v

{ meridian

PROVIDER MANUAL

2026

Michigan Provider Manual
777 Woodward Ave., Suite 700
Detroit, Ml 48226
313-324-3700

888-773-2647



Table of Contents

Section 1: General INformatioN......c.cuieiiuiiiiieiiiiiiiiiiiiirircrrtcrcr et rerece s e serecansanaes 5
A. Using the Meridian Provider ManUal..........c.oeueeuiiiiiii et ettt eeeeeeeeeeeeeeeenne 5
B. Meridian Medicaid HMO Definition .......cccvviiuiiiiiiiiiiiiiiiiiiiii ittt e 5
C. Provider Roles and ReSpPONSIDIlITIES ..iuuiuniiiiiiiiiiiiiir et ettt e e eaeeeaneaneanaan 7

Section 2: Member-Related INnformation.....c.cccveiieiiiieiiiiiiiiiiiiiiiiiicrci e eeees 8
A. Meridian Member Services DepartMeENt .. ...ccuiiiiiiiii e e e et et st et et e e e aaaeans 8
B. Member Rights and ReSPONSIDILITIES v.ivuivniiniiiiiiiiiiie ettt e ee e e eaeaesansensansansanns 8
C. Member IdentifiCation .......couuiiiiiiiiiiii et 9
D. ELgibility VerifiCation cu.iu. ettt e et e te e ete et et et sansansansanstnsanssnssnssnnsessessensennes 10
E. PCP IdentifiCation cc...ieeuiieiieii ittt et e e e et e et e et e e s e e e e 10
F. How to Change a Member’'s PCP ...ttt et ete et e et s ea s ee s easeansaaesenesannsannns 10
G. Member Enrollment and Disenrollment ..........ccoovviiiiiiiiiiiiiiiiiiii e 10
H. New Meridian Member INformation........cccoiviiiiiiiiiiiiiiiiii e 11
I, DUrable POWET Of Al OINEY ..uiiiiieiii ittt et e e e e e e et et et saaasnasnsansneansnanns 11
I o) d o1 ) il d 6 1VZ= o3 VA o - Yot A [o1 =< TSRO PPP 12
K. Member SatiSTaCtion ...... ettt et s et e et e et s e ra e ena e 18
L. Member GrievanCes and APPEALS c..iu it iiiiiiiie ettt ettt e tetetnetnetneeueersassansensensensnnssnnes 18
M. Interpretive Services and Alternative FOrmats ..ot e e e 21
N, NEW TECHNOLOEY .. cn ettt ettt ettt et et et st et e e enannannennenneanaennen 22
O. Critical INCIdeNtS REPOITING ...cuuiiiiiiiiiiiiiie ettt ete et e et e et e et eeteeeaeseaseanssensaenseensannsannsenns 22

Section 3: Member Benefit INformation.....ccccceuveiiieieiiieiiiiiieiiiiieiiiiiiiiiiieniicienececenececenenes 25
A. Member Benefits and SErviCeS.....c.ciiiiuiiiiiiiiiiiiiiiiiii et 25
B. Non-Covered Meridian/MediCaid SEIVICES ...c..ciiiuiiiiiiiiiiiiiiiii ettt ettt et e e et e eeanee 26
C. Medicaid Services Covered Outside Meridian Medicaid Benefit ........cc.ccccuiiiiiiiiiiiiiiiiiinciennnee. 27
D. Pharmacy Benefit ManagemeEnt ... ..ottt e e ete et et et e e e e e e e e enaes 27
E. Member Self-Referrals .....coiiiiiiiiiiiiiiiiiii ettt e 28
F. Federally Qualified Health Centers (FQHQC) ... i et eese e e s e s e e e 29
G. NON-EMergency TranSPOratiON ... e ittt eteete et e et et e et eeneeneeeneenssenssensaensannsenns 29
H. AdVANCE DIrBCTIVES .ceuiiiniiiiiiiiiiie e st s e et st st s e eanaes 30

Section 4: Utilization Management.......ccciciieiiiiieiiiiiieiiiiiieieisetecerseceressecerossesessssssessssssessasssessass 31
LN @ =T V1= PPN 31
B. Mental Health Outpatient Visits and PIHP ReferralS......ccccoviviiiiiiiiiiiiiiiiiiiie e eeeenes 34
C. Specialty NetWOrk ACCESS t0 CAre .cuuiuuiiniiiiiiiiiieiie ettt e e eie e e e e e et et et st sasensansanaanees 34
D. Denials, Reconsideration and PEEr 10 PEeI ...ttt eeees 36

mimeridian.com Meridian Medicaid Provider Manual- Michigan (Revised 01/2026) 2


http://www.mhplan.com/

E. POST-ServiCe Provider APPEAL. ..cu e ittt et et et et et e e e ee e st st sasensaneanaannes 36
F. Rapid Dispute RESOLULION PrOCESS .uuiuiiiiiiiiiii et eie et et e et et et sae e eaa s eaasnaansnanns 38
G. MOdEl Of CAre OVEIVIEW.....iivuniiiiiiiiiiiiiiiiiiin ittt et eti et s eta s era s etanseanesernaeannes 38
[ P O = @ oo ] o [T a T 14 o] o [ PPN 39
[.  Prenatal/Postpartum ProgramiS ... ittt ettt et et e e e e eneee et eeaeeneeneeneennan 39
B Yo = o | PPN 40
Section 5: Billing and Payment........ccceiiiiieiiiieiiiiieiieiietieesecersssecersssesessssssesssssssssassssssssnssssesess 44
A. Billing and Claims PaymMeENnt .. ... ittt et e e s teaeeneenesnseassassensensansensensennes 44
B. Claims BilliNg REQUITEMENT ...vuiiniiiiiiiiiiiriirtie ettt ettt et e tetneansanesneasessessensensensensnnssnnes 45
OF o (oYY o [=] ST o 1T o] | Lot S 46
[ B Ao 101 4 =] o) £ SRR 47
E. Grievance and ApPPEalS PrOCESS ..uuiiuiiiiiiiiiiiii ettt ete e e e e eaesae et eassaneansansansenssnssnnees 50
F. Coordination of BENEfitsS (COB)....iiiiiiiiiiii ettt rteeteee e e et eaeeaneeneaneensensensensenssnnees 52
G. Fraud, Waste and Abuse Overpayment and RECOVEIY ....c..iuniiiiiiiiiiiieiieiieeeeeeteere et eeeeeeaeanens 53
Section 6: Quality Improvement Program ....cciciiiiiiiiieiiiiiiiiieieiiiiietettetetecesesesssesesssssssssessseses 54
F AW [ 011 oo [V Tex 1 o o PPN 54
B. QIP GOoals and OB JECHIVES ..vuiiiiiiiieiieiie ettt ettt eteeaeeasaaeassassansensensensensensenssnssnnees 54
C. QIP ProcessSes and OUTCOMES ..uuniiiiiiiiieieeeieieie ettt eteeeeneneteaeaeseneneneneseseseserasnsnenensaesesnns 58
D. Provider Opportunities in QIP ACTIVITIES c.uuiniiniiiiieie e e e e e e ae e e e e 58
E. CoNtractual ArTanZEMENTS . cuuiiueiii it ittt ete e ete et ettt startastaeetne st sanseensssnsesasesnsesssennsennses 60
F. Confidentiality and ConfliCt Of INTEreSt. . u. v v s e eae e eaeaneaa e 66
(CT =T o g ] o1 T | () VPO PP PRSPPI 67
Section 7: Provider Functions and Responsibilities ....ccccecieiiiiiiiiiiiiiiieiiiieietieiecereececercececescnens 68
A. Primary Care/Managed Care PrOSIam .. ... i iiuieie i ettt ete et ete et eeeeensennsennsasnsensanssennsenns 68
B. PCP Prior Authorization and Referral ProCedUIes ........couueiiiniiiiiiiiiiiiiiieie et 68
C. Corporate Reporting REQUITEMENTS ..cvuivniiiiiiiiiieiieieie ettt et teeeetnetnetnetnssssssssnssassessessansensens 68
D. Encounter Reporting REQUITEMENTS c..vuiiniiiiiiiiiiieiie ettt et et et eteeneeneeassnnsansensensansannes 68
E. Electronic Visit VerifiCation......ccuv ettt 69
F. Provider Intentto Discharge Member from Care ......ccuuvieiiiiiiiiiiiiiie ettt eeeeveereennes 69
G. Voluntary Provider TermMINatiONS ....cuu ittt et et e e e aneenetneenseassassensensensensensees 70
H. Medical Care ACCeSS Standards .......c.uvviiuiiiiiiiiiiiiiiiiii et eaaa e 70
I. 24-Hour PCP Member Responsibility/Accountability ......ccoeeuviuiiiiiiiiiiiiii e eveeaas 71
Jo OffiCE WaAITING TIME ettt ettt ettt ete et e et e et e et et saansasnsasnsannsannsannsennsennns 72
K. Access and Availability Remediation ProCeSS.....cciii ittt ees 72
SIEE VSIS ceeuiiiiiiiiiii it et e et e e e ea s eaa e aaes 73

mimeridian.com Meridian Medicaid Provider Manual- Michigan (Revised 01/2026) 3


http://www.mhplan.com/

M. Substance ADUSE RETEITALS ..ccuuuiiiiiiii ettt e e e et s et e e 73
N. Maternal Support Services/INfant SUPPOIt SEIVICES ..cuuiiiiiiiiieiie e e 73
O. Fraud, Waste, and ADUSE ......ciiiuiiiiiiiiiiiiiiii ittt e e e 74
P. NON-DiSCrIMINGTION...ccuuiiiiiiiiiiii ittt et et et s era s enaaseenaneas 76
Q. Provider Credentialing/Re-Credentialing........c.ciueiieiie it eie e et et eee et eeneeeneaeneenns 76
R. Medical Care ACCESS StaNdards ... .ceuuuiiiniiiiieii ettt ettt e e e eene s et s e raaeeeenees 79
S. Provider/Staff EAUCation and TraiNiNg .....cu i iiiiiiiiiiie ettt e e eeteeieenseaeansensensensenssnnses 85
T LANEUAZE SEIVICES tiuiiniiniiiiiiieie ettt ettt etetetetnetuetuseustessessensessensenstnstnsssssnssnssnssesssnsenses 85
Section 8: Clinical Practice GUIdeliNesS......ccccvuieeninieienininieiinieieiiieieitieieiicerentcerencecesencecesennes 87
A. Clinical Practice GUIELINES ..c..uiiiiiiiieiiiee ettt et e e e eee e et s e neneeeenenes 87
Appendix I: Enrollee Rights & Responsibilities ....ccccviiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiieieietsessssesesens 88
Appendix [l: SAMPLe CMS FOIMS ...vieiiiieieieiieieierieteiersesetessssesessssssssssssssssssssssssssssssssssssssssssasssnss 90
A. SAMPLE CMS 1500 FOIM cuiniiiii ittt e e ee ettt ettt et et eaneansensanessssassassessessansensansennes 90
B. CMS 1500 FOrmM GUIAELNES ...cvuuiiiiiiiiieiii ettt et et et e et e et e e eee e eenseena s eraneseenenas 91
Appendix Ill: SamMpPle UB-04 FOIrMS ...ccciiiiieiieieieiieieterieceteriecetessecesessacesessacesessssesassasessssasessssnsess 96
AV Y- [0 q] o] (=] U1 3 o] 1 o o IO PP PPN 96
B. UB FOIrmM GUIAELINES ..ceuuiiiiiiiiiiiiiiiiiii ittt et et et et e eea s eaaaeeas 97
Appendix IV: Electronic Funds Transfer and Electronic Remittance........cccceeveieirieceiiecacernnanens 107
Appendix V: Third Party COVErage .....ccccuieiiiiieiiiiienirenisesisasesestsasssasssssssssssssssssssssssssssssssasssasasass 107

mimeridian.com Meridian Medicaid Provider Manual- Michigan (Revised 01/2026) 4


http://www.mhplan.com/

Section 1: General Information

A. Using the Meridian Provider Manual

The Meridian Provider Manual is designed specifically for Meridian Medicaid providers. This manual will
assist providers in understanding the specific policies, procedures, and protocols of the health
maintenance organization (HMO) contracted with the State to deliver and manage health care for
members.

How to Use this Manual

This Manual is designed to be a user-friendly informational tool. Meridian information is divided into
sections, including a master Table of Contents and a separate Table of Contents for each section.

To access information quickly, please follow these steps:

e Locate the section or topic in the master Table of Contents

e l|dentify the Section Number

e Tabto the appropriate section’s Table of Contents

e Findthe page number in that section that is associated with the topic of interest

You may also access a copy of the Provider Manual on the Meridian website at mimeridian.com.

Updates and Revisions

The Provider Manual is a dynamic tool and will continue to evolve with Meridian’s expansions and changes.
Minor updates and revisions will be communicated to providers via Provider Bulletins. Information
delivered in Provider Bulletins replaces the information found in the body of the existing Provider Manual.

Major revisions of the information in the Provider Manual will result in publication of a revised edition that
will be distributed to all providers, replacing older versions of the Manual. The most current version of the
Manual is always available on the Meridian website at: mimeridian.com.

B. Meridian Medicaid HMO Definition
Meridian is a health maintenance organization (HMQO) contracted with the Michigan Department of Health
and Human Services (MDHHS) to provide medical services to Medicaid members who are enrolled with

Meridian.

Meridian is a health plan that provides, arranges for, and manages all Medicaid-covered services as
defined by the Comprehensive Healthcare Program for Medicaid-eligible people.

mimeridian.com Meridian Medicaid Provider Manual- Michigan (Revised 01/2026) 5


http://www.mhplan.com/
https://mimeridian.com
https://mimeridian.com

Corporate Telephone Directory
The following table shows Meridian’s key corporate contacts and their functions.

Contact and Service Function Telephone Number

Customer Service/Member Services

e Primary Care Provider (PCP) changes

e Verify member eligibility

e Obtain member benefits

e Obtain general information and assistance
e Determine authorization request status
e Record member personal data change
e Obtain member benefit interpretation

e File complaints and grievances

e Verify/record newborn coverage

e Third Party Liability questions

e Dental Services

888-437-0606

Provider Services

e Discussrecurring problems and concerns
Provider education assistance

e Primary care administration

Update provider demographic information

888-773-2647

Mental Health Outpatient Services

e Member may contact Meridian directly for information regarding
behavioral health services. Meridian is responsible for outpatient
behavioral health services for members with mild to moderate
behavioral health conditions.

e No prior authorization is required

e Meridian supports the coordination of care and sharing of treatment
information between the PCP and the behavioral health provider

888-437-0606

Pharmacy Benefit Manager
e Prior Authorizations

866-984-6462

Non-Emergent Transportation

e Coordinate Non-Emergent Transportation

e Non-Emergent Transportation for Plan Covered Benefits and PIHP BH
Authorized Services

800-821-9369

mimeridian.com
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C. Provider Roles and Responsibilities

This section describes the expectations for PCPs, specialists, hospitals, and ancillary providers who are
contracted with Meridian.

PCP Roles and Responsibilities

Each Meridian Medicaid-eligible member selects a PCP who is responsible for coordinating the member’s
total health care. If the member does not select a PCP, one is assigned to him or her through the auto-
assignment process. PCPs are required to work 20 hours per week per location. They must also be
available 24 hours a day, 7 days a week. Please refer to Section 8: Provider Functions and Responsibilities
for further details.

All covered health services are either delivered by the PCP or are referred/approved by the PCP and/or
Meridian, except for required direct access benefits or self-referral services. There are certain services that
also require prior authorization from Meridian. Please reference Section 4: Utilization Management for
further details.

Specialty Care Provider Roles and Responsibilities

Meridian recognizes that the specialty provider is a valuable team member in delivering care to our
members. Some of the key specialty provider roles and responsibilities include:

e Rendering services requested by the PCP
e Communicating with the PCP regarding medical findings in writing
e Obtaining prior authorization before rendering any services not specified on the original authorization
e Confirming member eligibility and benefit level prior to rendering services
e Providing a consultation report to the PCP within 60 days of the consult
e Providing the lab or radiology provider with:
o The PCP and/or prior authorization number (when necessary)
o The member’s Medicaid ID number

Specialists may also contact Meridian to verify and request prior authorization for services. Please
reference Section 4: Utilization Management and Disease Management for further details.

Hospital Roles and Responsibilities

Meridian recognizes that the hospital is a valuable team member in delivering care to our members. Some
essential hospital responsibilities include:

e Coordination of discharge planning with Meridian Utilization Management staff

e Coordination of mental health/substance abuse care with the PCP, the health plan and the
appropriate county agency or provider

e Obtaining the required prior authorization before rendering services

e Communication of all pertinent patient information to both Meridian and the member’s PCP

e Communication of all emergent hospital admissions to the Meridian Utilization Management staff
within one business day of admission
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Ancillary/Organizational Provider Roles and Responsibilities

Meridian recognizes that the ancillary provider is a valuable team member in delivering care to Meridian
members. Some critical ancillary provider responsibilities include:

o Confirming member eligibility and benefit level prior to rendering services

e Being aware of any limitations, exceptions, and/or benefit exclusions that are applicable to Meridian
members

e Obtaining the required prior authorization before rendering services
e Communication of all pertinent patient information to Meridian and the member’s PCP

Section 2: Member-Related Information

A. Meridian Member Services Department

The Meridian Member Services department exists for the benefit of our members and providers by
responding to all questions about Meridian benefits, policies, and procedures.

Member Services Department
Toll-Free: 888-437-0606

Meridian phone lines are open Monday-Friday from 8 a.m. to 6:30 p.m. for the following types of issues:
Eligibility for benefits, member requests for PCP changes, complaints or grievances, status authorization
requests, nurse advice lines, hospital discharges, non-emergent medical transportation.

e Eligibility for benefits

e Non-emergent medical transportation

e Memberrequests for PCP or site changes
e Complaints or grievances

e Status authorization requests

e Nurse advice lines

e Hospital discharges

We have 24/7 availability to status claims and eligibility information through our IVR and provider portal.
B. Member Rights and Responsibilities

Meridian prides itself on the care and customer service it provides to its members. As a contracted
Meridian provider, please familiarize yourself and your staff with the following member rights in order to
provide the best possible care. Meridian and contracted providers must comply with all requirements

concerning member rights. If there are any questions, please call Meridian Member Services at 888-437-
0606. For a full list of Enrollee Rights see Appendix I.
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Members Have the Right To:

Receive information on beneficiary and plan information.

Be treated with respect and with due consideration for his or dignity and privacy.

Receive Culturally and Linguistically Appropriate Services (CLAS)

Confidentiality

Participate in decisions regarding his or her health care, including the right to refuse treatment and
express preferences about treatment options.

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

Request and receive a copy of his or her medical records, and request those be amended or
corrected.

Be furnished health care services consistent with this Contract and State and federal regulations.
Be free to exercise his or her rights without adversely affecting the way the Contractor, Providers, or
the State treats the Enrollee.

Be free from other discrimination prohibited by State and federal regulations.

Receive information on available treatment options and alternatives, presented in a manner
appropriate to the Enrollee’s condition and ability to understand.

Members Have the Responsibility To:

Supply information, to the extent possible, that the organization and its practitioners and providers
need in order to provide care

Follow plans and instructions for care that they have agreed on with their practitioners

Understand their health problems and participate in developing mutually agreed upon treatment
goals to the best degree possible

Contribute toward their own health, including appropriate behavior

C. Member Identification

When a member joins Meridian, he or she will receive a member ID card sent by first class mail within ten
business days. A separate card will be provided for each member of the family. The Meridian ID Card will
include the following:

Member Name

Medicaid ID Number

Member Services Phone Number
Other Special Instructions

Members must bring their Meridian ID card with them every time they need to access medical services
within the Meridian provider network. Members are not to share cards with anyone else. If there are any
questions, please call Member Services at 888-437-0606.
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Lost ID Cards

If a Meridian ID card is lost, Meridian can send the member a new one. Ask the member to call Member
Services at 888-437-0606. A replacement card will be sent directly to the member within seven to 10
business days.

D. Eligibility Verification

Member eligibility changes frequently, so it is important to verify eligibility prior to rendering services to a
member.

To verify if a member is currently eligible to receive services through Meridian, the following steps must be
followed:

1. Request that the member present his/her Meridian ID card at each encounter

2. Request that the member present his/her green plastic MiHealth ID card, which is generated at the
time of enrollment in the Medicaid program

3. Review your PCP monthly eligibility report

4. Verify online utilizing the Meridian Provider Portal each time the member appears at the office for
care or referrals

5. Call Member Services at 888-437-0606 for assistance with eligibility determinations

If you find any discrepancies between a member’s Medicaid ID card and/or your monthly eligibility report,
please contact Member Services at 888-437-0606 for further assistance. You can also log into CHAMPS
and verify a member’s eligibility by visiting https://milogintp.michigan.gov.

E. PCP Identification

Call the Meridian Member Services department at 888-437-0606 or utilize the Meridian Provider Portal to
identify a member’s PCP location if the member is not listed on your monthly eligibility report.

To comply with Health Insurance Portability and Accountability Act (HIPAA) regulations, you must have the
member’s Medicaid ID number, full name and date of birth to obtain any member information.

F. How to Change a Member’s PCP

The member must call the Meridian Member Services department at 888-437-0606 to request a PCP
change. In most cases, the requested PCP change will take effect immediately. Meridian also has a PCP
change form that is available for our providers. If you are interested in obtaining this form, please contact
us through the Provider Relations Inquiry Form, located on our website, mimeridian.com.

G. Member Enrollment and Disenrollment
Enrollment in Medicaid health plans is coordinated by Michigan ENROLLS. Michigan ENROLLS is
contracted with the State of Michigan to enroll clients into Medicaid health plans, offer provider

participation information, and assist members with changing health plans. At the time of enrollment, the
member is required to select a primary care provider (PCP) from Meridian’s PCP network. At any time after
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the initial PCP assignment, the member may call Meridian to select a different PCP of his or her choice. The
new member will be identified on their selected PCP’s next monthly eligibility report and on each report
thereafter as long as the member is still eligible for Medicaid services.

At times, members may temporarily lose eligibility. If they lose eligibility and regain eligibility within a two-
month period of time, they will be re-assigned to Meridian and the prior PCP site unless they request
otherwise. If the member wishes to disenroll from Meridian, he or she should contact Meridian Member
Services at 888-437-0606 for more information.

H. New Meridian Member Information

The list below identifies some of the important information shared with new members when they join
Meridian:

e Members may select a Meridian in-network primary care provider (PCP) of their choice for each
eligible family member. Members may change their PCP by calling the Member Services department
at 888-437-0606 and requesting a PCP change

e Members should contact their PCP to provide or arrange for all medical care. Members cannot go to
specialists without a referral from their PCP, with the exception of self-referrals. If a member goes to
another provider without an appropriate referral and prior authorization from the PCP, Meridian may
not pay for services rendered

e Ifamember has been seeing a PCP that does not contract with Meridian, he or she will not be able to
continue to see this provider unless the provider elects to join the Meridian provider network

e If an out-of-network provider is treating a member for a serious health condition or pregnancy, the
member must contact the Member Services department immediately. Meridian will work with the
member to assure that the member’s health care is not disrupted while transferring to an in-network
provider. Meridian will review the medical records for continuity of care to determine a specific time
frame for approval of out-of-network care and the transfer to an in-network provider

e Members who have certain identified chronic illnesses may select a specialty provider from the
Meridian network to act as their PCP

e |fthe member’s Medicaid eligibility terminates, so does his or her Meridian coverage
Additional details surrounding Meridian coverage are described in the Meridian Member Handbook, which
is mailed to each new member. Members are invited to call the Member Services department with any
questions at 888-437-0606.

I. Durable Power of Attorney

Michigan Notice to Patients

Required by the Patient Self-Determination Act: The State of Michigan has authorized the use of the
Medical Durable Power of Attorney for health care. This allows you to choose another person to make
decisions about your care, custody and medical treatment if you cannot make these decisions for yourself.
This way, your desire to accept or refuse medical treatment is honored when you cannot participate in your
medical treatment decisions.
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J. Notice of Privacy Practices

Pursuant to regulations under the Health Insurance Portability and Accountability Act (HIPAA), all
providers must provide adequate notice of the provider’s privacy practices. Providers should have such
notice available at their office upon request by any member and should post the notice in a clear and
prominent location. The following Notice of Privacy Practices may be used for this purpose and is
compliant with the Health Insurance Portability and Accountability Act (HIPAA) regulations. For specific
requirements, see 45 C.F.R. 164.520.

Meridian
Notice of Privacy Practices

Effective 1/1/2026

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

Covered Entity’s Duties:

Meridian is a Covered Entity as defined and regulated under the Health Insurance Portability and
Accountability Act of 1996 (HIPAA). Meridian is required by law to maintain the privacy of your Protected
Health Information (PHI), provide you with this Notice of our legal duties and privacy practices related to
your PHI, abide by the terms of the Notice that is currently in effect, and notify you in the event of a breach
of your unsecured PHI.

This Notice describes how we may use and disclose your PHI. It also describes your rights to access,
amend and manage your PHI and how to exercise those rights. All other uses and disclosures of your PHI
not described in this Notice will be made only with your written authorization.

Meridian reserves the right to change this Notice. We reserve the right to make the revised or changed
Notice effective for your PHI we already have as well as any of your PHI we receive in the future. Meridian
will promptly revise and distribute this Notice whenever there is a material change to the following:

e The Uses or Disclosures

e Yourrights

e Ourlegal duties

e Other privacy practices stated in the notice

We will make any revised Notices available on our website or through a separate mailing.

Internal Protections of Oral, Written, and Electronic PHI:

Meridian protects your PHI. We are also committed in keeping your race, ethnicity, and language (REL), and
sexual orientation and gender identity (SOGI) information confidential. We have privacy and security
processes to help.
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These are some of the ways we protect your PHI:

We train our staff to follow our privacy and security processes.

We require our business associates to follow privacy and security processes.

We keep our offices secure.

We talk about your PHI only for a business reason with people who need to know.
We keep your PHI secure when we send it or store it electronically.

e We use technology to keep the wrong people from accessing your PHI.

Permissible Uses and Disclosures of Your PHI:

The following is a list of how we may use or disclose your PHI without your permission or authorization:

Treatment - We may use or disclose your PHI to a physician or other health care provider providing
treatment to you, to coordinate your treatment among providers, or to assist us in making prior
authorization decisions related to your benefits.

Payment - We may use and disclose your PHI to make benefit payments for the health care services
provided to you. We may disclose your PHI to another health plan, to a health care provider, or other entity
subject to the federal Privacy Rules for their payment purposes. Payment activities may include processing
claims, determining eligibility or coverage for claims, and reviewing services for medical necessity.

Healthcare Operations - We may use and disclose your PHI to perform our healthcare operations. These
activities may include providing customer service, responding to complaints and appeals, and providing
care management and care coordination.

In our healthcare operations, we may disclose PHI to business associates. We will have written
agreements to protect the privacy of your PHI with these associates. We may disclose your PHI to another
entity that is subject to the federal Privacy Rules. The entity must also have a relationship with you for its
healthcare operations. This includes the following:

Quality assessment and improvement activities.

Reviewing the competence or qualifications of healthcare professionals.
Case management and care coordination.

Detecting or preventing healthcare fraud and abuse.

Your race, ethnicity, language, sexual orientation, and gender identity are
protected by the health plan’s systems and laws. This means information you provide is private and
secure. We can only share this information with health care providers. It will not be shared with others
without your permission or authorization. We use this information to help improve the quality of your care
and services.
This information helps us to:

o Better understand your healthcare needs.

o Know your language preference when seeing healthcare providers.

o Providing healthcare information to meet your care needs.

mimeridian.com Meridian Medicaid Provider Manual- Michigan (Revised 01/2026) 13


http://www.mhplan.com/

o Offer programs to help you be your healthiest.

This information is not used for underwriting purposes or to make decisions about whether you are able to
receive coverage or services.

Group Health Plan/Plan Sponsor Disclosures - We may disclose your PHI to a sponsor of the group
health plan, such as an employer or other entity that is providing a health care program to you, if the
sponsor has agreed to certain restrictions on how it will use or disclose the protected health information
(such as agreeing not to use the protected health information for employment-related actions or
decisions).

Other Permitted or Required Disclosures of Your PHI:

e Fundraising Activities - We may use or disclose your PHI for fundraising activities, such as raising
money for a charitable foundation or similar entity to help finance their activities. If we do contact
you for fundraising activities, we will give you the opportunity to opt-out, or stop, receiving such
communications in the future.

e Underwriting Purposes — We may use or disclose your PHI for underwriting purposes, such as to
decide about a coverage application or request. If we do use or disclose your PHI for underwriting
purposes, we are prohibited from using or disclosing your PHI that is genetic information in the
underwriting process.

e Appointment Reminders/Treatment Alternatives - We may use and disclose your PHI to remind
you of an appointment for treatment and medical care with us or to provide you with information
regarding treatment alternatives or other health-related benefits and services, such as information
on how to stop smoking or lose weight.

e AsRequired by Law - If federal, state, and/or local law requires a use or disclosure of your PHI, we
may use or disclose your PHI information to the extent that the use or disclosure complies with
such law and is limited to the requirements of such law. If two or more laws or regulations
governing the same use or disclosure conflict, we will comply with the more restrictive laws or
regulations.

e Public Health Activities - We may disclose your PHI to a public health authority for the purpose of
preventing or controlling disease, injury, or disability. We may disclose your PHI to the Food and
Drug Administration (FDA) to ensure the quality, safety or effectiveness of products or services
under the jurisdiction of the FDA. This includes Substance Use Disorder (SUD) records.

e Victims of Abuse and Neglect - We may disclose your PHI to a local, state, or federal government
authority, including social services or a protective services agency authorized by law to receive
such reports if we have a reasonable belief of abuse, neglect or domestic violence.

e Judicial and Administrative Proceedings - We may disclose your PHI in response to an

administrative or court order. We may also be required to disclose your PHI to respond to a
subpoena, discovery request, or other similar requests.

mimeridian.com Meridian Medicaid Provider Manual- Michigan (Revised 01/2026) 14


http://www.mhplan.com/

e Law Enforcement - We may disclose your relevant PHI to law enforcement when required to do so
for the purposes of responding to a crime

e Substance Use Disorder (SUD) Records - We will not use or disclose your SUD records in legal
proceedings against you unless:
o We receive your written consent, or
o Wereceive a court order, you’ve been made aware of the request and been given a chance
to be heard. The court order must include a subpoena or similar legal document requiring a
response.

e Coroners, Medical Examiners and Funeral Directors - We may disclose your PHI to a coroner or
medical examiner. This may be necessary, for example, to determine a cause of death. We may
also disclose your PHI to funeral directors, as necessary, to carry out their duties.

e Organ, Eye and Tissue Donation - We may disclose your PHI to organ procurement organizations.
We may also disclose your PHI to those who work in procurement, banking or transplantation of
cadaveric organs, eyes, and tissues.

e Threats to Health and Safety - We may use or disclose your PHI if we believe, in good faith, that
the use or disclosure is necessary to prevent or lessen a serious or imminent threat to the health or
safety of a person or the public.

e Specialized Government Functions - If you are a member of U.S. Armed Forces, we may disclose
your PHI as required by military command authorities. We may also disclose your PHI to authorized
federal officials for national security concerns, intelligence activities, The Department of State for
medical suitability determinations, the protection of the President, and other authorized persons
as may be required by law.

e Workers’ Compensation - We may disclose your PHI to comply with laws relating to workers’
compensation or other similar programs, established by law, that provide benefits for work-related
injuries or illness without regard to fault.

e Emergency Situations - We may disclose your PHI in an emergency situation, or if you are
incapacitated or not present, to a family member, close personal friend, authorized disaster relief
agency, or any other person previously identified by you. We will use professional judgment and
experience to determine if the disclosure is in your best interest. If the disclosure is in your best
interest, we will only disclose the PHI that is directly relevant to the person's involvement in your
care.

e Inmates - If you are an inmate of a correctional institution or under the custody of a law
enforcement official, we may release your PHI to the correctional institution or law enforcement
official, where such information is necessary for the institution to provide you with health care; to
protect your health or safety; or the health or safety of others; or for the safety and security of the
correctional institution.

e Research - Under certain circumstances, we may disclose your PHI to researchers when their
clinical research study has been approved and where certain safeguards are in place to ensure the
privacy and protection of your PHI.

mimeridian.com Meridian Medicaid Provider Manual- Michigan (Revised 01/2026) 15


http://www.mhplan.com/

Uses and Disclosures of Your PHI That Require Your Written Authorization:

We are required to obtain your written authorization to use or disclose your PHI, with limited exceptions,
for the following reasons:

e Sale of PHI - We will request your written authorization before we make any disclosure that is
deemed a sale of your PHI, meaning that we are receiving compensation for disclosing the PHI in
this manner.

e Marketing — We will request your written authorization to use or disclose your PHI for marketing
purposes with limited exceptions, such as when we have face-to-face marketing communications
with you or when we provide promotional gifts of nominal value.

e Psychotherapy Notes —We will request your written authorization to use or disclose any of your
psychotherapy notes that we may have on file with limited exception, such as for certain treatment,
payment or healthcare operation functions.

You have the right to revoke your authorization, in writing at any time except to the extent that we have
already used or disclosed your PHI based on that initial authorization.

Individuals Rights:

The following are your rights concerning your PHI. If you would like to use any of the following rights,
please contact us using the information at the end of this Notice.

Right to Request Restrictions - You have the right to request restrictions on the use and disclosure of your
PHI for treatment, payment, or healthcare operations, as well as disclosures to persons involved in your
care or payment of your care, such as family members or close friends. Your request should state the
restrictions you are requesting and state to whom the restriction applies. We are not required to agree to
this request. If we agree, we will comply with your restriction request unless the information is needed to
provide you with emergency treatment. However, we will restrict the use or disclosure of PHI for payment
or health care operations to a health plan when you have paid for the service or item out of pocket in full.

Right to Request Confidential Communications - You have the right to request that we communicate
with you about your PHI by alternative means or to alternative locations. This right only applies if the
information could endanger you if it is not communicated by the alternative means or to the alternative
location you want. You do not have to explain the reason for your request, but you must state that the
information could endanger you if the communication means or location is not changed. We must
accommodate your request if it is reasonable and specifies the alternative means or location where your
PHI should be delivered.

Right to Access and Receive a Copy of your PHI - You have the right, with limited exceptions, to look at or
get copies of your PHI contained in a designated record set. You may request that we provide copiesin a
format other than photocopies. We will use the format you request unless we cannot practicably do so.
You must make a request in writing to obtain access to your PHI. If we deny your request, we will provide
you a written explanation and will tell you if the reasons for the denial can be reviewed. We will also tell you
how to ask for such a review or if the denial cannot be reviewed.
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Right to Amend your PHI - You have the right to request that we amend, or change, your PHI if you believe
it contains incorrect information. Your request must be in writing, and it must explain why the information
should be amended. We may deny your request for certain reasons, for example if we did not create the
information you want amended and the creator of the PHI is able to perform the amendment. If we deny
your request, we will provide you a written explanation. You may respond with a statement that you
disagree with our decision and we will attach your statement to the PHI you request that we amend. If we
accept your request to amend the information, we will make reasonable efforts to inform others, including
people you name, of the amendment and to include the changes in any future disclosures of that
information.

Right to Receive an Accounting of Disclosures - You have the right to receive a list of instances within the
last 6-year period in which we or our business associates disclosed your PHI. This does not apply to
disclosure for purposes of treatment, payment, health care operations, or disclosures you authorized and
certain other activities. If you request this accounting more than once in a 12-month period, we may
charge you a reasonable, cost-based fee for responding to these additional requests. We will provide you
with more information on our fees at the time of your request.

Right to File a Complaint - If you feel your privacy rights have been violated or that we have violated our
own privacy practices, you can file a complaint with us in writing or by phone using the contact information
at the end of this Notice.

You can also file a complaint with the Secretary of the U.S. Department of Health and Human Services
Office for Civil Rights by sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201 or
calling 1-800-368-1019, (TTY: 1-800-537-7697 or visiting hhs.gov/hipaa/filing-a-complaint/ index.html.
WE WILL NOT TAKE ANY ACTION AGAINST YOU FOR FILING A COMPLAINT.

Right to Receive a Copy of this Notice - You may request a copy of our Notice at any time by using the
contact information listed at the end of the Notice. If you receive this Notice on our web site or by

electronic mail (email), you are also entitled to request a paper copy of the Notice.

Contact Information

Questions about this Notice: If you have any questions about this notice, our privacy practices related to
your PHI or how to exercise your rights you can contact us in writing or by phone by using the contact
information listed below.

Meridian

Attn: Privacy Official

777 Woodward Ave., Suite 700
Detroit, Ml 48226
1-888-437-0606

(TTY:711)
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K. Member Satisfaction

Meridian and its network providers are committed to providing and maintaining a consistently high level of
member satisfaction. All providers and their office staff are expected to maintain a friendly and
professional image and office environment for members, other providers and the general public. The
survey asks members to rate their provider on how well they communicate and other items specific to the
providers. It is important for providers and office staff to know of patient attitudes and improve the
patient’s experience with the provider and office staff. If you need additional support in identifying areas for
improvement, contact us through the Provider Relations Inquiry Form, located on our website,
mimeridian.com. Providers must maintain adequate levels of staff to provide for timely and effective
services for Meridian members. Member Services functions are a requirement of the provider initial
orientation and ongoing network provider education.

Meridian conducts annual surveys to determine current levels of member satisfaction with the health plan,
providers and specialists to identify areas of potential plan improvement. PCPs and their office staff are
expected to cooperate and assist Meridian with obtaining data for these surveys. PCPs will be notified in
advance of their required participation and the timeframes in which the annual surveys will be conducted.

L. Member Grievances and Appeals

Meridian monitors member grievances and appeals as another indicator of member satisfaction. The
following is a summary of the grievance and appeal processes as written for Meridian members.

Member Grievance

A grievance is an expression of dissatisfaction, including complaints, directed to Meridian about any
matter other than an action (denied, reduced or terminated service) that can be appealed. A few examples
of a grievance are:

A member cannot get an appointment with his/her provider in a timely manner
A member cannot get a referral from his/her provider in a timely manner

A member has been denied any of his/her rights as a Meridian member
Quality of care of services provided

If a member has a grievance or concern with their healthcare provider or Meridian, we want them to tell us
about it. They may call Member Services at 888-437-0606 to file a grievance.

Meridian is required to respond to a Grievance in writing no later than 90 days from the filing date. Meridian
will reach out directly to the provider/hospital system in attempt to obtain a response during an
investigation within seven days. If the Grievance is clinically urgent, Meridian would expect a response
from the provider/hospital system as soon as possible, or no later than 24 hours.

Meridian offers an Informal Grievance process to resolve member complaints while they are at a provider’s

office or when they call on the phone. In most cases, Meridian will work with them to resolve the issue in
just one phone call.
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If members are not happy with the outcome, they can file a Formal Grievance. Members must include a
phone number where we can call them for more information.
The address to file a Formal Grievance is:

Meridian Michigan
Grievance Department
P.O. Box 10353
Van Nuys, CA 91410-0353
Meridian will notify the member and/or the authorized representative by sending a letter within five
business days of receiving the grievance. A Grievance will be resolved within 90 calendar days. Meridian
will send a response in writing to the member and/or the authorized representative.

Member Appeals

An appeal is a request for review of a decision made by Meridian to deny, reduce, or terminate a requested
service. Afew examples are:

o Anappeal of a denied service based upon medical necessity
e Anappeal of a denied payment (in whole or part) for a service
o An appeal of a denied service, such as physical therapy, that was previously authorized

Non-Urgent Pre-Service Appeal

Members have 60 days to file an appeal from the date of the denied service. All written or verbal
communication by a member regarding dissatisfaction with a decision to deny, reduce or terminate a
clinical service based on medical necessity or on benefit determination is to be considered an appeal.

A provider or other authorized representative of the member such as family member, friend or attorney
may file an appeal on the member’s behalf with the member’s written permission. The member must
submit written permission to Meridian for an authorized representative to appeal on their behalf.

Members can appeal by writing to the Meridian Appeals Coordinator or by calling Member Services toll free
at 888-437-0606. If members write to us, they must include a phone number where they can be reached so
we can let them know that their appeal has been received.

The address to file an appealis:
Meridian Michigan
Appeals Department
P.O.Box 10353
Van Nuys, CA 91410-0353

Within three days of receiving the appeal, Meridian will notify the member of all the information that is
needed to process the appeal. We will make a decision within 30 days of receiving the member’s appeal
request. We will make a decision within 10 calendar days for members enrolled in the Children's Special
Health Care Service program. Members and their PCP, as well as any other provider involved in the appeal,
will be notified of the outcome of the appeal in writing
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A provider with the same or like specialty as the treating provider will review the appeal. It will not be the
same provider as the one who made the original decision to deny, reduce, or stop the medical service.

Expedited Appeals

A member or their provider may call Member Services at 888-437-0606 to file an expedited appeal if they
think that their situation is clinically urgent and reviewing the appeal in the standard timeframe could:
e Seriously jeopardize the life or health of the member or the member’s ability to regain maximum
function based on a prudent layperson’s judgment or in the opinion of a practitioner with
knowledge of the member’s medical condition

o Would subject the member to severe pain that cannot be adequately managed without the care or
treatment

The member will need confirmation from their provider that the appeal is urgent. Within 24 hours of
receiving the appeal, Meridian will notify the member of all the additional information that is needed to
process the appeal. We will make a decision about the appeal within 72 hours of receiving the expedited
appeal request.

The member and their PCP, as well as any other provider involved in the appeal, will be notified verbally of
the outcome of the appeal. A written notification will follow.

No punitive action will be taken against a practitioner or provider that requests an expedited resolution or
supports a member’s appeal.

External Review of an Appeal (Expedited)

Members have the right to request a determination by the Insurance Director or his/her designee, or by an
independent review organization under the Patient’s Right to Independent Review Act.

An expedited external appeal may be submitted by the member and/or the member’s authorized
representative within 10 days after the member receives an adverse determination from the health plan
only if the following are met:

e A provider must substantiate, either orally or in writing, that the standard time frame for review of
the grievance/appeal would seriously jeopardize the life or health of the member or would
jeopardize the member’s ability to regain maximum function; and

e The member has already filed a request for an expedited internal appeal with the health plan.

The request for external review should be submitted to the Director at the following address:

DIFS
Health Plans Division — Appeals Section
PO Box 30220
Lansing, M148909-7720
Phone: 877-999-6442
Fax: (517) 284-8853
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External Review of an Appeal (Non-Expedited)

Members have the right to request a determination by the Director or his/her designee, or by an
independent review organization under the Patient’s Right to Independent Review Act. Enrollees must first
exhaust the internal appeal process through the health plan before filing a request for an external review
with Department of Insurance and Financial Services (DIFS).

A request for an external review of a grievance/appeal may be submitted by the member and/or the
member’s authorized representative within 127 days after the enrollee receives an adverse determination
or final adverse determination from the health plan.

The request for external review should be submitted to the Director at the following address:
DIFS
Health Plans Division — Appeals Section
PO Box 30220
Lansing, M1 48909-7720
Phone: 877-999-6442
Fax: 517-284-8838

State Fair Hearing

At any time, within -120 days of receipt of the adverse appeal determination from the health plan, the
member may request a Fair Hearing from the Michigan Office of Administrative Hearings and Rules
(MOAHR) at the following address:

Michigan Office of Administrative Hearings and Rules
For the Department of Health and Human Services
PO Box 30763
Lansing, Ml 48909-7695
Fax: (517) 763-0146

The member does need to exhaust the health plan’s internal appeal process before requesting a Fair
Hearing from MDHHS. Members may be required to pay the cost of services provided while the appeal or
State Fair Hearing is pending.

M. Interpretive Services and Alternative Formats

Meridian can arrange for an interpreter to speak to a member in most language, free of charge. Alternative
formats of member communications are also available to members free of charge. Alternative formats
help members with different reading skills, backgrounds, or disabilities understand Meridian materials. A
member may call Member Services at 888-437-0606 to inquire about interpretive services or alternative
formats.

If a member is hearing or speech impaired, TTY/TDD services are available by calling the Michigan Relay
Service at 711, 24 hours a day, seven days a week. The Michigan Relay Service makes it possible for
hearing-impaired and/or speech-impaired persons to call Meridian. Meridian also operates a live chat
program from Monday-Friday, 8 a.m. - 5 p.m., where members can interact with a Member Services
Representative on our website at mimeridian.com.
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For members with vision problems, the Meridian Member Handbook and other materials are available in
large print and Braille. The Meridian website also has buttons to make the print bigger and simpler to read.

N. New Technology

Meridian wants to ensure our members have access to new technologies and procedures. Meridian
investigates all requests for new technology or a new application of existing technology. Information of
new technology/procedures is received from medical information, professional groups, Medicare, Food
and Drug Administration (FDA) releases, practitioners, members and other sources. This information goes
to a Meridian group comprised of providers and Meridian staff. Meridian may also use specialists to review
the information. The decision to approve or deny a new technology or procedure as a covered benefit is
made after review by these practitioners.

0. Critical Incidents Reporting

Meridian requires participating program providers to report all Critical Incidents that occur in a home and
community-based long-term services and supports delivery setting, including assisted-living facilities,
community-based residential alternatives, adult day care centers, other HCBS provider sites, and a
member’s home, if the incident is related to the provision of HCBS. Providers will be provided with Critical
Incident education materials and will have access to additional information via Meridian 's website.
Providers must participate in trainings offered by Meridian to ensure accurate and timely reporting all
critical incidents. Trainings may be offered at webinars, online learning and regional meetings.

Critical incidents include but are not limited to:
e Unexpected death of a program member
e Anyabuse, such as: physical, sexual, mental or emotional
e Theft or financial exploitation of a program member
e Severe injury sustained by a program member
e Medication error involving a program member
e Abuse and neglect and/or suspected abuse and neglect of a program member

Providers must contact Meridian’s Quality Improvement department with a verbal report of the incident
within 24 hours. The verbal report, at a minimum, must include member name, date of birth, date and time
of incident, a brief description of the incident, member’s current condition, and actions taken to mitigate
risk to the member.

A written critical incident report must be submitted to Meridian, via fax or secure email, no later than 48
hours following the discovery of the incident. Providers must cooperate fully in the investigation of
reported critical incidents, including submitting all requested documentation. If the incident involves an
employee or a HCBS provider, the provider must also submit a written report of the incident including
actions taken within twenty (20) calendar days of the incident. To protect the safety of the member, actions
that can be taken immediately include but are not limited to the following:
e Providers must contact 911 if the incident can cause immediate/severe harm to the member
e Remove worker from the member’s case (if incident includes allegation of improper behavior by
that worker)
e Remove accused worker from servicing all Meridian program members until the investigation is
complete. This may take up to 30 calendar days
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e Orderimmediate drug screen or appropriate testing if allegation includes theft of drugs or use of
substances including alcohol while on the job

e |Interview involved employee(s) as soon as possible following the incident. Have the employee(s)
submit a written account of events. Fax these written accounts to Meridian along with
documentation to support completion of pre-employment screenings including background
checks, drug screening, and a statement that the employee did not begin to perform services for
Meridian program members until all required pre-employment screenings were completed and
verified. Fax numbers can be obtained by calling Meridian

Based upon the severity of the incident, any identified trend or failure on the part of the provider to
cooperate with any part of the investigation, the provider may be required to submit a written plan of
correction to address and correct any problem or deficiency surrounding the critical incident. Required
forms can be found on the Meridian website at mimeridian.com.

When a provider has reasonable cause to believe that an individual known to them in their professional or
official capacity may be abused, neglected or exploited, the provider must also report the incident to the
appropriate State agency. The following phone numbers should be used to report suspicion of abuse,
neglect or exploitation.

Michigan Reporting Table
Michigan Department of Health & Human Services (MDHHS) website:
www.michigan.gov/mdhhs/0,5885,7-339-73971_7119---,00.html

Providers must notify MDHHS immediately if there is a member death related to alleged abuse, neglect, or
exploitation.
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Incident Involves

Contact

Timeframe

Special Instructions

Child (under 18), Adults
(18 and older), and Adult
Protective Services

Statewide 24-Hour
Abuse Line 855-444-
3911

Immediately

Adults, disabled, ages 18
or older with a mental
illness or developmental
disability

Michigan Protective
Advocacy Services
800-288-5923

Immediately

Nursing Facility
Residents

Bureau of Children and
Adult Licensing (BCAL)
866-856-0126

Immediately

Neglect or Exploitation

Human Services
Statewide 24-Hour
Abuse Line 855-444-
3911

Criminal Abuse by Foster | Michigan Department of | Immediately | Must be reported to the
Home/Nursing Facility Consumer and Industry Michigan Department of
Services 800-882-6006 Consumer and Industry

Services 800-882-6006, the
Michigan State Police and/or
the local police or sheriff’s
department

Noncriminal Michigan Department of | Immediately | Must be reported to facility

Abuse/Neglect by Consumer and Industry administration AND to the

Residential Facility Services 800-882-6006 Michigan Department of
Consumer and Industry
Services 800-882-6006

Private Home Abuse, Michigan Department of | Immediately | Must be reported to the

Statewide Abuse Hotline
(855-444-3911), County
Protective Services or local
law enforcement

Fraud

855-643-7283

Immediately

mimeridian.com
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Section 3: Member Benefit Information

A. Member Benefits and Services

Meridian has a comprehensive benefit package available to all Meridian members who are eligible for
Medicaid. Services for members are limited to those that are medically necessary and appropriate, and
which conform to professionally accepted standards of care.

The following is a list of medical services covered by Meridian:
e Access to Federally Qualified Health Centers (FQHC) & Tribal Health Centers (THC)
e Ambulance and other emergency medical transportation

e leadtesting in accordance with medical Early and Periodic Screening, Diagnostic and Treatment
(EPSDT) policy

e Cardiac rehabilitation

e (Certified midwife services

e Certified pediatric and family nurse practitioner services

e Child & Adolescent Health Center (CAHC) Program

e Chiropractic services for members, up to 18 visits in-network without prior authorization

e Dentalservices for all beneficiaries ages 19 and older, enrolled in Healthy Michigan Plan, as well as
enrollees ages 21 and older, enrolled in Medicaid. For questions regarding dental coverage (D codes)
please refer to our dental provider, Delta Dental, at 855-898-1478

e Diagnostic lab, x-ray and other imaging services

e Doula Services

e Durable Medical Equipment and supplies, including breast pump coverage
e Emergency services*

e End Stage Renal Disease services

e Family Planning services

e Health education

e Hearing & speech services

e Hearing aids (MDHHS has approved reinstatement of hearing aids for members 21 years of age and
older)

e Home health services
e Hospice services

* Meridian defines “emergency medical condition” as a medical condition manifesting itself by acute symptoms of
sufficient severity (including severe pain) that a prudent layperson, who possesses an average knowledge of health
and medicine, could reasonably expect the absence of immediate medical attention to result in the following:

1. Placing the health of the individual (or, for a pregnant woman, the health of the woman or her unborn child) in

serious jeopardy.

2. Serious impairment to bodily functions.

3. Serious dysfunction of any bodily organ or part.
Meridian defines “emergency services” as covered inpatient and outpatient services, including mental health
services that are as follows:

1. Furnished by a provider that is qualified to furnish these services under Title 42.

2. Needed to evaluate or stabilize an emergency medical condition.
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e Hospital services

e |mmunizations

e |ntermittent or short-term restorative or rehabilitative services (in a nursing facility) up to 45 days
o Restorative or rehabilitative services (in a place other than a nursing facility)

e Maternal Infant Health Program (MIHP)

e Medically necessary weight reduction services

e Behavioral health outpatient visits for mild/to moderate conditions

e Out-of-state services authorized by Meridian

e Outreach services (including pregnancy and well-child related, providing preventive health
information)

e Parenting and birthing classes
e Pharmacy services

e Preventive services required by the Patient Protection and Affordable Care Act as outlined by
MDHHS.

e Podiatry services

e Provider office visits

e Prosthetics & orthotics

e Pulmonary rehabilitation

e School and sports physicals

e Surgeries (with prior authorization)

e Therapies, such as speech/language, physical or occupational therapy
e Tobacco cessation treatment

e Transplant services

e Transportation

e Treatment for sexually transmitted illnesses (STIs)
e \Vision services

o  Well-child/EPSDT for persons up to the age of 21

If new services are added to the Michigan Medicaid Program, or if services are expanded, eliminated or
otherwise changed, Meridian will implement the changes consistent with the dates specified by MDHHS.

Note that Meridian does not charge co-pays to its members for any Medicaid covered services.
Meridian will reimburse for a second opinion from a qualified health professional within the provider
network or arrange for the member to obtain a second opinion outside the network. Medical Management
may be contacted to assist in the coordination of second opinions.

B. Non-Covered Meridian/Medicaid Services

The following are services prohibited or excluded under Medicaid:

o Elective abortions and related services
e Experimental or investigational drugs, procedures or equipment
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e FElective cosmetic surgery
e Services for treatment of infertility and medication for erectile dysfunction

C. Medicaid Services Covered Outside Meridian Medicaid Benefit

e Services, including therapies (Speech, Language, Physical, Occupational) provided to persons with
developmental disabilities which are billed through Community Mental Health Services Program
(CMHSP) providers or Intermediate School District

e Behavioral Health Services Coordinated and provided by Community Mental Health Service Program
(CHMSP). These services include:

o Inpatient Psychiatric Services

Partial Hospitalization

Substance Abuse Services

Electro Convulsive Treatment (ECT)

Intensive Outpatient and Community Based Programs

o Outpatient Services for Severe Mental Illness Conditions as defined by the State

O
@)
@)
O

e Custodial care in a nursing facility

¢ Home and Community based waiver program services

e Personal care or home help services

e Transportation for services not covered in the CHCP Services
e Traumatic brain injury program services

e Any service that is not medically necessary

e Any service that is not approved by the PCP, excluding emergencies, well-woman care, maternity
care, behavioral health treatment, services at local health departments, immunizations, family
planning, FQHC visits, pediatrician visits, and vision services

Meridian providers are required to assist with and provide members with referrals for the above Medicaid
covered services. Providers of the above Medicaid services will bill MDHHS directly for payment of their
services under their State specific contracts.

Meridian providers should contact Member Services at 888-437-0606 for assistance with making the
above referrals for members.

D. Pharmacy Benefit Management

Meridian utilizes a Pharmacy Benefit Manager (PBM) to manage member pharmacy benefits. The PBM
provides Meridian with a pharmacy network, pharmacy claims management and adjudication services.
Prior to authorizing any drug benefit, each member’s eligibility is determined.

As required by Michigan Department of Health and Human Services (MDHHS), Meridian is required to
adopt the State’s Health Plan Common formulary for Medicaid. The formulary is designed to cover the vast
majority of therapeutic conditions; however, in the event a particular medication is required for a member,
a medical necessity exceptions request is available through prior authorization (PA). Additionally, there are
specialized medications on the drug formulary identified as requiring a PA.
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The drug formulary is available on our website at mimeridian.com and the Prescriber Portal. This drug
formulary should be accessible and be referred to when prescribing medications for Meridian members.
Medicaid members have both prescription and specific over-the-counter medication coverage

Although we ask that you prescribe within the formulary, we are aware that certain situations arise when a
formulary alternative may not exist. Drugs requiring Prior Authorization are identified in the formulary with a
PA designation.

Meridian requires that you follow the Prior Authorization procedures detailed below for obtaining medically
necessary non-formulary/non-covered drug products.

1. Inorderto receive a non-formulary/non-preferred medication, the prescriber must submit a prior
authorization request. Using the form on our website located at
https://www.mimeridian.com/providers/pharmacy.html or through covermymeds.com

2. The Pharmacy Services reviewer may request that the prescriber submit additional clinical
information by fax in order to process the request.

3. Iftherequestis approved, pharmacy services will notify the provider via fax and enter the
necessary authorization into the claims processing system for dispensing at a participating
pharmacy network provider

4. The prescriber may contact Pharmacy Services by telephone at 866-984-6462 with any questions
or concerns.

E. Member Self-Referrals
Family Planning

Family planning services are any medically approved means, including diagnostic evaluation, drugs,
supplies, devices and related counseling for the purpose of voluntarily preventing or delaying pregnancy,
or for the detection or treatment of sexually transmitted diseases (STDs). These services are to be provided
in a confidential manner to individuals of childbearing age, including minors who may be sexually active,
who voluntarily choose not to risk initial pregnancy, or who wish to limit the number and spacing of their
children.

Treatment for infertility is not included under the family planning benefit.

All Meridian members have full freedom of choice of family planning providers, both in and out of the
Meridian network. The PCP should work with the member in providing for family planning services or
assisting them in selecting a provider, as requested.

Members may also contact Member Services at 888-437-0606 for additional assistance with family
planning referrals or family planning information.

Women’s Health

Members 16 years and older may self-refer to the network OB/GYN of her choice for routine annual exams
and female preventive screens (Pap smear, chlamydia and mammogram). She may also refer to the in-
network OB/GYN of her choice for prenatal/perinatal care.
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Children’s Health
Members 18 years and younger may seek treatment from the (in-network) pediatrician of his/her choice
without prior authorization if the dependent minor is assigned to a PCP who is not a pediatrician.

F. Federally Qualified Health Centers (FQHC)

FQHCs are important community providers and all Meridian members have access to them if the member
resides in a community where FQHC services are available. The Member Handbook outlines the member’s
rights to access a FQHC in their service area if they so desire.

For additional information and assistance in accessing a FQHC, members should be advised to contact
Member Services at 888-437-0606.

G. Non-Emergency Transportation

Meridian will assure that non-emergency transportation and travel expenses determined to be required for
members to secure medically necessary medical examinations and treatment are readily available and
accessible.

This non-emergent transportation is available for all medical and health services deemed medically
necessary by the member’s primary care provider, including End Stage Renal Disease services
(hemodialysis), prenatal care, preventive services, mental health services, obtaining prescription medicine
and DME supplies.

Meridian has contracted with a transportation agency that has a network capable of providing non-
emergent transportation to the entire Meridian member geographic coverage area. Information on how and
when members can access non-emergent transportation is available in the Member Handbook or by
calling Member Services at 888-437-0606.

Transportation Procedure
To arrange for these services, the member, PCP, or a Meridian representative should call for non-emergent
transportation at 800-821-9369 or Member Services at 888-437-0606.

The Non-Emergent Transportation Vendor will transport the following individuals:
e Members: All Meridian members for all covered outpatient services
e Parents and Guardians: Parents or legal guardians of minor or incompetent members when they
accompany the member to their appointment

e Others: Transportation of other family members, such as siblings, to the appointment may be
allowed

Transportation will be to and from participating providers, or if explicitly directed by Meridian, to and from
non-participating providers.

Appointment Scheduling Criteria/Process

Scheduling of transportation services requires a 72 hour notice to assure service. The transportation
provider uses confidential eligibility information provided by Meridian to verify member eligibility.
Members will be assigned to the most appropriate and cost-effective means of transportationin the
network web. Routine appointments can be scheduled 6 a.m. to 6 p.m. seven days a week. Members
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who need transportation for next day appointments should contact the SafeRide at 877-841-1356 as
soon as possible for scheduling assistance.

Member complaints and grievances regarding non-emergent transportation issues will be handled through
the Meridian Complaints and Grievances Policy and Procedure as described under Section 2 Subsection L.

Non-emergent transportation service abuse will be reported to Meridian by the non-emergent
transportation vendor and investigated by Meridian. Meridian reserves the right to withhold non-emergent
transportation services from members found to be abusing the service.

Examples of abuse of the service include securing transportation for reasons outside of medical necessity
and abusive behavior towards the transportation provider.

Members who must access non-emergent travel expenses outside of the Meridian geographical area for
medically necessary care, and incur costs for such services, may contact Meridian Member Services at
888-437-0606 for assistance. Meridian will review the appropriateness of the request prior to the service
being scheduled.

Reimbursement for reasonable and customary non-emergent transportation costs will be considered and
made on an individual basis.

H. Advance Directives

Advance Directives are legal documents that allow members to convey their decisions about end of life
care ahead of time. They provide a way for members to communicate their wishes to family, friends and
healthcare professionals. This helps avoid confusion if a member becomes so sick that they are unable to
express their wishes. There are two types of advance directives.

Living Will - A living will tells how a person feels about care intended to sustain life. They can accept or
refuse medical care. There are many issues to address, including:

e The use of dialysis and breathing machines

e Tube feeding

e Organ or tissue donation

e |fthe person wants the providers to try to save them if breathing or heartbeat stops

Durable Power of Attorney for Health Care - This is a document that names another person to make
decisions for the individual if they are not able to do so. This is called a healthcare proxy. The proxy should
be given to someone that they trust to follow their wishes.

Members must be sure to tell the PCP and Meridian if they have an Advance Directive. The PCP will keep a
copy in the member’s medical record. Members should also keep a copy at home in a safe place. If there
are any questions about Advance Directives or a member needs help finding an Advance Directive form,
please call Member Services at 888-437-0606.
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Section 4: Utilization Management

A. Overview

The objective of Meridian’s Utilization Management program is to ensure that the medical services
provided to members are medically necessary and/or appropriate, and are in conformance with the plan
benefits. To guide the decision-making process, UM applies systematic evaluations to appropriate medical
necessity criteria and considers circumstances unique to the member.

Utilization Management Assistance

For Utilization Management inquiries, you may call during normal business hours Monday-Friday, 8 a.m. to
6:30 p.m. at 888-437-0606. The provider portal is available 24/7 to status authorization requests and
submit new requests

UM Decisions

Utilization decisions are based on appropriateness of care and service, as well as the member’s eligibility.
Meridian does not specifically reward our providers, associates, consultants or other individuals for any
denials of coverage or care issued, nor do we use incentives to encourage denial of care or service.

Utilization Management staff refer to plan documents for benefit determination and Medical

Necessity Coverage Guidelines to support Utilization Management decision-making. All utilization review
decisions to deny coverage are made by Meridian’s medical directors. These guidelines include McKesson
InterQual’ criteria, Meridian Medical Review Criteria (developed by Meridian medical directors in
conjunction with community providers), and applicable federal and state benefit guidelines.

Meridian’s Medical Necessity Guidelines are based on current literature review, consultation with
practicing providers and medical experts in their particular field, government agency policies, and
standards adopted by national accreditation organizations. It is the responsibility of the attending provider
to make all clinical decisions regarding medical treatment. These decisions should be made consistent
with generally accepted principles of professional medical practice and in consultation with the member.

Copies of the criteria utilized in decision-making are available free of charge upon request by calling the
Utilization Management department at 888-437-0606. In certain circumstances, an external review of
service requests is conducted by qualified, licensed providers with the appropriate clinical expertise.
Utilization management decisions determine the medical necessity of a service and are not a guarantee of
payment. Claims payment is determined by the member’s eligibility and benefits at the time the services
are rendered.

Previously approved prior authorizations can be updated for changes in dates of service, CPT/HCPCS
codes, or physician within 30 days of the original date of service prior to claim denial.

Classifying Your Prior Authorization Request:

Standard Organization Determination (Non-urgent Preservice Request): Standard organization
determinations are made as expeditiously as the member’s health condition requires, but no later than 7
calendar days after Meridian receives the request for service.
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Expedited Organization Determination (Urgent/Expedited Preservice Request): Expedited organization
determinations are service requests are made when the member or the provider believes that waiting for a
decision under the standard timeframe could place the member’s life, health, or ability to regain maximum
function in serious jeopardy. The service request will be made as expeditiously as the Member’s health
condition requires, but no later than 72 hours after Meridian receives the request for services.

Expedited requests will require provider attestation as to the urgency of the request.

Inpatient Review:

Our nurse reviewers are assigned to follow members at specific acute care facilities to promote
collaboration with the facility’s review staff and management of the member across the continuum of care.
Meridian’s nurse reviewers assess the care and services provided in an inpatient setting and the member’s
response to the care by applying InterQual® criteria and Centene Short Stay policy. Together, with the
facility’s staff, Utilization Management’s clinical staff coordinates the member’s discharge needs. The
service request will be made as expeditiously as the Member’s health condition requires, but no later than
3 calendar days after Meridian receives the request for services.

Meridian’s nurse reviewers interface with the hospital/facility discharge planners to:
e Obtain the member’s discharge planning needs
e Identify the member’s discharge planning needs
o Facilitate the transition of the member from one level of care to another level of care
e Obtain clinical information and facilitates the authorization of post discharge services, such as
DME, home health services, and outpatient services

Providers must notify Meridian Health within one business day of admission.

Prior Approval Requirements/ Precertification:
Meridian offers multiple methods to submit authorization requests. For the most efficient and timely
service—use of Meridian’s Online Prior Authorization (PA) Form is the preferred method of submitting
requests.
1. Online Submission- The Meridian Online PA Form can be accessed by visiting the secure Provider
Portal
2. Fax Submission- Refer to Utilization Management’s referral type fax numbers. Please include
pertinent clinical documentation with the request if indicated

When submitting a Prior Authorization request, please include the following information:

e Member’s name and date of birth

e Member’s identification number

e Requesting Provider & NPI Number
e Servicing Provider & NPI Number

e Servicing Facility & NPI Number

e Place of Service

o Date(s) of service

e Procedure Code(s)

e [CD-10 Diagnosis Code(s)
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Clinical Information

Clinical information should be provided at time of submission of the request. The provider or facility is
responsible for ensuring services are authorized prior to service delivery authorization. Meridian provides a
reference number on all authorizations. To ensure a timely decision, make sure all supporting clinical
information is included with the initial request:

Clinical information includes relevant and current information regarding the members’:

History of presenting problem
Physical assessment

Diagnostic results

Photographs

Consultations

Previous and current treatment
Member’s response to treatment

Services Requiring Prior Authorization

The list below provides Meridian’s general Prior Authorization requirements. This list is not all inclusive and
is subject to change. Providers will be given 30-day advance notice to additions to the Prior Authorization
list. Please verify requirements at the time of the request.

Meridian Utilization Management verifies benefit eligibility and medical necessity for select services at the
time of the request and is not a guarantee of coverage or payment. Payment is determined by the
member’s eligibility and benefits at the time of service.

Claims payment is also based on the appropriateness, accuracy, and presence of codes submitted on the
claim as determined by Centers for Medicare and Medicaid Services (CMS) and the Michigan Medicaid
Provider Manual (www.michigan.gov/mdch/0,1607,7-132-2945_5100-87572--,00.html)

You can check the requirements for any code on our website here:
https://www.mimeridian.com/providers/preauth-check.html. Codes that are not listed on the applicable
Medicaid fee schedule may not be payable by Meridian.

Inpatient
e Allinpatient admissions (Emergent and Elective)

e Long-Term Acute Care (LTACH) admissions
e Acute Rehabilitation admissions
o Skilled nursing facilities (SNF) admissions

Durable Medical Equipment (DME)
This list is not all inclusive and is subject to change.
e DME items are covered according to MDHHS Medicaid Fee Schedule and applicable prior
authorization requirements

e |nsulin pumps for DM type 1
e Hearing aids
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Certain Outpatient Services/Treatments/Procedures
e Chiropractic Services

e Nutritional Counseling

e Hyperbaric oxygen therapy

e Genetic Testing

e Home Health/Skilled Nursing Visits

e Back Surgeries

e Ambulance Transportation Non-Emergent

e Dental Anesthesia in Facility >6 years of age
e Hysterectomy

e Spinal Surgeries

e Varicose Vein Surgery

e Breast Reduction

e Septoplasty

e Rhinoplasty

e Experimental and Investigational procedures

B. Mental Health Outpatient Visits and PIHP Referrals

Mental Health Outpatient Visits for Members with Mild to Moderate Behavioral Health Care Needs
Meridian covers mental health outpatient services for members with mild to moderate behavioral health
conditions. Prior authorization is required after the first 24 visits. Members with severe mental illness
conditions as defined by the state, receive mental health outpatient services through the PIHPs. You may
contact our Behavioral Health staff at 888-222-8041 to assist a member with the following services:

e |ocating a behavioral health provider
e Scheduling behavioral health appointments
e Locating community groups and self-help groups

Effective October 2025, all qualified mental health providers participating in Michigan’s Medicaid
program and contracted with an MHP and/or PIHP need to incorporate into their practice:
o Use of standardized tools for assessing the level of mental health need of CHCP
enrollees seeking mental health The State’s designated assessment tools are the Michigan Child
and Adolescent Needs and Strengths (MichiCANS) Screener for children and youth (under 21) and
the Level of Care Utilization System (LOCUS) for adults (21 and older). If you have any questions,
MDHHS provides more information and access to trainings on these tools.
¢ Adoption of a standardized referral process for mental health services, including use of a new
referral platform accessible to mental health providers, primary care providers, Community Mental
Health Services Programs (CMHSPs), MHPs and PIHPs.

C. Specialty Network Access to Care
Specialist referrals to the Hurley Hospital and Michigan State University may be utilized when an in-
network specialist is not available, or to seek another opinion subsequent to consultation/treatment with

an in-network specialist.
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As a PCP, you may request a referral to one of the health care public entities via Meridian’s Provider Portal
at provider.mimeridian.com, fax or by calling Meridian at 888-437-0606. Meridian’s staff will forward the

information and authorization to central referral office of the public entities. Meridian will fax you a copy of
the approved referral notification form along with contact information to the public entity.

Services that DO NOT require prior authorization (regardless of contract status) include:
e Emergency/Urgent Care services

e Post stabilization services'

e Women’s Health

e Family Planning & Obstetrical Services

e Child & Adolescent Health Center Services

e |ocal Health Department (LHD) services

e Long-Acting Reversible Contraception (LARCs)
e School Dental Services

e Other services based on state requirements

You may access the most recent Authorization Requirements on the Online Prior Authorization form under
the Prior Authorization Requirements link.

Perinatal Care Coordination — Start Smart For Your Baby

The Start Smart for Your Baby program promotes education and care management techniques designed to
reduce the risk of pregnancy complications, premature delivery, and infant disease, which may result from
high-risk pregnancies. The program offers support for pregnant members and their babies by providing
educational materials as well as incentives for going to prenatal, postpartum, and well-child visits. An
experienced nurse will provide care management for newborns being discharged from the NICU unit and
will follow them through the first year of life.

Providers must notify Meridian of all known pregnhancies and should do so using the provider Notification of
Pregnancy (NOP) form. Early identification of pregnant members and their risk factors is key to better
health outcomes. If providers are unable to complete the provider NOP form, they should encourage all
pregnant members to complete the member NOP form by calling Meridian at 1-888-437-0606.

The provider can submit the NOP form via the provider portal or via fax:

e The provider NOP form can be found on the Provider Portal on provider.mimeridian.com.
o Theassessment nameis "SSFB WEB ONLY Provider NOP V2."

e Theformis also available under “Manuals, Forms, and Resources” on mimeridian.com.
o The completed form can be faxed to 1-833-341-2052

e Process Following the Notification of Pregnancy

e NOP forms are combined with claims data to calculate a risk score.
o Eachrisk score will have an associated reason for the assigned risk level.

T Meridian defines “post stabilization care services” as covered services, related to an emergency medical condition
that are provided after a member is stabilized to maintain the stabilized condition, or, under the circumstances
described in 42 CFR §438.114(e), to improve or resolve the member’s condition.
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o Aprimary care manager will be determined based on the member’s risk factors.
¢ Meridian’s Medical Management team will prioritize members for outreach via phone, home visits,
and member mailings.

D. Denials, Reconsideration and Peer to Peer

Only a Meridian Medical Director can deny a request based on medical necessity. Once a request has
been denied, Meridian contacts the requesting provider telephonically to inform them of the denial
decision.

A written denial notification is faxed to the requesting provider and mailed to the member. The denial
notification includes the following:

Reason(s) for denial

Reference to the benefit provision and/or clinical guideline on which the decision was based
Instructions on how to request a free copy of the benefit provision and/or clinical guideline
Instructions on how to request a peer-to-peer discussion

A description of the appeal rights

Instructions on how to request an appeal

Peer-to-Peer Discussion

Requesting providers have the opportunity to discuss a medical necessity denial with a Meridian Medical
Director. Benefit and/or administrative determinations are excluded. The peer-to-peer request must be
made within 10 days of the written denial notification. The requesting provider and the plan Medical
Director will discuss the utilization review process, reason(s) for denial and criteria used in decision-
making process. Following the peer-to-peer discussion, the provider will be notified verbally of the
determination. If the decision is to uphold the initial denial, the provider may appeal the decision by
following the appeal process outlined within the initial written denial notification. To schedule a peer-to-
peer, please contact Meridian at 833-236-9667

E. Post-Service Provider Appeal

Meridian offers a Post-Service claim appeal process for disputes related to denial of payment for services
rendered to Meridian members. This process is available to all providers, regardless of whether they are in
or out of network.

What Types of Issues Can Providers Appeal?

The appeals process is in place for two main types of issues:

o Post-Service Provider Appeal: An appeal of services that were denied or reduced because they
did not meet a specific criteria, policy or guideline and have a denied authorization on file. For
example, the provider disagrees with a determination made by Meridian, such as combining two
stays as a 15-day readmission. In this case, the provider should send additional information (such
as medical records) that support the provider’s position.

o Provider Dispute/Reconsideration: A request by a provider of a claim/service denial for failure to
authorize services according to timeframe requirements. In this case, the provider must give an
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explanation of the circumstances and why the provider feels an exception is warranted in that
specific case.

A provider’s lack of knowledge of a member’s eligibility or insurance coverage is not a valid basis for an
appeal. Providers cannot appeal denials due to a member being ineligible on the date of service or due to

non-covered benefits.

How to File a Post-Service Provider Appeal

Providers may submit a post-service appeal one of three ways:

1. Login to the Provider Portal to submit an appeal. This is the preferred method for a quicker turnaround
time.

2. Via mail by filling out the Appeal Cover Letter form and sending documentation to support your
position, such as medical records to the following address:

Meridian
Attn: Appeals Department
PO Box 8080
Farmington, MO 63640-8080

3. Viafax by filling out the Appeal Cover Letter form and sending documentation to support your position,
such as medical records, to 833-592-0658.

Time Frame for Filing a Post-Service Provider Appeal

Provider appeals must be submitted within 365 days from the date of service or 120 days from the EOP,
whichever is later, provided the initial claim was submitted timely (unless specified otherwise within the
provider contract).

Response to Post-Service Provider Appeals

Meridian typically responds to a Post-Service Provider Appeal within 30 calendar days from the date of
receipt. Providers will receive a letter with Meridian’s decision and rationale.

There is only one level of appeal available for Post-Service Provider Appeal reviews. All appeal
determinations are final.

If a provider disagrees with Meridian’s determination regarding an appeal the provider may pursue one of
the following options depending on contract status:

Contracted Hospitals:

e Joint Operations Medical Sub-Committee (MMJOC): Providers may discuss specific circumstances
related to post-service appeal requests. These meetings will be scheduled prospectively on a
quarterly basis. The schedule of MMJOCs will be made available upon request. These should be
scheduled through Meridian’s Network Development upon request through the Provider Relations
Inquiry Form, located on our website, mimeridian.com. The Provider Relations team will work with
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the Management team and Administrative Assistant for scheduling purposes. A case must be
submitted at least two weeks prior to the MMJOC to be reviewed at the scheduled meeting. Ifitis
submitted less than two weeks before a scheduled meeting it will be included in the next
scheduled quarterly MMJOC meeting.

e Binding Arbitration: A provider may initiate arbitration by making a written demand for arbitration to
Meridian. The Provider and Meridian agree to mutually select an arbitrator and the process for
resolution.

Non-Contracted Hospitals:

e Non- Contracted Hospitals may utilize the dispute procedures outlined in the Hospital Access
Agreement between signatory hospitals and MDHHS, provided the hospitalis a signatory to that
agreement. The dispute must first be submitted to an Accounts Receivable Reconciliation Group
(ARRG) in accordance with the terms of the MDHHS Hospital Access Agreement included in MSA
01-28.

Provider must submit its request for Binding Arbitration or to use the procedures of the Access Agreement
no later than 365 days from the date of service, or within 120 days of the last claim denial provided the
initial claim was submitted within one year of the date of service. Providers will have no further recourse on
any claim if they do not file their request for either of the above dispute resolution mechanisms within
these timeframes.

F. Rapid Dispute Resolution Process

1. Hospitals and Health Plans agree to exhaust their efforts to achieve reconciliation solutions for
outstanding accounts via internal means on a regular basis before pursuing the RAPID DISPUTE
RESOLUTION PROCESS (RDRP) including the use of an Accounts Receivable Reconciliation Group
(ARRG).

2. Where a disputed claim remains, either the Hospital or the Health Plan may submit a request to
MDHHS for RDRP. Upon receipt of a request, MDHHS will contact the other party to obtain that
party’s agreement to pursue resolution of the disputed claim in this manner.

3. MDHHS will contact a mediator, selecting one at random from the list of available mediators that it
has prepared. The Mediator will schedule the mediation session within fifteen (15) calendar days of
contact by MDHHS. The Mediator will issue his/her decision within fifteen (15) calendar days of the
mediation session.

4. Hospitals and Health Plan agree that, should this process be elected/agreed to by both parties, the
outcome, including any monetary award will be binding. The party found to be liable will be assessed
the cost of the arbitrator. If both parties are at fault, the cost of the arbitration will be apportioned.

If the Hospital’s position is granted, the Health Plan agrees to make payment for the disputed claim within
30 days. If the Health Plan fails to make payment within the required timeframe, MDHHS will enforce the
decision through a withhold of the disputed amount from the Health Plan’s Capitation payment and direct
payment to Hospital.

G. Model of Care Overview

Meridian’s Model of Care is specifically designed to serve a complex population with diverse social
structures and varying health care needs. Meridian’s innovative Care Coordination model promotes
independent, healthy living through integration of traditional medical and hospital benefits with a focus on
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supporting members in the community through the use of an Interdisciplinary Care Team (ICT),
coordination with community resources, and provision of long-term services and supports (LTSS),
depending upon the population served. Our model emphasizes recovery through treating the whole person
across the spectrum of their care needs, not simple maintenance of stable but diminished health and well-
being. Our provider network partnerships are built with this goalin mind, consisting of traditional health
care providers, behavioral health specialists, LTSS and other community resources with a shared
commitment to evidence-based treatment, robust communication, teamwork and a culture of “going the
extra mile.”

In recognition of the often complex and unique needs of members, specifically dual eligible individuals, the
Model of Care is continuously updated and expanded through ongoing quality improvement initiatives. The
success of Meridian’s dedication to quality improvement is recognized on National and State levels.

By applying the scientific knowledge Meridian has gained through the study of its members, the Meridian
Model of Care will optimize their overall health, well-being, and independence.

H. Care Coordination

The Meridian Care Coordination program provides patient-focused, individualized case management for
those members with active disease processes, those who require extensive utilization of resources and
those at high risk for health complications. The following care coordination programs are available to
personally support the healthcare needs of your members: asthma, diabetes, congestive heart failure,
cardiovascular disease, complex/catastrophic illness, maternity, children with special needs and high
emergency room use.

Our Care Coordinators will send you a report identifying the member’s health status and identifying short-
and-long term goals for care coordination.

Other reasons our Care Coordinators may contact you include:

To coordinate a plan of care

To confirm a diagnosis

To verify appropriate follow-up such as cholesterol/LDL-C screening or HbA1c testing
To identify compliance issues

To discuss other problems and issues that may affect outcomes of care

e Toinformyou of a member’s potential need for behavioral health follow-up

You may refer a member for care coordination via the secure Meridian Provider Portal utilizing the “Notify
CM” button or by calling Meridian at 888-437-0606.

I. Prenatal/Postpartum Programs

Beginning the moment Meridian becomes aware a member is pregnant, Meridian will initiate interventions
to lead to a healthy outcome for both mother and baby. The Meridian staff will assist the member in
connecting with the healthcare system so the member can receive the appropriate treatment and care.
This may be accomplished by helping the member find an OB/GYN provider, help making appointments,
arranging transportation and/or connecting members to community resources. The member is also
provided educational materials on numerous pregnancy related topics.
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Members are followed throughout the course of their pregnancy to provide support and assistance as
needed and to ensure the member follows through with their postpartum visit. Members are also screened
for possible postpartum depression and referred to appropriate behavioral health providers, as necessary.
Educational materials related to postpartum and infant care are provided to the new mother. These
materials encourage well-care visits and promote important preventive healthcare services, such as
immunizations and lead testing. Meridian also offers high-risk Care Coordination services to members
identified as meeting the high-risk criteria through our prenatal screening tool.

As a PCP or OB/GYN, Meridian helps you to promote and support these programs by encouraging your
Meridian patients to take advantage of these services and potential member incentives. You can refer a
member to any of these special programs by calling Member Services at 888-437-0606.

J. Evolent
Advanced Diagnostic Imaging
As part of a continued commitment to further improve advanced imaging and radiology services, Meridian
Michigan is using Evolent (formerly NIA) to provide prior authorization services and utilization management
for advanced imaging and radiology services. Evolent focuses on radiation awareness designed to assist
providers in managing imaging services in the safest and most effective way possible.
Prior authorization is required for the following outpatient radiology procedures:

e CT/CTA/CCTA,

e MRI/MRA, and

e PET.
Key Provisions:

e Emergency room, observation, and inpatient imaging procedures do not require authorization;

e |tisthe responsibility of the ordering physician to obtain authorization; and

e Providers rendering the above services should verify that the necessary authorization has been

obtained; failure to do so may result in denial of all or a portion of the claim.

To reach Evolent and obtain authorization, please call 1-800-424-4926 and follow the prompt for radiology
authorizations. Evolent also provides an interactive website which may be used to obtain on-line
authorizations. Please visit RadMD.com for more information or call our Provider Services department.

Cardiac Solutions
Meridian Michigan in collaboration with Evolent, will launch a cardiac imaging program to promote health
care quality for patients with possible cardiac disease.

Under this program, prior authorization will be required for certain cardiac studies to determine if the
cardiac test or procedure is the most appropriate next step in a patient’s diagnosis or treatment—and to
recommend an alternate approach when indicated. By supporting the most efficient diagnosis and
management of cardiac disease, Evolent addresses unnecessary procedures and promotes the least
invasive, most medically appropriate approach.

Evolent has developed proprietary utilization management guidelines for these cardiac modalities. These
consensus-based guidelines draw on current literature, American College of Cardiology (ACC)
appropriateness criteria, recommendations from the American Heart Association, and input from our
Cardiac Advisory Board and other experts. Our guidelines are transparent and available throughout our
programs. Evolent also includes references to the Choosing Wisely campaign by the American Board of
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Internal Medicine (ABIM) Foundation, which provides specialty society considerations for the selection of
appropriate tests.

How does this program improve patient health?

Managing cardiac studies will promote the use of optimal diagnostic methods in the assessment and
treatment of cardiac diseases. Based on criteria adapted from the ACC and AMA, this program will
minimize patients’ radiation exposure by using the most efficient and least invasive testing options
available.

Program Components
e FEvidence-based clinical guidelines and proprietary algorithms to support clinically appropriate
diagnostic options for each patient
e Consultations with cardiologists related to elective cardiac diagnostic imaging, when needed
e Quality assessment of imaging providers to ensure the highest technical and professional
standards

How the Program Works
In addition to the other procedures that currently require prior authorization for members, prior
authorization will be required for the following cardiac procedures:

e Myocardial Perfusion Imaging (MPI)

e MUGA Scan

e Echocardiography

e Stress Echocardiography

The following services do not require authorization through Evolent:

e Inpatient advanced radiology services

e Observation setting advanced radiology services

e Emergency Room radiology services
To reach Evolent and obtain authorization, please call 1-800-424-4926 and follow the prompt for radiology
and cardiac authorizations. Evolent also provides an interactive website which may be used to obtain on-
line authorizations. Please visit RadMD.com for more information.

Physical Medicine Program

To help ensure that physical medicine services (physical and occupational therapy) provided to our
members are consistent with nationally recognized clinical guidelines, Meridian Michigan has partnered
with Evolent (formerly NIA) to implement a prior authorization program for physical medicine services.
Evolent provides utilization management services for outpatient physical, occupational and speech
therapy services on behalf of Meridian Michigan members.

How the Program Works

Outpatient physical, occupational and speech therapy requests are reviewed by Evolent’s peer
consultants to determine whether the services meet policy criteria for medically hecessary and
appropriate care. The medical necessity determinations are based on a review of objective,
contemporaneous, and clearly documented clinical records that may be requested to help support the
appropriateness of care. Clinical review helps determine whether such services are both medically
necessary and eligible for coverage. Although prior authorization for the therapy evaluation alone is not
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required, additional services provided at the time of the evaluation and for any ongoing care is required
through Evolent. Home Health providers submitting claims using codes other than the designated initial
evaluation CPT codes for the initial evaluation should request an authorization within the Meridian
Michigan retro authorization guidelines. There is no need to send patient records in advance. Evolent will
contact the provider via phone and fax if additional clinical information is needed to complete the request.
If the clinical documentation fails to establish that care is medically necessary, is not received, or is not
received in an appropriate amount of time, it may result in non-certification of the authorization request.

Under terms of the agreement between Meridian Michigan and Evolent, Meridian Michigan oversees the
Evolent Therapy Management program and continues to be responsible for claims adjudication. If Evolent
therapy peer reviewers determine that the care provided fails to meet our criteria for covered therapy
services, you and the patient will receive notice of the coverage decision.

Should you have questions, please contact Meridian Michigan Provider Services at 1-800-424-4926

Interventional Pain Management

Evolent manages non-emergent outpatient prior authorizations for Interventional Pain Management (IPM)
procedures. It is the responsibility of the ordering physician to obtain authorization for all IPM procedures
outlined below. Outpatient IPM procedures requiring prior authorization include:

e Spinal Epidural Injections

e Paravertebral Facet Joint Injections or Blocks

e Paravertebral Facet Joint Denervation (Radiofrequency Neurolysis)

e Sacroiliac Joint Injections

Note: A separate prior authorization number is required for each procedure ordered. Prior authorization is
not required through Evolent for services performed in the emergency department, on an inpatient basis or
in conjunction with a surgery. Prior authorization and/or notification of admission is still required through
Meridian Michigan. To obtain authorization through Evolent, visit RadMD.com or call 1-800-424-4926.

Musculoskeletal (MSK) Management Program

The MSK program currently requires prior authorization for non-emergent outpatient, interventional spine
pain management services (IPM), and will be expanded to include spinal cord stimulators, and inpatient
and outpatient hip, knee, shoulder, lumbar, and cervical spine surgeries for our members. The decision to
implement this latest program is consistent with industry-wide efforts to ensure clinically appropriate
quality of care and to manage the increasing utilization of these services.

Under the terms of this agreement:
o We will oversee the MSK program and continue to be responsible for claims adjudication and
medical policies.
e Evolent will manage IPM services*, and inpatient and outpatient MSK surgeries through the existing
contractual relationships with us.
It is the responsibility of the ordering physician to obtain prior authorization for all IPM procedures and MSK
surgeries managed by Evolent. Evolent does not manage prior authorization for emergency MSK surgery
cases that are admitted through the emergency room or for MSK surgery procedures outside of those
procedures listed above. The ordering physician must obtain prior authorization with Evolent prior to
performing the surgery/procedure. Facility admissions do not require a separate prior authorization.
However, the facility should ensure that an Evolent prior authorization has been obtained prior to
scheduling the surgery/procedure.
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MSK surgeries other than those outlined above will continue to follow prior authorization requirements for
hospital admissions and elective surgeries as outlined for the Meridian (Medicaid) line of business.
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Section 5: Billing and Payment

A. Billing and Claims Payment

Overview

Meridian’s Claims department is organized to precisely process claims in a timely manner.
Meridian has established a toll-free telephone number for providers to access a representative
should you need to contact the plan for claims related questions.

MI Provider Number: 888-773-2647

Acceptable Forms

Meridian only accepts the CMS 1500 (02/12) and CMS 1450 (UB-04) paper Claim Forms. Other claim
form types will be upfront rejected and returned to the provider.

Professional providers and medical suppliers complete the CMS 1500 (02/12) Claim Form and
institutional providers complete the CMS 1450 (UB-04) Claim Form. Meridian does not supply claim
forms to providers. Providers should purchase these from a supplier of their choice. All paper claim
forms must be typed with either 10- or 12- point Times New Roman font and on the required original red
and white version to ensure clean acceptance and processing. Black and white forms, handwritten
forms and nonstandard will be upfront rejected and returned to provider. To reduce document handling
time, do no use highlights, italics, bold text, or staples for multiple page submissions. If you have
questions regarding what type of forms to complete, contact Provider Services.

Important Steps to Successful Submission of Paper Claims
1. Providers must file claims using standard claims forms (CMS 1450 (UB-04) for hospitals and
facilities; CMS 1500 for physicians or practitioners).

2. Complete all required fields on an original, red CMS 1500 (Version 02/12) or CMS 1450 (UB-04) Claim
Form. NOTE: Non-red, nonstandard, and handwritten claim forms will be rejected back to the
provider.

3. Enterthe provider’s NPl number in the “Rendering Provider ID#” section of the CMS 1500 form (see
box 24)).

4. Providers mustinclude their taxonomy code (e.g., 207Q00000X for Family Practice) and
corresponding ID qualifier in this section for correct processing of claims.

5. Ensure all Diagnosis Codes, Procedure Codes, Modifier, Locations (Place of Service); Type of Bill,
Type of Admission, and Source of Admission Codes are valid for the date of service.

Ensure all Diagnosis and Procedure Codes are appropriate for the age and sex of the member.
Ensure all Diagnosis Codes are coded to their highest number of digits available.

Ensure member is eligible for services during the time which services were provided.

Ensure provider receives authorization to provide services to the eligible member, when appropriate.

o © 0N

0. Ensure an authorization is given for services that require prior authorization by Meridian.
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B. Claims Billing Requirement
Sample forms for the CMS 1500 and the UB-04 forms are provided at the back of the manual®.
In order to receive reimbursement in a timely manner, please ensure each claim:

Uses the data elements of UB-04 (UB-04 Version 050) or CMS 1500 as appropriate
http://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/Downloads/CMS1500.pdf
If facility is Medicaid-enrolled ASC, bill using the ASC X12 837 5010 professional claim
format when submitting electronic claims. Paper claims must be billed on CMS 1500 paper
form.
Is submitted within 365 days of the date the service was performed
Identifies the patient (Member ID assigned by Meridian, address, and date of birth)
Identifies the plan (plan name and/or member ID number)
Lists the date (mm/dd/yyyy) and place of service
If necessary, substantiates the medical necessity and appropriateness of the care or
services provided, that includes any applicable authorization number if prior authorization
is required by Meridian
Includes additional documentation based upon services rendered as reasonably required
by Meridian Medical Policies:
o https://mimeridian.com/providers/resources/medical-policies.html
Is certified by provider that claim:
o Istrue, accurate, prepared with the knowledge and consent of provider o
Does not contain untrue, misleading, or deceptive information
o ldentifies each attending, referring, or prescribing provider, dentist, or other
practitioner by means of a program identification number on each claim or
adjustment of a claim
Is a claim for which the provider has verified the member’s eligibility and enrollment in
Meridian before the claim was submitted
Is not a duplicate of a claim submitted within 45 days of the previous submission
Is submitted in compliance with all of Meridian’s prior authorization and claims submission
guidelines and procedures
Is a claim for which provider has exhausted all known other insurance resources for the
Medicaid line of business (Medicaid is the payer of last resort)
Is submitted electronically if the provider has the ability to submit claims electronically

Providers may submit and check the status of claims electronically via the secure Meridian
Provider Portal. To gain access to the Provider Portal, please register with the link provided below.

Submit claims via the Provider Portal:
https://provider.mimeridian.com

Submit paper claims via mail:

Health Plan Transaction Type Clearing House Paper Claim Submissions
Name (CH/RP) Payer ID
Meridian
Fee-for-Service ATTN: Claims Department
Meridian MHPMI
a BHT06 = CH PO Box 8080

Farmington, MO 63640-8080
Please note: For fastest, most accurate processing, EDI is the preferred method.

¥ See Appendix Il and Il for example forms
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Taxonomy Codes

Taxonomy Codes are designed to categorize the type, classification, and/or specialization
of healthcare providers. To ensure accurate and timely claims processing and payment
effective 1/1/17 Meridian will require all claims, both paper and electronic, to include the
taxonomy code of the rendering provider. The taxonomy code included on the claim must
also match the taxonomy code Meridian has on file for

the rendering provider. To submit or update this information please complete the provider
enrollment form located on our website.

C. Provider Specifics

Federally Qualified health Center (FQHC)/Freestanding Rural Health Clinic (RHC)/Encounter Rate
Clinic (ERC)

FQHCs are important community providers and all Meridian members have access to them if
the member resides in a community where FQHC services are available. The Member
Handbook outlines the member’s rights to access a FQHC in their service area. Billing
requirements for FQHC/RHC for Medicaid is fee-for-service.

FQHC/RHC/ERC Billing Requirements:
* FQHC, RHC, and ERC claims must bill with the group National Provider Identifier (NPI)
* FQHC, RHC, and ERC behavioral health (BH) claims must include a BH modifier
*  FQHC, RHC and ERC claims must be billed on a UB

FQHC Specific:

* Meridian Medicare primary: bills on a UB and is paid at CMS federal encounter rate or
fee schedule, based on the services provided

* Meridian Medicaid primary: bills on a UB and is paid from the provider fee schedule
* Dual Population: Meridian processes the Medicare claim and Medicaid picks up the
coinsurance

SNF Billing Requirements

Medicaid:
Must bill on a UB-04 form

Medicare:
Must bill on a UB-04 form
Must bill with resource utilization group (RUG)

Custodial Care:

Must bill on a UB-04 form

Must bill monthly

Must include value code D3 and patient pay amount
Must bill room and board charge only
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Therapy Claims
e Therapy claims can be billed on a CMS 1500 or UB-04 form
Laboratory
e Laboratory charges can be submitted to Meridian on a CMS 1500 of UB-04 form
Prenatal
o All prenatal claims must be billed with last menstrual period date
e Dental charges for pregnant women can be submitted to Meridian
e Maternal Infant Health Program (MIHP)-related services rendered to fee-for-service (FFS)
beneficiaries must be billed on the CMS 1500 professional format
Behavioral Health
The Behavioral Health department at Meridian coordinates behavioral health care for Meridian members
accessing services from contracted offices and community mental health and substance abuse treatment
providers in Michigan.

Listed below is an explanation of Behavioral Health services that require prior authorization and what
services do not for in-network providers. Prior authorization is required for all services rendered by out-of-
network providers. The out of network requirement does not apply to emergency room care, urgent care, or
services rendered at a Federally Qualified Health Center (FQHC), Rural Health Clinic (RHC), or Tribal
Health Center (THC).

For more information, please refer to the Medicaid Mental Health Substance Abuse Authorization and
Payment Responsibility Grid found on michigan.gov.

Please contact the Meridian Behavioral Health department at 888-222-8041 or fax 833-655-2191 if you
have questions about what services require prior authorization and what services do not.

D. Adjustments

Voiding and Replacement Claims

If you are replacing or voiding and replacing a UB-04 claim, use appropriate bill type of XX7 or XX8. If you
are replacing or voiding and canceling a CMS 1500 claim, please complete box 22. For a replacement or
corrected claim, enter resubmission code 7 in the left side of box 22 and enter the original claim number of
the claim you are replacing in the right side of box 22. If you are voiding and canceling a claim, enter
resubmission code 8 on the left side of box 22 and enter the original claim number of the paid claim you
are voiding/canceling on the right side of box 22.

All claim completion instructions apply for a void/cancel claim except as noted below:

Complete one service line and enter zero dollars (000) in all money fields. The entire payment made on the
first claim will be debited. A new claim may then be submitted using the correct member ID

After the void/cancel claim is submitted, a new claim containing the correct provider NPl and/or member
ID number may be submitted

A replacement claim must be submitted when all or a portion of the claim was paid incorrectly or a third-
party payment was received after Meridian made payment. When a replacement claim is received,
Meridian deletes the entire original claim and replaces it with the information contained on the
replacement claim. All money paid on the original claim is debited and a hew payment is issued based
solely on information reported on the replacement claim.
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Replacement claims should be submitted to:

Return an overpayment and provide an explanation of the reason for the overpayment in Remarks section
Correct information submitted on the original claim (other than to correct a provider NPl and/or member ID
number) and provide an explanation of what information is being corrected

Report payment from another source after Meridian paid the claim. Report the source of the payment (e.g.
Medicare) in the Remarks section

Correct information that the scanner misread (except a provider NPl or member ID number) and state
reason in the Remarks section

Use CMS approved two-digit place of service codes to report location for provision of covered services.
Please refer to your Authorization Overview for all services that require authorization for in-network
providers.

Submit claims via the Provider Portal:
https://provider.mimeridian.com

Submit paper claims via mail:

Health Plan Name Transaction Type Clearing House Paper Claim Submissions
(CH/RP) Payer ID
Meridian Fee-for-Service MHPMI Meridian
BHT06 = CH ATTN: Claims Department
PO Box 8080

Farmington, MO 63640-8080
Please note: For fastest, most accurate processing, EDI is the preferred method.

Utilization Management Authorizations

For services that require prior authorizations to be approved for coverage, the Utilization Management
department makes a coverage determination. All claims billed using the approved prior authorization
should have the authorization number noted in the appropriate location of the form. Refer to the claim
form instructions as necessary.

Billing Procedure Code Requirements

When billing for services rendered to Meridian members, providers must use the most current
Medicare-approved coding format (ICD-10, CPT, HCPCS, etc.) and/or state Medicaid guidelines for claims
payment.

Please follow these guidelines for claims submission to Meridian:

Providers must use a standard CMS 1500 claim form or UB-04 claim form for submission of claims to
Meridian

Providers must use industry standard procedure and diagnhosis codes such as CPT, Revenue, HCPCS, and
ICD-10 when billing Meridian

Claims billed using ICD-9 codes will not be accepted for services delivered on or after 10/1/2015, and
inpatient discharges occurring 10/1/2015 or after. Any claims with dates of service prior to 10/1/2015 that
are billed for services delivered and inpatient discharges should use ICD-9 codes. Claims with dates of
service on or after 10/1/2015 that are billed for services delivered and inpatient discharges should use ICD-
10 codes. The switch over to ICD-10 does not impact CPT coding for outpatient provider services and
procedures.

For more information about ICD-10 refer to:
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http://cms.gov/Medicare/Coding/ICD10/index.html
mimeridian.com/providers and click on Bulletins/Updates. Select the Bulletin titled “Transition to ICD-10”

Tax Identification and National Provider Identifier (NPI) Requirements
e Meridian requires the Tax ID and NPI on all claims submissions, with the exception of atypical
providers. Atypical providers are non-healthcare providers such as taxi drivers, carpenters and
personal care providers. These providers must preregister with Meridian before submitting claims
to avoid NPl rejections

e Meridian may reject claims without the Tax ID and/or NPI. The provider’s NPl must be registered
with the state and on the active Medicaid provider roster. The NPI for the correct category of service
must be used to have the encounter accepted by the state

National Drug Codes
Meridian follows CMS guidelines regarding National Drug Codes (NDC). Providers must submit NDCs as
required by CMS. Visit the CMS website at www.cms.gov for more information.

Modifiers
Pricing modifiers are used with the procedures listed in the fee schedule to affect the procedure code’s fee
or cause a claim to pend for review.

e Meridian recognizes two levels of modifiers:

e Levell modifiers are those included in CPT codes and updated annually by the American Medical
Association (AMA)

e Levelll modifiers are recognized nationally and updated annually by CMS

Definitions and use of Level | modifiers can be found in the annual edition of the CPT manual. Definitions of
Level Il modifiers are found in the annual edition of the HCPCS procedure coding manual.

Electronic Claims Submission

The preferred method for submitting claims is electronically. This can be done through clearinghouses or
via the online Provider Portal.

If you are re-submitting a claim for a status or a correction, please indicate “Status” or “Claims
Correction” on the claim.

Meridian is currently accepting electronic claims from the following clearinghouse:

Availity

Customer Support:
800-282-4548 Claim Types:
Professional/Facility
Payer ID: MHPMI

Meridian may add new clearinghouses from time to time. Contact Provider Services at 888-773-2647 to see
if your clearinghouse partner is on the list.
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Providers are responsible for ensuring that they receive a confirmation file for claims submitted via
electronic data interchange (EDI).

Paper Claims Submission

To facilitate processing and to minimize chances for rejection or error in payment, it is required that paper
claims be typewritten or computer printed. The recommended font to use for computer generated claims
is 12-point Times New Roman font. Do not printin italics, bold or script. Handwritten claims and
photocopied claims are not accepted. Paper claims information must be submitted within the confines of
each item box.

Claims must be legibly signed and dated in ink by the provider or his or her authorized representative. Any
claim that is not properly signed or that has the certification statement altered will be rejected. A rubber
signature stamp or other substitute is not acceptable.

An authorized representative may only be a trusted employee over whom the provider has direct
supervision on a daily basis and who is personally responsible on a daily basis to the provider. Such a
representative must be designated specifically and must sign the provider’s name and his or her own
initials on each certification statement. This responsibility cannot be delegated to a billing service.

It is mandatory that claims for services be submitted only on original billing forms. Photocopies or other
facsimile copies cannot be accepted for payment purposes.

Timely Filing
A claim can be resubmitted within 365 days from DOS or 120 days from last date of adjudication/remit —
whichever is later.

Electronic Funds Transfer and Electronic Remittance

We offer a free solution for payment by Electronic Funds Transfer (EFT) and Electronic Remittance Advice
(835)/Explanation of Payment (ERA/EOP) through Payspan®. Create an account by registering at
www.payspanhealth.com or calling 1-877-331- 7154, option 1.

E. Grievance and Appeals Process

Overview

Meridian offers a post-service claim appeal process for disputes related to denial of payment for services
rendered to Meridian members. This process is available to all providers, regardless of whether they are in-
or out-of-network.

Appeals
An appealis arequest for review of a decision made by Meridian to deny, reduce, or terminate a requested

service. Afew examples are:
e Aservice denied based on medical necessity
e Apaymentdenied (in whole or part) for a service
e Aservice denied (such as physical therapy) that was previously authorized

Providers can submit claims disputes via mail, fax or online provider portal at provider.mimeridian.com.
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Appeals must be submitted via mail using the address provided.

Health Plan &

Mailing Address

Correspondence Type
. . Meridian
MI Claim Payment Disputes (Related to .
untimely filing, incidental procedure Attn: Claims Department
y g, P ’ PO Box 8080

unlisted procedure code) Farmington, MO 63640-8080

Types of Issues Providers Can Appeal
The appeals process is in place for two main types of issues:

e The provider disagrees with a determination made by Meridian (such as combining two stays as a
15-day readmission). In this case, the provider should send additional information (such as
medical records) that support the provider’s position

e The provider is requesting an exception to a Meridian policy (such as prior authorization
requirements). In this case, the provider must give an explanation of the circumstances and why
the provider feels an exception is warranted in that specific case

How to File a Post-Service Claim Appeal
1. Login to the Provider Portal to submit an appeal. This is the preferred method for a quicker

turnaround time.
2. Via mail by filling out this form and sending documentation to support your position, such as
medical records to the following address:

Meridian

Attn: Appeals Department
PO Box 8080

Farmington, MO 63640-8080

3. Viafaxbyfilling out the Appeal Cover Letter form and sending documentation to support your
position, such as medical records, to 833-592-0658.

Time Frame for Filing a Post-Service Appeal
Provider appeals must be submitted within 365 days from the date of service or 120 days from the EOP,
whichever is later, provided the initial claim was submitted timely unless otherwise specified within the

provider contract.

Response to Post-Service Claim Appeals

Meridian typically responds to a post-service claim appeal within 30 days from the date of receipt. If
additional information is needed, such as medical records, then Meridian will respond within 30 days of
receiving the necessary information. Providers will receive a letter with Meridian’s decision and rationale.
There is only one level of appeal available within Meridian. All appeal determinations are final. There is
only one level of appeal available for post-service claim reviews. All appeal determinations are final.

If a provider disagrees with Meridian’s determination regarding an appeal, the provider may pursue one of
the following options depending on contract status:
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Contracted Hospitals: Binding Arbitration — A provider may initiate arbitration by making a written demand
for arbitration to Meridian. The Provider and Meridian agree to mutually select an arbitrator and the
process for resolution.

Non-Contracted Hospitals may utilize the dispute procedures outlined in the Hospital Access Agreement
between signatory hospitals and MDHHS, provided the hospital is a signatory to that agreement. The
dispute must first be submitted to an Accounts Receivable Reconciliation Group (ARRG) in accordance
with the terms of the MDHHS Hospital Access Agreement included in MSA 01-28

Provider must submit its request for Binding Arbitration or to use the procedures of the Access Agreement
no later than three hundred sixty-five (365) days from the date of service, or within one hundred twenty
(120) days of the last claim denial provided the initial claim was submitted within one year of the date of
service. Providers will have no further recourse on any claim if they do not file their request for either of the
above dispute resolution mechanisms within these timeframes.

Explanation of Payment (EOP)

Meridian sends its providers remittance vouchers as an explanation of payment.

When a provider accepts a patient as a Medicaid beneficiary, the beneficiary cannot be billed for the
difference between the provider’s charge and the Medicaid payment for service.

F. Coordination of Benefits (COB)

Overview

Meridian is responsible only for the difference between what the primary insurance pays and the allowable
Medicaid or Medicare fee screen. Please submit claims that have other insurance payers to Meridian with
an attached explanation of benefits (EOB) payment or rejection. Attach EOB information in the correct
837i, 837p, or 837d format when sending in a claim electronically. A paper remit is not required.

Medicaid Members

Meridian appreciates your assistance and cooperation in notifying us when any other coverage exists, such
as (but not limited to) other health care plans or workers’ compensation benefits. In the event that
Meridian is not the only insurance coverage for the member, Meridian should be billed as secondary payer
for all services rendered, and is responsible only for the difference between what the primary insurance
pays and the allowable Medicaid fee schedule. Please submit claims that have other insurance payers to
Meridian with an attached EOB payment or rejection.

Claims Guidelines for Dual-Eligible Members
Services provided to patients who are covered by Meridian for both Medicare and Medicaid should follow
the guidelines below:
e Submit one authorization request to Meridian — Meridian will coordinate authorization
requirements, benefits and services between the two products
e Submit one claim to Meridian. There is no need to submit two claims. Claims processing
information will be reported on two remittance advice (RA) forms:
e The 1st RAwill come from Meridian Medicare indicating how the claim was processed and
informing you that the claim was forwarded to Meridian Medicaid for secondary processing
e The 2nd RA will show how the claim was processed by Meridian Medicaid
Third Party Liability and Subrogation
Third party liability (TPL) refers to any other health insurance plan or carrier (e.g., individual, group,
employer-related, self-insured or self-funded plan or commercial carrier, automobile insurance and
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worker's compensation) or program (e.g., Medicare) that has liability for all or part of a member's
healthcare coverage. Contractors are payers of last resort and will be required to identify and seek
recovery from all other liable third parties in order to make themselves whole. The contractor may retain all
such collections. If TPL resources are available, the Contractor is not required to pay the provider first and
then recover money from the third party; however, the contractor may elect to “pay and chase.”
Contractors may research, identify and recover all sources of third party funds based on industry
standards. The contractor must follow Medicaid Policy regarding TPL. The contractor must report third
party collections in its encounter data submission and in aggregate as required by MDHHS.

The provider must provide proof of attempts made to identify third party payers when submitting claims.
When an enrollee is also enrolled in Medicare, Medicare will be the primary payer ahead of any contractor.
The contractor must make the enrollee whole by paying or otherwise covering all Medicare cost sharing
amounts incurred by the enrollee such as coinsurance and deductibles.

G. Fraud, Waste and Abuse Overpayment and Recovery

Overpayment and Recovery

Meridian determines how to handle recovery of overpayments (“take-backs”) according to the situation
that created the overpayment and the time frame between when the payment was made and when the
overpayment was identified.

e Inaccurate payment: This includes duplicate payment, system set-up error, claims processing
error and claims paid to the wrong provider. Adjustment/notification date for recovery will be
limited to 12 months from date of payment

e Identified through a medical record audit: Adjustment/notification date for recovery will be limited
to 12 months from date of payment. In the event that the audit reveals fraud, waste or abuse, the
12 month look back period will no longer apply
Fraud and abuse: Adjustment/notification date for recovery time period will be the statute of
limitations or the time limit stated in the Provider Agreement

In the event itis determined that an inaccurate payment was made, Meridian will not provide prior written
notice of a recovery. In that case, Meridian will recover the overpayment by issuing an invoice or
performing a “take-back”. Full details of this recovery will be provided in either the invoice or the
remittance advice.

No time limit applies to the initiation of overpayment recovery efforts required by a state or federal program
or where fraud is suspected or intentional misconduct is involved.
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Section 6: Quality Improvement Program

A. Introduction

The primary objective of Meridian’s Quality Improvement Program (QIP) is centered on the corporate
mission to help those eligible for government-sponsored healthcare plans live better, healthier lives. The
QIP objectively and systematically monitors and evaluates the quality, appropriateness, and outcomes of
care and services, and the processes by which they are delivered. Direct improvement in individual and
aggregate member health status is measured using the applicable HEDIS® quality measures, state of
Michigan mandated performance indicators, internal performance improvement projects, and health
outcomes data. Indirect improvement in individual and aggregate member health status is measured using
critical operational metrics designed to monitor accessibility and availability of care. If you would like more
information about QIP, please call Member Services.

B. QIP Goals and Objectives

Meridian’s primary goal is to improve members’ health status through a variety of meaningful quality

improvement activities implemented across all care settings and aimed at improving the quality of care
and services delivered. Performance measures are aligned to specific priorities and goals used to drive
quality improvement and operational excellence.

Meridian’s Quality Program priorities and goals support the Centene Corporation purpose of Transforming
the Health of the Communities We Serve, One Person at a Time and the mission of Better Health

Outcomes at Lower Costs employing the three core brand pillars: a focus on the individual; an innovative,
whole-health, well-coordinated system of care; and active local and community involvement. The mission,
core pillars and health priorities are outlined in the table below:

Transforming the Health of the Community, One Person at a Time

Better Health Outcomes at Lower Costs

Focus on Individuals

Whole Health

Active Local Involvement

Priorities

Priorities

Priorities

e Well-Coordinated, Timely,
Accessible Care Delivery

e Member Healthy Decisions

e Home and Community
Connection

e Right Care, Right Place,
Right Time

e Member Engagement

e Provider Engagement

e High Value Care

e Member Satisfaction with
Provider and Health Plan

Meaningful Use of Data

Prevent and Manage Top Chronic
Illnesses

Manage Co-morbid Physical and
Behavioral Health Diagnosis
Manage Episodic Illnesses
Manage Rare Chronic Conditions
Screen for Unmet Needs
Remove Barriers to Care; Make It
Simple to Get Well/Stay Well/Be
Well

Coordination of Care Across the
Health Care Continuum
Behavioral Health Integration
LTSS Quality of Life

e lLocal Partnerships

e Population Health
Improvement

e Preventive Health and
Wellness

e Maternal-Child Health Care

e Prevent and Manage Obesity

e Tobacco Cessation

e QOpioid Misuse Prevention
and Treatment

e Address Social
Determinants of Health

e Health Equity/Disparity
Reduction

e  Multi-Cultural Health

mimeridian.com
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Meridian offers a Medicaid Pay for Performance (P4P)Program that rewards providers for delivering quality

preventive healthcare services. Incentives range from $50 to $120.

In 2026, the Meridian P4P program will follow a threshold model in which the incentive amount per gap
closure will be paid to in-network Medicaid primary care providers (PCP) after their assigned membership

reaches set completion rates.

The grids below outline the benchmarks to meet for the 50th ,75th, and 90th percentile and applicable
incentive amounts for each measure included in the 2026 program. Each measure will be calculated and

rewarded individually.

Medicaid Incentive Amounts

. ... 50 75th 90

HEDIS Measure Abbreviation Percentile Percentile Percentile
Breast Cancer Screening BCS $50 $75 $120
Controlling High Blood Pressure CBP $50 $75 $120
Glycemic Status Assessment GSD $50 $75 $120
Chlamydia Screening in Women (Total) CHL Total $50 $75 $120
Childhood Immunizations - Combo 10 CIS10 $50 $75 $120
Immunizations for Adolescents - Combo 2 IMA 2 $50 $75 $120
Kidney Health Eva!uation for Patients with KED $50 $75 $120

Diabetes

Lead Screening in Children LSC $50 $75 $120
Well-Child Visits in the First 30 Months of Life W30 Rate 1 $50 $75 $120

Medicaid Target Compliance Percentage

HEDIS® Measure

Abbreviation

50th

75th

90th

Percentile Percentile Percentile

Breast Cancer Screening BCS 55.87% 61.43% 66.31%
Controlling High Blood Pressure CBP 67.88% 71.34% 75.43%
Glycemic Status Assessment GSD 60.58% 64.69% 67.40%
Chlamydia Screening in Women (Total) CHL Total 56.30% 65.47% 70.67%
Childhood Immunizations - Combo 10 CIS10 23.89% 28.86% 34.79%
Immunizations for Adolescents - Combo 2 IMA 2 34.14% 40.19% 47.16%
Kidney Health Eva‘luation for Patients with KED 42.13% 48.71% 54.15%
Diabetes
Lead Screening in Children LSC 69.96% 76.34% 82.86%
Well-Child Visits in the First 30 Months of Life W30 Rate 1 63.38% 67.49% 71.71%
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Comprehensive Child and Adolescent Care

Service Procedure Performance Criteria*
4 Diphtheria, Tetanus and
Acellular Pertussis (DTaP)
3 Polio
(IPV/OPV)
1 Measles, Mumps and Rubella
(MMR) . . .
3 Haemophilus Influenza Type B Children two years of age whq had four dlphthen?,
(HiB) tetanus and acellular pertussis (DTaP); three polio
Childhood 3 Hepatitis B (IPV); one.mezf\sles, mumps and .rubella (MMR); t.h.ree
L haemophilus influenza type B (HiB); three hepatitis B
Immunizations Status (HepB) .
- - (HepB), one chicken pox (VZV); four pneumococcal
—Combination 10 1 Chicken Pox " -
conjugate (PCV); one hepatitis A (HepA); two or three
(\74Y)] . . .
- rotavirus (RV); and two influenza (flu) vaccines by
4 Pneumococcal Conjugate their second birthda
(PCV) v
1 Hepatitis A
(HepA)
2 or 3 Rotavirus
(RV)
2 Influenza
(Flu)

Immunizations for
Adolescents —
Combination 2

1 Meningococcal

1 Tetanus, Diphtheria Toxoids
and Acellular Pertussis
(Tdap)

2 or 3 Human Papillomavirus
(HPV)

Adolescents 13 years of age who had one dose of
meningococcal vaccine, one tetanus, diphtheria
toxoids and acellular pertussis (Tdap) vaccine, and
have completed the human papillomavirus (HPV)
vaccine series by their thirteenth birthday.

Lead Screening
in Children

Lead Capillary or Venous Blood
Test

Children two years of age who had one or more
capillary or venous lead blood test for lead poisoning
by their second birthday.

Well-Child Visits
in the First 15 Months
of Life

Six or More
Well-Child Visits
in the First 15 Months of Life

Children who turned 15 months old during the
measurement year and had six or more well-child
visits with a primary care provider (PCP) during their
first 15 months of life.

mimeridian.com
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Prevention and Screening

Service Procedure Performance Criteria*

Members 52 — 74 years of age who had a
mammogram to screen for breast cancer any
Breast Cancer Screening Mammogram time on or between October 1 two years prior to
the measurement year and December 31 of the

measurement year.
Members 16 — 24 years of age who were
recommended for routine chlamydia screening,
identified as sexually active and who had at

Chlamydia Screening

in Persons Age 16-24 Years Screening for

Ooud Chlamydia least one test for chlamydia during the
measurement year.
Members 18 — 85 years of age who had a
Controlling High Blood Screening for High diagnosis of hypertension (HTN) and whose BP
Pressure Blood Pressure** was adequately controlled (<140/90 mm Hg) as

of the latest reading of the measurement year
Service Procedure Performance Criteria*

Members 18-75 years of age with diabetes (type
1 and type 2) that had a controlled HbA1c or
glucose management indicator level (<8.0%) as
of the last reading of the measurement year.
Members 18-85 years of age with diabetes (type
1 and type 2) who received a kidney health
Estimated Glomerular | evaluation, by an estimated glomerular filtration

Glycemic Status
Assessment for Patients HbA1c Test**
with Diabetes

. . Filtration Rate (eGFR) rate (eGFR) and either a urine albumin-
Kidney Health Evaluation for . . . . .
: . . and Urine Albumin- creatinine ratio (UACR) or separate urine
Patients with Diabetes . . . . S . .
Creatinine Ration albumin and urine creatinine testing (albumin
(UACR) tests and creatinine tests must be within 3 days of

each other) and performed during the
measurement year.

Program Information:

Results may be faxed to 1-833-667-1532 or sent to our secure email MIHEDIS@mhplan.com. All
procedures must be completed within strict HEDIS® and Michigan Department of Health and Human
Services (MDHHS) guidelines. For a complete list of covered CPT codes for these measures or to view
the Drug Formulary for a list of covered drugs, visit mimeridian.com. For more information, contact
us via the Provider Relations Inquiry Form on mimeridian.com.

** Incentive is paid if the member is adherent to their medications or blood pressure or HbA1c levelis
controlled as of December 31, 2026.

e Incentives are paid annually upon completion of all qualifying services in compliance with HEDIS®
measurement year 2026 guidelines. Unless otherwise noted, one incentive is paid per member per
year. Incentives will begin being paid in 2026 after MY26 HEDIS® performance is finalized. Incentive
is paid to the assigned PCP at the time of payment.
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e Measures are subject to change based on HEDIS® adjustments.

e Meridian maintains the right to modify or discontinue the P4P Program at any time. Program funding
for all lines of business is subject to change and updating at any time during the program year.
Payments will not exceed budgeted amounts. Payments will be indexed as needed.

Meridian maintains the right to modify or discontinue the P4P Program at any time.
Meridian will notify providers of any changes orincentive program alterations.

Performance Improvement Projects

Meridian engages in performance improvement projects (PIP) as mandated by the State of Michigan for
Medicaid health plans, external quality reviews or internal identification for improvement. The purpose of
the PIP(s) is to improve the quality of care members receive, while improving health outcomes, lowering
cost, and improving the member experience.

For more information on current PIP, please contact the quality improvement department.
C. QIP Processes and Outcomes

Meridian uses the Plan Do Check Act (PDCA) methodology for its quality improvement activities, initiatives
and performance improvement projects. Integrated into the PDCA methodology are the following
components: identification, performance goals and benchmarks, data sources, data collection,
establishment of baseline measurements, analysis and evaluation, trending, intervention development
and implementation, remeasurement, additional analysis, evaluation and trending and revision, addition,
modification or discontinuation of intervention development and implementation as indicated.

Clinical and operational performance indicators provide a structured, organized framework of
standardized metrics to consistently:

Measure, monitor and re-measure performance and outcomes at prescribed intervals

Assess and evaluate outcomes against predefined performance goals and benchmarks

Identify and address potential barriers

Promote early identification and remediation of potential quality issues to mitigate risk
Recommend revision, addition, modification or discontinuation of a quality improvement activity or
initiative

o Re-measure, reassess and re-evaluate the impact of quality activities and improvement initiatives

Meridian’s QIP focuses on both clinical and operational outcomes such as patient experience, provider
satisfaction, utilization management, and complaint and grievance resolutions.
Outcomes of the QIP are tracked, analyzed, and reported to the QIC and Board of Directors annually.

D. Provider Opportunities in QIP Activities
Provider involvement is integral to a successful QIP. By ensuring accessibility and delivering high quality

care, providers contribute to the goals and objectives of the Meridian QIP. Providers also have the
opportunity to contribute administratively by becoming active participants in Meridian Committees. To
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express interest in joining any of the following committees, or to request more information, please contact
Quality Improvement at 313-324-3700.

Quality Improvement and Utilization Management Committee

The purpose of the QIUMC is to provide oversight and direction in assessing the appropriateness of care
and service delivered, and to continuously enhance and improve the quality of care and services provided
to members through a comprehensive, health plan-wide system of ongoing, objective, and systematic
monitoring of activities and outcomes using the quality process.

The responsibilities of the committee include:

Oversight of the quality activities of the health plan to ensure compliance with contractual
requirements, federal and state statutes and regulations, and requirements of accrediting bodies
such as the National Committee for Quality Assurance (NCQA)

Annual development of the Quality Program Description and Work Plan incorporating applicable
supporting department goals as indicated

Development of quality and performance improvement studies and activities, and reporting of
findings to the Board of Directors

Annual review and approval or acceptance of the Credentialing, Pharmacy, Utilization
Management, Care Management, and Population Health Management Program Descriptions and
Work Plans as developed by the appointed subcommittees to facilitate alliance with the strategic
vision and goals

Evaluation of the effectiveness of each departments’ activities to include analysis and
recommendations of policy decisions based on identified trends, barrier analysis, and
interventions required to improve the quality of care and/or service to members. Implements
corrective actions as appropriate, and acts as a communication channel to the Board of Directors
Prioritization of quality improvement efforts, facilitation of functional area collaboration, and
assurance of appropriate resources to carry out quality activities

Review and establishment of benchmarks and performance goals for each quality improvement
initiative and service indicator

Review and approval of due diligence information for any potential delegated entity and the annual
oversight audit outcomes for delegated entities

Adoption of preventive health and clinical practice guidelines to promote appropriate and
standardized quality of care

Monitoring of clinical quality indicators (such as HEDIS, adverse events, sentinel events, peer
review outcomes, quality of care tracking, etc.) to identify deviation from standards of medical
care, and supporting the formulation of corrective actions, as appropriate

Ongoing evaluation of the appropriateness and effectiveness of pay-for-performance and value-
based contracting initiatives and support in designing and modifying the program as warranted

Credentialing Committee

The purpose of the Credentialing Committee is to provide oversight of the development and annual
review/approval of credentialing policies. The Credentialing Committee has final authority for credentialing
and recredentialing licensed medical and behavioral health practitioners, other licensed healthcare
professionals, and organizational providers who have an independent relationship with the health plan.
The Committee oversees the credentialing process to ensure compliance with regulatory and
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accreditation requirements and ensure network practitioners and organizational providers are qualified,
properly credentialed, and available for access by health plan members.
The responsibilities of the committee include:

Provide guidance to organization staff on the overall direction of the Credentialing Program
Review and approve credentialing and recredentialing policies and procedures

Review and recommend credentialing and recredentialing criteria

Final authority to approve or disapprove applications by practitioners and organization providers
for network participation status and recredentialing

Provide clinical peer input to address standards of care for a particular type of practitioner
Review oversight audits of delegates Credentialing Program performance

Evaluate and report to management on the effectiveness of the Credentialing Program

Review potential QOC events and adverse events, including any corrective action plans from peer
review committee, for recredentialing decisions

Physician Advisory Committee

The purpose of the Physician Advisory Committee is to provide input on the health plan provider profiling
and incentive programs, and other administrative practices, and supports development of the provider
scorecard indicators, useful analyses of the data, and effective means of helping providers improve their
performance.

The responsibilities of the committee include:

Provide the health plan with feedback regarding programs and processes from a community
provider-based perspective

Allow providers to make recommendations related to the programs and processes

Assist the health plan to identify key issues related to programs that may affect community
providers

E. Contractual Arrangements

Non-Delegated

By signing a contractual agreement with Meridian to be part of its provider network, the practitioner,
provider, facility or ancillary service agrees to:

Abide by the policies and procedures of the Meridian QIP
Participate in Peer Review activity
Provide credentialing and re-credentialing information in accordance with Meridian standards
every three years
Serve on the QIC or other subcommittee, as necessary
Allow Meridian to collect data and information for quality improvement purposes
Cooperate with the utilization management, care coordination and disease management programs
as applicable, including, but not limited to:
o Clinical data submission with the initial corporate prior authorization request
o Timely response to outreach requests for information or to discuss member’s plans of care
o Participate in care coordination conferences, as necessary
o Resolve appeals, complaints and grievances
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Meridian encourages practitioners to freely communicate with patients regarding treatment regimens
including medication treatment options, regardless of benefit coverage limitations.

Delegated
Meridian does not sub-delegate any administrative, clinical, operational, or quality improvement
functions.

Integrated Care Program

Meridian integrates the functions of utilization management, care coordination and population health
management into its QIP to provide total coordination across the full continuum of care and facilitate
timely, ongoing communications with the member’s primary care provider.

The Integrated Care Program begins with the performance of a health risk assessment (HRA) which is
performed by a specially trained Member Services Representative, Quality Specialist or Quality
Coordinator to:

o Assess the member’s overall health status

e |dentify current conditions and impairments, including screening for depression

e |dentify the member’s current medications and treatments, including therapeutic and personal
assistance services provided by ancillary agencies

e Assess the member’s past medical and family medical histories

e Assess the member’s social history

e Assess the member’s use of assistive devices, i.e., ambulation, alternative communication, etc.

e Assess the member’s living situation and level of independence

e |dentifythe member’s immediate care and treatment needs

Health Risk Assessment

The HRS Adult (Age18-64) Mini Screener is a specially designed questionnaire for Meridian members that
can be performed telephonically, or in the home as necessary, to assess a member’s degree of stratified
risk in the following areas: medical, behavioral health, and substance abuse, psychosocial and functional.
HRS Adult (Age18-64) Mini Screener are completed within the first 30 days for the Temporary Assistance
for Needy Families (TANF) population using an electronic questionnaire that links to the member’s profile
in the TruCare system and interfaces with all other operational modules including care, utilization, and
quality.

The information collected through the HRS Adult (Age18-64) Mini Screener process is documented under
the member profile section of TruCare. Members identified as having one or more of the following may be
referred for care coordination assessment

e Three or more chronic conditions orimpairments

e History of chronic pain or receiving services through a pain management clinic

e History of behavioralillness or substance abuse

e An acute condition currently receiving active care and treatment

e Self-reported

e I|dentified as being part of the ABAD sub-population through the eligibility identifier
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e Child with special health care needs

e Pooroverall health status

e Poorendurance

e Poor nutritional status

e Unsteady gait or difficulty with walking or standing

e Difficulty performing activities of daily living independently or rely on others to perform on their behalf

e Receiving HCBS waiver services

Utilization Management

The function of utilization management is inclusive of the following tasks:
e Pre-service, concurrent and post-service medical necessity review
e Discharge planning for members who are not enrolled in the care coordination program or do not
have complex post-discharge needs and/or conditions
e Supporting transition of care between levels of care, facilities and/or providers

Initial medical necessity review of corporate prior authorization requests requiring approval of the health
plan and concurrent review of admissions for medical conditions are performed by Utilization
Management Coordinators who are State of Michigan active Licensed Registered or Practical Nurses.
Medical necessity determinations for medical conditions are made in accordance with InterQual’
Guidelines, Meridian Medical Policy or CMS National or Local Coverage Determinations, as appropriate.

Initial medical necessity review of corporate prior authorization requests requiring approval of the health
plan and concurrent review of admissions for behavioral health and substance abuse conditions are
performed by Utilization Management Coordinators who are State of Michigan active licensed registered
nurses, practical nurses, or Behavioral Health Care Managers who are master’s level prepared social
workers, professional counselors or psychologists. Medical necessity review determinations for behavioral
health care and substance abuse are made in accordance with The Mihalik Group’s Medical Necessity
Manual for Behavioral Health, Meridian Medical Policy or CMS National or Local Coverage Determinations,
as appropriate.

Utilization Management Coordinators and Behavioral Health Care Managers may make approval
determinations in accordance with applicable medical necessity review criteria, Meridian Medical Policy
or CMS National or Local Coverage Determinations. Utilization Management Coordinators and Behavioral
Health Care Managers are not permitted to render medical necessity adverse determinations (denials).

Only Medical Directors who have an active and unrestricted license in the State of Michigan are permitted
to render an adverse determination once a medical necessity review of the clinical information is
completed. When feasible, the Medical Director will make at least one outreach attempt to discuss the
request or case prior to an adverse determination decision being rendered.

Utilization Management Coordinators perform routine discharge planning and coordinate routine

transitions between levels of care, facilities and/or providers in collaboration with the member, the
facility’s designated contact and the member’s primary care provider.
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Utilization management determinations are made and communicated within the following timeframes:

e Non-Urgent, Pre-Service Determinations
o Made within 7 calendar days of receipt of the request
o Verbally communicated to the requesting provider via telephone on the same day the
determination is made
o Adverse determinations are communicated in writing within three calendar days of the verbal
communication to the provider and member
e Urgent, Pre-Service Determinations
o Made within 72 hours of receipt of the request
o Verbally communicated to the requesting provider via telephone on the same day the
determination is made
o Adverse determinations are communicated in writing within three calendar days of the verbal
communication to the provider and member
e Urgent, Concurrent Determinations
o Made within 3 calendar days of receipt of the request
o Verbally communicated to the requesting provider via telephone on the same day the
determination is made
o Adverse determinations are communicated in writing within three calendar days of the verbal
communication to the provider and member

Providers and members may appeal adverse determinations to Meridian within 60 days of receipt of the
written denial notification. Appeals are adjudicated in accordance with the following timelines:
e Standard Member Appeals
o Within 30 days of receipt of the appeal request
o Member appeal determinations are communicated in writing to the member, PCP and any
provider involved in the appeal Expedited Member Appeals
o Within 72 hours of receipt of the appeal request
o Verbally communicated to the requesting provider via telephone on the same day the
determination is made
e Member appeal determinations are communicated in writing within three calendar days of the
verbal communication to the provider and member

e Members, or their representatives, may also file an appeal with the Michigan Department of Health
and Human Services

e Meridian considers all appeal determination decisions to be final and abides by the determination
decision rendered

Care Coordination
Care Coordination integrates social, behavioral, and physical health needs of the member and coordinates
referrals to maximize treatment success and outpatient care services. Meridian’s Care Coordination
model seeks to accomplish this by:

¢ Focusing attention on the individual needs of the member

e Promoting and assuring service accessibility

e Maintaining communication with the member/caregiver, providers and community

¢ |dentifying and removing barriers to access through collaboration with the PCP, specialists,

member and family to develop a plan of care
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¢ Integrating behavioral health and specialty care into care delivery

e Educating member on condition management, appropriate use of services and self-care
techniques

¢ Reducing social barriers that negatively impact a member's behavioral and physical health

Meridian’s Care Coordination team determines whether or not a member is eligible for Care Coordination.
The member is then assigned to a risk stratification level and a plan of care is developed. The risk
stratification level is determined by results of the members HRS Adult Mini Screener and reassessments,
claims history, or by predictive model.

Care Coordinators
Care Coordinators are Meridian team members responsible for identifying health goals for each member.
They coordinate services and providers to help members achieve these goals by:
e Working with members to create individualized care plans
e |dentifying and removing barriers to accessing care
e Linking members with community resources to facilitate referrals and respond to social service
needs
e Educating members on condition management, appropriate use of services, and self-care
techniques
e Referring members to appropriate community resources to address medical, social, and financial
needs and following up to ensure fulfillment
e Updating the care plan at least annually and whenever members experience a change in condition
Target Population
e Highrisk pregnancies
e Adults and children with special needs
e High-risk and high-cost populations with multiple health and social needs
e Members requiring post-hospitalization assessment and follow up
e High-ED utilizers requiring education and communication with PCP
e Members with level 3 chronic conditions or more than one chronic diagnosis, regardless of risk
stratification

e Members with medical nheeds who are also suffering from psychosocial and behavioral health risk
factors

e Foster care and former foster care population up to age 26

“Integrated Team” Approach

Our Care Coordination program operates as an integrated team comprised of Care Coordinators, Care
Coordination Nurses, Community Health Workers (CHW) and consultant staff for behavioral health and
pharmacy needs. Led by a Meridian Medical Director, the teams meet regularly for continuous education
and care review.

Teams are specialized in:

Medical

Children’s Special Health Care Services (CSHCS)
Maternity

NICU

High-ED

O O O O O
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o Behavioral Health

o Sickle Cell Disease

o HepatitisC

o Complex Case Management
o Fostercare

Available Health Coaching Consultations:

Weight Management
Stress Management
Tobacco Cessation
Asthma

American Therapy Centers
Cardiac Health

O O O O O O

Care Coordination teams will regularly reach out to providers to keep everyone involved with the member’s
plan of care. The following forms of communication will be used: letters, faxes and phone calls.

Referring a Member to the Care Coordination Program

Providers can refer any Meridian member to the Care Coordination program by:
e Notifying Meridian through the Provider Portal
o Logintothe Provider Portal at provider.mimeridian.com
o Select “Member” on the left menu
o Enterthe Member ID number
o Click “Notify Health Plan” at the bottom of the “Demographics” screen
o Select “Case Management” (middle tab) and fill out the reason for referral
e Completing the “Care Coordination Referral Form” and faxing it to Meridian. To get the form:
o Go to mimeridian.com/providers.html
o Goto “Provider Resources” on the left side
e Click on Manuals, Forms, and Resources
e Select Medical Referrals, Authorizations, and Notification
e Select “Care Coordination/Complex Case Management Referral Form - (PDF)”
o Faxthe completed form to 833-337-0596
e Youcan alsorequest a Care Coordination Referral Form from your local Provider Network
Development Representative

Outcomes Measurement

HEDIS® measures are utilized on an annual basis to assess clinical outcomes including:
o Annual monitoring of patients on persistent medications

o Condition specific HEDIS® measures

o Children, adolescents and adults’ access to preventive care

o Annualinfluenza vaccination

o Pneumoniavaccination

Utilization data from claims are measured, analyzed, and evaluated quarterly by the Quality & Utilization

Management departments. Data review includes inpatient admission and readmission, planned or
unplanned transitions in care, and emergency department use.
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Member satisfaction with choice and quality of care received and member reassessment of self-reported
improvements in status are measured, analyzed and evaluated annually using mailed and telephonic
survey tools by the Quality & Utilization Management departments.

Outcomes are reported, reviewed, analyzed, and evaluated by the QIC quarterly and annually. The QIC
makes recommendations for improvement to the Care Coordination program based upon these outcome
reports.

F. Confidentiality and Conflict of Interest

1. Confidentiality

Meridian uses the following mechanisms to effectively govern confidentiality, integrity, and availability

of protected health information in written and electronic form:

e Corporate policy prohibiting any employee from voluntarily disclosing any peer review information
except to persons authorized to receive such information to conduct QIP activities

e Meridian HIPAA Privacy and Security policies and procedures developed and implemented by the
Chief HIPAA Privacy Officer and Chief HIPAA Security Officer and adherence monitored by the
HIPAA Privacy and Security Committee through quarterly meeting and reports

e Corporate policy prohibiting any employee from voluntarily disclosing any member identifiable
health information (IHI) or protected health information (PHI) except to persons authorized to
perform payment, treatment or operations on behalf of Meridian, required by law exempted under
the HIPAA Privacy Rules or by written member consent explicitly authorizing such disclosure

e Corporate policy mandating the minimum necessary amount of member and provider information
is used only to perform the payment, treatment and operations functions and meet the legal
obligations of the health plan

e Corporate policy restricting access to member and provider information to the minimum
necessary to perform one’s job and controlled through the use of individual user identification and
passwords

Each employee is required to sign a confidentiality statement and participate in HIPAA Privacy and
Security training annually.

Each external committee participant must agree in writing to abide by these confidentiality policies
and sign a Committee Member Confidentiality Statement.

2. Conflict of Interest
All Meridian employees, who are directors or above and community-based provider advisors, are

required to sign conflict of interest statements annually.

Meridian corporate policy prohibits any Meridian employee or community-based provider advisor from
performing utilization review or making medical necessity determinations on any member for which
they are providing care for or from which he or she may directly or indirectly financially, or in kind,
benefit personally or professionally other than standard remuneration from the company.

Meridian does not bonus, reward, or financially incentivize any Medical Director or Physician Advisor
based upon the number of adverse initial and appeal determinations made.
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G. Member Safety

Meridian encourages and supports practitioners in creating a safe practice environment. Meridian
demonstrates this support through:

The development and implementation of clinical practice guidelines based on national standards

Provider and member newsletters that convey new, revised, and/or updated initiatives and provide
safety related information

The development and delivery of effective and on-going fraud and abuse education and training for
employees, members and providers through various methods (i.e., member and provider
websites, newsletters, member handbook, provider manual, Network Development Provider
Representative visits with providers, and on-site training for all employees)

The inclusion of provider office safety evaluations in the site visits for Quality

Incorporated into the QIP is a strong emphasis on member safety. The program ensures that individual
practice sites have implemented appropriate safety practices before being considered for participation in
the Meridian Network.

Meridian also demonstrates a strong commitment to legal and ethical conduct through the prevention,
detection, and reporting of fraud and abuse activities. Other safety related program components include:

Information distributed to members designed to improve their knowledge with respect to clinical
safety in their own care (i.e., questions to ask surgeons prior to surgery)

Collaborative activities with network practitioners targeting safe practices (i.e., improving medical
record legibility)

Monitors for continuity and coordination of care between practitioners and between medical and
behavioral health to avoid miscommunications that lead to poor outcome

Analysis and actions on complaint and satisfaction data related to clinical safety
Mechanisms for pharmaceutical oversight that safeguard member safety
Written policies and procedures that identify specific areas of risk for fraud and abuse

The designation of a Chief Compliance Officer and Compliance Committee to ensure the optimum
functioning of Meridian operations for the detection and elimination of fraud, waste, and abuse

Comprehensive and on-going fraud, waste, and abuse education and training programs to all
Meridian employees, members and providers

The development, implementation, review and evaluation of internal and external audits and other
proactive risk management tools intended to monitor compliance and assist in the identification of
problem areas
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Section 7: Provider Functions and Responsibilities

A. Primary Care/Managed Care Program

Meridian utilizes a Primary Care Provider (PCP) Patient-Centered Medical Home system. In this system,
the PCP is responsible for the comprehensive management of each member’s health care. This may
include, but is not limited to, ensuring that all medically necessary care is made available and delivered,
facilitating the continuity of member health care, promoting and delivering the highest quality health care
per Meridian standards.

Meridian providers are responsible for knowing and complying with all Meridian network policies and
procedures. Implementation of Meridian policies will facilitate the Plan’s periodic reporting of HMO data to
MDHHS, the State and the Federal agencies.

B. PCP Prior Authorization and Referral Procedures

PCPs are responsible for initiating all necessary medical referrals for their assigned members. Details on
the procedures for prior authorizations are located in Section 4 of this manual.

C. Corporate Reporting Requirements

Member encounter information should be reported on submitted claims forms (CMS 1500; UB-04) by
stamping or clearly designating on the claims form “ENCOUNTER.”

Practices will be monitored for accurate and complete encounter reporting. The data that Meridian
submits to the State of Michigan requires your compliance with this requirement.

Other reporting requirements or data collection may be added, as data collection requirements are
dynamic. PCP offices will be notified in writing of any additional reporting requirements.

D. Encounter Reporting Requirements

In order to assess the quality of care, determine utilization patterns and access to care for various
healthcare services, qualified health plans are required to submit encounter data containing detail for
each patient encounter reflecting all services provided by the providers of the health plan. The State will
determine the minimum data elements of the encounter reporting. A format consistent with the formats
and coding conventions of the CMS 1500 and UB-04 will be used initially. PCPs will submit their encounter
data monthly to Meridian, who must then submit it to the MDHHS via an electronic tape. Both Meridian and
provider agree that all information related to payment, treatment, or operations will be shared between
both parties and all medical information relating to individual Members will be held confidential.

As part of Meridian’s contract with providers, it is required that Provider Preventable Conditions (PPCs)
associated with claims be reported to Meridian. PPCs address both hospital and non-hospital conditions
identified by the state for non-payment. PPCs are broken into two distinct categories: Health Care-
Acquired Conditions (HCACs) and Other Provider Preventable Conditions (OPPCs). HCACs are
conditions/secondary diagnosis codes identified when not present on an inpatient admission. OPPCs are
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conditions occurring in any healthcare setting that could have reasonably been prevented through the
application of evidence-based guidelines.

E. Electronic Visit Verification
What is Electronic Visit Verification (EVV)?

Electronic Visit Verification (EVV) is a validation of the date, time, location, type of Personal Care Services
(PCS) or Home Health (HH) Care Services provided, and the individual(s) providing and receiving services.
The EVV system will electronically capture:
e Thetype of service performed.
Beneficiary, client, or participant receiving the service.
Date of the service.
Location of service delivery.
Individual providing the service.
Time the service begins and ends.

Why is the EVV system being implemented?

The 21st Century Cures Act (the Cures Act), enacted by the U.S. Congress in December 2016, added
Section 1903(l) to the Social Security Act to require all states to use Electronic Visit Verification (EVV) for
Personal Care Services (PCS) and Home Health Care Services (HHCS) provided under a Medicaid State
Plan of the Social Security Act or under a waiver of the State Plan.

What services require EVV?

Per CMS, EVV must be used to record all personal care services and all home health care services that
require an in-home visit. CMS defines personal care services as help with: Activities of Daily Living (ADLs),
such as bathing, dressing, toileting, mobility, and grooming. Instrumental Activities of Daily Living (IADLs),
such as meal preparation, shopping, laundry, and housekeeping. If you receive Medicaid-funded personal
care or home health care services such as assistance with ambulation, bathing, dressing, grooming,
personal hygiene, meals, and homemaker services through any of the five programs listed below, then your
caregiver must validate those services through an EVV system. In order to complete the HHAX onboarding
process, receive credentials to access the EVV system, and have their portals set up, the provider must
have an NPl and be enrolled in CHAMPS.

F. Provider Intent to Discharge Member from Care

PCPs must give reasonable notice to a member of his/her intent to discharge the member from his/her
care. Meridian considers reasonable notice to be at least a 30-day prior written notice. This notice must
be given by certified mail. Meridian must also be notified of this process concurrently in writing. Failure to
give reasonable notice may result in allegations of patient abandonment against the treating provider. PCP
must provide 30 days of emergent care and referrals.
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G. Voluntary Provider Terminations
Providers must give Meridian Health Plan notice of voluntary termination following the terms of their
participating agreement with our Health Plan.

Meridian Health Plan will notify affected Enrollees covered under the terminating agreement at least (30)
calendar days prior to the effective date for any Primary Care Physician (PCP), provided that such notice
from the practitioner was timely.

When a practitioner or group practice notifies Meridian Health Plan of termination less than 30 calendar
days prior to the effective date, Meridian Health will notify the affected members as soon as possible, but
no later than 30 calendar days after receipt of the notification.

Providers must continue to provide covered services to Enrollees that are actively treating at the time of
termination in accordance with dictates of medical prudence until provider completes such treatment or
up to ninety (90) calendar days, whichever is less. Care must be continued through the postpartum period
for Enrollees in their second or third trimester of pregnancy if applicable.

H. Medical Care Access Standards

Meridian recognizes that providing medical care is not always a predictable experience. Emergencies and
episodic increases in the demand for services will challenge the ability of an office to meet the
expectations for medical care access. However, in the normal course of providing medical care, provider
offices should regularly meet these expectations.

Office Visit Appointments

e Emergency: Immediately
e Urgent care: Appointments are scheduled within 48 hours with an available clinician
e Non-urgent symptomatic care: Appointments are scheduled within seven days with an available
clinician
e Preventive care:
o For Adult Preventive Care appointments, schedule within 30 days
o For Children <18 months old, preventive care appointments are available within 4 weeks
o For Children >18 months old, preventive care appointments are available within 4 weeks
e Specialty Care: Appointments are scheduled within 6 weeks with an available clinician
e Acute Specialty Care: Appointments are scheduled within 5 business days with an available
clinician
e Mental Health:
o Routine Care: Care is available within 10 business days hours of request
o Non-life-threatening emergency: Care is available within 6 hours of request
o Urgent Care: Care is available within 48 hours of request
e Prenatal Care - Initial Prenatal Appointment
o Ifenrolleeisin first or second trimester: Within 7 business days of enrollee being identified
as pregnant
o Ifenrolleeisin third trimester: Within 3 business days of enrollee being identified as
pregnant
o Ifthereis anyindication of the pregnancy being high risk (regardless of trimester): Within 3
business days
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After Hours Access Standards

Meridian has established acceptable mechanisms for use by Primary Care Providers, Specialists, and
Behavioral Health providers to ensure telephone access and service for members 24 hours a day.

All Primary Care Provider, Specialist, and Behavioral Health provider contracts require providers to provide
members with access to care 24 hours a day, seven days a week.

Acceptable after-hours access mechanisms include:
e Answering service
e On-call beeper
e Callforwarded to provider’s home or other location
e Recorded telephone message with instructions for urgent or non-life-threatening conditions.
Message must direct members to a practitioner

There must be a method to talk to a provider 24 hours a day, 7 days a week regarding after-hours care for
urgent or non-life-threatening conditions as well as instructions to call 911 or go to the emergency
departmentin the event of a life-threatening condition or serious trauma.

This message should not instruct members to obtain treatment at the emergency department for non-life-
threatening emergencies.

Hours of Operation Parity
All Network Providers must offer hours of operation that are no less than the hours of operation offered to
commercial members.

l. 24-Hour PCP Member Responsibility/Accountability

Through the Meridian practitioner agreements, Meridian primary care providers (PCPs) have 24-hours a
day, seven days a week responsibility and accountability to their Meridian members/patients.

Guidelines:

1. PCPs must be available to address member/patient medical needs on a 24-hours a day, seven
days a week basis. The PCP may delegate this responsibility to another Meridian provider or
provider on a contractual basis for AFTER-HOURS, HOLIDAY and VACATION COVERAGE.

2. Ifthe PCP site utilizes a different contact phone number for an on-call or after-hours service, the
PCP site must provide Meridian with the coverage information and the contact phone or beeper
number. Please notify the Provider Services department with any changes in PCP medical care
coverage.

3. PCPs may employ other licensed providers who meet the credentialing requirements of Meridian
for patient coverage as required and necessary. It is the responsibility of the PCP to notify Meridian
each time a new provider is added to a PCP’s practice to assure that all provider providers are
credentialed to Meridian standards. PCPs may employ licensed/certified Physician Assistant (PA)
or Registered Nurse Practitioners (RNP) to assist in the care and management of their patient
practice. If PAs or RNPs are utilized, the PCP or the designated and credentialed provider must be
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readily available for consultation via telephone or beeper, within a 15-minute call back time. They
must also be able to reach the site where the PA or RNP is within 30 minutes.

4. Non-professional healthcare staff shall perform their functions under the direction of the licensed
PCP, credentialed provider, or other appropriate health care professionals such as a licensed PA or
a RNP.

REMINDER: Failure to provide 24-hour medical coverage and/or make the appropriate arrangements for
member/patient medical coverage constitutes a BREACH OF THE Meridian Practitioner Agreement,
placing the Provider at risk of due consequences.

J. Office Waiting Time

In order to assure that members have timely access to patient care and services, Meridian providers are
expected to monitor waiting room times on a continual basis. PCP offices may be surveyed periodically
regarding this process. Member waiting room times should be less than 30 minutes. If a longer wait is
anticipated, office staff members should explain the reason for the delay and offer to book the patient for
another appointment.

K. Access and Availability Remediation Process
At least annually, the Quality Improvement (QI) department evaluates the ease that enrollees have in
obtaining health care services from Meridian primary care, specialty care, and behavioral health providers.

The standards for the Meridian product are outlined above.

In most cases, providers are audited twice a year on the standards. If a provider fails they must complete a
corrective action plan to avoid any further disciplinary action as listed below.

Year1
Pass Fail
Round 1 Audit (Q2) N/A Provider must complete and submit CAP form to Plan
Round 2 Audit (Q4) N/A Provider removed from online directory
Year 2
Pass Fail
Round 1 Audit (Q2) N/A Provider must complete and submit CAP form to Plan
Round 2 Audit (Q4) N/A PCPs’ panels closed, .BH ar]d Specialist Providers
removed from the online directory
Year 3
Pass Fail
Round 1 Audit (Q2) N/A Provider must complete and submit CAP form to Plan
Round 2 Audit (Q4) N/A Provider terminated from Plan
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L. Site Visits
Meridian may conduct provider site visits for any of the following reasons:

e When a member’s two complaints/grievances are received about the quality of a practitioner’s
office (physical accessibility, physical appearance or adequacy of waiting or examining room)
within 6 months

e Member satisfaction results indicate an office site may not meet Meridian standards

e Otherdatais required for quality improvement purposes and cannot be reasonably collected using
other methods

e Other circumstances as deemed necessary

A Meridian personnel or a designated representative with the appropriate training will perform the site visit
once the determination is made that a site visit is warranted.

M. Substance Abuse Referrals

Meridian members receive their mental health services and substance abuse services through State-
contracted vendors. MDHHS has contracted with local Community Mental Health (CMH) providers for
these services. Members may access these services directly or through provider referrals. These providers
will communicate directly with the PCPs with regard to the member’s diagnoses, dispositions, and other
medical needs. PCPs must refer members to CMH and other community providers, as necessary.

N. Maternal Support Services/Infant Support Services

Meridian has coordination agreements with MIHP (Maternal Infant Health Program) service providers
within its provider network. MIHPs provide preventive health services of a non-medical nature. Specifically
these services are:

e Childbirth/parenting education

e Psychosocial and nutritional related assessments

e Psychosocial and nutritional related counseling

e Transportation
These preventive services are designed to be supportive to the woman/infant in coping with the pregnancy
and supportive to the basic prenatal care provider in the care of the woman during the course of her
pregnancy and needed services for the infant. These services are not meant to replace medical care or to
replace the PCPs or OB/GYN'’s role. Meridian will identify and refer each pregnant member to a MIHP
provider to determine if the member qualifies for the MIHP Program.

Visit www.michigan.gov/mihp for more information.
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O. Fraud, Waste, and Abuse

Healthcare fraud, waste, and abuse affect every one of us. It is estimated to account for between 3% and
10% of the annual expenditures for health care in the U.S. Healthcare fraud is both a state and federal
offense.

The following are the official definitions of Fraud, Waste, and Abuse: 42 CFR 8455.2 and MDHHS
Definitions.

Fraud means an intentional deception or misrepresentation made by a person with the knowledge that the
deception could result in some unauthorized benefit to him or some other person. It includes any act that
constitutes fraud under applicable Federal or State law.

Waste -The overutilization of services or practices that result in unnecessary costs. Waste also refers to
useless consumption or expenditure without adequate return.

Abuse means provider practices that are inconsistent with sound fiscal, business, or medical practices,
and result in an unnecessary cost to the Medicaid program, or in reimbursement for services that are not
medically necessary or that fail to meet professionally recognized standards for health care. It also
includes recipient practices that result in unnecessary cost to the Medicaid program.

Here are some examples of Fraud, Waste and Abuse:

Fraud and Waste

e Providers billing for services not provided

e Providers billing for the same service more than once (i.e., double billing)
e Providers performing inappropriate or unnecessary services

e The misuse of a Medicaid card to receive medical or pharmacy services
e Providers performing inappropriate or unnecessary services

e The misuse of a Medicaid card to receive medical or pharmacy services
e Altering a prescription written by a provider

e Making false statements to receive medical or pharmacy services

Abuse

e (Goingto the Emergency Department for non-emergent medical services
e Threatening or abusive behavior in a provider’s office, hospital or pharmacy

Overpayment and Recovery
Meridian handles recovery of overpayments (“take-backs”) according to the situation that created the
overpayment and the timeframe between when the payment was made and when the overpayment was
identified. Below are examples of overpayment and recovery situations:
e |naccurate payment: This includes duplicate payment, system set-up error, claim processing error
and claims paid to wrong provider. Adjustment/notification date for recovery will be limited to 12
months from date of payment
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e |dentified through a medical record audit: Adjustment/notification date for recovery will be limited
to 12 months from date of payment. In the event that the audit reveals fraud, waste or abuse, the
12 month look back period will no longer apply

e Fraud and abuse: Adjustment/notification date for recovery time period will be the statute of
limitations or the time limit stated in the Provider Agreement

In the eventitis determined that an inaccurate payment was made, Meridian will not provide prior written
notice of a recovery. In that case, Meridian will recover the overpayment by issuing an invoice or
performing a take-back. Full details of this recovery will be provided in either the invoice or the remittance
advice.

No time limit applies to the initiation of overpayment recovery efforts required by a state or federal program
or where there is suspected fraud or intentional misconduct involved.

To report possible Fraud, Waste or Abuse:

Contact Meridian’s Corporate Compliance Officer toll free at 800-345-16420r the Fraud, Waste, and Abuse
Hotline at 866-685-8664. You can also send an email to Special_lnvestigations_Unit@centene.com.
Providers may also report potential Fraud, Waste and Abuse to Meridian anonymously at the following
address:

Meridian
Attn: Compliance Officer
777 Woodward Ave., Suite 700
Detroit, Ml 48226

Providers may also choose to report anonymously to the State of Michigan:

Michigan Department of Health and Human Services
Office of Inspector General
PO Box 30062
Lansing, Ml 48909
1-855-MI-FRAUD (643-7283)
www.michigan.gov/fraud
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P. Non-Discrimination

Providers shall not unlawfully discriminate in the acceptance or treatment of a member because of the
member’s religion, race, color, national origin, age, sex, income level, health status, marital status,
disability, or such other categories of unlawful discrimination as are or may be defined by federal or state
law.

Q. Provider Credentialing/Re-Credentialing

The provider credentialing and re-credentialing processes require that all providers keep the Meridian
Credentialing Coordinator updated with changes in credentials. In conjunction with this, providers should
respond promptly to any requests to update information so that all credentialing files can be maintained
appropriately.

Practitioners have the following rights during the credentialing process: All information received during the
credentialing process that is not peer protected can be forwarded to the applicant upon written request to
the credentialing department. If there are any substantial discrepancies noted during the credentialing
process the applicant will be notified in writing or verbally by the credentialing department within 30 days
and will have 30 days to respond in writing regarding the discrepancies and correct any erroneous
information. Meridian is not required to reveal the source of the information if the information is not
obtained to meet the credentialing verification requirements or if disclosure is prohibited by law. Upon
written request to the credentialing department, any practitioner has the right to be informed in writing or
verbally of their credentialing status.

All providers shall be notified within 30 days of any substantial discrepancies between credentialing
verification information obtained by Meridian and information submitted by the provider. The applicant
shall have 30 days to respond in writing to the Credentialing Coordinator regarding discrepancies.

All providers will be given 30 days to correct any erroneous information obtained by Meridian during the
credential verification process. The provider must inform Meridian in writing of their intent to correct any
erroneous information.

Meridian re-credentials each provider in the network at least every three years. Approximately six months
prior to the provider’s three-year anniversary date, the provider will be notified of the intent to re-
credential. All necessary forms will be sent for completion. In certain instances, a site visit will also be
scheduled.

Additionally, the provider re-credentialing process includes the review of quality improvement studies,
member surveys, complaints and grievances, utilization data and member transfer rates.

Please also note that any individual or entity that provides services to or orders, prescribes, refers, or
certifies eligibility for services for individuals who are eligible for medical assistance under the Medicaid
State Plan is required to be screened and enrolled in Medicaid. Providers must have their enrollment
approved through the online MDHHS CHAMPS Provider Enrollment subsystem to be reimbursed for
covered services rendered to eligible Medicaid beneficiaries. Enrollment in CHAMPS neither requires nor
mandates those providers who are part of a managed care network to accept Medicaid fee-for-service
beneficiaries. Please reference MSA 17-48 and the MDHHS website for additional information.
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Appeals Process
There is a formal method of appeal for a provider/applicant who is denied participation within the Meridian
Network.

1.  When an Initial Applicant receives a non-approval notice, the affected practitioner has 30 calendar
days from receipt of the notice to file a written request for a hearing. The request must be in writing
and delivered in person or by Special Notice to the Meridian Quality Medical Director:

Meridian
Credentialing Department
777 Woodward Ave., Suite 700
Detroit, Ml 48226

Failure to deliver the request within 30 calendar days constitutes a waiver of hearing rights by the
affected practitioner.

2. Level One Hearing:
a. Level One Hearings are conducted at the Meridian corporate headquarters
b. The Meridian Credentialing department or designee will notify the affected applicant of the
date, time and place of the hearing by Special Notice at least seven calendar days prior to the
hearing date
c. The hearing date will not be more than 45 calendar days from receipt of request for the hearing
d. The Hearing Committee shall consist of at least two provider members of the Credentialing
Committee who are not in direct economic competition with the practitioner applicant and one
additional member appointed by the Quality Medical Director. This member will be one of the
following:
i. Meridian Medical Director
ii. Meridian Associate Medical Director
iii. Meridian Director of Utilization Management
iv. Meridian Director of Quality Improvement
v. A Meridian participating practitioner who is not in direct economic competition with the
provider applicant and of similar scope of practice
vi. A member of the Meridian Board of Directors
e. Ifthe practitioner applicant scope of practice is not within the two appointed practitioner
members’ scope of practice, itis required to include a Meridian participating practitioner with a
similar scope of practice
f. Previous participation in the credentialing decision does not disqualify a practitioner from
serving on the Hearing Committee
g. Allmembers of the Hearing Committee are required to consider and decide the case with good
faith objectivity
h. The affected practitioner has the right to be represented by a person of his or her own choice,
which may be an attorney, at the Hearing Committee
i. The presiding officer for the hearing is appointed by the Meridian Quality Medical Director and
determines the order of proceedings
j. During the hearing, both the affected practitioner and the person appointed to represent the
Meridian position have an opportunity to have their positions fairly heard and considered
k. Both Meridian and the affected practitioner may submit to the hearing for consideration:

mimeridian.com Meridian Medicaid Provider Manual- Michigan (Revised 01/2026) 77


http://www.mhplan.com/

i. Written statements, letters and documents relevant to the subject matter of the
hearing, including relevant portions of the credentialing file
ii. Oral statements
Only the presiding officer may, at his/her discretion, authorize the appearance of withesses

m. The affected practitioner has the burden of proof and must demonstrate that the non-approval
is:
i. Inconsistent with Meridian policies and procedures
ii. Based oninaccurate or insufficient information through no fault of the affected
practitioner
iii. Notinthe bestinterest of Meridian and/or its members
n. Arecording secretary selected by Meridian takes minutes of the hearing. The affected
practitioner may request a copy of the minutes at his/her own cost
0. The decision of the Hearing Committee will be issued within 30 calendar days of completion of
the hearing and the affected practitioner will be notified by Special Notice
p. The notice to the affected practitioner informs him/her of the right to appeal a non-approval
decision to the Meridian Medical Director
q. The affected practitioner may request a Level Two appeal within 30 calendar days of receipt of
the notification
r. Failure torequest a Level Two appeal within 30 calendar days constitutes waiver of final appeal
rights
Level Two:
a. Upon receipt of a written request from the affected practitioner, the Quality Medical Director

determines if the hearing was conducted fairly and if the record reasonably supported the final
recommendation. The Quality Medical Director reviews the decision of the Hearing Committee,
the hearing record and any written statements or other documentation relevant to the matter

Final Decision:

a.

The decision of the Quality Medical Director is immediately effective and final and is not
subject to further hearing or review. The affected practitioner will be notified of the final
decision by Special Notice within 30 calendar days of receipt of the request for a Level Two
appeal

Denied applications are maintained in a confidential manner in the Denied Participation file and are
maintained for a period of four years from the date of denial. Denials of participation are kept
confidential except where reportable by Meridian under federal or state regulation
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R. Medical Care Access Standards

As part of Meridian’s annual monitoring audits, provider office facilities may be evaluated against Meridian’s
site review and medical record keeping requirements.

Medical Care Access Standards

Type of Care/Appointment Length of Time

Emergency Services Immediately 24 hours/day, 7 days per week
Urgent Care Within 48 hours

Routine Care Within 30 business days of request
Non-urgent Symptomatic Care Within 7 business days of request
Specialty Care Within 6 weeks of request

Acute Specialty Care Within 5 business days of request

Mental Health* Non-life-threatening emergency within 6 hours of request

Routine care within 10 business days of request

Urgent Care within 48 hours of request

Prenatal Care - Initial Prenatal If enrollee is in third trimester: Within 3 business days of
Appointment** enrollee being identified as pregnant

If enrollee is in first or second trimester: Within 7 business
days of enrollee being identified as pregnant

If there is any indication of the pregnancy being high risk
(regardless of trimester): Within 3 business days

*Mental Health is limited to Covered Services
*Appointment should be with Obstetrician, PCP, certified nurse midwife, or other advanced practice
registered nurse with experience, training, and demonstrated competence in prenatal care.

Dental Appointment and Timely Access to Care Standards
Type of Care Length of Time
Emergency Dental Service Immediately 24 hours/day, 7 days per week
Urgent Care Within 48 hours
Routine Care Within 21 business days of request
Preventive Services Within 6 weeks of request
Initial Appointment Within 8 weeks of request

Provisions for Persons with Disabilities

Are there designated handicap parking spaces close to building entrance?

Is the building entrance accessible by wheelchair, walker, etc.?

Are office hallways, doorways and bathrooms accessible to wheelchairs, walkers, etc. (all hallways
should have a minimum of 42 inches clearance)?

Are doors able to be operated by persons with physical limitations?

Are there accommodations for sight or hearing-impaired patients?

General Office Appearance

Are NO SMOKING signs and Patient’s Rights posted?

Is business conducted at the registration desk in a confidential manner (discussion, sign-in sheet,
etc.)?

Is staff aware of the confidentiality policy of office?
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Are restroom facilities available for waiting patients?

Are hours of operation posted?

Are all public and patient care areas clean, orderly and ample enough to accommodate patients?
Is teaching literature available for the patient?

Staff Competency

Personnel file for each employee contains a copy of their current licensure, if applicable, or
documentation of their formal training or certification

Each personnel file contains documentation of orientation to the facility, duties of their position,
office medical equipment and procedures

Each personnel file contains documentation of regular evaluations

There is documentation of on-going education for all staff (Office in-services, staff meeting,
conferences, etc.)

There is documentation of annual OSHA training for bloodborne pathogens/hazardous materials
Job descriptions are available for each position

Staff has current CPR training

There is documentation of acceptance or denial of Hepatitis B Immunization

Documents

Current CLIA License

Written Medical Waste Plan reviewed yearly

Current Radiology Registration

Written Emergency Preparedness and Disaster Plan with disaster drill documentation
Copies of appropriate material safety data sheets (MSDS) for the office
Bloodborne Pathogen Exposure Control Plan

Manifests from Material Waste Processing Company

Documented Quality Improvement Efforts

Documentation of Well Water Safety if appropriate

Documentation of Septic System Maintenance if appropriate
Documentation of quarterly fire drills and yearly disaster drill

Policies

Confidentiality (including all medical information relating to individual members)

Conflict Resolution

Staff Competency & Orientation

Medication storage and administration (include Narcotics and method to dispose of expired
medication)

Infection Control

Radiology (pregnancy, safety apparel, maintenance of equipment, use of dosimeters, verification
of proper technique, etc.)

Maintenance of medical equipment (plan for broken equipment and routine maintenance and
calibration —include Emergency Box if appropriate)

Staffing plan (to include call-in vacation coverage and delegation of responsibilities)

Purging and storing of records

Sterilization/High Level Disinfectant

Advance Directives
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e Abuse and Neglect

e Policy for reporting communicable diseases to the state

e Sentinel Events

e Documentation of “no show” follow up and phone contacts

Medications

e All stock and sample medications stored in a secure area away from patient access and in an
appropriate manner (shelf, refrigerator)

e No oraland injectable medications stored together

e Documentation of regular review of all medicines for expiration dates

e Alogis kept of all sample medications that are dispensed (to include patient name, drug, lot #, and
name of person giving the medication)

e Multi dose vials are marked with the initials of the person opening the vial and the date opened

e Medications and laboratory specimens stored in separate refrigerators

e Allnarcotics are stored under double lock system and the key is secure

e Anarcotic logis maintained each working day (to include current number of each item, name of drug
and dosage given, name of patient given medication, date, medication given, and number
remaining). All wastage should also be documented. Any count should be accomplished using two
staff persons

e No medication identified for an individual is stored with stock medication

e Medication is not stored in a refrigerator with food or drink and a temperature log for the fridge is
maintained (staff should be aware of the proper temperature to be maintained)

e The office participates in the Vaccines for Children Program and submits data to the MICR database

Diagnostic Medical Equipment
e Thermometers
e Pulse Oximetry
e EKG Machine
e Glucometer
e Treadmill
e Oxygen Tanks
e Aerosol Machines
e Cryocautery Machine
e Colposcopy Equipment
e Ultrasound Machine
e Peak Flow Meter
e Autoclave
e Other
e Equipment manuals are available for all medical equipment

e AllEmergency exits are indicated. Emergency lights and electric exit signs are in working order
e Universal Precautions are always observed

e Fire Extinguishers are inspected at least yearly and have current markings

e Staffis aware of the location of fire pulls and fire extinguishers

e Allfire exits are free of obstruction on both sides of the door (open all doors to check)
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Staff has been educated regarding the use and accessibility of MSDS

Appropriate staff has received annual Bloodborne Pathogen Training and is aware of the Exposure
control plan

Appropriate Protective Apparelis provided (gowns, masks, gloves, face shields, etc.)

All gases are stored in an appropriate manner (intact tanks, upright & secured position). Staff is
aware of the process for determining volume

Sharps containers are used and discarded when %4 full (disposed of with biohazard material) and not
within reach of children

Laboratory

Quality checks are done and documented on each Waived Lab Test each day used

No food, drink or medication is ingested near or stored with collected lab specimens (lab reagents
may be stored with them in a separate container)

No lab reagent is kept or used beyond its expiration date (Proper Disposal)

All specimens are discarded in the proper manner after use

All specimens should be labeled with the patient’s name or ID# when multiple specimens are being
tested

Pregnancy Precautions for X-ray are posted

Protective apparel is available and maintained including dosimeters
Written plan for disposal of old films and developing agents

X-ray room is identified with a system to protect other staff from exposure

Sterilization High/Level Disinfectant

All items to be sterilized or disinfected are first cleaned with an enzymatic detergent, dried, and
then processed maintaining a soiled to clean workflow

Sterilized items are packaged appropriately, marked with a chemical test strip, the date processed,
an expiration date, and then stored in the appropriate manner

A log documenting each run and the chemical test strip is maintained, including the date and the
signature of the person processing the run

A monthly spore checkis done and documented

All containers holding chemical solutions are marked with the name of the solution, date of
expiration, and the date solution was mixed

Solution strength documentation exists for each day the solution is used

The staff is aware of when sterilization with autoclave vs. high-level disinfectant should be done
Glass thermometers are cleaned with alcohol and disposable probe covers are used for electronic
thermometers

Work surfaces soiled with biohazard materials are wiped down with commercial disinfectant
material or a 10% bleach solution after the completion of testing

There are sinks with soap and paper towels available in-patient care areas (bar soap on the sink is
not acceptable). Liquid hand disinfectants may be used in instances where the activity has taken
place in an area not supplied with a sink and then hands are washed as soon as a sink is available
Hand washing is an expected practice before and after each patient encounter

No food or beverage is consumed in any work area

All equipment and surfaces are cleaned appropriately after patient use
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e The staff is aware of the process for reporting communicable diseases to the state
e Staff has been educated for the instance of TB and the screening process

Exam Rooms
e Eachroom assures patient privacy
e No medications, needles or syringes are stored in exam rooms unless in a locked cabinet

e Examroom is childproofed as appropriate (electrical outlet covers, no harmful solutions within
reach, etc.)

e Areaisclean and organized with opaque bags in wastebaskets

e No patient care supplies or cardboard boxes stored on the floor or under the sinks
e Thereis an 18-inch clearance for sprinkler heads

e Clean laundry is covered

e No outdated material is stored

Medical Records

All medical records requested by Meridian are to be provided at no cost from the Provider. This includes
administrative fees, copying fees, paper fees, and fees delegated from a third-party vendor.

Medical records should be provided to Meridian within 10 business days of request, unless otherwise
agreed. To help ease the burden on providers, accommodations can be arranged for individuals
designated by Meridian to assist in extracting medical records for this request. Electronic access to
medical records should be arranged wherever possible. Practitioners and providers are required to share
health record information, as appropriate and in accordance with professional standards.

Procedure

All practitioners in the network must comply with the following:
1. Medical record documentation must include at least the following elements:
a. Allservices provided directly by the practitioner
b. Allancillary services and diagnostic tests ordered by the practitioner
c. Alldiagnostic and therapeutic services for which the member was referred by the practitioner (e.g.,
home health nursing reports, specialty provider reports, hospital discharge reports and physical
therapy reports)
History and physicals
Allergies and adverse reactions
Problem list
Medications
Documentation of clinical findings and evaluation for each visit
Preventive services/risk screening

= Y N o}

2. The essential documentation elements for the medical record include:

a. History and physicals
Allergies and adverse reactions, or NKDA, are prominently noted
Problem lists of significant illnesses and medical conditions, with date of onset
Medications (current medications, changes, discontinuation, and reported reactions)
Working diagnoses are consistent with findings

®o00CT
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f. Treatment plans are consistent with diagnoses

Preventive services/risk screenings

There is no evidence that the patient is placed at inappropriate risk by a diagnostic or therapeutic
procedure

> @

3. The Medical Record Keeping standard checks for the following:

a. Presence of an organized medical record system (i.e., dividers by type of service such as lab
reports/test, consults, etc.)

b. The medicalrecord is a unit record (bound and organized)

Entries in the medical record are legible, sighed and dated

d. The medicalrecord is available to the practitioner (attending and covering) at every visit and
retrievable for review for ten years

e. Patientinformation is kept confidential by ensuring that the records are stored securely and only
authorized personnel have access to the records. Fax machines should be in an area that is not
accessible by other patients to ensure confidentiality

f. Acknowledgement of receipt of privacy notice in record (If not in individual records, there is a
central file with acknowledgement of receipt of notice)

o

Note: Corrective action plans are requested of all providers whose compliance falls below stated
levels (80%). Reassessmentis subsequently completed within 6 months to verify improved
performance and compliance.

A focused medical record review is performed annually as part of the continuous quality improvement
activities of Meridian. In addition, an individual practitioner medical record review may be performed,
when the apparent lack of compliance with the above standards is discovered during a utilization
management or QI activity.

OSHA Training

Employee training and annual in-service education must include:
o Universal precautions
e Proper handling of blood spills
e HBV and HIV transmission and prevention protocol
e Needle stick exposure and management protocol
e Bloodborne pathogen training
e Sharps handling
e Properdisposal of contaminated materials
e Information concerning each employee’s at-risk status

At-risk employees must be offered the Hepatitis B vaccination free of charge. Each employee file of an at-
risk employee must contain informed consent or informed refusals for Hepatitis B vaccines. Personal
protective equipment must be provided to each at-risk employee.

Necessary equipment must be provided for the administration of mouth-to-mouth resuscitation.

Documents to be posted in the facility are:
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e Pharmacy Drug Control license issued by the State of Michigan, if dispensing drugs other than
samples

e Section 17757a from the Board of Pharmacy (if dispensing drugs other than samples)

e Controlled Substances License from State of Michigan and the Federal DEA

o CLIA certificate or waiver

e Medical Waste Management certificate

e X-ray equipment registration

e R-H 100 notice

e Radiology protection rules

e MIOSHA poster (#2010)

S. Provider/Staff Education and Training

In order to accommodate the needs of diverse populations, it is important for providers and their staff to
annually participate in ongoing training and education efforts that encompass a range of activities from
self-study education materials to interactive group learning sessions. The Meridian Provider Services
department supports these efforts by collaborating with providers and their staff to offer up-to-date
training resources and programs. Training available includes, but is not limited to:

e Provider Orientation

e HIPAA Privacy and Security

e Fraud, Waste and Abuse

o Recipient Rights and Reporting Abuse and Neglect and Critical Incidents
Person-centered planning
e Cultural Competency
e Americans with Disabilities Act (ADA)
e Independent living and recovery
e Wellness principles
e Delivering services to LTSS and HCBS populations
e Self-determination
e Disability literacy training
e Care Coordination
e Interdisciplinary care team (ICT) training, including:

o Roles and responsibilities of the ICT

Communication between providers and the ICT
Care plan development
Consumer direction
Any HIT necessary to support care coordination

o
o
o
o

If you would like to request a training session, please call your Provider Network Development
Representative or the Provider Services department at 888-773-2647.

T. Language Services

In accordance with Title VI of the Civil Rights Act, Prohibition Against National Origin Discriminations, the
President’s Executive Order 131166, Section 1557 of the Patient Protection and Affordable Care Act, the
Health Plan and its providers must make language assistance available to persons with Limited English
Proficiency (LEP) at all points of contact during all hours of operation. Language services are available at
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no cost to Meridian members and providers without unreasonable delay at all medical points of contact.
The member has the right to file a grievance if cultural and linguistic needs are not met.

Language services include:

Telephonic interpretation

Oral translation (reading of English material in a member’s preferred language)

Face-to-face non-English interpretation

American Sign Language

Auxiliary aids, including alternate formats such as large print and braille

Written translations for materials that are critical for obtaining health insurance coverage and
access to health care services in non-English prevalent languages

Information is deemed to be critical for obtaining health insurance coverage or access to health care
services if the materialis required by law or regulation to provide the document to an individual.

To obtain language services for a member, contact Meridian Provider Services. Face-to-face and American
Sign Language services should be requested as soon as possible, or at least 5 business days before the
appointment. All providers (Medical, Behavioral, Pharmacy, etc.) can request language services by calling
our Provider Customer Contact Center at: 888-773-2647 (TTY 711). You may also call the toll-free number
on the back of our member’s ID card.

Restrictions Related to Interpretation or Facilitation of Communication

Providers may not request or require an individual with limited English proficiency to provide their
own interpreter.

Providers may not rely on staff other than qualified bilingual/multilingual staff to communicate
directly with individuals with limited English proficiency.

Providers may not use an accompanying adult or minor child to interpreter or facilitate
communication

Exceptions to these expectations include:

o Inanemergency involving an imminent threat to the safety or welfare of an individual or the
public where there is no qualified interpreter for the individual with limited English
proficiency immediately available;

o Accompanying adults (minors are excluded) where the individual with limited English
proficiency specifically requests that the accompanying adult interpret or facilitate
communication, the accompanying adult agrees to provide such assistance, and reliance
on that adult for such assistance is appropriate under the circumstances for minimal
needs.

Providers are encouraged to document in the member’s medical record any member denial of
professional interpreters and the circumstances that resulted in the use of a minor or

accompanying adult as an interpreter.

For more information, call Provider Services toll-free at 888-773-2647 (TDD/TTY: 711).
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Section 8: Clinical Practice Guidelines

A. Clinical Practice Guidelines

Meridian has adopted evidence-based clinical practice guidelines (CPG) from regional and national
external sources. The clinical practice guidelines are reviewed and approved every other year and, as
necessary, by Meridian’s Physician Advisory Committee and Quality Improvement Committee. Clinical
practice guidelines can be viewed on the Meridian website at mimeridian.com under QI Program.
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Appendix I: Enrollee Rights & Responsibilities

%

10.

11.
12.

13

15.

Receive basic information about the plan, orally as well as in writing, upon request, about the
organization of Meridian including but not limited to enrollee rights and responsibilities,
participating practitioners and providers, grievance and appeal procedures, and covered services.
This information is made accessible to all enrollees including those with limited English proficiency
or reading skills, with diverse cultural ethnic background, and with physical and mental disabilities.

a. Meridian will inform non-English speaking enrollees about any provider who speaks the
same non-English language if the enrollee inquires.

b. Members requesting information about providers have access to the identity, locations,
qualifications and availability of providers on Meridian’s online Provider Directory or by
calling the Customer Experience (CE) Department.

c. Meridian provides free aids and services to people with disabilities to communicate
effectively with us, such as:

i. Qualified sign language interpreters
ii. Written information in other formats (large print, audio, accessible electronic
formats, other formats)

d. Meridian provides free language services to people whose primary language is not English,
such as:

i. Qualified interpreters

ii. Information written in other languages
Be treated with respect and recognition of their dignity and privacy. This includes privacy pertaining
to the enrollee’s health and medical records and other information about the members that
Meridian holds. Meridian complies with all applicable federal and state laws and other laws
regarding privacy and confidentiality. Meridian enrollees have the right to approve or refuse the
release of identifiable personal information by the organization.
Be free from any form of restraints or seclusion used as a means of coercion, discipline,
convenience, or retaliation.
Request information on the structure and operation of Meridian.
Have your questions about Meridian answered.
Receive healthcare services consistent with Meridian’s contract with the state and all state federal
regulations.
Have access to doctors, other health care providers, specialists, and hospitals, including American
Indian Providers in and out of the state.
To get emergency care when and where you need it.
Participate with practitioners in decision-making regarding their health care, including the right to
refuse treatment and express preferences about treatment options
Receive a clear explanation from their providers of their condition; proposed treatment options and
alternatives, benefits and drawbacks for potential treatment plans; and the possible
consequences for noncompliance with a recommended care plan regardless of Meridian coverage
or provider panel.
Voice complaints or appeals about the organization or the care it provides.
Request and receive a copy of medical records and request that they be amended or corrected.

. To get a decision about health care payment, services or prescription drug coverage.
14.

Be free from receiving bills, cost-sharing, or co-payments for Meridian covered medical services,
including those provided to an American Indian/Alaskan Native by an American Indian provider or
medical provider.

Make recommendations regarding Meridian policies and procedures.
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16. Exercise their rights without being adversely affected by Meridian, Meridian Providers and/or the
State.

17. Be free from other discrimination prohibited by state and federal regulation, including race, color,
creed, religion, sex, national origin, ancestry, age, sexual preference, marital status, claims and
medical history, receipt of healthcare, genetic information, medical conditions, evidence of
insurability and physical or mental disability, source of payment, including but not limited to, the
Federal Civil Rights Act of 1964, the Americans with Disabilities Act of 1990, the Federal
Rehabilitation Act of 1973, Title IX of the Education Amendments of 1972, the Age Discrimination
Act of 1975, the State’s Human Rights Act, and Executive Orders 11246 and 11375.Members have
the right to appeal to or file directly with the United States Department of Health and Human
Services Office of Civil Rights any complaints of discrimination. See P&P 74.06 1557 Non-
Discrimination Policy

18. Request fair hearing and to file grievances and appeals as described in the new enrollee material

19. Reasonable accommodation

a. Meridian and its contracted practitioners are required to provide reasonable
accommodations for members.

b. Members are informed of their right annually and on an ongoing basis through the member
handbook available via mail and online and providers are informed of the member rights
annually and on an ongoing basis through the provider manual.

c. Meridian Health Plan members, who are interested in obtaining reasonable
accommodations, can do so by contacting the Plan and speaking with their care
coordinator. Care coordination will provide a list of reasonable accommodation options for
the member and will enter a referral, as necessary.

d. Meridian Health Plan’s Utilization Management department reviews referrals and will
determine if the reasonable accommodation will be provided to the member or not.

e. Ifthe member wishes to appeal any decision made regarding reasonable accommodation,
the appeals process is outlined in 6.05 MI MMAI Enrollee Appeals of Adverse
Determination.

20. Have a voice in the governance and operation of the integrated system, providers, or the health
plan.

21. The right to have all plan options, rules, and benefits fully explained, including through use of a
qualified interpreter if needed.
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Appendix Il: Sample CMS Forms
A. Sample CMS 1500 Form
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) a2/12
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2 PATIENT'S NAME (Lawt Namae, First Name, Midde Inltial)

3 F'A11ENT'B BIHTH D.ATE

MD

FD

4. INSURED'S NAME (Last Nams, First Name, Midde Inltiel)

5. PATIENT'S ADDREES [No., Btrewt)
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sek| | spouse| |cnia| | Other[ |
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ZIP CODE TELEPHONE (Include Araa Cods)
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#. REBERVED FOR NUCC USE

ciTY ETATE
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( @

ZIP CODE

8. OTHER INSURED'S NAME {Last Name, Firet Narne, Middle Intial)

& OTHER INSURED'S POLICY OR GROUP NUMBER

b. REGERVED FOR NUGC LUSE

c. RESERVED FOR NUGC USE

10. IS PATIENT'S CONDITION RELATED TO:

8. EMPLOYMENT? (Currant or Previous)

[ Jves

b. AUTO ACCIDENTT

[ Jves

& OTHER ACCIDENT?

[ Jves

[ w0
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N il

b, OTHER CLAIM 1D (Designazed by NUCC)

& INSURANCE PLAN NAME OR PROGRAM NAME

L INSURANCE PLAN NAME OR PROGRAM NAME

10d. GLAIM CODEB (Designated by NUCGC)

d. IS THERE ANOTHER HEALTH BENEFIT PLANT
DYES DND # yas, complesa fiems 9, Ba, and 8d.
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NUCC Instruction Manual available at: www.nuce.org

PLEASE PRINTOR TYPE

APPROVED OMB-0938-1197 FORM 1500 (02-12)
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B. CMS 1500 Form Guidelines
Key: R =Required S =Situational (Only if appropriate to this claim) NR= Not Required

Form
Requirements Form Label Specifics
Number . =
Type of Health
1 R o Select the correct type of coverage.
Insurance Coverage
1a R Insured ID Number Enter the memb'er s ID number from the
Meridian ID card
Enter th tient’s last , first
1 R Patient’s Name nter the patien s as 'naTrTwe irst name and
middle initial
Patient’s Birth Ent‘erthe patient’s date of birth using the six-
2 R digit format (MM/DD/YY). Next, select the
Date/Sex N
patient’s gender.
Enter the insured’s last name, first name and
3 R Insured’s Name . o
middle initial.
Patient’s E h o i dd
4 R Address/Telephone nter the patient’s permanent mailing address
and telephone number
Number
Patient’s
5 R Sellaie el To e Select th'e app'ropriate pox for the patient’s
relationship to the insured person.
Insured
Insured’s Enter the insured person’s permanent mailing
6 R Address/Telephone address
Number (complete if different from the patient’s address)
7 S Reserved for NUCC
Use
Enter the other insured person’s last name, first
name and middle initial.
9 NR Other Insured’s When the patient has other insurance coverage,
Name you will need to complete fields 9a through 9d.
This information is necessary to coordinate
benefits with other insurance companies.
Other Insured’s Enter the other insured person’s policy or grou
9a S Policy or Group . poficy or group
number.
Number
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Form
Number

Requirements

Form Label

Specifics

9b

NR

Reserved For NUCC

Enter the insured person’s date of birth using the

Use six-digit format (MM/DD/YY).
9¢ NR Reserved for NUCC Enter the other insured person’s employer or
Use school name.
Insurance Plan ,
Enter the name of the other insured person’s
9d S Name or Program .
insurance plan or program name.
Name
Is Patient’s For 10a-10d, required status is contingent upon
10a-d S Condition Related a definitive “Yes” or “No” answer. If you are
To: unsure, leave blank.
10a s Select whether the patient’s condition is related
to employment
Select whether the patient’s condition is related
to an auto accident and enter the state in which
10b S .
the accident occurred. Use two-character
abbreviation, i.e. Ml.
10c S Select whether the patient’s condition is related
to any other type of accident.
Claim Codes
10d NR (Designated by Not Required.
NUCC)
Insured’s Policy
11 R Group or FECA Not Required
number
, Enter the subscriber’s date of birth using the six-
Insured’s Date of .
11a R . digit date format (MM/DD/YY) and select the
Birth/Sex Y,
subscriber’s gender.
Patient or
12 NR Authorized Not Required
Person’s Signature
Insured or
13 NR Authorized Not Required

Person’s Signature

mimeridian.com

Meridian Medicaid Provider Manual- Michigan (Revised 01/2026) 92



http://www.mhplan.com/

Form

Number Requirements Form Label Specifics
Date of Current
. Enter the date using the six-digit date format
14 S Illness, Injury, or (MM/DD/YY)
Pregnancy (LMP) )
Enter the date using the six-digit date format
15 S Other Date
(MM/DD/YY).
Dates Patient
16 S Unable to Work in Enter the date using the six-digit date format
Current (MM/DD/YY).
Occupation.
Name of Referring Enter the referring, ordering or supervising
17 S Provider or Other provider’s first name, middle initial, last name
Source and credentials.
Not required, reserved for taxonomy code
17a NR Other ID#
(preceded by “ZZ” qualifier).
17b S NPl Enter the 10'-d|g|t NPI numper of thﬁe referring,
ordering or supervising provider.
Hospital Dates
18 S Relatepd to Current Enter the hospital dates using the six-digit date
. format (MM/DD/YY).
Services
Additi L Clai
19 NR tiona . aim Not required.
Information
Select “Yes” or “No” to indicate if the claim
20 R Outside includes charges for lab services performed
Lab/Charges outside of the provider’s office. If “Yes”, enter
the total charges.
Enter the ICD-10 CM codes. The primary
21 R Diagnosis or Nature diagnosis should be entered first, followed by
of Illness or Injury other diagnoses if applicable. Up to three
additional diagnosis codes can be entered.
22 NR Resubmission Not required.
Prior Authorizati
23 S rior Authorization If known, provide with claim submission
Number
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Form

Number Requirements Form Label Specifics
The shaded area of field 24a-24h was created to
Shaded Area - accommodate supplemental information, i.e.,
24 Supplemental Anesthesia. For more information, see the
Information National Uniform Claim Committee’s (NUCC)
website at www.nucc.org.
. Enter the dates of service using the six-digit date
24 R Dat fS
ate(s) of Service format (MM/DD/YY).
24B R Place of Service Enter the appropriate two-digit Place of Service
code.
If this service was an emergency, enter “Y” for
24C S EMG
Yes, or leave blank if No.
Procedures, Enter the CPT or HCPCS code for the
24D R Services, or procedures, services or supplies, and enter a
Supplies modifier if applicable.
Enter the appropriate ICD-10 CM diagnosis code
24E R Diagnosis Pointer or codes for each procedure performed. Enter
one code per line of service.
24F R Charges Enter the charge for eac‘h line of service. Do not
include discounts.
24G R SeveerUilie Enter the number of day§ or units for each line of
service.
If applicable, enter the appropriate
. Early and Periodic Screening,
24H S EPSDT/Family PL
amiy Fan Diagnosis and Treatment (EPSDT) code or family
planning (FP) code.
ID Qualifier — .
241 R Shaded Field Not Required
When billing from a facility for reimbursement
for an individual provider, list the individual
provider ID # on the claim as the rendering
04) S Rendering Provider provider in Box 24J in addition to the facility
ID # —Shaded Field | information (Box 32). When billing from a facility
for facility reimbursement, utilize Box 32a
(Billing NPI) and leave 24J blank, or populate
with the same information as Box 32.
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Form

Number Requirements Form Label Specifics
Enter the Federal Tax ID Number for the provider
Federal Tax ID . . .
25 R of service. Select the appropriate field for SSN or
Number
EIN.
26 S Patient Account Enter account number assigned to the patient if
Number applicable.
. Select “Yes” if the provider should be paid, or
27 R A tA t
cceptAssignmen select “No” if the patient should be paid.
28 R Total Charge Enter the total charge for all services.
29 S Amount Paid Enter any amount paid by the patient only.
30 NR RSVD for NUCC Enter the difference, if any, between the total
Use charge and the amount paid.
Signature of The claim must be signed by the
31 R Provider or Supplier provider/supplier or an authorized
Include Degrees or representative. The form must also be dated
Credentials using the six-digit date format (MM/DD/YY)
Service Facility Enter the locatior\ where thg services.were.
. rendered. The provider of service must identify
32 S Location . ) . .
. the supplier’s information when billing for
Information . .
purchased diagnostic tests.
323 s NP Enter the 10-digit. NPI num'ber of the service
facility location.
32b NR Other ID# Not required
33 R Billing Provider Info Enter the information of the billing provider or
and PH# supplier to be paid for services.
333 R NP] Enter the 10-digit NPI.number of the billing
provider.
33b NR Other ID# Not required

mimeridian.com

Meridian Medicaid Provider Manual- Michigan (Revised 01/2026) 95



http://www.mhplan.com/

Appendix Ill: Sample UB-04 Forms
A. Sample UB Form

3a PAT
CNTL ¥

b MED
REC. #

5 FED TAX NO.

3

SIATEMENT COVERS PERIOO
FROM

THROUGH

8 PATIENT NAME |= l 8 PATIENT ADDRESS
» g L Jo [+
e ROMSSIoN = < CONDITION CODES 25 ACOT| 30
TANRTHOATE 1V :SEx ||2 DATE 13HR_14TYPE 15 SAC |16 OHA |17 STAT ’ 18 0= 22 EILNRR] 28 21 2 |'smE
31 OCCURRENGE | 3 OCCURRENGE E3 GGCURAENGE SPAN % GGCURRENCE SPAN a7
CODE DATE CODE_ OATE CODE FROM THROUGH | CODE FROM THROLIGH
£ ] VALUE CODES
CODE AMOUNT
a
b
c
d
42 REV.CO 43 DESCRIFTION 44 HCPCS / RATE / HIPPS CODE 45 SEAV. DATE 46 SERV. UNITS. 47 TOTAL CHARGES 48 NON-COVERED CHARGES -
PAGE OF CREATION DATE OTA
50PAYER NAME 51 HEALTH FLAN 1D June 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56 NPI
OTHER
PRV ID

68 INSURED'S NAME

59 PREL.

80 INSURED'S UNIQUE 1D

&1 GROUP NAME

62 INSURANCE GROUP NO,

63 TREATMENT AUTHORIZATION CODES

4 DOCUMENT CONTROL NUMBER

65 EMPLOYER NAM

E

- T | .
g S— = -
0 ADMIT 70 PATIENT J — TIPS 72
X REASON OX ‘m | I
T PRGN PROCEDUTE . A b cone e PROCEDUBE. |«"a 78 ATTENDING !N,,, |
LAST
e "“’JU‘-D"F&“- i TPOPERAING W
ST
A0 REMARKS momen | -
LasT
79 OTHER ] [nm
LAST
Joe AFPROVED OMB NGO, 0508 (a7 HE CERTIFICATIONS GN THE FEVI RFPLY 101 THIS BILL AND AHE MADE A PART HETEOF
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B. UB Form Guidelines
Key: R =Required S =Situational (Only if appropriate to this claim) NR= Not Required

Form
Requirements Form Label Specifics
Number - =
S e — Enter the billing name, street address, city,
state, zip code and telephone number of the
1 R Address & Telephone - . _— .
Number billing provider submitting the claim. Note:
this should be the facility address.
Enter the name, street address, city, state,
and zip code where the provider submitting
2 S Pay To Name and the claims intends payment to be sent.
Address Note: This is required when information is
different from the billing provider’s
information in form number 1.
Patient Control Enter the patient’s ‘unlque alphanu'merlc
3A R control number assigned to the patient by
Number .
the provider.
3B S Medical Record Enter the number assigned to the patient’s
Number medical health record by the provider.
Enter the appropriate code that indicates
the specific type of bill such as inpatient,
outpatient, late charges, etc. For more
4 R Type of Bill information on Type of Bill, refer to the
National Uniform Billing Committee’s
(NUBC) Official UB04 Data Specifications
Manual.
5 R Federal Tax Number Enter the F.)rovu.:ier s Federal Tax
Identification number.
Enter th inni i i
Statement Covers nter the beglnn!ng and ending se'rwce'
6 R Period dates of the period included on the bill using
a six-digit date format (MMDDYY). For
(From/Through)
example: 010107.
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Form
Number

Requirements Form Label Specifics

Reserved for assignment by the NUBC.
Providers do not use this field.

Enter the patient’s identifier. Note: The
Patient patient identifier is situational/conditional,

Name/ldentifier if different than what is in form number 60

(Insured’s Subscriber/Insured’s Identifier).

8A S

Enter the patient’s last name, first name

B R Patient N
8 atient Name and middle initial.

Enter the patient’s complete mailing
address (fields 9a - 9e), including street
9 R Patient Address address (9a), city (9b), state (9c), zip code
(9d) and country code (9e), if applicable to

the claim.

Enter the patient’s date of birth using an
10 R Patient Birth Date eight-digit date format (MMDDYYYY). For
example: 01281970.

Enter the patient’s gender using an “F” for

11 R Patient
atient Sex female, “M” for male or “U” for unknown.

Enter the start date for this episode of care
using a six-digit format (MMDDYY). For
» o | pamsensanr | D0 R v
Care Date (MMDDYY) . . .
services, it is the date the episode of care
began. Note: This is required on all inpatient
claims.

Enter the appropriate two-digit admission
code referring to the hour during which the
patient was admitted. Note: Required on all
13 S Admission Hour inpatient claims, except TOB 021X. For
more information on Admission Hour, refer
to the NUBC'’s Official UB-04 Data
Specifications Manual.
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Form
Number

Requirements Form Label Specifics

Enter the appropriate code indicating the
priority of this admission/visit. For more
14 R Priority (Type) of Visit information on Priority (Type) of Visit, refer
to the NUBC's Official UB-04 Data
Specifications Manual.

Enter the appropriate code indicating the
point of patient origin for this admission or
visit. For more information on Point of Origin
for Admission or Visit, refer to the NUBC's
Official UB-04 Data Specifications Manual.

Point of Origin for

1 R
3 Admission or Visit

Enter the appropriate two-digit discharge
code referring to the hour during which the
patient was discharged. Note: Required on

all finalinpatient claims.

16 S Discharge Hour

Enter the appropriate two-digit code
Patient Discharge indicating the patient’s discharge status.

Status Note: Required on all inpatient, observation,
or emergency room care claims.

17 R

Enter the appropriate two-digit condition
18-28 S Condition Codes code or codes if applicable to the patient's
condition.

Enter the appropriate two-digit state
29 S Accident State abbreviation where the auto accident
occurred, if applicable to the claim.

Reserved for assignment by the NUBC.

30 NR
Providers do not use this field.
Enter th iate two-digit
Occurrence nter the approprla e two-digi 'occur.renf:ej
codes and associated dates using a six-digit
31-34 S Codes/Dates format (MMDDYY), if there is an occurrence
(MMDDYY) ’

code appropriate to the patient's condition.
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Form

Requirements Form Label Specifics
Number q P
Enter the appropriate two-digit occurrence
Oceurrence Sban span codes and related from/through dates
Codes/DateZ using a six-digit format (MMDDYY) that
35-36 S (From/Through) identifies an event that relates to the
g payment of the claim. These codes identify
(MMDDYY)
occurrences that happened over a span of
time.
37 NR Reserved for assignment by the NUBC.
Providers do not use this field.
Responsible Part
P ! y Enter the name, address, city, state and zip
38 S Name and Address code of the party responsible for the bill
(Claim Addressee) partyresp )
Enter the appropriate two-digit value code
Value Codes and
39-41 S Amount and value if there is a value code and value
appropriate for this claim.
Enter the applicable Revenue Code for the
services rendered. For more information on
42 R R Cod
evenue Lode Revenue Codes, refer to the NUBC’s Official
UB-04 Data Specifications Manual.
Enter the standard abbreviated description
of the related revenue code categories
included on this bill. See form number 42
for description of each revenue code
category. Note: The standard abbreviated
43 R Revenue Description g .y' .
description should correspond with the
Revenue Codes as defined by the NUBC.
For more information on Revenue
Description, refer to the NUBC's Official UB-
04 Data Specifications Manual.
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Form

Requirements

Form Label

HCPCS/RATES/HIPPS
Code

Specifics

Enter the applicable HCPCS (CPT)/HIPPS
rate code for the service line item if the
claim was for ancillary outpatient services
and accommodation rates. Also report
HCPCS modifiers when a modifier clarifies
or improves the reporting accuracy. HCPCS
and HIPPS Rate Codes: Situational.
Required for outpatient claims when an
appropriate HCPCS code exists for this
service line item. Accommodation Rates:
Situational. Required when a room & board
revenue code is reported. HCPCS Modifiers:
Situational. Required when a modifier
clarifies or improves the reporting accuracy
of the associated procedure code.

Service Date
(MMDDYY)

Enter the applicable six-digit format
(MMDDYY) for the service line item if the
claim was for outpatient services,
SNF\Prospective Payment System
assessment date, or needed to report the
creation date for line 23. For more
information on Service Dates, refer to the
NUBC'’s Official UB-04 Data Specifications
Manual.

Service Units

Enter the number of units provided for the
service line item.

Number
44 S
45 S
46 R
47 R

Total Charges

Enter the total charges using Revenue Code
0001. Total charges include both covered

and noncovered services. For more
information on Total Charges, refer to the
NUBC’s Official UB-04 Data Specifications
Manual.
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Form

Requirements Form Label Specifics
Number . -
Enter any non-covered charges as it
pertains to related Revenue Code. For more
Non-Covered ) .
48 S Charges information on Non-Covered Charges, refer
g to the NUBC'’s Official UB-04 Data
Specifications Manual.
49 NR Reserved for assighment by the NUBC.
Providers do not use this field.
50 R Payer Name Enter the health plan that the provider n'.light
expect some payment from for the claim.
Enter the number used by the primary (51a)
51 R Health Plan health plan to identify itself. Enter a
Identification Number secondary (51b) or tertiary (51c) health
plan, if applicable.
Entera "Y" or "I" to indicate if the provider
has a signhed statement on file from the
Release of . . .
52 R . patient or patient's legal representative
Information . . . .
allowing the provider to release information
to the carrier.
Entera "Y", "N" or “W” to indicate if the
provider has a signed statement on file from
53 R Assignment of the patient or patient's legal representative
Benefits assigning payment to the provider for the
primary payer (53a). Enter a secondary (53b)
or tertiary (53c) payer, if applicable.
Enter the amount of payment the provider
54 S Prior Payments has received (to date) from the payer toward
payment of the claim.
55 s Estimated Amount Enter the amount estimated by the provider
Due to be due from the payer.
56 R National Provider Enter the billing provider's 10-digit NPI
Identifier (NPI) number.
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Form
Number

Requirements

Form Label

Specifics

57 S

Other Provider
Identifier

Required on or after the mandated NPI
Implementation date when NPl is not used
in FL 56 and an identification number other

than the NPl is necessary to identify the

provider.

58 R

Insured’s Name

Enter the name of the individual (primary —
58a) under whose name the insurance is
carried. Enter the other insured's name
when other payers are known to be involved
(58b and 58c).

59 R

Patient’s Relationship
to Insured

Enter the appropriate two-digit code (59a) to
describe the patient's relationship to the
insured. If applicable, enter the appropriate
two-digit code to describe the patient's
relationship to the insured when other
payers are involved (59b and 59c).

60 R

Insured’s Unique
Identifier

Enter the insured's identification number
(60a). If applicable, enter the other insured's
identification number when other payers
are known to be involved (60b and 60c).

61 S

Insured’s Group
Name

Enter insured's employer group name (61a).

If applicable, enter other insured's employer

group names when other payers are known
to be involved (61b and 61c).

62 R

Insured’s Group
Number

Enter insured's employer group number
(62a). If applicable, enter other insured's
employer group numbers when other payers
are known to be involved (62b and 62c).
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Specifics

Form
Requirements Form Label
Number
Enter the pre-authorization for treatment
Treatment code'aSS|gned by the primary payer ('63a). If
63 L applicable, enter the pre-authorization for
Authorization Codes .
treatment code assigned by the secondary
and tertiary payer (63b and 63c).
64 Document Control Enter if this is a void or replacement billto a
Number (DCN) previously adjudicated claim (64a — 64c).
Enter when the employer of the insured is
known to potentially be involved in paying
65 Employer Name claims. For more information on Employer
Name, refer to the NUBC’s Official UB-04
Data Specifications Manual.
Enter the required value of “9.” Note: “0” is
Diagnosis and allowed if ICD-10 is named as an allowable
66 R Procedure Code code set under HIPAA. For more
Qualifier information, refer to the NUBC’s Official
UB-04 Data Specifications Manual.
Enter th incipal di i de for th
o fiefisrl Depreetis n .er ’e prlnc'lr.)a iagnosis c.:o e for : e
67 R Code and Present on patient’s condition. For more information
. . on POAs, refer to the NUBC’s Official UB-04
Admission Indicator .
Data Specifications Manual.
67A-67Q S Other Diagnosis Enter addi.tional (Ijiagnosis ches if mo.re
Codes than one diagnhosis code applies to claim.
68 NR Reserved for assignment by the NUBC.
Providers do not use this field.
69 s Admitting Diagnosis Required when a claim involves an inpatient
Code admission.
. Enter the appropriate reason for visit code
Patient’s Reason For
70 S Visit only for bill types 013X and 085X and 045X,
0516, 0526, or 0762 (observation room).
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Form
Number

Requirements

Form Label

Specifics

71

Prospective Payment
System (PPS) Code

Enter the DRG based on software for
inpatient claims when required under
contract grouper with a payer.

72

External Cause of
Injury (ECI) Code

Enter the cause of injury code or codes
when injury, poisoning or adverse effect is
the cause for seeking medical care.

73

NR

Reserved for assignment by the NUBC.
Providers do not use this field.

74

Principal Procedure
Code and Date
(MMDDYY)

Enter the principal procedure code and date
using a six-digit format (MMDDYY) if the
patient has undergone an inpatient
procedure. Note: Required on inpatient
claims.

74A-E

Other Procedure
Codes and Dates
(MMDDYY)

Enter the other procedure codes and dates
using a six-digit format (MMDDYY) if the
patient has undergone additional inpatient
procedure. Note: Required on inpatient
claims.

75

NR

Reserved for assighment by the NUBC.
Providers do not use this field.

76

Attending Provider
Name and ldentifiers

Enter the attending provider’s NPl number,
last name and first name. Situational: Not
required for nonscheduled transportation
claims. For more information on Attending
Provider, refer to the NUBC’s Official UB-04
Data Specifications Manual.

77

Operating Provider
Name and Identifiers

Enter the operating provider’s NPl number,
last name and first name. Required when a
surgical procedure code is listed on the
claim. For more information on Operating
Provider, refer to the NUBC’s Official UB-04
Data Specifications Manual.
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Form
Number

Requirements Form Label

Specifics

Enter any other provider’s NPl number, last
28-79 S Other Provider Name name and first name. For more information

and Identifiers on Other Provider, refer to the NUBC’s
Official UB-04 Data Specifications Manual.

Enter any information that the provider
deems appropriate to share that is not
supported elsewhere.

80 S Remarks

Report additional codes related to a Form
Locator (overflow) or to report externally
maintained codes approved by the NUBC
for inclusion in the institutional data set.
81CC A-D s Code-Code Field Note: To further identify the billing provid.er
(FLO1), enter the taxonomy code along with
the "B3" qualifier. For more information on
requirements for form number 81, refer to
the NUBC's Official UB-04 Data
Specifications Manual.

Line 23 contains an incrementing page and
total number of pages for the claim on each
Line 23 s page, creation"l date of the claim on each
page, and a claim total for covered and non-
covered charges on the final claim page
only indicated using Revenue Code 0001.
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Appendix IV: Electronic Funds Transfer and Electronic Remittance

We offer a free solution for payment by Electronic Funds Transfer (EFT) and Electronic Remittance Advice
(835)/Explanation of Payment (ERA/EOP) through Payspan®. Create an account by registering at
www.payspanhealth.com or calling 1-877-331-7154, option 1.

If you have any questions or concerns please contact your local Provider Network Development Representative
or the Provider Services department directly at 888-773-2647.

Appendix V: Third Party Coverage

Identification of Third-Party Resources

Description

Providers must always identify third party resources
and report third party payments in the appropriate
item(s) on the claim. Third party resources must be
identified even when the payer does not cover the
services.

Commercial Insurance Payments

If payments are made by a commercialinsurance,
the EOB must be submitted with the claim.

Medicaid Deductible

If the beneficiary's Medicaid deductible amount is
met in the middle of a service so that part of the
charge is the beneficiary's responsibility and part is
Medicaid's responsibility, enter the remaining
Medicaid liability for the service in Item 24F of the
service line on the CMS 1500 paper form.

Evidence of Other Insurance Response

When billing on the CMS 1500 paper claim form,
providers must submit evidence of other insurance
responses (EOBs, denials, etc.) when billing for
covered services. If billing electronically, no EOB is
necessary, as all required data are part of the
electronic format. However, in all cases where a
provider is billing on the CMS 1500 claim form, a
copy of the Medicare EOB must be submitted with
the claim.

Injectable Drugs Covered as a Pharmacy
Benefit by Third Party Payers

When billing for injectable drugs that are covered as
a pharmacy benefit by a third-party payer but
covered as a provider service by Medicaid, the
provider must reflect the payment from the carrier
on the claim. The fixed
copay/coinsurance/deductible must be reported in
the appropriate field on the electronic claim form
and in Item 24F on the CMS 1500 paper form.
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