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ROSE [TOCEKETT DIR OF BUSINESS SWVOC
ST LUKES HOSPITAL

OS5 E 1ST STREET

DULTITTEE, TN 55805

RE: Enrollcc: 1. Connor
Moedioare BNumnmbror: |
Dates) of Service: INoveniber 21 . 201 5 to Decemilzcer @, 201 5

Deocar ROSE IMOCKETT DI OF BUSINESS SV

This letiter is about our decision in your appeal 10 UPPER PENINSLILA
HEAT THPLAN, LLC (UPILIP). You asked LIPIFTE to pay (o the inpaticnt
hospital seivices provided from Nowvemiber 21, 2015 1o Deceimiber 9,
2015.

Our decision

WWe agree with you. This mcans that weoe will iell UPHIP to pay for these
services, Ta learnn more aboul hovw vwe made oy decision, read the
folilowing pages ol this lotier.

VWihnat vou have fo do

We sent ITPHE a copy of Lhis letter, so thiey know they hhave (o pay [for
these scrvices.

LTPHTYT ha=s to pay for the item or service within 30 days, TV UPHI® does
not do so within 30 davs, call 1 -SC0-NEDICARE (1 -S00-633-4227).
TS users showulcd call 1 -877-486-2G48.

co: HIO97V: UPPPPER PENITNSUIL. A ITEAY CTVH PLANS, L1 .C, ofo Nicole
Sandsiraom
Chicago CNS Raegional Offficoe
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How we miade our decision

. We reacd all the papers in the {ile.
2. WVWe checkoad MMedlicare rales.
3. We checked the comntract witlh LIPLLP.

To make our deciston we reach all the papers in the {ile vory carclitllv. We usced the vMicdicare
rules. We looked to see it UPFIP cormrectly followed Meoedicare rules and regulations.

Medicare rules say that the health plan must give the member a subscriber agreecment. Tt is a
contract between the health plan and the member. It is usuaally called the “Evidence of Coverage”™”
(EOC) or “"Mombeor A grcoement.” We read this coniract carefuiliy 1o sce what UPELP is su pposccl

Lo ooy,

Medicare rules

The rules say that health plans must pay for a medical service or itent if regular Meoedicare would
pay for it in this case. Y ou can lind this yule at 42 CFR $§422.101.

The rales say that a Medicare health plan may restrict members 1o a network of pProviders as long
asx meoechcally necessary covercd carc is accessible and available through this network. The rules
=ay 1hat the health plan muast amrange for specially care outside of the plan provider network
when netwaork providers arc unavaiinable or nadequate Lo mect g moember's medical ncoeds. Y ou

can find this rale ar 42 CFR S422.112.

The rules say that a Mcodicare Elealily Plan is {inancially responsible for emergency scrvices
regardless of whether the services nre obitained wAithin or outsicde thhe Health Pla:. Emcrgenocy
services are covered whether there is prior authorization for the services. An ecmergency is
defined ns when a person would believe thar without immediate medical attention there vwonld be
serious jeopardy to his or her healith. You can find thismle at 42 CFR §422. 113,

The rules say that a contract plan provider is an agent of the plan. Services and referrals oblained
firom a plan providor are viewed as plan-approved unless notice is given that the scrvices will not
be covered. When a plan provider gives, or refers an enrcllee four, a service that the eruolles
reasonably beliewves is covered by the plan, the enrollee is held harmless and neced not [r:iiy Imore
than the plan-altowed cost-sharing for that service. You can [ind rhis rule at dndedicare Mvizemargre ol

Care ivianual Ch. 4 §170.

LE you want Lo read these Medicare rules, you can o to this web site wanwwomaedicarcappeoeal. com.

The health plan contract

The health plan contracet says that UPHTP covers items and services in accordance with Medicare
rules. The health plan contract says that members miust use nctwork (contract) prowviders to et
iheir covercd services. The only exceplions are cmergencies, urgently necdoed care when coniract



admission to St. Luke’s TTaspital vwas emcocrgent, the health plan would have to show that the
cnrergency care ended at some point jpuior to discharge. The health plan bas made no argument
that T. Connor was stabile for discharge or transfor ar any time between his emergency admission
to S, Luke’s Hospital onr Novcocimmber 21, 2015 and his discharge on Decembaoer 9, 201 5.

Eyen if we assume that UPIIFP was incorrect in its determination that the admission 1o St L.uke’™s
Hospiial was cmoergent oy that T, Connor received post-stabilization carc al St. Luke’s [lospital
Prioy to discharge, we find that the transfer to St. Luke’s [Hospitnl was plan directed care. T.
Connor was tvansferred rto St. Luke’s Hospital at the request ot the plan contract hospital,
Acspiius Grand View Hospital, because thie plan contract hospital did not have adeqguate facilities
o mceel T. Connor’s meaedical ncoeds. The MNle does not show that UPIIP s contract providoer,
Aspuus Grand View Hlospitlal, reguested prior authorization of this referral, adviscd you that T,
Connor was a LIJPIIP enrolles, or informed yrou of the neced to nolify UPILIP of this transfice.
However, under viedicare rules, reforrals given by o contract provider are considered approsveach
by the plan anless notice is provided that the services will not be covered. Since neither Aspirus
Grand View ITospital nor LIPITI advised you that these services would nol be covered, this

transfer is considered plan-approvect.

Theorefore, we decided that UPLIP has to pay (or the inpatient hospital sérvices provided firiom
™ovember 21, 2015 o Decemibr»er 9@, 201 5.

If UPHDP does not agree withh our decision, they can ask us to open a case again. We only open
@ case again if we believe thiere was a mistake or il there is new information o review. The
health plan has to show s the mistake and/or send s the new infommatrion. This does not
happemn often. 1i we docide (o opon the case again, we will send yyou aa Ictier.
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WHAT IF YOU COULD PREVENT DENIALS?

NCRA

We created a Clinical Denial Prevention Unit to work in concert
with our Case Managers (before bill drop) to:

P JOO

« Convert tracking and reference numbers to authorization
numbers prior to billing to avoid backend denials.

» Challenge improper requests for medical records to review
services prior to the issuance of an authorization.

* Fight concurrent or continuity of care denials and initiate a notice
of disagreement of care to trigger the plan’s responsibility to
assume care for patient under State law and 42 CFR Part 422.

 Expedite transfer of a patient to ensure continuity of care.

« Challenge a plan’s refusal to conduct retrospective review for
unauthorized medically necessary services (provided after normal
business hours, or when the patient’s insurance information was

not provided, etc.)

We fight health plan unfair payment practices and deploy « Challenge improper denials of care after patient is discharged

the company's renown, Web-based proprietary denial under Title 28, Part 422 or any other applicable regulation.
prevention and management program (REVAssurance) to: « Challenge medical necessity, reductions of level of care and
disputed health care services under state and federal laws

* Fight prospective care (pre-certification) denials.
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Obtain Timely Authorizations | Accelerate Revenue Capture

| Overturn Improper Denials | Decrease Bad Debt |
And Improve Operating Margin And Cash Flow.

www.erntraf.org
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CASE STUDY

OBTAINING AUTHORIZATION AFTER
PATIENT DISCHARGES (ERISA)

ERN

NCRA
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Request for Retro-Authorization for

Inpatient Admission

X RO ENT Eﬁ-rn{ (27: L4 Fs L Cd 1.12A514 COMMISNT  CPSegar.1i.A5810 RISIPLLY L 121120512 RESCIYCLILER
PLEASE ACCEPT THIS AS A RETRO AUTHORIZATION REQUEST AND PROVIDE A HARD COPY

AUTHORIZATION FOR THE SERVICES PROVIDED.

29 U.S.C. § 2560.503-1L(b)(5) addresses claim procedure and mandates that:

The claims procedures contain administrative processes and safeguards
designed to ensure and to verify thot benefit clairm determinations are made in
accordance with governing plan documents and thaot, where appropriate, the
plan provisions have been applied consistently with respect to similarly

situated claimants.

According to the above vour determination must be made Iin accordance to the Summary Plamn Description

or any governing planmn document.

Best,

Imez Villalobos
Claims Comipliance Auditor (1
Tel: (714) 220-6950 Fax: (714) 995-6901

Email: inezvillalobos@ernenterprises. org




REQUEST FOR RETRO AUTHORIZATION

---------- a Subrmitted wia Fax

NMiarch 232, 2022

Blue Cross Blue Shielid of Hlimnois
AL Medical Managemeant
PO Box 3418

HScramton, PA 182505

Fax: 1-212 233-40a0)

Owr client: St. Charles Healrh Systerrm
Tax 1D:

Patient: Wohite,

DOS: 12/22/21-03/11/22

his office represents St. Charles Health System and has been asked to request a retro authorization for
rthe services refeorenced abowe.

Please nmnote theso sorvices have been partially authorized through the employer’s previous third-party
administrator (Meritain Health) under authorization #3791712. Patient has health insurance coverage
through employer Cushman and Wakefield, a sell-funded ERISA plan. On 01/01/22, Cushman and
wakefield change third party administrators from Meritain Health to Blue Cross Blue Shield of illinois,
making it almost impossible to secure continue authorization for the inpatient admission.

The change in third-party administration is truly concermning as the patient was receiving inpatient
scrvices during the change.

Upon our investigation, we have como to the following understanding of our client's position in
this matter:

On 12//22/21, the patient presented to St. Charles with intra-abdominal and pelvic swelling. The
same day St. Charles notified Meritain Health of patient admission and requested authorization.
Hailey with Summit provided authorization #3791712 for exploration laparotomy.

On 12/29/21, St. Charles submitted clinicals to Meritain Health.

On 12/30/21, St. Charles received continued stay authorization frorm Merilain Health.

Om O1L/04,/22, St. Charles submitted clinicals to Meritainmn Health.

O O1L/1L7/22, St. Charles submitted clinicals to Meritain Health.

On O/ 20/22, St. Charles submiitted climicals to Meritain Health.

On O1/28/22, the patient suffered from recurrent respiratory failure and St. Charles submitted
clinicals to Meritain Health.

On OZ2/21,22, Husband called St. Charles to verify Meritain Health insurance s responsible for
DOsS 12/22/;/21-12/31/21 and Blue Cross is responsible for DOS OL/01/22-discharge.

TRAF - The Reimbursement Sdwvocacy Firnmm
ERMN Enterprises, INGC._. 3535 Hyland Ave. Suite 130, Costa Mesa, CTA 92626, Tel: 714-995-6900, Fax: 714-995-6801, www. aernenterprises.org

DISCLAIMER: The intent of our regulatory consulling/reprasantation is to prosent acourate and authoritative information o the subjeact Mmatter
covarad, It is prosontaed with the undaerstanding th=at FRMN s ot eangaged in the rendition of legal adwvice, I legal advice s required, yau shoould
saeek the counsael of an attormey with the expartise in the aresa of iNnguiry.



- OnNn O3/17/22, St. Charles called Blue Cross and Kelly stated Blue Cross provides no retro
authorizations for encounters past 7 davys (call refi## U22076B1JB).
- To date, Blue Cross has failed to review this case and provide a written determination as

required under federal law.

PLEASE ACCEPT_ _THIS AS A RETRO AUTHCORIZATION REQUEST AND PROVIDE A HARD COPY
AUTHORIZATION FOR THE SERVICES PROVIDED.

Under ERISA law, a plan admiinistrator must provide a claimant with written or electronic notification of
any adverse benefit determination consistent with 29 CFR 2560.503-1(g)(1). which states:

The notification shall set forth, in a manmner calculated to be understood by the claimant
-—(i) The specific reason or reasons jJor the adverse determination; (ii) Reference to the
specific plan rovisions on which th remin iorn i L4 d; (iii) A description of any
additional material or information necessary for the claimant to perfect the claim and
an explanation of why such material or information is necessary; (iv) A description of
the plan’'s review procedures and the time Ilimits applicable to swuch procedures,
including a statement of the claimant’s right to bring a civil action under section 502(a)

of the Act following an adverse benefit determination omn review;

Furthermore, it adds:

(A) If an internal rule, guideline, protocol, or other similar criterion was relied upon in

making the adverse determination, either the specific rule, guideline, protocol, or other
simmilar criterion; or a statement that such a rule, guideline, protocol, or other similar
criterion was relied upon in making the adverse determination and that a copy of such
rule, guideline, protocol, or other criterion will be provided free of charge to the

claimant upon reguest.
Lastly, 29 U.S.C. § 2560.503-1(b)(5) addresses claim procedure and mandates that:

The claims procedures contain administrative processes and safeguards designed to
ensure and to verify that benefit claim determinations are made in accordance_ with
governing plan documents and that, where appropriate, the plan provisions have been
applied consistently with respect to similarly situated claimants.

Here, on 03 /17/22, Kelly with Blue Cross stated they cannot provide retro authorization for this case
(call reff#U22076B1JB). However, Blue Cross has failed to provide any a summary plan description or any
governing plan document that shows retro-authorization requests are not allowed under the member’s
plan.

Accordingly, this office requests the following pursuant to 29 U.S.C. § 1024a(b)(4):

- An electronic written copy of the section of the summary plan description that instructs claims

processing.
(| An electronic written copy of the section of the summary plan description that describes retro-

authorization request



COCC ©
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A copy of all plan documents and summary plan descriptions that have existed dwuring the tirme of the

participant’'s coverage policy.

Yowr client’s employver identification and 2-digit plarn number.

A copy of the updated summary plan descriptions in effect for the last three vears.

A copy of the summary annual reports for the last three yeors.

A copy of the bargaining agreement. trust agreerment. contract. or other instrument under which the
plan was established and all amendments since the establishment date until the present.

A copy of all written polices, memoranda,. minutes of meetings and any other written documentation

addressing reimburserment timeframes, emergency services and care, aquthorizations, arnd retro-

auuthorizaotiorn.

AsSs yvou know, 29 U.S.C. § 1132(c) requires ERISA plan information to be provided within thirty days from
the receipt of the request. Failure to supply the above requested information within thirty days of date of
this letter may subject you to a penalty of S110.00 per day and other costs, including attorney’s fees if we

seek review from our legal counsel.

As Blue Cross acting as the third-party administrator for self-funded employer plan failed to provide a hard
copy authorization or proper determination, we are reguesting that your office expedite a review and
provide authorization by end of day, March 24, 2022, to avoid any unnecessary regulatory filing action

with thhe U.S Department of Labor.

It is our sincere hope it does not come to this point.

Respectfully,

— gz U Alebon s

Imnez Villalobos
Claims Compliance Auditor 11
ERN/TRAF — The Reimbursement Advocacy Firm

Tel

1 (714) 995-6900 Ext. 6920 Fax: (714) 995-6901
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HAVE YOU CREATED:

Letter Libraries |_

Law Libraries |_

Blurb Libraries |_

Letter Libraries |_

Fax Cover Sheets with Laws

Registration Forms with Laws

—
—

Policies, Procedures, and Checklists |:

KPIs & Metrics (e.g. El Pollo Loco)

L



3. Flow Charts and Processes

ERN Recommended Front Cycle Patient presents to ER.
Process

Fatient is asked to verifyv imnsurance information, usually with
member ID card. Patient is asked about lifetime max, max per
davy/allowed amount, and capitated facilities.

4 Registrars fax a facesheet to the health plan as a notification
that thhe patient is here and provide unit secretary with as
detailed insurance information as possible, including
eligibility primtout.
. |
Unit secretary makes contact to health plan by phone call
and fax. Detailed notes of phone call(s) are taken in
MediTech and fax confirmations are kept as
W documentation. See sample notes.
During patient stay, ER unit secretary enters all insurance
contacts/Sinteractions into MediTech {(or enters the
iNnformation into Pisces, which is then transferred to
rMediTech}.
[ CPRMRC sends clinicals daily and follows up o any reguests from the health plan. ]
If authorization denied outright for medical necessity, Care If authorization denied for medical records, Care
MManagement sends the case to Teresa who notifies Management sends email to appropriate CMRC. See
FPhysician Advisor to conduct P2ZP. See mid cvcle flow chart L mid cvcle flow chart for process recommendations.
for process recommendations.

"

—

If P2P i=s denied, Physician Advisor reguests a written concurrent denial wvia
email/fax and sends NOD with Reasoning {(for admission) to health plan to
trigger the planmn’s responsibility to assuMme care of the patient. See mid
cycle flow chart for process recommendations.

Z | Page
E32019 ERMN Enterprises, Inc, COMNFIDENTIAL & PROPRIETARY INFORPMATION, DISCLAIMER: The intent of this training and consulting program s o present acourate
A authoritative information o The subbjoct maltbor coveroed . I s proesoented with the uandoarstamnding that CREN/The Reimburserme nt Advocaoy Firrmm is mol engagoed in
Lhie rermndibticomn of legal advice, IT legal advice is reguired, you showuld seek bthe counsel of am abtbormney wiklh Lhe experlise in Lhe area of inguirg.



4q. Documentation & Rebuttal Guidelines for Front (F) & Iviid cycle (V1)

Scenario ERN Recommended Note/Rebuttal

Health FPlan contacted: [MNAME OF FLAN OR CONTRACTED PFPROWVIDER =.2. Health MNet of
Californmnia, Inc.]

Title/Departmeant contacted: [PLAN OR CONTRACTED PROWIDER .. Health MNet] Hospital
Notification WUnit

MName of person spolke with (First & Last): John Doe

Phonmne numbeaer first dialed: SE00-995-7890

FPhone number of last person spoke with/call back number/extension: [FPHONE NUMNMBER AMND
EXTEMNSICOMN]

POSTS TABILIZATION NOTIFICATION Drate, =tart and end time of call: 2/26/2019, 10:32 AMNM-LO:50 AM

F NOTES (by ED personnel) Authorization/tracking/reference nPumMmber (if it Eiven, thern maote ) (g L=

authorization/tracking/referaence number received.

IF AUTHORIZATION WAS RECEIWVED:
How many davys is this authorization for? wWhat exactly is being authorized (e.2., emersency
admission, appendectarmy).

Notes from call: Notified [NAME OF REPRESEMNTATIVE] at [NAMNME OF PLAN/COMNTRACTED
FROWIDER] of patient prezaenting to the ED, neading emeaergancy admission and requeasted
authorization as patient canmnot be discharged safelby.

H MO 2

Informed representative that under state law, they have 20 minutes from this call to
malke a decision to authorize care or arrange fTor transfer to another Tacility., MNo
authorization/tracking/reference number was given during call (See 28 CCR &1=200.71.4
(b)(1).)

READ DISCLAINMIER:

“Please note that while vou have issued a tracking/reference number for yvour patient, under
existing CA law, plans are required, within 20 minutes from initial contact, to authorize
poststabilization care aor arrange faor the prompt transfer of the enrollee to another hospital.
Thi=s tracking/s/refereance # doe=s not satisfv vour requireamants undeaer the law but constitutes
Tthat contact was made in the event we do not receive an authorization number from wou
withinmn a half hour of this reguest. All services afterwards are deaeamed authorized (See 28 CCR
1Z200.71.4 {(a-c), HES 1262 .82 (d).”~

MNO HRMIO AUTHORIZATION WAS GIWVEN (bw
EC and IV Parsonnel)

REFEREMNCE UR FAX COWVER SHEET/HMO/ MWVIAO CONTINUED FAILURE TO RESPOND FAX
COWVER SHEET FOR ChvlRC

M1 B -

Informed representative that under Ffederal law, they have sixty (60) miinutes from this
call to approve/sdizapprove care or arrange fTor transfer to another Tacility. [ P
authorization/tracking/reference number wa=s given during call {(See 42 CFR 422.112

(c)(2ICHI(c)).

READ DISCLAINMIER:

Flease note that while vou have issued a tracking/referance number for your patient, under
existing Medicare law, plans are required, within 60 minutes from initial contact, to pre-
approve poststabilization care or assume care of the beneficiary (via transfer, or at our
hospital if privileged). This tracking/reference # does not satisfv vaour requirgments under the
law but constitutes that contact was made in the event we do not receive an authorization
numbesr from yvyou within one hour of this reguest. Your financial responsibility for post-
stabilization care services it has not pre-approved ends when yvou assume care of the patient,
reach an agreaement with our treating physician/PA or the enrollee is discharged (See 42 CFR
422 112 (M 3)).

MNO WAO AUTHORIZATION WAS GIVERM (by
ED AND IV Personnel)

9| Page
E2019 ERMN Entarprisas, lnc., CONFIDENTIAL & PROPRIETARY INFORMATION. DISCLAIMER: Thea intent of this training and consulting program is to praesent accurata
and authoritative information to the subject matter coverad. i is presented with the undaerstanding that ERMNThe Reimbursement Advocacy Firm is not engaged in
the rendition of legal advice. If legal advice is reguired, vou should seek the counsel of an attorney with the expertise in the area of inguirny.
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REQUEST FOR AUTHORIZATION TO PROVIDE POSTSTABILIZATION
SERVICES

T FROM: 1OE COMNMPLIAMCE
F &0 PAOGES:

PHOME: DATE:

RE: RECQUEST FOR AUTHORIZATION TO PROVIDE ol

FPOSTSTABILIZATION SERWVICES

I:I Urgent :I For Rewview E Please Comment I:I Please Reply E Please Recycle

At this time we are reguesting authorization to provide post-stabilization services to yvour insured. As the contracting medical
provider or health care service plan, yvou have 30 minutes {60 minutes if vyouwu are an VA plan pursuant to 42 CFR §422.113)
from r ipt thi=s n ification & r i N authorization r_rnale decision rramn transfer of th tient. If wouw
do Nnot respond to this notification, or communicate an intent to transfer the patient anmnd do Nnot effectuate a tranmnsfer withim
a reasonable tiMme, the post stabilization services shall be deermed authorized and shall be paid in accordance with the Knox-
Keaene Health Care Service Plan Act of 1975 (Chapter 2.2 {(commeancing with Section 1240) of Divisiorn 2) and any regulation
adopted thereunder or 42 CFR Part 422 armnd any regulation adopted thereunder. Please be advvised that due to ER overflow
concerns, plans must effectuate transfer within 2 hours of notifying us of its intent to do so, or the patient will be admitted

) = —~ - - b - — = — - B —~ =N = - - td B = ~ - = A - = -1 N =] - — s

51300.71.4(2).
Contact one of the following Case ZWianagers to provide authorization for the statutorily desmed authorized services.

NAMNIE {3>X0K) XM= NAMNIE {3XX) -2 X NAMNIE {200X) OO0

Comments: PLEASE FAX AUTHORIZATION MNMUPMBER T (s} a0 — e

It wvou Nneed any further INformation, please contact: Care Coordination Department @@ (aax) axx-sxxix Or Fasx (aoon) a0 —senns.
Insert confidentialitvyw/HIFPAA statement here -

2/27/19
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NOTIFICATION OF WVIAO DISAGREENVIENT OF CARE

TO: FROM: JOE COMPLIANCE
FAX: PAGES:

PHONE: DATE:

RE: NOTIFICATION OF MACO DISAGREEMENT cc:

OF CARE

:] Urgent E For Review [: Please Comment I: Please Reply :] Please Recycle
Patient Admitted On (date/time), XXXXXX (“Health Plan’) was notified that the above patient is stable after being
treated in the ER and requires post-stabilization care. On (date/time) (Doctor Name) at Health Plan informed our physician
during pceoer to peoceor review that Health Plan has denied further poststabilization care at our hospital. This notice serves as a

formal NOTICE OF DISAGREEMENT OF CARE under 42 CFR 4A22.113 (c)(3) which outlines the “"E£nd of NMA orgarnization's
Jinancial responsibility”™ and states: The NMA organization's financial responsibility for post-stabilization care services it has not

pre-agpproved ends whern-—
(1) A plan physician with privileges at the treating Rospital QssStimes responsibility for the enrolice’s care;
(ii) A plarn physiciarn asswumes responsibility for the enrollee’s care through transfer;

(i6i) Arr \VIA orgamnization represemtative and the treating physiciarn reach aon agreement comncerrning the enrollee’s care; or

(iv) The enrolice is discharged.

As of tho above (datc/timec). Hoalth Plan has failed to initiate assuming carc of or transforring tho patieont. (Plcasc bo adviscd
that for paticnts poending admission, if Heoalth Plan fails to assumaoe carc of or transfor thoe pationt within a rcasonablc time, tho
paticnt will be admitted to limit overflow and dalays in our ER).

Contact one of the following Case Vianagers to effectuate transfer immediately and/or provide authorization for.
NATIVIE (20€CX) >XO0OC-200CX NAIVIE (20OC0K) 2O0C-2XXX NAIVIE (20O0C) >XO00OC- 200X

Comments: PLEASE FAX AUTHORIZATION NUMBER TO (xXX) XXX-XXXX

If you need any further information, please contact: Care Coordination Department @@ (xXX) XXX-XXXX Or Fax (3x) XXX -2XXX.
Insert confidentiality/HIPAA statement here -

2/27/19
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As you know, CMS recently announced an expansion of the Accelerated and Advanced Payment Program to

a broader group of Medicare Part providers and Part B suppliers during the duration of the public health
emergency declared by HHS Secretary Alex Azar in January.

INn that press release, CMS Administrator Seema Verma stated, “With our nation’s health care providers on
the front lines in the fight against COVID-19, dollars and cents shouldn’t be adding to their worries.
Unfortunately, the major disruptions to the healthcare system caused by COVID-19 are a significant
financial burden on providers. Today’s action will ensure that they have the resources they need to
maintain their all-important focus on patient care during the pandemic.”

During the COVID-19 crisis, [PROVIDER MEMBER] relies on timely authorizations and reimbursement by MA

Plans to treat beneficiaries at high risk in the pandemic.

CESTEES FLOIE SIEIMOCAKE & STELMO S0 SERVIC ES

[ADD ENDJ.




Med ica re Adva ntage To protect your rights, make sure to escalate your

cases to ERN/The Reimbursement Advocacy Firm

Ap pea |S Ti mel i ne (TRAF) within the following timeframes.

YOU PAYOR PAYOR

60 Days

To effectuate a payment
reconsidered determination

60 Days 30 Days

To request a reconsideration To uphold the service denial and
send to an IRE

Source: 42 CFR 42 CFR 42 CFR 422.590(b)
422.582(a-b) 422.590(a)(2) 42 CFR 422.618(a)
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Daescxription

HMO
HMO
HIMO
HIVIO
HIMO
HMO
HMO
HIMO
HMO
HMO
HMO
HMO
HMO
HMO
HMO
HMO
HMO
HIMO
HIMO
HIVIO
HIVMO
HIMO
HMO
HIVIO
HIVMIO
HMO
HMO
HMO
HIMO
HMO
HNMO
HNMO
HMO
HIMOD
HMO
HIMO
HMO
HIMO
HIVIO
HIMO
HMO
HMO
HIMO
HMO
HMO
HIVICO
HMO
HMO
HIVMICO
HNMO
HIMO
HMO
HINMO
HINMO
HMO
HMO

Appeal Acknowledgment Vio.o
Timely aIppeal Vio.
Untimelsy Pavment Vio.

ER Non Payment Vio.
Misdirected Claim Vio.

MNoe Claim Onn File WVio.

Paid ER-Post-Stalr D1 .
Pre-Existing Vio.

UCR Reduction-OSHPD Reocwd
Reg for Unnecessary Info
Retro Denial After Auth
Tntimely Filing Vio.
Unauthori=z=ed Treatmenit Dl
Underpavyment Vio.

COB Vio.

Medical Necessity Dnl.
Unlawful Refund Reguest
TUnlawful Refund Offset

UTUCER Urndexrpavimerit

Incorrect Coding Dl .
Hospice Dl .o

PDR Untimels Determination
TEFPL, Dl .

ER Not Paid-Post-Stab Dnl.
HSH0O0OBPR Paxzymerit Serntc —To FPat .o
PA-UCR-Provider Contraccted
UCR Reduction-OSHPD Compl o
Improper Refund Recuest
Relbill As Observation Dnl .
L&D Not Paid-Post-Stab Dl
Patient INot Eligible

HReog TLTor Unnnec . Info - auth
Reg for Unneo . Info - MR'S=S
Misdirected-DOFR

DHS Recoupmerntc

DHS -Timelxs Filing

DHS -IMNot Eligible orn DOS
DHS —-MNot Coveaered Benefit
DHS - INot Authori=z=ed
Underpavment —-IMNo Contract
Not A Covered Benefitc
Fail. to Conduct Retro Rvw
UCR Underpayment Complete
Split ER&PostStab Charges
Underpaid-vVerify Contract
PostStakb Transft. Auth Den
Lower Level of Care Und.
I.Limne Item Denial Underpass
ER Paid-Notification-PS

ER Paid-No MNotification—-PS
ER INo Pay - INotification-PS
ER INo Pay—INo INotific. -—-PrSs
CC Underpay—-—No Contract
Non—-—-Emergent Denial

ER Underpay CT Scan Dern.
ITntergual & Milliman Dl

Delbhbt o

Category Lis=st

Page 1L
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Description

PPO UCR Reduction-OSHPD Recvd
PPO UCR Underpayment

PPO Untimely Appeal Vio.

PPO AOB Denial-Strong St. I.aw
PPO AOBEB Denial —Weak/No St .L.aw
PPO Underpayvment Vio.

PPO Untimely Payment Vio.

PPO Unauthorized Treatment

PPO Retro Denial aftexr 2Auth
PPO Untimely Filing Vio.

PPO PDR Untimely Determination
PPO COB Vio.

PPO TPIL. Dnl .

PPO Misdirected Claim Vio.

PPO Non Payvment Vio.

PPO No Claim On File Vio.

PPO Medical Necessity Dnml..

PPO Incorrect Coding Dnl.

PPO Paid ER-Post-Stab Dnl.

PPO ER Not Paid—-Post-Stal Dnl.
PPO Appeal Acknowledgment Vio
PPO Reg for Unnecessary Info
PPO A0 Payment Sent to Pat.
PPO PA-UCR-Provider Contracted
PPO UCR Reduction-OSHPD Compdl .
PPO DOI UCR

PPO Rebill As Observation Dnl.
PPO Unlawful Refund Reguest
PPO Unlawful Refund Offset

PPO Patient Not Eligible

PPrPO Reg for Unnec. Info - Auth
PPO Reg for Unneac. Info - MR's
PPO Misdirected-DOFR

PPO DHS Recoupment

PPO DHS~Timely Filing

PPO DHS-Not Eligible on DOS
PPO DHS -Not Covered Benefit
PPO DHS-Not Authorized

PPO Underxrpayvyment -No Contract
PPO TPL Primary Payorxr

PPO UCR Underpayvyment Complete
PPO Split ER&POostStab Charges
PPO Underpaid-Verify Contract
PPO IL.ower Level of Care Undexr.
PPO Line ITtem Denial Underpay
PPO ER-Paid pexr OON Copav/Ded.
PPO ER Paid-Notification-PS
PPO ER Paid-No Notification-PS
PPO ER No Payvy—Notification-PrPsS
PPO ER No Payv--No Notific.-PS
MCa.l Incorreact Coding Dnl .
MCal ER Paid-Post-Stab Dnl.
MCal ER Not Paid-Post-Stab Dnl
MCal Appeal Acknowledgment Vio
MCal Reg for Unnecessary Info
MCal Untimely Appeal Vio.

Category List

Page 2
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TOP 10 LAW TOPICS OR DENIAL REASONS - MEDICARE ADVANTAGE (MA) LEGEND

Denial Law [EED. MEDICAID] Federal Medicaid Law
AUTHORIZATION TIMEFRAMES - NON-URGENT 42 CFR § 422.568 (b) [Medicaid Managed Care] |Law only applies to Medicaid claims
INTEREST OWED ON LATE CLAIMS 42 CFR § 422.520 (a)(2) [PPO] Law only applies to PPO claims
MATERNITY COVERAGE 45 CFR § 146.130 (a) [HMO] Law only applies to HMO claims
MEDICAL NECESSITY - QUALIFIED REVIEWERS 42 CFR § 422.590 (g)(2) (Medical necessity) Law only applies to medical necessity claims
NO AUTHORIZATION FOR ER 42 CFR § 422.113 (b)(2) [FED.] Federal Law
NOTICE REQUIREMENTS FOR ADVERSE DETERMINATIONS 42 CFR § 422.568 (d-f) [Medicaid] State Medicaid Law
RECOUPMENT 42 U.S.C 1395ddd (f)(2) *Tip: If you wish to view a law longer without hovering over it, you can
RETROACTIVE DENIALS FOR AUTHORIZED CARE 42 CFR § 422.752 (a)(5) right click on the law and select "Show/Hide Note."
TIMEFRAMES FOR POST-STABILIZATION DENIALS OR AUTHORIZATIONS 42 CFR § 422.113 (c)(2)(ii-iii); (c)(3)
TIMELY PAYMENT - DEFINITION OF A CLEAN CLAIM 42 CFR § 422.520 (a)(1,3)

ADDITIONAL LAW TOPICS OR DENIAL REASONS

« H

DEFINITIONS 42 CFR § 422.2

NO CLAIM ON FILE Mailbox Rule [Case Law] Home Tutorial Contact Us
FREEDOM OF CHOICE 42 CFR § 422.114 (b)

WRITTEN STANDARDS REQUIREMENTS 42 CFR § 422.112 (6)(i-ii)

REQUIREMENTS RELATING TO BASIC BENEFITS 42 CFR § 422.101 (a)
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=N REVAssurance Online

& search Q  DASHBOARD DENIAL TOPICS LETTER LIBRARY SUPPORT

Search Denial Topics Q

Medical Necessity

Jurisdictions: CA - DOL - VA - MN
Medical Necessity denials occur when the payor denies authorization, challenging the need for the care provided to the

patient.

Poststabilization Services and Care

Jurizdictions: CA « DOL = Wi « MM
Foststabilization care services means covered services, related to an emergency medical condition that are prmfldad after an

enrollee is stabilized to maintain the stabilized condition or to improve or resolve the enrollee's condition.

Copyright £ 2018 ERM Enterprizes, Inc.
Al rights resenved.

Author: Ed Manwood, Project Administrator: Frinceton Legres
DISCLARER: ERM Enterprises is not acting as vour attormey in conneclion with delayed or denied clams for medical coverage by
vanous insurance companies. ERM Enterprises franing services do not consfitute legal advice or legal consultaticn and do not establish




=N REVAssurance Online

& search Q  DASHBOARD DENIAL TOPICS LETTER LIBRARY SUPPORT

Poststabilization Services and Care

CA Department of Veteran Affairs
VA Poststabilization care services means covered services, related to an emergency medical condition that are prmfided after an
enrollee is stabilized to maintain the stabilized condition or to impr{we or resolve the enrollee's condition.

Toggle Empty
Jurisdictions

{{{ PICK A JURISDICTION

SCRIPT GENERATE

¢ ERN/NCRA Q&A: APPEAL

@) EXPAND

What does the law say?

There are no laws attached to this topic. Please, come back soon.

REGULATORY AGENCY

Agency: Galifornia Department of Insurance

Address: 300 Capitol Mall, Suite 1700 Sacramento, CA 95814




NCRA

REVAssurance Online

Movember 16, 2017

Q  DASHBOARD DENIAL TOPICS LETTER LIBRARY SUPPORT

& search

IMPERATIVE-ACTION REQUIRED

| PAYOR

| STREET ADDRESS

|CITY, STATE, ZIP

| PHONE NUMBER

| FAX NUMBER
Facility: | Your Facility's Name |
Tax ID: | Tax ID |
Patient: | Patient's Last Name |, | Patient's First Name
Policy ID: | Palicy ID |
DOB: mm/dd/yyyy
DOs: mm/dd/yyyy = | mmJ/dd/yyyy
Billed Charges: § Eilled Charges |

Daar| DIRECTOR OF UTILIZATION REVIEW, CLAIMS, PDR OR DEPARTMENT

In a recent audit, it has come to our attention that you have failed to satisfy your requirement to conduct a retrospective review
under existing California Law.

INSERT TIMELINE HERE. CLICK TO SEE SAMPLE TIMELINE.
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& search

Q  DASHBOARD DENIAL TOPICS LETTER LIBRARY SUPPORT

Search Letters Q

PPO Medical Necessity 1
URGENT—LETTER OF APPEAL Dear : It is our understanding that this claim was denied pursuant to vour decision that care
was not medically necessary. Denial of this claim... Read more »

MCO Medical Necessity 1

URGENT Dear : In response to your retrospective utilization review and reduction of level of transport on the above
referenced claim, this office hereby requests: The name and... BEead more »

ERISA Medical Necessity Appeal 1

IMPERATIVE-ACTION REQUIRED  Dear: It is our understanding that this claim was denied pursuant to your decision that
care was not medically necessary. Denial of this claim was not... Read more »

MCO Retrospective Review Denial
IMPERATIVE-ACTION REQUIRED  Dear : In a recent audit, it has come to our attention that you have failed to satisfy your
requirement to conduct a retrospective review under... Bead more =

r——k_ 1  iohi & 2018 FE Friemises Ine

Affidavit
Appeal

Demand




EVAssurance TURBO

Welcome to RevAssurance TURBO

The premiere letter generator for NCRA

Generate appeal letters at the speed of justice!

Clck or drag and drop a spreadsheel here Lo generate multiple letters! (Must be a 'csv' file.)

REVA Turbo Sample Spreadsheet.csv
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NCRA

Edit profile - Sign out

ERN F}’Q REVAssurance Help Desk teanc I

NCRA

Home Solutions Forums Tickets

How can we help you today? + New support ticket

[ Check ticket status
Enter your search term here... SEARCH
. (714) 995 - 6900

Ticket details
To Be Resolved since 2 hours 47 minutes Client Code/Member ID
Veterans affairs
Topic

reported 5 days ago

| ﬁ % ‘.ﬂ | Help Desk QA

when patient has other insurance we are billing the patient’s primary insurance and then billing the VA as Category

secondary. The current process is long because secondary to VA is getting denied for medical records and then
denied CR-936=Veteran has other insurance coverage eligible to make payment on the claim. The veteran N

must not have coverage under a health-plan contract for payment or reimbursement, in whole or in part, for

the emergency treatment. Agent
Are we allowed to bill the VA if the patient has other insurance?. Should we be billing the VA as a secondary at Brian Ford
all?

Type

TRAF Help Desk
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THE POWER OF ASKING

QUESTIONS
IN THE APPEAL PROCESS




=N WHEN PAYORS WON'T LISTEN
The Power of Asking Questions in the Appeal Process

DENIAL DETERMINATION EXERCISE:

The following is a sample timeline of a common denial.
Use the facts below to complete this worksheet, and use it as a model in crafting your own questions:

« On 11/1/15, the patient presented to the emergency department of Hospital with severe crushing chest
pains.

« On 11/1/15, Hospital called Careless Sr. Plan and Representative stated that the patient was eligible, effective
5/1/12 to current, and issued a tracking number (See Exhibit A — Hospital Records*).

« On 11/2/15, Hospital faxed a face sheet to Careless Sr. Plan notifying of the patient’'s admission and

requesting authorization per:
« On 11/5/15, patient discharged without any disapproval from Careless Sr. Plan.
« On 11/8/15, Hospital submitted the claim to Careless Sr. Plan electronically.
« On 2/5/16, Hospital called Careless Sr. Plan and Representative stated the claim was denied as not
medically necessary, requesting medical records. (See Exhibit B — Explanation of Benefits*).
 To date, payment has not been released.



=N WHEN PAYORS WON'T LISTEN
The Power of Asking Questions in the Appeal Process

1) WHAT IS THE DENIAL?
2) JURISDICTION: []STATE [] HMO[]MA []VA []ERISA
3) EXCEPTION/EXEMPTION BOP SAMPLE QUESTION:

Please provide the statutory authority [PLAN: | relies upon to request
for statutorily deemed authorized services?

4) EXCEPTION/EXEMPTION BOP SAMPLE ARGUMENT:

As you know, contact was made with the plan on and [PLAN: | issued a
tracking/reference number (# ). HERE, [PLAN: | failed to approve
care within one (1) hour of the request, failed to assume care via a physician with treating privileges at
our hospital or transfer, failed to enter into an agreement with the treating physician, therefore your
financial responsibility ended upon patient discharge. Please release the federal funds due the
Medicare beneficiary.




=N WHEN PAYORS WON'T LISTEN
The Power of Asking Questions in the Appeal Process

SAMPLE DENIAL SCENARIOS — QUESTION SCRIPTS:
1) THE ER CT SCANS WERE DENIED AS NOT AUTHORIZED (42 CFR §422.113 (b)(2)(ii)).

2) OUR PHYSICIAN DETERMINED THE PATIENT WAS STABLE FOR TRANSFER OR DISCHARGE
TWO DAYS PRIOR TO [DATE] (42 CFR §422.113 (b)(3)).

3) WE DON'T DO PEER TO PEER REVIEWS CONCURRENTLY, ONLY RETROSPECTIVELY (42 CFR
§422.113 (c)(3)(iii)(C)).

4) WE NEED MEDICAL RECORDS FOR THE POSTSTABILIZATION SERVICES AND CARE—THE
TRACKING/REFERENCE NUMBER IS NOT A GUARANTEE OF PAYMENT (42 CFR §422.113

(c)(3) (i) (A)).

5) WE UPHELD OUR DRG DOWNCODE/VALIDATION.THERE ARE NO MORE APPEAL
PROCEDURES FOR NON-CONTRACTED PROVIDERS (42 CFR §§422.590 (c)(3) and 422.592)).



=N WHEN PAYORS WON'T LISTEN
The Power of Asking Questions in the Appeal Process

EXCEPTION/EXEMPTION BOP QUESTION CREATION:

Please provide the statutory authority [PLAN: | relies upon to

EXCEPTION/EXEMPTION BOP ARGUMENT CREATION:

As you know,

Please release the federal funds due the Medicare beneficiary.
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As advocates:

We don't show partiality.

We work both small and big cases alike.

We collaborate when cases are too hard for us.
We aren’'t afraid of anyone AND

WNITTF: WE'RE NOT IN THIS TO FAIL.



ERN

NCRA
You fight for their lives.

We fight for you.

CONTACT US:
Ed Norwood, President
ERN/The National Council of Reimbursement Advocacy

ednorwood@ernenterprises.org
(714) 995-6900 ext. 6926

www.ernenterpri



