization request for services if you or your patient
disagree with HPSM’s decision to deny the request. You may also be called upon to assist a member or
authorized representative if he/she requests an appeal, or to forward relevant medical records to help us
decide on an appeal.


https://medi-calrx.dhcs.ca.gov/home/

If you are a physician and you appeal the decision on behalf of a member,
the member will not need to submit documentation designating you as the member’s authorized
representative. However, if you are a provider other than a physician (e.g. DME provider, SNF, physical
therapist, etc.), the member will need to provide documentation designating you as the member’s
authorized representative.

Filing an Appeal

Appeals can be filed through the following routes:

Providers
Health Plan of San Mateo
Attn: Grievances and Appeals
801 Gateway Boulevard, Suite 100
South San Francisco, California 94080
Members Health Plan of San Mateo

801 Gateway Boulevard, Suite 100
South San Francisco, California 94080

(For Medi-Cal, HealthWorx and San
Mateo County ACE)

(For CareAdvantage)

Health Plan of San Mateo

Attn: Grievance and Appeals

801 Gateway Boulevard, Suite 100
South San Francisco, California 94080

Appeals may be received by HPSM’s Member Services Department, CareAdvantage Unit, Care
Coordination/Integrated Care Management, or by a Grievance and Appeals Coordinator.

Timing



For Medi-Cal and CareAdvantage members, an appeal must be filed within 60 calendar days from the date
of HPSM's Notice of Denial. All other members must file an appeal within 180 calendar days of this date.
HPSM may allow an exception to this timeframe requirement for good cause.

Cancelling/Withdrawing an Appeal

Members or their authorized representatives may cancel their request for an appeal at any time by
contacting HPSM’s Grievance and Appeals Unit.

Processing a Standard Appeal

Once the appealis filed, a Grievance and Appeals Coordinator will send an acknowledgment letter to the
member within 5 calendar days and work with the appropriate HPSM staff to begin investigation of the
case. Additional information for the service may be required from providers involved in the member’s
treatment. Providers should provide this information within 5 calendar days of the request.

After all relevant documentation is collected, the case is forwarded to an HPSM Medical Director for review.
The Medical Director that made the initial decision to deny the authorization request will not be involved in
the appeal process.

Using all available information, the HPSM Medical Director will decide on the appeal request. HPSM will
notify the provider and the member within 30 calendar days of the initial request. HPSM will call both the
member and the provider to inform them of the appeal decision. The member and provider will also
receive a letter confirming the decision.

Requesting an Expedited Appeal

You may request an expedited appeal of an HPSM authorization denial if you or the member believes that
applying the standard 30 calendar day timeframe for processing an appeal will jeopardize the member’s
life, health, or ability to regain maximum function. HPSM will also expedite an appeal for decisions
regarding termination or changes in level of care for inpatient stays, skilled nursing facilities, home health
agencies, and comprehensive outpatient rehabilitation facilities.

CareAdvantage requests for expedited appeals that are submitted by telephone during non-business hours
are received by HPSM’s answering service. The answering service will immediately page an HPSM Medical
Director to provide expedited review.

Requests submitted by fax during non-business hours will be processed the following business day. If you
are submitting an expedited appeal on a weekend or holiday, please do not submit the request by fax.

CareAdvantage requests for expedited review that have the support of a physician will automatically be
approved.



In addition to HPSM’s expedited appeals process, Medi-Cal, and HealthWorx members can also contact the
California Department of Managed Health Care (DMHC) and request an urgent review. Members do not
need to go through HPSM’s expedited appeals process before contacting the DMHC. Requests for urgent
review by the Department of Managed Health Care can be submitted by calling

Processing an Expedited Appeal

Upon receiving the request for an expedited appeal, a Grievance and Appeals staff member will confer with
HPSM clinical staff to determine if the request meets the clinical criteria for an expedited review. This
decision will be made within 24 hours of receipt of the request.

If the appeal does not qualify for an expedited review, a Grievance and Appeals staff member will
immediately notify you and the member of this decision and any Grievance and Appeal rights, including
the right to contact the DMHC. The case will then be reviewed through the standard appeals process.

If the appeal qualifies for expedited review, a Grievance and Appeals staff member will immediately notify
you and the member of the decision and of the member’s right to contact the DMHC. He/she will work with
the appropriate HPSM staff to collect all relevant information about the member’s condition and forward
the case file to an HPSM Medical Director for review within 48 hours of receiving the request.

Using all available information, HPSM will decide and notify you and the member as expeditiously as the
member’s health requires, but no later than 72 hours of HPSM’s receipt of the request. HPSM will notify you
and the member of the decision by phone and in writing. If the original denial is upheld, HPSM’s written
notification will include the reason for denial and information about additional levels of appeal that may
be available.

If a denial is upheld on appeal, HPSM will auto-forward the appeal to the Independent Review Entity (IRE)
for a secondary, independent review. The IRE will render a decision within 30 days of receiving the appeal
from HPSM. HPSM will comply with the decision by the IRE and notify the member and provider if the IRE
instructs HPSM to overturn the denial, in full or in part.

For all appeals HPSM may extend the timeframe for up to 14 calendar days if requested, or if such
extension is in the best interest of the member.

If you or your patient disagrees with a decision HPSM has made on an appeal based on medical necessity,
or if HPSM does not decide within the standard 30 calendar day timeframe, the member can request an
Independent Medical Review (IMR) by the Department of Managed Health Care (DMHC).



An IMR may also be requested if HPSM denies a treatment because it is experimental or investigational; in
this case, the member does not need to complete HPSM’s appeals process before requesting an IMR.

Information on requesting an IMR can be obtained by calling , or by visiting the DMHC
website at https://www.dmhc.ca.gov/FileaComplaint/FrequentlyAskedQuestions.aspx.

Note: A Medi-Cal member who has already participated in a state hearing (see below) is not eligible to
receive an IMR from the DMHC.

The IMR will review the case to determine whether the care requested is medically necessary. DMHC will
render a decision on an IMR within 30 days of DMHC’s receipt of the IMR application for standard appeals,
or within threebusiness days for expedited appeals.

If the IMR determines that the service is medically necessary, HPSM will approve the requested service or
make a payment within five business days.

Medi-Cal members or their authorized representatives have the option of filing a state hearing with the
Department of Social Services if they disagree with HPSM’s decision regarding denial of a requested
service. A state hearing is an appeal with an Administrative Law Judge from the Department of Social
Services. Expedited state hearings may also be requested.

Requests for state hearings can be submitted by:

Telephone

In writing California Department of Social Services
State Hearing Division
Post Office Box 944243, Mail Station 9-17-37
Sacramento, California 94244-2430

Fax

Online https://www.cdss.ca.gov/hearing-requests

A Medi-Cal member must first exhaust HPSM's appeals process prior to proceeding with a state hearing.
Requests for state hearings must be submitted within 120 calendar days of an action with which the
member is dissatisfied. For standard state hearings, the state will decide within 90 days of the request. For
expedited state hearings, the state will decide within 72 hours.
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If a member disagrees with HPSM’s decision to terminate or change the level of care for services received in
an inpatient stay, skilled nursing facility (SNF), home health agency (HHA), or a comprehensive outpatient
rehabilitation facility (CORF), he/she may appeal the decision to the Quality Improvement Organization
(QIO) which the Medicare program has contracted. In California, the QIO is Livanta.

Members are notified of their right to submit this appeal to the QIO when they receive their Notice of
Discharge and Medicare Appeal Rights for inpatient stays, their Notice of Medicare Non-Coverage for SNF,
CORF, or HHA terminations, or other notice of non-coverage.

Members must request an appeal by noon of the first business day following receipt of the notice to avoid
financial liability during the contested time. The QIO will decide within 24 hours. If the member misses the
deadline for a QIO fast-track appeal, he/she may still request an expedited appeal from HPSM.

For Medi-Cal

Providers who wish to appeal a denied decision related to Medi-Cal pharmacy services , an appeal must
submit requests to Magellan. For more information regarding the appeal submission process and time
frames, please visit the Medi-Cal Rx website at https://medi-calrx.dhcs.ca.gov/home/ or contact the
Medi-Cal Rx Customer Service Center at

For Medi-Cal members or their authorized representatives who wish to file an appeal for pharmacy
services, they must do so through the State Fair Hearing process. Appeals must be submitted within 90
days from the denial notification.

For CareAdvantage, HealthWorx, and ACE

Appeals for medications or drugs are processed by HPSM’s Pharmacy Services. Although the appeal
process is similar, the timelines for prescription drug appeals differ:

e For CareAdvantage: Pharmacy appeals must be submitted within 60 calendar days from the denial
notification. HPSM will decide and will notify the member and provider within seven calendar days
for standard appeals and within 72 hours for expedited appeals.

e For HealthWorx and ACE: Pharmacy appeals must be submitted within 180 days from the denial
notification. HPSM will decide and will notify the member and provider within 30 calendar days for
standard appeals and within 72 hours for expedited appeals.
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Filing a Pharmacy Appeal

Providers can appeal Medi-Cal Rx prior authorization denials, delays, and
modifications. Providers should submit appeals of prior authorization
adjudication results, clearly identified as appeals, to:

Medi-Cal CSC, Provider Claims Appeals Unit
P.0.Box 610
Rancho Cordova, California 95741-0610

Medi-Cal Rx will acknowledge each submitted PA appeal within three days of
receipt and decide within 60 days of receipt. Medi-Cal Rx will send a letter of
explanation in response to each prior authorization appeal. Providers who
are dissatisfied with the decision may submit subsequent appeals. Medi-Cal
providers may seek a judicial review of the appeal decision, as authorized
under state law. For more information about the Medi-Cal Rx provider PA
appeal process, please visit the Medi-Cal Rx website.

Telephone

Fax

Mail

Health Plan of San Mateo

Attn: Pharmacy Unit

801 Gateway Boulevard, Suite 100
South San Francisco, California 94080

Members can file pharmacy appeals through the following routes:

Telephone

(TDD)
Fax
(Complete the “Request for State Hearing” form on the back of

the Notice of Action)



California Department of Social Services

State Hearing Division

Post Office Box 944243, Mail Station 9-17-37

Sacramento, California 94244-2430

(Complete the “Request for State Hearing” form on the back of the Notice of
Action)

Online
https://acms.dss.ca.gov/acms/login.request.do

Telephone
(For HealthWorx and ACE)
(For CareAdvantage)

Fax

In person or Mail

Health Plan of San Mateo

801 Gateway Boulevard, Suite 100
South San Francisco, California 94080

HPSM CareAdvantage members have access to successive levels of appeal to contest adverse denials and

appeals. These include:

Review by an Independent Review Entity (IRE)
Administrative Law Judge (ALJ) hearing
Medicare Appeals Council (MAC) hearing
Judicial Review

If HPSM upholds its original denial, a member, authorized representative, or physician may request
external review by the IRE. Unlike appeals for Part C benefits, appeals for Part D covered drugs will not be
automatically forwarded to the IRE for review. To file a second-level appeal with the IRE, the provider or
member should fill out the form attached to the written notification from HPSM.


https://acms.dss.ca.gov/acms/login.request.do

For a Part D appeal denial to be reviewed by the IRE, the member must submit a written request to the IRE
within 60 days of the date of the appeal denial decision. In this case, the IRE is required to solicit the
prescribing physician’s views on the case.

The IRE will decide on the case within the same timeframes as HPSM:

e Sevendays for a Part D appeal.

e 30days for a standard Part C pre-service authorization appeal (7 days for Part B drug).
e 60 days fora Part C payment appeal.

e 72 hours for an expedited Part D or Part C pre-service authorization appeal.

If the IRE overturns HPSM’s decision, HPSM will authorize and/or provide service or payment within the
following timeframes:

e 72 hours for astandard Part D appeal.

e 24 hours for an expedited Part D appeal.

e 14 calendar days for a standard Part C pre-service authorization.
e 72 hours for an expedited Part C pre-service authorization.

e 30 calendar days for a standard Part C payment appeal.

In cases where the denied service being contested has met minimal dollar amount standards (set
annually), the member, provider, or authorized representative can request a hearing before an
Administrative Law Judge (ALJ). This request must be made within 60 calendar days of receiving
unfavorable notice by the IRE and should be submitted to the Social Security Administration or the IRE.
Upon request, HPSM can also forward members’ requests for an ALJ hearing to the IRE.

If the ALJ overturns HPSM’s decision, the following timeframes will apply:

e 72 hours to authorize and/or provide service for pre-service Part D appeals.
e 72 hours to authorize payment for Part D appeals and 30 days to issue payment.
e 60 calendar days to authorize and/or provide service or payment for Part C appeals.

HPSM may request a review by the Medicare Appeals Council (MAC), in which case HPSM may wait for the
MAC’s decision before authorizing service or payment.

Any party to an appeal, including a member, provider, authorized representative, or HPSM, can request a
hearing before the Medicare Appeals Council (MAC). This request must be made within 60 calendar days of
receiving notice by the ALJ and should be submitted in writing to the MAC. Upon request, HPSM can also
forward members’ requests for a MAC review.



If the MAC overturns HPSM’s decision, the same timeframes for acting upon the decision as are required for
ALJ decisions will apply.

Any party to an appeal, including a member, provider, authorized representative, or HPSM, can request
judicial review of a MAC decision if: (1) the MAC denied the request for a review, and (2) the amount of the
service in question meets the minimal dollar amount set annually. To request judicial review, the party
must file a civil action in a U.S. District Court.

If judicial review overturns HPSM’s decision, the same timeframes for acting upon the decision as are
required for ALJ and MAC decisions will apply.



Before filing any claim, be sure to confirm the member’s eligibility. It is essential to include the member’s
correct identification number. Do not bill with a Social Security number. (Please see

).

Data Quality and Accuracy

Effective healthcare claims processing and payment are highly contingent upon accurate, complete, and
timely submission of claims and encounter data by the Health Plan of San Mateo’s (HPSM) provider
network. This data not only reflects services rendered and payment details, but also provides insight into
the potential complexity of patient populations. HPSM is obligated to ensure the complete, accurate,
reasonable, and timely submission of all encounter data, whether obtained directly as claims data or
through subcontracts and other capitated arrangements, to the Centers for Medicare and Medicaid (CMS)
and California Department of Health Care Services (DHCS) in accordance with existing standards and
requirements.

Dental

To be eligible for payment, all paper claims must be typed and filed on fully and accurately completed ADA
or Medi-Cal dental claim forms with the current CDT procedure codes. If using the ADA dental claim form,
please use version 2012 or later. Claims may be suspended or denied when data items included on claim
forms are incomplete or incorrect.

HPSM Dental
PO Box 1798

San Leandro, California 94577

Non-Hospital

To be eligible for payment, all paper claims must be filed on fully and accurately completed CMS 1500
forms with the current ICD-10 diagnosis codes (at the highest level of specificity) and CPT-4 or HCPCS
procedure codes (including applicable modifiers). Claims may be suspended or denied when data items
on claim forms are incomplete or incorrect.

Hospital



To be eligible for payment, inpatient and outpatient hospital paper claims must be submitted to HPSM
using a fully and accurately completed UB-04 claim form. Claims may be suspended or denied when data
items on claim forms are incomplete or incorrect.

Paper claims should be submitted to the following address:
Health Plan of San Mateo
Attention: Claims Department
801 Gateway Boulevard, Suite 100

South San Francisco, California 94080

Paper dental claims should be submitted to the following address:
HPSM Dental
PO Box 1798

San Leandro, California 94577

You can check status for a claim on the provider portal after 15 days from receipt.

You may also obtain Claim Status by contacting HPSM’s Claims Department at , or by email
at ClaimsInquiries@hpsm.org.

For CMS-1500 Form Field Descriptions and Requirements: https://www.hpsm.org/docs/default-
source/provider-services/claims_submission_cms1500.pdf

For UB-04 Form Field Descriptions and Requirements: https://www.hpsm.org/docs/default-
source/provider-services/claims_submission_cms_ub_04.pdf

Long Term Care Paper Claims

To be eligible for payment, long term care paper claims must be submitted to HPSM using a fully and
accurately completed National Uniform Billing Committee UB-04 form. Previously, HPSM accepted the
Payment Request for Long Term Care 25-1 claim form but changed process in 2024 to comply with
Department of Health Care Services (DHCS) and national practice. Claims may be suspended or denied
when data items included on claim forms are incomplete or incorrect.
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Learn more about this change here: https://www.hpsm.org/docs/default-source/provider-
notices/20240430---new-claims-form-when-billing-for-long-term-care-services.pdf

Itis very important to include your appropriate NPI Number when submitting claims.

For guidance on completing the UB-04 form: https://mcweb.apps.prd.cammis.medi-
cal.ca.gov/assets/FSEBB1B9-94F3-4867-80DC-
9DA7EAEA42A4/workbook_ubO4claim_ltc.pdf?access_token=6UyVKRRfByXTZEWIh8j8QaYylPyP5UL
(0]

Medi-Cal Claims

0-6 months 100% of approval payment

7-9 months 75%

10-12 months 50%

> one year 0% (without written justification)

Your claims must be submitted within 180 days from the date of service to qualify for the full approved
payment amount.

Claims received beyond 180 days from the date of service will be pro-rated according to the guidelines
listed in the table above and the member may not be balance billed.

See Medi-Cal manual for acceptable billing delay reasons.

CareAdvantage and HealthWorx Claims

Your claims must be submitted within one calendar year from the date of service.

The following are common circumstances that will require additional documentation to be submitted with
the claim:

e LTC25-1form.
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e Non-specific injection codes (i.e., 90782): Indicate the name, NDC (National Drug Codes) number
and dose of medication administered.

e Same procedure performed multiple times on the same date of service.

e Unlisted codes or codes that are “Not otherwise classified” usually endingin "99": Submit
procedure, office or operative notes describing the procedure performed.

e Special supplies: Submit description (e.g., 99070). All special supplies should be coded utilizing
their HCPC Level Il codes. Special supplies coded 99070 will require adequate documentation to
ensure that usual and customary supplies over and above the general and accepted practice were
used. These claims may be pended for reimbursement consideration.

e DME and Medical supplies requiring invoice and/or MSRP for pricing purposes.

e Services requiring consent.

e Dental claims: Please refer to the Prior Authorization Required list on the HPSM website.

e Claims submitted to HPSM for secondary payment require the primary remittance advice or
reason for denial.

It is especially important that your billing staff check their error reports to guarantee timely claims
submission. Arejected claim will not be considered to have been submitted to HPSM.

Claims for services provided to members who are later determined to be retroactively eligible with HPSM
must be submitted within 60 days of determination of eligibility with the corresponding Medi-Cal Delay
Reason Code. Providers are prohibited from refusing a covered Medi-Cal service to a Medi-Cal member,
regardless of the presence of other healthcare coverage (OHC).

Note: To avoid a denied claim for late submission, please note in the remarks section the date that Proof of
Eligibility (POE) was received by the provider.

For claims for members with other health insurance as primary coverage and HPSM as secondary
coverage, claim and primary insurance remittance advice must be submitted to HPSM. Please submit
these documents within six months of the date of service or 60 days of the primary remittance advice date
to avoid timely filing penalties.

Advantages
. Handling of paper claims is eliminated.
. Your claims are formatted and submitted directly into our host system. This prevents

the original claim data from having to be re-keyed.



. Claims enter our system in real time and are processed faster.

Requirements

e Allexisting claims data is still required.
e Allinformation that is currently submitted on your paper claims must also be included on all
electronic claims (see, “Filing a Paper Claim”).

Electronic Claims Options

With the use of proprietary software or through integration of your current
claims' software clearinghouses all needed information will be gathered and
sent to HPSM electronically using an 837 file. HPSM currently partners with
two different clearinghouses, Office Ally (HPSM1) and and Change Healthcare
(Payer ID SX174 for 837 Professional and 12X74 for 837 Institutional.

To get set up with a clearinghouse, please contact the Provider Services
department at or PSInquiries@hpsm.org.

Providers can submit an electronic CMS 1500 claim through eHEALTHsuite,
one of HPSM’s provider portals. The easy-to-use system claims are entered
directly into HPSM’s claim system for processing.

To get set up in eHEALTHsuite, visit the HPSM Provider Portal at
https://www.hpsm.org/provider/portal and click on “New User
Registration.”

Providers can receive payment through Electronic Funds Transfers (EFT) and Electronic Remittance Advice

(ERASs) by signing up via our provider portal at https://www.hpsm.org/provider/portal.

EFTs allow funds to be deposited directly into the bank account the provider specifies and can decrease
the wait time for payments. ERAs are an electronic description of services billed and paid.

Providers can sign up for one, both, or neither service. If a provider does choose to sign up, the provider
must be registered for the provider portal. Once logged on, they can sign up for one or both by filling out all
the required fields. A voided check or bank letter is required to receive EFTs. Providers can update bank
information at any time by logging back into the provider portal.
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e Besure that you have a valid NPI number. This is extremely critical in the electronic process. It is
imperative that your NPI number be included on all electronic claims. Please check with HPSM's
Provider Services Department before initiating submission to verify your Medi-Cal or Medicare
Provider ID.

e Besuretoinclude both Billing NPl and_Rendering NPI, particularly on claims for CareAdvantage
enrollees.

e Make sure you receive confirmation that HPSM has your claim. Electronic claims are acknowledged
via e-mail within two working days. HPSM will reject claims if there is an invalid Medi-Cal Provider
ID Number, or no NPl number.

e Dental electronic claims are acknowledged via EDI (Electronic Data Interchange) response within
one working day. Payer ID for electronic dental claims is: HPSMD

All electronic claims must comply with the Health Insurance Portability and Accountability Act (HIPAA) of
1996. The deadline for HIPPA compliance for electronic transactions and code sets for all covered entities
was October 16, 2003.

For questions regarding electronic claim submission and testing, please call

All practitioners should ensure that claim forms are submitted with appropriate CPT-4 procedure codes
and/or Health Care Financing Administration Common Procedure Coding System (HCPCS) Level Il codes
for each service rendered at the time of the visit regardless of payment methodology (fee-for-service or
capitation).

Fee-for-Service

Providers contracted under the fee-for-service reimbursement arrangement are paid for approved services
based on the applicable HPSM fee schedule. All payments generated to fee-for-service providers are a
direct result of claims submitted to HPSM. All claims must be submitted to HPSM within 365 days of the
date of service to qualify for the payment. A pro-rated amount will be paid by the Medi-Cal plan if the claim
is submitted more than 180 days to 365 from the date of service, without a valid Medi-Cal delay reason
code, as per contract provisions.

Capitation

Providers contracted under a capitation payment arrangement are paid a monthly per member per month
(PMPM) for each HPSM Medi-Cal member, including CareAdvantage members, on the monthly PCP Case
Management List. This payment covers the cost of all capitated procedures performed and is received
whether the patient is seen by the provider in any given month. Capitated providers are reimbursed on a



fee-for-service basis for approved covered services not included in the capitation arrangement. (See
“Primary Care Capitation Code List” in the end of this section.)

Claims for all fee-for-service covered services and encounter data for all capitated services must be
submitted to HPSM within 365 days of the date of service unless a valid Medi-Cal delay reason code is
provided, as per contract provisions. Encounter data for capitated services is submitted to HPSM using the
same submission process(es) as fee-for-service claims.

Claims and encounter data reflective of services provided to patients cared for under capitated payment
arrangements are used to inform utilization and service monitoring and state and federal regulatory
reporting requirements including, but not limited to, annual Healthcare Effectiveness Data Information Set
(HEDIS) and ongoing Encounter Data submissions. Complete and accurate submission of claims and
encounter data will significantly reduce the need for on-site Medical Record review or requests for medical
records to be mailed to HPSM. (For more information about HEDIS, see Section 8.)

Medi-Cal

For most services, HPSM reimburses providers the lesser of the billed amount or the maximum allowable
fee based on the California Department of Health Care Services (DHCS) Medi-Cal rates. Reimbursement
rates may change during the year. Any code listed may have a service limitation associated with it or need
prior authorization.

To review current Medi-Cal rates, please see the Medi-Cal website at https://www.medi-cal.ca.gov. The
HPSM Fee Schedule for primary care physicians, specialists a.k.a. referral providers (non-OB), OB
specialists, other service providers, hospitals, and pharmacies are described below.

HealthWorx

For HealthWorx, HPSM uses the Medi-Cal Fee Schedule as the base. The main differences are that PCPs are
paid fee-for-service under these programs, not at a capitated rate, and these programs have higher co-
pays as well. Co-pay amounts are subtracted from the total fee schedule amounts due before payment is
released by HPSM.

CareAdvantage

For CareAdvantage, HPSM uses the Medicare Participating Fee schedule. To review current professional
rates, please see the Noridian website at https://med.noridianmedicare.com/web/jeb/fees-news/fee-
schedules/mpfs. All other claims are paid using the applicable Medicare fee schedule for the service or
item provided.
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HPSM follows the payment policies and rules outlined in the Medi-Cal Provider Manuals for Medi-Cal and
HealthWorx including modifier and diagnosis requirements. HPSM applies National Correct Coding
Initiative (NCCI) edits HPSM follows the current Medicare guidelines for the CareAdvantage line of business
including NCCl edits.

The Center for Medicare and Medicaid Services (CMS) oversees Medicare and Medicaid plans on a national
level. CMS requires health plan compliance programs to identify health care fraud, waste, and abuse. The
goal of HPSM’s compliance program is to focus on areas of government concern, such as unbundling, up-
coding, medically unnecessary services, duplicate billing, and billing for services not rendered.

HPSM has implemented Cotiviti as a technologically advanced tool for reviewing billing practices. Using
nationally recognized payment and coding guidelines, Cotiviti allows HPSM’s claims system to pend, edit,
or deny claim entries based on CMS and AMA guidelines.

Your HPSM remittance advices outlines the nature of the coding and edits that have been identified by
HPSM’s Claims Department. Please use this information as an instrument to review and improve your
billing practices.

Vaccines For Children (VFC)Medi-Cal Program

You must be a VFC provider to be reimbursed through VFC and to be reimbursed for eligible vaccines. The
VFC program, operated by the California Department of Health Care Services, furnishes federally
purchased pediatric vaccines to health care providers at no cost to serve children birth-18 years whose
parents cannot pay out of pocket for vaccines.

Vaccines are used for children covered by Medi-Cal, children without health insurance or whose insurance
does not cover vaccine, and American Indian or Alaskan native children. For more information, contact the
State toll free at .

Use SL modifiers to get reimbursed for the administrative fee from HPSM. For high-risk adults, use the SK
modifier. VFC eligible vaccines will not be reimbursed with the Medi-Cal required modifiers.

For HealthWorx and CareAdvantage

Vaccines should be billed directly to HPSM.



Claims are required to have accurate and specific ICD-10 diagnosis codes and CPT-4 procedure codes
and/or HCPCS codes. Dental claims are required to have accurate and specific CDT procedure codes.
Claims are reviewed for the following items and reimbursement for covered services will be based on the
most appropriate coding:

Evaluation and management services

Office visit codes for initial or new patients will be allowed for separate reimbursement, according to the
CPT guideline, when billed in conjunction with a reimbursable procedure (see CPT-4 starred procedures).

Reimbursement will not be made when the services are considered part of the pre-operative and/or post-
operative care provided as part of evaluation and management services of a major surgical procedure
(global billing). Claims will be reviewed for claim history to determine appropriate Evaluation and
Management visit codes in relation to initial versus established patient. In addition, reimbursement will
not be made when the services provided are covered under a capitation arrangement.

Medical services after hours

After hours codes are not reimbursable when billed in conjunction with an evaluation and management
service.

Hospital discharge day

A hospital visit is not separately reimbursable when billed in conjunction with a reimbursable procedure
and/or an evaluation and management service performed on that same discharge date.

Incidental procedures

Incidental procedures will not be separately reimbursed when billed separately on a claim for the same
date of service as a primary procedure.

Unbundling

When submitting surgical or laboratory claims, it is best practice to use the single most comprehensive CPT
-4 Procedure Code that accurately describes the entire service. When two or more procedure codes are
used where a single code (or primary code) includes those codes billed, all codes will automatically be re-
bundled and payment will be made for the primary code only.

Mutually exclusive procedures



When two or more codes appear on a claim for procedures that are usually not performed at the same
operative session on the same patient on the same date of service, or when two or more codes describing
the same type of procedure are submitted on the same claim, they are considered mutually exclusive and
only one code will be reimbursed.

Unlisted procedures

Unlisted procedures should not be billed unless a more specific and current CPT-4 procedure code is
unavailable in the current CPT-4 reference for the year the procedure was performed. When billing with an
unlisted code, a written description of the procedure must be submitted for consideration. Unlisted
procedures may not be eligible for coverage under the Plan contract, and reimbursement will be based on
the terms, limitations, and policies of the plan.

Lack of documentation will result in denial of any unlisted procedure.

Cosmetic procedures

Cosmetic surgery can be described as any procedure performed to improve the general physical
appearance, where a physical functional deficit is not documented, and medical necessity is not
substantiated. Cosmetic surgery is not a covered benefit. In following CMS guidelines and CPT-4 coding
rationale, clinical indication for possible cosmetic surgery must be substantiated with a detailed history
and physical findings, previous unsuccessful medical treatment, functional impairment, or limitations
following disease, infection, trauma, or previous surgery. Psychological stress does not constitute medical
necessity.

Special supplies

All special supplies should be coded utilizing the HCPCS Level Il codes. Special supplies coded 99070 will
require adequate documentation to ensure that usual and customary supplies over and above the general
and accepted practice were used. These claims may be pended for reimbursement consideration.

Modifiers

Listed services may be modified under certain circumstances. When applicable, the modifying
circumstance against general guidelines should be identified by the addition of the appropriate modifier
code. Note that the utilization of modifiers will be reviewed and supporting documentation may be
requested. Inappropriate use of a modifier or using a modifier when it is not necessary will result in denial
or a delay in claim payment. Some CPT-4 codes, by nature of their description, are for the professional or
technical component only. In these cases, a modifier will make the claim suspend unnecessarily.



Additional items

Claims will also be screened for the following: duplicate procedures, obsolete procedures, experimental
procedures, age and sex discrepancies, and questionable necessity of an assistant surgeon.

Surgical reimbursements
The surgical fee for all therapeutic surgical procedures covers:

e The pre-operative evaluation and care beginning with the decision to perform surgery.

e Thesurgical procedure and intra-operative care.

e Anesthesia, if used, whether it is local infiltration, digital or regional block and/or topical.

e Normal uncomplicated follow-up care, including the routine post-operative hospital care and
routine office visits within the post-operative period. Supplies that are considered usual and
customary to the surgical procedure are not separately reimbursable.

Assistant surgeons

When an assistant surgeon is used for a procedure, it should be noted on the claim by adding an assistant
surgeon modifier (80) to the procedure code. All claims are subject to review pursuant to any applicable
state or federal laws or regulation or any requirements of California Department of Health Care Services,
Department of Managed Health Care or CMS. The claim will then be reviewed to determine if there was a
medical necessity for an assistant surgeon, consistent with Milliman Care Guidelines. A procedure which
always requires the use of an assistant surgeon according to the Milliman Care Guidelines will
automatically be approved for payment at a reduced rate. This is currently set at 20% of the fee payable to
the primary surgeon.

Assistant surgeon fee may be payable for procedures which are not on the list of assistant surgeons
allowed procedures. For these exceptions, a TAR (Treatment Authorization Request) will be required and
documentation supporting the medical justification for an assistant surgeon must be submitted for
preauthorization. The list of procedures for which an assistant surgeon is allowed is downloadable from
the HPSM website or you may contact your Provider Services liaison for a hard copy.

Hospital discharge day

If the day of discharge or death occurs with an emergency or regular admission, it is not reimbursable
except when the discharge/death occurs on the day of admission (even if the day is covered by the
accommodation quantity authorized on the TAR).

Long Term Care Reimbursement



Payment to nursing facility for skilled nursing facility services provided in accordance with 22 CCR § 51123
shall be as set forth below:

Provider shall furnish all equipment, drugs, supplies, and services necessary to provide nursing
facility services except as provided in subsection (c) below. Such equipment supplies and services
are, at a minimum, those which are required by law, including those required by federal Medicaid
regulations and state licensing regulations.

Services included but not limited to the following are those which are not included in the payment
rate and which are to be billed separately by the nursing facility thereof, subject to the utilization
controls and limitations of Medi-Cal regulations covering such services and supplies (may not
apply in instances where the member is receiving skilled nursing level of care):

o Allied health services ordered by the attending physician; (ii) physician services; (iii)
legend drugs and Insulin; (iv) laboratory services; (v) alternating pressure mattresses/pads
with motor and therapeutic air/fluid support systems/beds; (vi) atmospheric oxygen
concentrators and enrichers and accessories, oxygen (except emergency), liquid oxygen
system, and portable gas oxygen system and accessories; (vii) blood, plasma and
substitutes; (viii) dental services; (ix) durable medical equipment as specified in 22 CCR §
51321(g) and medical supplies as specified in 22 CCR § 59998 and parts and labor for
repairs of durable medical equipment if originally separately payable or owned by the
member; (x) prescribed prosthetic and orthotic devices for exclusive use by member; and
(xi) x-rays.

Not included in the payment rate nor in the Medi-Cal schedules of benefits are personal items such
as cosmetics, tobacco products and accessories, dry cleaning, beauty shop services (other than
shaves or shampoos performed by the facility staff as part of patient care and periodic hair trims)
and television rental. The member shall be responsible for reimbursement for any such personal
items.

Payment to nursing facilities for inpatient services shall be the state’s prevailing allowable rate for
the nursing facility as may be set forth in 22 CCR § 51511.

If the provider also renders intermediate care services, the provider shall be reimbursed as set forth in
Attachment A.

Full Payment. The rates agreed to in this Exhibit 1, are to be the only payments made by the health plan to
nursing facility for inpatient services provided to members except where otherwise may be provided
hereunder in the Agreement on in this Exhibit 1.

a)

Notwithstanding (e) above, should the state, through an Operating Instruction Letter (OIL) or some

other instrument, require HPSM to implement benefit changes that would result in reimbursement to

nursing facility at a rate different than the rates set forth in (e) (ii) of this Exhibit 1 or, HPSM reserves the

right, but does not have the obligation, to make said adjustments. In the event that HPSM does elect



to make such an adjustment, HPSM shall be obliged only to do so back to the beginning of the current
fiscal year.

b) Based on valid claims submitted by a nursing facility, HPSM shall multiply the number of approved
inpatient days by the applicable rates, set out above, to determine the amount due. HPSM shall pay
the amount due within thirty (30) days of receipt of valid claims.

Facility should submit UB 04 Claim forms and include Medi-Cal LTC accommodation codes.

The parties agree that the nursing facility shall be reimbursed by HPSM when it receives clean claims for
services billed with Medi-Cal accommodation codes at the per diem rate for the level of care provided..

HPSM shall multiply the number of approved ICF/LTC days at the rate set forth above to determine the
amount due based on valid claims submit by the nursing facility.,. HPSM shall pay the amount due within
45 business days of receipt of valid claims.

Developmentally Disabled and Nursing Level-A Facilities

e Intermediate Care Facilities (ICF) providing intermediate care services for the developmentally
disabled shall furnish all equipment, drugs, services and supplies necessary to provide
intermediate care services for the developmentally disabled except as provided in subsection (b)
below. Such equipment, drugs, supplies, and services are, at a minimum, those which are required
by law, including those required by federal Medicaid regulations and state licensing regulations.

e Notincluded in the payment rate and to be billed separately by the ICF thereof, subject to the
utilization controls and limitations of Medi-Cal regulations covering such services and supplies, are
as follows (may not apply in instances where the member is receiving skilled nursing level of care):

o Allied health services ordered by the attending physician; (ii) physician services; (iii)
legend drugs and Insulin; (iv) laboratory services; (v) alternating pressure mattresses/pads
with motor and therapeutic air/fluid support systems/beds; (vi) atmospheric oxygen
concentrators and enrichers and accessories, oxygen (except emergency), liquid oxygen
system, and portable gas oxygen system and accessories; (vii) blood, plasma and
substitutes; (viii) dental services; (ix) durable medical equipment as specified in 22 CCR §
51321(g) and medical supplies as specified in 22 CCR § 59998 and parts and labor for
repairs of durable medical equipment if originally separately payable or owned by the
member; (x) prescribed prosthetic and orthotic devices for exclusive use of patient; and
(xi) x-rays.

e Notincluded in the payment rate nor in the Medi-Cal schedules of benéefits are personal items such
as cosmetics, tobacco products and accessories, dry cleaning, beauty shop services (other than
shaves or shampoos performed by the facility staff as part of patient care and periodic hair trims)



and television rental. The member shall be responsible for reimbursement for any such personal
items.

e Payment to ICF facilities for inpatient services for developmentally disabled members shall be: (i)
the state’s allowable rate for the ICF; or (ii) the rate charged to the general public, whichever is
lowest. ICF must complete the information set forth in Attachment A, attached hereto, and submit
it to HPSM at the time agreement is signed.

ICF Developmental Disability Program 41
ICF/DD-H 4-6 beds 61
ICF/DD-H 7-15 beds 65
ICF/DD-N 4-6 beds 62
ICF/DD-N 7-15 beds 66

Payment for inpatient services for Nursing Facility Level A as follows:

Nursing Facilities Level A - Regular Services 21
Nursing Facilities Level A - Leave Days- 22
(developmentally disabled patient)

Nursing facility shall be reimbursed by HPSM when it receives clean claims for intermediate care services
billed with accommodation codes 21 or 22 at the ICF’s daily state Medi-Cal rate.

Based on valid claims submitted by a nursing facility, HPSM shall multiply the number of approved ICF
Days at the rate set forth above to determine the amount due. HPSM shall pay the amount due within
thirty (30) Days of receipt of valid claims.

The rates as set forth above for both Developmentally Disabled and Nursing Facility Level A
services are to be the only payments made by HPSM to ICF for inpatient services provided to members.

((e) Not withstanding (d) above, should the State, through an Operating Instruction Letter (OIL) or some
other instrument, require HPSM to implement benefit changes that would result in reimbursement to ICF
at a rate different than the rates set forth in (d) of this Exhibit 1, HPSM reserves the right, but does not have
the obligation, to make said adjustments. In the event HPSM does elect to make such an adjustment,
HPSM shall be obliged only to do so back to the beginning of the current fiscal year.

(f) Based on valid claims submitted by ICF, if HPSM reimburses ICF at the per diem rate, HPSM shall
multiply the number of approved inpatient days by the applicable rates, set out above, to determine the
amount due. HPSM shall pay the amount due within thirty (30) days of receipt of valid claims.



How to Submit Claims When HPSM is the Secondary Plan

Automatic Crossover Claims: Medicare uses a consolidated Coordination of Benefits Contractor (COBC) to
automatically cross over to HPSM claims billed to any Medicare contractor for Medicare/Medi-Cal eligible
recipients assigned to HPSM.

Note: Providers do not need to rebill to Medi-Cal on paper or electronically claims that automatically cross
over. See Medi-Cal manual for exceptions to this process.

When HPSM is a secondary plan, and the claim is not eligible to automatically crossover, a copy of the
primary payer’s EOB must be attached to the claim. Medicare Part A and B member claims must be
submitted with the Explanation of Medicare Benefits (EOMB) form attached to the claim. If the primary
plan denies services asking for additional information, that information must be submitted to that carrier
prior to submitting it to HPSM.

Standard timely filing limits may be exceeded if the claim is submitted within 60 days of payment on the
primary payer's Explanation of Benefits (EOB) form.

Prior authorization: Prior authorization is not required when HPSM is the secondary insurance and the
primary payer approved the claim. The exception to this is when the primary carrier is a non-Medicare
payer and HPSM’s liability after coordinating benéefits is over $25,000.

HealthWorx

How to Define the Primary and Secondary Plans for HealthWorx: Once it has been determined that
coordination of benefits applies, the following rules are used to define the primary and secondary plans.

e  Subscriber or dependent.

e Active or retired.

o Effective date.

e Dependent children of non-divorced parents (gender rule and birthday rule).

e Children of divorced parents (parents who have remarried and parents who have not).

e Medicare (Primary and Secondary payer).

e Medi-Cal is the payer of last resort. Primary insurance must always be billed before billing HPSM Medi-
Cal.

Subscriber or Dependent: The plan that covers the member as a subscriber pays before the plan that
covers the member as a dependent.

Active or Retired: If one of the family members is retired and continues to hold group coverage through his
or her previous employer, the subscriber vs. dependent rule holds true. The active plan is primary for all
family members.



Medicare with HealthWorx Coverage

Medicare is the primary payer when:

Patient is 65 or older, retired, and/or disabled with no group health coverage from former employer or
employer of family.

Patient is 65 or older, retired, and has a health plan from a former employer.

Patient is 65 or older, retired, and spouse is employed but does not have an employer group health
plan.

Patient is eligible for Medicare solely because of end stage renal disease (ESRD) and health plan of the
current or former employer of patient or family has been billed for the first 30 months of Medicare
eligibility. This applies regardless of whether the patient is under or over 65.

Patient works for the military and is covered by the Civilian Health and Medical Program of the
Uniformed Services (CHAMPUS). CHAMPUS will pay as secondary plan.

Patient is a veteran who rejects VA benéefits.

Medicare is secondary payer to HealthWorx when:

Patient is 65 or older, is actively employed and has coverage under an employer group health plan;
Patient is 65 or older and is covered under an actively employed spouse;

Patient is disabled, under the age of 65 and is covered with 100 or more employees;

Patient is under 65 and eligible for Medicare solely because of end stage renal disease and the health
plan of the current or former employer of the patient or family member has not yet been billed for the
first 30 months of Medicare eligibility;

Patient is "Working Aged". Retired patient who is Medicare eligible, returns to work, even temporarily,
and receives employee health benefits;

Patient who is eligible for Medicare and has a retired spouse, returns to work, even temporarily, and
gets employee benefits that covers the patient services;

Patient who is eligible for Medicare has VA benefits that cover the services.

Effective Date

The effective date rule applies when one member has two active group coverages. This often occurs when
a member has more than one job and has elected coverage through both employers or was offered two

coverages from the same employer and elected to have both. When this happens, the plan with the earliest
effective date is primary.

Dependent Children of Non-Divorced Parents



This rule states that the plan of the parent with the earlier birthday is primary and the plan of the parent
with the later birthday is secondary. This applies only to the month and day of birth, not the year. The
birthday rule is the most common rule that is used by health insurance plans today.

Children of Divorced Parents

When children of divorced parents are covered under both parents’ plan, and there is a custody/divorce
decree that states one parent has primary responsibility for medical expenses, the plan of the parent with
the primary responsibility is primary.

If there is no court decree assigning medical expenses responsibility, or parents hold joint medical expense
responsibility, the plan of the parent with custody of the children is primary and the plan of the parent
without custody is secondary.

If the children are covered under the plans of their natural parents and stepparents, the order of benefits is
as follows:

Plan of the parent with custody pays first.
Plan of stepparent with custody pays secondary.
Plan of parent without custody pays third.
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Plan of stepparent without custody pays last.

Medi-Cal is not liable for the cost of HMO-covered services if the recipient elects to seek services from a
provider not authorized by the HMO. To establish Medi-Cal’s liability, the provider must obtain an
acceptable denial letter from the HMO. For additional information, refer to “HMO Denial Letters” in the
Other Health Coverage (OHC).

Please remember, Medi-Cal is the payer of last resort in all cases.

As a Medi-Cal or Medicare provider with HPSM you are prohibited from billing HPSM members according to
the terms of your contract and California State Law.

Please remember to obtain the member co-pays and or coinsurance indicated on the HPSM member ID
card or co-insurance at the time of service for HealthWorx members.

Should you have any questions regarding billing HPSM members, please contact HPSM at or
via email at ClaimsInquiries@hpsm.org.
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Providers should check HPSM’s website for member eligibility and claims status. Providers are encouraged
to direct questions to the Claims Department via e-mail at Claimsinquiries@hpsm.org. The Claims
Department is available by phone Monday, Tuesday, Thursday and Friday from 8:00 AM to
5:00 PM. (closed from 12:00PM to 1:30PM), and Wednesdays from 8:00 AM to 12:00 PM.

Claims Disputes

Please refer to for information.

Claims Status Inquiries via HPSM’s Web Claims System

Providers who are registered with HPSM’s Web Claims System may review the status of their claims by
logging on with their user ID and password.

Providers who are interested in using the Web Claims System should contact the HPSM Claims Department
at or by email at ClaimsInquiries@hpsm.org for assistance.
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If you have a dispute regarding a claim you submitted to HPSM, you may participate in HPSM’s Provider
Dispute Resolution (PDR). This process applies to all lines of business for contracted as well as
noncontracted providers with one exception. This exception is for non-contracted providers who have a
dispute regarding a claim for services provided by a CareAdvantage member. In this case, the dispute must
be resolved following federal guidelines that apply to Medicare managed care plans which are described at
the end of this section.

If a provider is dissatisfied with aspects of HPSM’s operations, or with another providers, or member’s
activities or behaviors, the provider may contact HPSM’s Provider Services Department at

If a provider wants to submit an appeal of a denial of a service authorization on behalf of a member, please
refer to the Member Complaints Section of this Manual. HPSM’s PDR process must not be used to resolve
member appeals of pre-service authorization denials. Such appeals should be submitted through the
member appeals process described in

Corrected Claims

Corrections by providers to previously submitted claims are not considered provider disputes. Corrections
can be submitted using one of the following options.

Rebill Claims

Most denied claims and service lines can be rebilled as a new claim or updated/corrected when the claim is
submitted in a timely manner.

Rebill when HPSM denies a claim because of incorrect information supplied on the claim form. In such
cases, you can rebill these claims by submitting a new claim form that has corrected the issue that
triggered the denial. For example, you can rebill for claims that HPSM denied because of:

e Lack of required information (e.g., NDC, primary insurance information, rendering NPI, modifiers,
medical records/invoice, and HIPPS codes).
e Invalid data (e.g., ICD-10 codes or sets, invalid modifier for the service/item).

How to Rebill Claims



You can rebill HPSM using the same method used to submit claims. Please submit denials requesting
additional documentation on paper and address to:

Health Plan of San Mateo
Attn: Claims Processing
801 Gateway Blvd., Suite 100
South San Francisco, California 94080
Dental Claims
For dental claims, please submit denials requesting additional documentation on paper and address to:
HPSM Dental
PO Box 1798

San Leandro, California 94577

Rebill Submission Timeframes
Rebill within six months of service date
Within 12 months of service date

Within 12 months of service date

HPSM’s Claims Correction Request Form

Update claims using the Claims Correction Request Form when you want to modify a previously submitted
claim line that has already been processed. For example, you can correct or update claim(s) or claim
line(s) when you want to:

e Make changes to paid service line(s).
e Report overpayments (including retro application of share of cost deductions).
e Request reimbursement for a claim or service line that was originally denied as a duplicate.

How to Correct or Update Claims

a. Complete the Claims Correction Request Form found here: https://www.hpsm.org/docs/default-

source/provider-forms/claim_correction_request_form.pdf

b. Attach a copy of the corrected claim form.
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c. Submit the form to HPSM by fax or mail.
a. Fax:
b. Mail: Health Plan of San Mateo
Attn: Claim Corrections
801 Gateway Boulevard, Suite 100
South San Franciso, California, 94080

HPSM offers Provider Dispute Resolution (PDR) for Providers to resolve claims issues. This process includes
a written notice to HPSM requesting reconsideration of a claim or a bundled group of substantially similar
claims. You can address any of the following concerns through HPSM’s Provider Dispute Resolution
Process:

e Claims believed to be inappropriately denied, adjusted, or contested.

e Resolution of a billing determination or other contract dispute.

e Disagreement with a request for reimbursement of an overpayment of a claim.
e Ifaclaim has been underpaid.

e Aprocedure was denied as inclusive to another procedure in error.

e Utilization management decisions once a service has been provided.

Note: The PDR process should not be used to request retroactive authorization. Instead, retroactive
authorization requests should be submitted directly to HPSM’s Health Services department.

If the dispute is not about a claim, a provider should provide a clear explanation of the issue. If a provider
dispute is submitted on behalf of a member or group of members, the dispute will be resolved through the
member grievance process and not through the provider dispute resolution process. HPSM will, however,
verify the member’s authorization to proceed with the grievance.

Providers should submit their dispute through submission of a Provider Dispute Resolution Request form,
including the following information:

e Provider name.
e NPIbilled on claim.
e Provider contact information.
e Identification of the disputed item, including;
o Theoriginal HPSM claim number.
o Date of service.
o Aclear description of the basis upon which the Provider believes the payment amount,
request for additional information, request for the overpayment of a claim, denial,
adjustment, or other actions is incorrect.



A sample of the Provider Dispute Resolution form is included in this section. The form is also available on
HPSM’s website at https://www.hpsm.org. You may fax your PDR request to or if you want

to print the form and send it via mail, please send your PDR to the address below:
Health Plan of San Mateo
Attn: Provider Disputes
801 Gateway Boulevard, Suite 100

South San Francisco, California 94080

Provider disputes should be sent within 365 days of the date when a claim was denied. HPSM will return
any provider dispute that is lacking the information required (as previously noted) if it is not readily
accessible to HPSM. In this case, HPSM will clearly identify in writing the missing information necessary to
resolve the dispute. A provider may submit an amended provider dispute within 30 working days of the
date of receipt of a returned provider dispute requesting additional information. If the additional
information is not submitted, the dispute will be closed.

HPSM will send an acknowledgement letter to the provider within 15 working days of receipt of the dispute

mail.

HPSM will resolve a provider dispute or amended provider dispute and issue a written determination
stating the pertinent facts and explaining the reasons for its determination within 45 working days for
Medi-Cal and 60 calendar days for CareAdvantage disputes from Contracted providers after the date of
receipt of the provider dispute or the amended provider dispute. If an investigation shows that a claim was
originally denied or paid incorrectly due to HPSM error, any interest and penalty due for late payment will
be included in the claim payment. Payment will be made within 5 working days from the issuance of
HPSM’s determination. If the dispute involves an issue of medical necessity or utilization management for
a service that has not been provided, the Provider should appeal this through HPSM’s Appeal Process. To
understand how to appeal, please refer to the section of this manual.


https://www.hpsm.org/

Non-Contracted providers who want to submit a CareAdvantage Appeal of a benefit determination on
behalf of a member, must submit the appeal and waiver of liability (see attachment below) to the
Grievance and Appeals Department according to However, unlike
other lines of business, providers must sign a waiver of liability statement attesting that they waive any
right to collect payment from the member for HPSM to process the appeal.

Non-Contracted providers, who want to submit a dispute regarding a payment decision, must submit the

dispute through the Provider Dispute Resolution process.

If a provider is dissatisfied with aspects of HPSM’s operations or with a member’s behavior, the provider

may contact HPSM’s Provider Services Department at



Items in this section are not inclusive of benefit coverage under CareAdvantage.

CareAdvantage members are eligible for both Medicare and Medi-Cal. Medi-Cal benefits will apply to those
CareAdvantage members who are full scope Medi-Cal beneficiaries.

For CareAdvantage members coverage requirements and rules for a dual eligible under Title XVII and XIX
should be transparent.

If you have questions or need to verify benefit coverage for CareAdvantage members, contact the Provider
Services Department at

The Health Plan of San Mateo (HPSM) has relationships with recognized vendors of laboratory services,
including free standing and hospital-based laboratories, to ensure member access and the highest quality
and consistency of care.

HPSM has relationships with the following vendors:

e Quest Laboratories (located in Burlingame and Palo Alto).
e Chinatown Medical Laboratory (located in San Francisco).
e Satellite Laboratory Services (located in Redwood City, dialysis related).

In addition, all our contracted hospital facilities have outpatient laboratory services available for our
members.

We do recognize that some testing is best completed while the patient is in the office, where a provider can
most efficiently assess and develop a plan to address the patient's care needs. HPSM also appreciates that
as health care systems and groups of providers have progressively integrated, the completion and
communication of these diagnostic services are also integrated. As a result, HPSM will also support office-
based diagnostic testing that adheres to office Clinical Laboratory Improvement Amendments (CLIA)
certification at provider and member convenience.

Providers of CLIA-certified office-based testing are expected to maintain the necessary certification to
ensure quality control and consistency of results. Services will only be covered for members who are
otherwise under the care of a provider in that practice. Most of these services are covered under the PCP
capitation agreement. Please refer to for details. Services not on the list will be
reimbursed based on the Medicare or Medi-Cal fee schedule depending on the member’s coverage.

Whether you choose to utilize the services of our preferred vendors or perform these services in your own
office, our primary goal is to ensure our members receive the diagnostics they require in a manner that
facilitates delivering high quality care.



Medi-Cal

Pharmacy benefits are covered under the Medi-Cal fee-for-service delivery system (collectively referred to
as “Medi-Cal Rx”) and are now managed by the Department of Health Care Services (DHCS). As a result,
pharmacy claims should be billed to Magellan, DHCS’ delegated pharmacy benefits manager. This includes
diabetic medication some diabetic supplies, and medically necessary enteral formulas and modified solid
food products.

Physician-administered drugs (PADs) in a physician’s office or a clinic (those medications that cannot be
self-administered, generally intramuscular [IM] and intravenously [IV]) are usually covered under
member’s HPSM medical benefits and are therefore not within the scope of Medi-Cal Rx. These
medications can continue to be billed to HPSM rather than Magellan. A prior authorization (PA) request
may be required.

CareAdvantage, HealthWorx, and ACE

Pharmacy benefits for CareAdvantage, HealthWorx and ACE are administered through HPSM. HPSM
pharmacy staff are available to consult with providers about plan benefits and exclusion, drug formularies,
the prior authorization process, and other clinical pharmacy issues related to HPSM members. Each
program has a detailed description of the pharmacy benefits coverage and exclusions in the member
handbook/evidence of coverage (EOC). All pharmacy claims should be billed through HPSM’s pharmacy
benefits manager, SS&C.

Diabetic medications and some diabetic supplies are billed through HPSM’s pharmacy benefits manager,
SS&C. These supplies and medications may be subject to a co-pay depending on which program the
member is eligible for.

For CareAdvantage, HPSM will cover medically necessary enteral formulas through the pharmacy benefit
in accordance with Medicare laws.

Physician-administered drugs (PADs) in a physician’s office or a clinic (those medications that cannot be
self-administered, generally IM and IV) are usually covered under the member’s medical benefits. A prior
authorization request may be required.

Who to Contact

Magellan is primarily responsible for processing pharmacy claims and
assisting with day-to-day pharmacy billing problems and issues. All prior



authorization requests are reviewed and processed by Magellan's pharmacy
staff. For billing questions or questions regarding pending or submitted prior
authorization requests, please visit the Medi-Cal Rx website at https://medi-
calrx.dhcs.ca.gov/home/ or contact the Medi-Cal Rx Customer Service
Center at

HPSM contracts with SS&C Health Solutions (previously known as Argus or
DST) as our Pharmacy Benefits Manager (PBM) to administer the pharmacy
benefit through its network of retail, home infusion and long-term care
pharmacies. SS&C is primarily responsible for processing pharmacy claims
and assist with day-to-day pharmacy billing problems and issues. The SS&C
customer service and help desk telephone number is .You may
contact SS&C directly at any time (24 hours a day, seven days a week).

HPSM pharmacy staff are available to answer your questions regarding
pharmacy services, formularies, and prior authorization process. All prior
authorization requests are reviewed and processed by HPSM pharmacy staff.
They can be reached at , from 8:00 AM to 5:00 PM, Monday
through Friday.

Medi-Cal

DHCS maintains the formulary for pharmacy services related to Medi-Cal members, called the Medi-Cal Rx
Contract Drug List (CDL). This list is posted on the Medi-Cal Rx website, available at https://medi-
calrx.dhcs.ca.gov/provider/forms under the “Covered Product Lists” tab.

CareAdvantage, HealthWorx, and ACE

HPSM maintains three separate drug formularies. There is one formulary for HPSM CareAdvantage, one for
HealthWorx, and one for the ACE program. The CareAdvantage and HealthWorx formularies are reviewed
by the HPSM Pharmacy and Therapeutics Committee. The committee is comprised of pharmacists and
physicians within the community and includes representation from various specialties. It meets quarterly
and its approach is to consider the efficacy, safety, and cost-effectiveness of drugs when making formulary
changes. References that inform formulary recommendations include but are not limited to evidence-
based clinical practice guidelines, clinical studies, peer-reviewed medical literature, FDA package inserts,
clinical compendia, and more. In most situations, this may result in the preference towards formulary
coverage of generic medications. Provider requests for consideration of new drugs to be added to the
HPSM formularies must be submitted in writing using the HPSM Request for Formulary Modification form,
available online at www.hpsm.org. A copy of this form is included in the Forms section. Completed forms
may be sent to:
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Health Plan of San Mateo

Attn: Pharmacy and Therapeutics Committee
801 Gateway Boulevard., Suite 100

South San Francisco, California 94080

The HPSM formularies are available on the HPSM website at https://www.hpsm.org. Hard copies of the
HPSM formularies are also available from the Provider Services Department. The HPSM formularies list all
drugs by either the chemical name, brand name (if one exists), and/or the name of the generic equivalent.
The formularies will also have information regarding any restrictions that may apply such as prior
authorization, step therapy, or quantity limit. If you have any questions regarding the HPSM drug

formularies, please contact the HPSM pharmacy staff at

Non-Formulary Drugs

HPSM participating providers and pharmacies are highly encouraged to
prescribe drugs that available on the Medi-Cal Rx Contract Drug List (CDL). If
there is a need to prescribe a drug that is not on this list, a pharmacist may
contact the prescribing provider to recommend switching to a formulary
alternative, when appropriate. If an alternative is not available or
inappropriate for a member’s condition, the provider must submit a prior
authorization request to Magellan. For more information regarding how to
submit prior authorization requests, please visit the Medi-Cal Rx website at
https://medi-calrx.dhcs.ca.gov/home/ or contact the Medi-Cal Rx Customer
Service Center at . You may also submit a prior authorization

request via https://covermymeds.com.

HPSM participating providers and pharmacies are highly encouraged to
prescribe drugs that are available on HPSM formularies first. If there is a need
to prescribe a drug that is not on the formulary, a pharmacist may contact the
prescribing provider to recommend switching to a formulary alternative,
when appropriate. If an alternative is not available or inappropriate for a
member’s condition, the provider should submit a Prescription Drug Prior
Authorization or Step Therapy Exception Request Form to HPSM at

. (See Pharmacy Prior Authorization Process for information on
submitting a Prescription Prior Authorization form).

Changes in Drug Formularies
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Medi-Cal Please refer to Medi-Cal Rx website, available at https://medi-
calrx.dhcs.ca.gov/home/, for details regarding changes to the Medi-Cal Rx

drug list.

CareAdvantage, If amember is on a drug, and HPSM removes the drug from its formulary, the

HealthWorx,and ACE  prescriber would need to consider changing their patient to a formulary
alternative. If none of the formulary alternatives can be utilized, a
Prescription Drug Prior Authorization or Step Therapy Exception Request
Form should be submitted to HPSM providing reasons as to why a formulary
alternative is not appropriate.

Medi-Cal

For more information regarding how to submit prior authorization requests, please visit the Medi-Cal Rx
website at https://medi-calrx.dhcs.ca.gov/home/ or contact the Medi-Cal Rx Customer Service Center at
. You may also submit a prior authorization request via https://covermymeds.com.

CareAdvantage, HealthWorx, and ACE

Prior authorization provides access to drugs and/or products that are either non-formulary or are on the
formulary with restrictions.

Prior authorization of selected pharmacy services allows HPSM to balance patient care, quality, safety, and
cost objectives in a manner, which facilitates the most appropriate use of state and federal resources while
resulting in favorable health status outcomes.

Please refer to our website for the most current prior authorization & referral forms at
https://www.hpsm.org/provider/resources/forms.

Completing and Submitting Pharmacy Prior Authorization Requests

For more information regarding how to submit a pharmacy prior
authorization request to Magellan, please visit the Medi-Cal Rx website at
https://medi-calrx.dhcs.ca.gov/home/ or contact the Medi-Cal Rx Customer
Service Center at

Once the appropriate form has been completed, providers should fax it to
HPSM at . Providers may also call with this
information. For CareAdvantage, pharmacies must also fill out a CMS


https://medi-calrx.dhcs.ca.gov/home/
https://medi-calrx.dhcs.ca.gov/home/
https://medi-calrx.dhcs.ca.gov/home/
https://covermymeds.com/
https://www.hpsm.org/provider/resources/forms
https://medi-calrx.dhcs.ca.gov/home/

Appointment of Representative (AOR) Form and include it with each request
submitted. This form is available in the Forms section and is also available
online on the HPSM website.

It is important to fill out the prescription request form completely. The
following data items are frequently not completed by providers and results in
returned request forms.

e Prescribing Provider’s Name, NPI, Address, Phone Number and

Fax Number

e |CD-10-CM Diagnosis Code

e Medical Justification (including formulary alternatives tried)

e Specific Services Requested

e Specific Directions for Use

Once the prior authorization request form has been received, HPSM
pharmacy staff will review the clinical information submitted to render a
decision. The criteria used to make these decisions have been developed and
approved by HPSM’s Pharmacy and Therapeutics Committee.

Processing Time for Pharmacy Prior Authorizations

Medi-Cal

Decisions for prior authorization are usually made by Magellan within 24
hours.

For standard CareAdvantage, HealthWorx, and ACE requests, decisions for
prior authorizations are made within 72 hours of the request for standard
requests. For all expedited/urgent CareAdvantage, HealthWorx, and ACE
requests, decisions [for prior authorization and continuing pharmacy
requests are made within 24 hours of the receipt of the information
reasonably necessary to decide.

Deferral process does not apply to Medi-Cal Rx.

CareAdvantage



A decision on a prescription request form may be deferred or “tolled” for up to 14 days if it is submitted
with insufficient medical justification or incomplete information. In the event this occurs, HPSM pharmacy
staff will make attempts to contact the provider to obtain the additional medical information needed.

If no additional information is received after the tolling period of 14 days, HPSM staff will make a final
determination based on the information available.

ACE and HealthWorx

Deferral process does not apply to ACE or HealthWorx.

Medi-Cal

For more information regarding the denial process for Medi-Cal pharmacy services, please visit the Medi-
Cal Rx website at https://medi-calrx.dhcs.ca.gov/home/ or contact the Medi-Cal Rx Customer Service
Center at

CareAdvantage, HealthWorx, and ACE

A licensed clinician reviewer (medical director or clinical pharmacist) may deny certain prior authorization
requests when the request is not determined to be medically necessary. Cases reviewed by a clinician
reviewer may involve consultation with appropriate specialists as needed prior to denial. If necessary, the
clinician reviewer may discuss the determination with the prescribing physician to ensure that appropriate
patient care is not delayed.

If a request for a drug is denied, a Denial Letter is sent to the requesting provider and a Denial Notice of
Action Letter is sent to the member. The Denial Letter and Notice of Action Letter explain the reason for the
denial and provide information on how the member may file an appeal with HPSM regarding the Plan’s
decision.

Medi-Cal

The process for submitting pharmacy related appeals differ depending on whether it is the member or
provider that is submitting the appeal.

e Member must go through the State Fair Hearing Process and usually must submit their request
within 90 days from the original denial notification.


https://medi-calrx.dhcs.ca.gov/home/

e Providers must submit appeals request to Magellan. For more information regarding the
appeals process, please visit the Medi-Cal Rx website at https://medi-
calrx.dhcs.ca.gov/home/ or contact the Medi-Cal Rx Customer Service Center at

CareAdvantage, HealthWorx, and ACE

Members and providers may request that HPSM reconsider an initial adverse determination. The request
must be made in writing within sixty (60) days of the date of the original adverse determination notice for
CareAdvantage appeals, within sixty (180) days for HealthWorx and ACE.

Medi-Cal

For more information regarding how evening and weekend prior authorization requests are handled,
please visit the Medi-Cal Rx website at https://medi-calrx.dhcs.ca.gov/home/ or contact the Medi-Cal Rx

Customer Service Center at

CareAdvantage, HealthWorx, and ACE

Evening, weekend/holidays prior authorization requests are reviewed by HPSM’s on-call pharmacist within
usual processing timeframes.

Medi-Cal

For more information regarding how to obtain an emergency medication supply, please visit the Medi-Cal
Rx website at https://medi-calrx.dhcs.ca.gov/home/ or contact the Medi-Cal Rx Customer Service Center

at

CareAdvantage, HealthWorx, and ACE

For emergency situations, HPSM’s Pharmacy Services department can provide up to at least a 72-hour
supply of most medication(s) without restriction. This includes prescriptions awaiting the submission or
approval of a prior authorization request. Certain limitations apply. For additional information or
assistance, please contact us at one of the following:


https://medi-calrx.dhcs.ca.gov/home/
https://medi-calrx.dhcs.ca.gov/home/
https://medi-calrx.dhcs.ca.gov/home/
https://medi-calrx.dhcs.ca.gov/home/

e The Pharmacy Help Desk line at any time (24/7).
e HPSM’s Pharmacy Services at during business hours (Monday through Friday,
8:00 AM to 5:00 PM).

Medi-Cal

Under Medi-Cal fee-for-service (FFS), most California-licensed pharmacies are enrolled in the FFS network.
For helping a pharmacy, you can use the Medi-Cal Rx Pharmacy Locator online at https://medi-
calrx.dhcs.ca.gov/home/ or contact the Medi-Cal Rx Customer Service Center at

CareAdvantage and HealthWorx

An extensive network, which includes over 55,000 pharmacies throughout the United States, is available to
members through the SS&C network. Covered drugs filled at a participating pharmacy are subject to the
patient’s applicable co-pay(s) as defined by their pharmacy coverage.

ACE

Only select pharmacies serve ACE members. For more information regarding which pharmacies are
included in the ACE network, please contact the ACE Program Unit help desk at

Medi-Cal

For full scope Medi-Cal members, there are no co-pays for pharmacy benefits.

CareAdvantage, HealthWorx, and ACE
