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Introduction

11 About this e-manual

We are pleased to provide you with a completely revised and comprehensive Blue Book™ Provider eManual, for
providers participating in the Blue Cross and Blue Shield of North Carolina (BCBSNC) provider network. This e-manual
has been designed to make sure that you and your office staff have the information necessary to effectively understand
and administer BCBSNC insurance products, Care Management & Operations policies and procedures, and the health
care claims billing guidelines of BCBSNC.

\Web site resource

Please note that BCBSNC will periodically update this e-manual. The most current version of The Blue Book™ will be
available in the providers section of the BCBSNC Web site at http://www.bcbsnc.com/providers/.

This e-manual contains information providers need to administer BCBSNC's Comprehensive Major Medical (CMM) Plans
and managed health care programs efficiently with regard to claims and customer service issues.

BCBSNC health care benefit plans overview

Health care benefit plans can typically be categorized into four basic plan types: Health Maintenance Organization
(HMO), Point-of-Service (POS), Preferred Provider Organization (PPO), and Comprehensive Major Medical (CMM).
Contracting providers with questions about in which Plan(s) they participate, should refer to their individual health care
businesses, Network Participation Agreement (NPA) with BCBSNC or contact Network Management for assistance.
Network Management contact information can be found in chapter two of this e-manual. Except where otherwise
indicated, this e-manual refers to all of the following BCBSNC HMO, POS, PPO and CMM product offerings, including
but not inclusive to the products indicated in the following chart:

BCBSNC e Blue Care® (Health Maintenance Organization [HMO] Plan)
HMO product

BCBSNC ® Blue Value®™ (Point-of-Service [POS] Plan with in-network and out-of-network benefits)
POS product

BCBSNC * Blue Options™ (Preferred Provider Organization [PPO] Plan)

PPO products + Blue Options (PPO Plan with deductible and coinsurance plan)

+Blue Options (PPO Plan with in-network benefits only)

+ Blue Select™ (PPO Plan that offers two tiers of in-network benefits in addition to out-of-network
coverage)

* Blue Options 1-2-3" (PPO Plan with three benefit levels)

* Blue Options HSA™ (high-deductible PPO may be paired with a health savings account)

* Blue Options HRA™ (high-deductible PPO may be paired with a health reimbursement account)

* Blue Options FC* (PPO Plan with fixed contributions)

* Blue Advantage® (PPO Plan purchased by individuals)

e State Health Plan (PPO Plan for State Health Plan membership)

BCBSNC e Classic Blue® (Comprehensive Major Medical [CMM] Plan)
CMM products + Blue Assurance™ (CMM for individuals)

+ Access™ (CMM)

+ Short Term Health Care (CMM)
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Please note the following:
* Information relative to the Federal Employee Program (FEP) PPO Plan can be found in chapter four of this e-manual.
* Information relative to the inter-plan programs (including BlueCard®) can be found in chapter five of this e-manual.

* Information relative to Medicare and Medicare Supplement programs (non-Medicare Advantage Plans) can be found
in chapter six of this e-manual.

Additionally, we would like to highlight several items that may be of importance to you and the sections in which to find
them:

* Phone numbers for contacting BCBSNC can be found in chapter two
* Health benefit plans and sample identification cards can be found in chapter three

» Care management and operations can be found in chapter seven

This e-manual is intended as a supplement to your Network Participation Agreement (NPA), the agreement by which you
as the provider participate in the BCBSNC network(s), the agreement between you as the provider and Blue Cross and
Blue Shield of North Carolina (BCBSNC). The NPA is the primary document controlling the relationship between provider
and BCBSNC. Nothing contained in the e-manual is intended to amend, revoke, contradict or otherwise alter the terms
and conditions of the NPA.

BCBSNC policies and procedures will change periodically and providers will receive notification of relevant changes as
they occur. Providers are encouraged to frequently visit the providers section of the BCBSNC Web site to receive
updates and information about issues affecting BCBSNC network participating providers, http://www.bcbsnc.com/providers/.

1.2 Provider e-manual online

The Blue Book™ is maintained on the BCBSNC Web site for providers at http://www.bcbsnc.com/providers/. The

e-manual is available to providers for download to their desktop computers for easy and efficient access. In addition to
the providers section of the Web, the provider e-manual is also available to providers having free Blue €™ connectivity.
Whether accessing the provider e-manual from the providers section or from Blue e, the process to view is the same.

Just click on The Blue Book™ hyperlink and select the option to open, it's that easy. If you want to save a copy of the
e-manual to your computer’s desktop, open the e-manual for viewing following the same instructions, and after you have
opened the e-manual to view, just select file from your computer’s tool bar, and select the option to save a copy. Then
decide where you want to keep your updated edition of the provider e-manual on your computer, and click on the tab
to save.

If you experience any difficulty accessing or opening The Blue Book™ from our Web site, or if you're already a Blue e
user and need assistance with The Blue Book™ viewing, please contact Network Management.

Additionally, if you cannot access the Web site or Blue e, please contact Network Management to receive a copy of the
e-manual in another format.

Important: Please note that providers are reminded that this e-manual will be periodically updated, and to receive
accurate and up to date information from the most current version, providers are encouraged to always access the
provider e-manual in the providers section of the BCBSNC Web site at http://www.bcbsnc.com/providers/, or by
using Blue e™.
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1.3 Additional references

This e-manual is your main source of information on how to administer BCBSNC Plans. If you cannot find the specific
information that you need within the e-manual, please utilize the following resources:

* Your health care business’s provider Network Provider Agreement (NPA) with BCBSNC.
* Our Web site bcbsnc.com.

* BCBSNC Provider Blue Line™ at 1-800-214-4844.

* The Blue Link™ online provider newsletters, also located on our Web site bcbsnc.com.
* Your Network Management team at 1-800-777-1643.

* BCBSNC medical policies and guidelines, evidence based guidelines, payment guidelines for providers, and our
diagnostic imaging management policies that can be accessed on our Web site at http://www.bcbsnc.com/
content/services/medical-policy/index.htm.

1.4 Feedback

We value your feedback. Please direct comments regarding
this e-manual to your regional Strategic Provider
Relationships representative.
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(To find contact information for the Federal Employee Program (FEP), please refer to the corresponding Plan specific
section that's contained within this e-manual [see chapter four for FEP]).

To the reader, this chapter of the e-manual provides basic contact information. Please refer to the topic-specific sections
contained within this e-manual for more detailed subject information.

21 Helpful telephone numbers

211 Provider Blue Line™ 1-800-214-4844

For BCBSNC provider customer service, our Provider Blue Line™ is a one-stop shop. Providers only need to call one
phone number 1-800-214-4844, and follow the prompts to be connected to the appropriate customer service
department. The Provider Blue Line™ is available to assist if you have questions about:

* Eligibility
. ileﬁeﬂts In a hurry?
aims Providers with Blue €™ can verify eligibility, benefits/
The Provider Blue Line™ 1-800-214-4844 can also assist accumulators and claim status, immediately, and
with information pertaining to: from the convenience of their desktop computer.
« Coinsurance/deductibles To find out more about signing up for Blue €™,

visit BCBSNC electronic solutions on the Web at:

* Coordination of benefits http://www.bcbsnc.com/providers/edi or refer to

* Overpayments chapter eleven of this e-manual.
* Refund requests Blue e™ is quick and easy to use — plus, it's free to
* Pre-existing conditions our network providers!

* Non-clinical appeals

* Authorization status of existing requests, either approved, denied or currently in review (Please note that new
requests for certification should be placed to BCBSNC health management).

Before calling the Provider Blue Line™, please have the following information available:

* Your National Provider Identifier (NPI) (if you do not have a NPI, you may also use your Tax Identification Number
(TIN) or BCBSNC issued provider identification number)

* Patient’s identification number and alpha prefix (when applicable)

e Patient’s date of birth (mm/dd/yyyy)

e If calling about a submitted claim, please have the date of service (mm/dd/yyyy)

* Amount of charge

About the Provider Blue Line™ automated system

The speech recognition system will allow you to speak your responses to all questions. If you encounter speech recognition
problems, you may also use your telephone keypad to enter numeric responses. For example, you can use your keypad to
enter your NPI, your TIN, the numeric portion of the subscriber number, the patient’s date of birth, and any date of service
responses. If you have questions about more than one patient, the system will collect information about all your patient
inquiries, determine what representatives will need to assist you, and route you to the corresponding call center with the
shortest wait time. Assuming that you have provided the basic information asked for by the system, you will not have to repeat
anything to the representative. He or she will be ready to assist you with the first member upon answering the call.
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Help us to help you!

When calling the Provider Blue Line™ 1-800-214-4844
you should:

* Use a regular handset (rather than a speakerphone,
headset or cell phone)

® Speak in your normal voice (speaking louder or more
slowly than normal will actually make it more difficult
for our system to understand you)

* Try to place your calls from a quiet area where there
is not a lot of background noise

* When the system asks you for the letters at the
beginning of the patient’s subscriber number, please
provide all the letters, including the "W," if there
is one

Once you are familiar with the system, you don’t need to
listen to the full text of each prompt. If you already know
what the system is asking you to do, go ahead and
interrupt it! Remember, you may use your telephone
keypad for any entries that consist entirely of numbers.

The Provider Blue Line™ automated services are available:

Day Hours

Monday - Friday 7 am.-9p.m.
Saturday 7am.-3p.m.
Sunday 8 a.m. - 12 noon

The Provider Blue Line™ representatives are available:

Day Hours

Monday - Friday 8am.-6p.m.

Please note that the Provider Blue Line™ automated
system will route inquiries to the appropriate
representative — but only when it is necessary to speak
with a representative.

Also, please remember that many of your customer
service needs, including eligibility and claim status
inquiries, admission and treatment notifications, and
remittance information can be handled using Blue ™.

2.2 BlueCard® eligibility
1-800-676-BLUE (2583)

Eligibility and benefits information for BlueCard® out-of-
area members can easily and quickly be found from your
desktop computer by using Blue e™. However, if you
have not yet signed up for Blue e™ connectivity, which is
free of charge, eligibility and benefits information is still
available to you for out-of-area members covered by
another Blue Cross and/or Blue Shield Blue Plan. You only
need to call BlueCard® eligibility 1-800-676-BLUE (2583)
to connect to the member's home Plan. BlueCard®
eligibility 1-800-676-BLUE (2583) should also be called
for care management and operations questions about
other Blue Plan members. When calling, you will need to
the 3-letter alpha prefix at the beginning of the member’s
identification number. Enter only the first three alpha
characters and your call will be automatically routed to
the member’s Blue Plan.

Please note that the BlueCard® eligibility line 1-800-676-
BLUE (2583), does not handle claims inquiries. Answers
to questions about claims for BlueCard® members can be
found by using Blue €™ or by contacting BCBSNC
Inter-Plan, BlueCard® Customer Service by calling 1-800-
487-5522.

To find out more about BlueCard® and the inter-plan
program, please refer to chapter five of this e-manual.

2.3 Care management and operations
1-800-672-7897

The BCBSNC care management and operations
department works with physicians and members to
facilitate the most medically appropriate, cost-effective,
quality care for our members. By calling 1-800-672-7897,
care management and operations staff are available to
assist with arranging care for services other than mental
health/substance abuse for our commercial and State
Health Plan members. Care management and operations
staff can assist with arranging:

e Certification

+ Certification requests for members enrolled in the
State Health Plan 1-800-672-7897

* Prior review requests

¢ Discharge planning

* Pharmacy quantity limitations and restricted access
* Transplants

e Medical director reviews
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* Reconsideration requests of an initial medical necessity denial

° Peer-to-Peer line
Note: For assistance with arranging services for mental health/substance abuse, please refer to the member’s ID card for
contact information.
The following utilization management services are available:

e Staff members are available during normal business hours, excluding holidays. Call us at 1-800-672-7897 to discuss
utilization management issues.

* After normal business hours, providers and members have access to a voice-mail system by calling us at
1-800-672-7897.

e Staff members will identify themselves by name, title and organization name when initiating and returning calls.
* TDD/TTY services are available at 1-800-442-7028 for members who need hearing assistance.

* Language assistance is also available for members who need to discuss utilization management issues by calling us
at 1-800-678-7897.

To learn more about care management and operations
services, processes or policies, please refer to chapter seven Representative Monday - Friday | 8 a.m. -5 p.m.
of this e-manual. Additionally, the BCBSNC care management
and operations department makes available fax capability for
providers arranging member services and supplying BCBSNC
requested documentation.

Available Support | Day Hours

Voice Mail System | Monday - Friday | Outside of
regular business
hours

Care management and operations is available 24 hours (to learn more, please see chapter seven of this e-manual).

2.4 Mental health substance abuse services

Magellan Behavioral Health 1-800-359-2422
Value Options 1-800-367-6143

The below chart displays the mental health and substance abuse services, intermediary delegated activities for Magellan
Behavioral Health, and the member Plan exceptions that utilize Value Options or BCBSNC (to learn more about these
delegated activities, please refer to the specialty networks information located in chapter seventeen of this e-manual):

Activity HMO/PQOS | PPO CMM
Utilization management Magellan Magellan Behavioral Health Magellan Behavioral Health
programs Behavioral Exception(s): Exception(s):
Health BCBSNC for members enrolled in | BCBSNC for members enrolled
Blue Advantage® in Access® or Blue Assurance®

*Value Options for members
enrolled in the State Health Plan

Quality Magellan BCBSNC BCBSNC
management Behavioral Exception(s):
Health

*Value Options for members
enrolled in the State Health Plan

(Chart continued on the following page.)
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Activity HMO/POS | PPO CMM
Claims processing Magellan BCBSNC BCBSNC
Behavioral
Health
Provider contracting and Magellan BCBSNC BCBSNC
Network Management Behavioral
Health
Customer service Magellan BCBSNC BCBSNC
Behavioral
Health
Eligibility and Magellan Magellan Behavioral Health Magellan Behavioral Health
benefit verification Behavioral or BCBSNC or BCBSNC
Health Exception(s):
*Value Options for members
enrolled in the State Health Plan
First level appeals Magellan Utilization first level appeals: Utilization first level appeals:
Behavioral Magellan Behavioral Health Magellan Behavioral Health
Health

Claims first level appeals:
BCBSNC

Exception(s):

*Utilization first level appeals for
members enrolled in the State
Health Plan are reviewed by
Value Options

Claims first level appeals:
BCBSNC

* Value Options is the vendor that coordinates mental health and substance abuse services for State Health Plan
members enrolled in the State Health Plan. Value Options can be contacted by calling 1-800-367-6143.

Please note that intermediaries contract with providers on an individual and/or group basis, which could result in the
non-participation of some of the individual providers within a group. Please verify participation status with the
intermediary prior to providing services.
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2.5 Health Network Solutions, Inc. (HNS) 1-704-895-8117

The below chart displays the intermediary, delegated activities for Health Network Solutions, Inc. (HNS), formerly
Chiropractic Network of the Carolinas (CNC) (to learn more about these delegated activities, please refer to the specialty

networks information located in chapter seventeen of this e-manual):

Activity HMO/PQOS PPO CMM
Utilization management programs BCBSNC BCBSNC BCBSNC
Quality management BCBSNC BCBSNC BCBSNC
Claims processing *BCBSNC *BCBSNC *BCBSNC
Provider contracting and Health Network Health Network BCBSNC
Network Management Solutions, Inc. (HNS) Solutions, Inc. (HNS)

Customer service BCBSNC BCBSNC BCBSNC
Eligibility and benefit verification BCBSNC BCBSNC BCBSNC
First level appeals BCBSNC BCBSNC BCBSNC

*Provider submits claims to HNS — HNS submits claim to BCBSNC - BCBSNC provides appropriate payment to HNS —
HNS provides appropriate payment to provider.

Please note that intermediaries contract with providers on an individual and/or group basis, which could result in the
non-participation of some of the individual providers within a group. Please verify participation status with the

intermediary prior to providing services.
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2.6 AIM Specialty Health™ (AIM) 1-866-455-8414

BCBSNC requires that for non-emergency outpatient CT/CTA, MRI/MRA, PET, nuclear cardiology, and echocardiography
procedures when performed in a physician’s office, outpatient department of a hospital, or freestanding imaging center,
ordering physicians must obtain certification from AIM Specialty Health™ (AIM). When contacting AIM to arrange these
services, please have the following information available:

* Member ID number, name, date of birth, health Plan and group number
* Ordering physician information
* Imaging provider information
* Imaging exam(s) being requested (e.g., body part, right, left or bilateral)
* Patient diagnosis (suspected or confirmed)
e Clinical symptoms/indications (intensity/duration)
* For complex cases more information may be necessary, including results of treatment history (e.g., previous tests,
duration of previous therapy, relevant clinical medical history)
Ordering physicians can obtain and confirm authorizations by contacting AIM in one of the following ways:
* By logging on to the AIM portal, accessed through Blue €, available seven days a week, 4 a.m. to 1 a.m. eastern time
* By calling AIM, 1-866-455-8414 (toll free), Monday through Friday, 8 a.m. to 5 p.m., eastern time

Imaging service providers can also contact AIM either through the provider portal or by calling 1-866-455-8414 to
ensure that an authorization has been issued or to confirm that the authorization information is correct.

If you are not currently registered to use Blue €™, you will need to register online at https://providers.bcbsnc.com/
providers/interactiveAgreement.faces. BCBSNC provides Blue e to providers free-of-charge.

Please note that most BCBSNC member groups will be participating in the diagnostic imaging management program,
however, not all groups are participating. BCBSNC offers a Web-based search tool that is available on the bcbsnc.com
providers section and on Blue e, which will allow you to quickly determine whether an authorization is needed.
BCBSNC maintains and updates this system as new groups enter the program. To learn more about the diagnostic
imaging management program and what is required, please refer to chapter seven of this e-manual.

2.7 Mailing addresses

For fastest claims processing, file electronically!
Blue®
Visit BCBSNC electronic solutions on the Web at: http://www.bcbsnc.com/providers/edi/ ue o
Health care claims Address
Health care claims — BCBSNC Blue Cross and Blue Shield of North Carolina
Exception(s): PO Box 35
The State Health Plan Durham, NC 27702
Health care claims — The State Health Plan Blue Cross and Blue Shield of North Carolina
PO Box 30087
Durham, NC 27702

(Chart continued on the following page.)
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Mental health and substance abuse
services claims

Address

Mental health and substance abuse services claims —
BCBSNC

Exception(s):

BCBSNC HMO

The State Health Plan

Blue Cross and Blue Shield of North Carolina
PO Box 35
Durham, NC 27702

Mental health and substance abuse services claims —
BCBSNC HMO

Magellan Behavioral Health
NC Unit

PO Box 1659

Maryland Heights, MO 63043

Mental health and substance abuse services claims —
The State Health Plan

Blue Cross and Blue Shield of North Carolina
PO Box 30087
Durham, NC 27702

Chiropractic services Address
Chiropractic service claims HNS/BCBS

BCBSNC HMO PO Box 2368
BCBSNC PPO Cornelius, NC 28031
Exception(s):

CMM

Level | member appeals

Address

Level | member appeals including a member signed
Appeal Authorization Form —

BCBSNC Exception(s):

BCBSNC HMO mental health and

substance abuse services

The State Health Plan mental health and
substance abuse services

Blue Cross and Blue Shield of North Carolina
Member Rights and Appeals

PO Box 30055

Durham, NC 27702-3055

Level | member appeals for BCBSNC HMO mental
health and substance abuse services

Magellan Behavioral Health

NC Unit

Attention: Appeals Coordinator
PO Box 1619

Alpharetta, GA 30009

(Chart continued on the following page.)
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Level | provider appeals Address
Level | provider appeals - Blue Cross and Blue Shield of North Carolina
Exceptions: Provider Appeals

PO Box 2291

BCBSNC HMO mental health and
substance abuse services

The State Health Plan mental health and
substance abuse services

Durham, NC 27702-2291

(please use the Level | provider appeal form located in
chapter twenty-two of this e-manual)

Overpayments

Address

Overpayments — BCBSNC
Exception(s):

Blue Cross and Blue Shield of North Carolina
Financial Processing Services

PO Box 30048

Durham, NC 27702-3048

(please use form G252 located in chapter twenty-one
of this e-manual)

BCBSNC HMO mental health and dental

2.8 Claim inquiries

If you have a question about how a claim that's been filed to BCBSNC has processed, what amount’s paid or disallowed,
or maybe you just want to ask the status — Blue €™ can help. Providers with Blue €™ can find out this information and
much more, from the convenience of their computer screen and faster than making a phone call. To find out more about
Blue e visit electronic solutions on the Web at http://www.bcbsnc.com/providers/edi/ or refer to chapter eleven in
this e-manual.

If you choose to send your claims question in writing, we offer a Provider Claim Inquiry form that can help:

The form is available to be copied from chapter twenty-one of this e-manual or can be printed from the BCBSNC Web
site http://www.bcbsnc.com/providers/.

The form is available to help you find the answers to questions pertaining to topics such as:

* A refund or overpayment, a request about a denial for
service(s) not included in a member's health benefit plan, or
a claim believed to be processed incorrectly.

Find out what Blue e can offer you:
http://www.bcbsnc.com/providers/

+When using the form, supporting medical documentation
should be submitted. Providers may reduce administrative
cost associated with records submissions by first verifying
that the records document information consistent with
BCBSNC medical policy, pricing and adjudication policy,
and Claim Check Clinical (C-3) edit rationale.

BCBSNC Provider Inquiry
Customer Service Department
PO Box 2291

Durham, NC 27702-2291

Provider claim
inquiry form
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2.9 Provider demographics - contacting you

BCBSNC routinely updates the online provider directory with addresses, phone numbers, translation service(s), and
current lists of all providers at a participating facility/practice, so that our members can quickly locate health care
providers and schedule appointments. Our ability to successfully direct members to you for their medical care depends
on the accuracy of the information we have on file for your facility/practice. You are encouraged to visit the find a doctor
page located on the BCBSNC Web site becbsnc.com to validate your health care businesses information.

If you find that your information needs to be updated, please let us know by contacting BCBSNC Network Management
or complete and return a provider demographic form that can be found on the “I'm a provider” page on our Web site at
http://www.bcbsnc.com/providers/. If you or your office personnel speak languages other than English, or if your
practice/facility has access to translation services, let us know by emailing us at credentialing@bcbsnc.com.

Please note that our having accurate mailing information on file for your practice also ensures you receive claims
payments and other important correspondence in a timely manner from BCBSNC.

You are required to maintain an e-mail address that can be used by BCBSNC to contact you, and are required to provide
that e-mail address to BCBSNC upon request.

210 Online availability

The providers section of our Web site bcbsnc.com contains a variety of helpful information. Some of the information
available includes:

Provider resources

* Most current Blue Book®™ Provider eManual http://www.bcbsnc.com/providers/
* BlueLink®™ newsletters
e Provider information

* Most current prior authorization listing of certain medical services
and medications

* Medical policies and guidelines

e Evidence based guidelines

* Payment guidelines for providers

* Diagnostic imaging management policies
* Medlical policy

* News releases

* Online provider directory

e Office-administered specialty drug network
* Product information

* Health and wellness programs

e Online services

* Access to care standards

® Pharmacy formulary information

e Educational courses

® and much more. . .

(Chart continued on the following page.)
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Electronic resources

* Blue e™ http://www.bcbsnc.com/providers/edi/
* RealMed

e Electronic solutions important news
* HIPAA information

* Electronic solutions

e Electronic solutions vendor list

Click on the providers tab to access information pertaining to you. Make sure to access the Web site often to stay current
on BCBSNC news and publications.

211 Electronic Solutions Customer Support 1-888-333-8594

Electronic claim filing issues, Blue " and RealMed

1-888-333-8594 Option 1
919-765-3514
919-765-7101 Fax

BCBSNC electronic solutions enables the transmission of electronic files for the business processing of health care
information. BCBSNC provides electronic solutions in both batch and real-time modes to our contracted health
care providers.

Electronic solutions manages the electronic exchange of health care transactions, including claims, remittances,
admission notifications, eligibility and claim status inquiries. Electronic solutions provides customer support for all of our
trading partners that submit electronic transaction files.

Electronic solutions also offers two Web-based products, Blue e and RealMed, for interactive inquiries about eligibility
and claim status, admission notifications and claims entry. BCBSNC has developed electronic solutions that allow
contracted health care providers to access detailed claim management information from BCBSNC, and customize that
information to the workflows in their organizations. To find out more about BCBSNC electronic solutions, please refer to
chapter eleven of this e-manual, visit our electronic solutions Web site at bcbsnc.com/providers/edi, or contact your
local field consultant.

Electronic solutions customer support is available to assist Monday through Friday, 8:00 a.m. to 5:00 p.m.

County Region Telephone Fax

Alexander West 704-561-2756 704-676-0501
Anson West 704-561-2756 704-676-0501
Avery West 704-561-2756 704-676-0501
Buncombe West 704-561-2756 704-676-0501

(Chart continued on the following page.)
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County Region Telephone Fax

Burke West 704-561-2756 704-676-0501
Cabarrus West 704-561-2756 704-676-0501
Catawba West 704-561-2756 704-676-0501
Cherokee West 704-561-2756 704-676-0501
Clay West 704-561-2756 704-676-0501
Cleveland West 704-561-2756 704-676-0501
Gaston West 704-561-2756 704-676-0501
Graham West 704-561-2756 704-676-0501
Haywood West 704-561-2756 704-676-0501
Henderson West 704-561-2756 704-676-0501
Jackson West 704-561-2756 704-676-0501
Lincoln West 704-561-2756 704-676-0501
Macon West 704-561-2756 704-676-0501
Madison West 704-561-2756 704-676-0501
McDowell West 704-561-2756 704-676-0501
Mecklenburg West 704-561-2756 704-676-0501
Mitchell West 704-561-2756 704-676-0501
Polk West 704-561-2756 704-676-0501
Rowan West 704-561-2756 704-676-0501
Rutherford West 704-561-2756 704-676-0501
Stanly West 704-561-2756 704-676-0501
Swain West 704-561-2756 704-676-0501
Transylvania West 704-561-2756 704-676-0501
Union West 704-561-2756 704-676-0501

(Chart continued on the following page.)
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County Region Telephone Fax

Watauga West 704-561-2756 704-676-0501
Yancey West 704-561-2756 704-676-0501
Alleghany Triad 704-561-2751 704-676-0501
Ashe Triad 704-561-2751 704-676-0501
Caldwell Triad 704-561-2751 704-676-0501
Davidson Triad 704-561-2751 704-676-0501
Davie Triad 704-561-2751 704-676-0501
Forsyth Triad 704-561-2751 704-676-0501
Hoke Triad 704-561-2751 704-676-0501
Iredell Triad 704-561-2751 704-676-0501
Montgomery Triad 704-561-2751 704-676-0501
Moore Triad 704-561-2751 704-676-0501
Randolph Triad 704-561-2751 704-676-0501
Richmond Triad 704-561-2751 704-676-0501
Rockingham Triad 704-561-2751 704-676-0501
Scotland Triad 704-561-2751 704-676-0501
Stokes Triad 704-561-2751 704-676-0501
Surry Triad 704-561-2751 704-676-0501
Wilkes Triad 704-561-2751 704-676-0501
Yadkin Triad 704-561-2751 704-676-0501
Alamance Raleigh 919-765-4635 919-765-2564
Caswell Raleigh 919-765-4635 919-765-2564
Chatham Raleigh 919-765-4635 919-765-2564
Durham Raleigh 919-765-4635 919-765-2564

(Chart continued on the

following page.)
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County Region Telephone Fax

Franklin Raleigh 919-765-4635 919-765-2564
Granville Raleigh 919-765-4635 919-765-2564
Guilford Raleigh 919-765-4635 919-765-2564
Harnett Raleigh 919-765-4635 919-765-2564
Johnston Raleigh 919-765-4635 919-765-2564
Lee Raleigh 919-765-4635 919-765-2564
Orange Raleigh 919-765-4635 919-765-2564
Person Raleigh 919-765-4635 919-765-2564
Vance Raleigh 919-765-4635 919-765-2564
Wake Raleigh 919-765-4635 919-765-2564
Warren Raleigh 919-765-4635 919-765-2564
Beaufort East 919-765-2584 919-765-2564
Bertie East 919-765-2584 919-765-2564
Bladen East 919-765-2584 919-765-2564
Brunswick East 919-765-2584 919-765-2564
Camden East 919-765-2584 919-765-2564
Carteret East 919-765-2584 919-765-2564
Chowan East 919-765-2584 919-765-2564
Columbus East 919-765-2584 919-765-2564
Craven East 919-765-2584 919-765-2564
Cumberland East 919-765-2584 919-765-2564
Currituck East 919-765-2584 919-765-2564
Dare East 919-765-2584 919-765-2564
Duplin East 919-765-2584 919-765-2564

(Chart continued on the

following page.)
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County Region Telephone Fax

Edgecombe East 919-765-2584 919-765-2564
Gates East 919-765-2584 919-765-2564
Greene East 919-765-2584 919-765-2564
Halifax East 919-765-2584 919-765-2564
Hertford East 919-765-2584 919-765-2564
Hyde East 919-765-2584 919-765-2564
Jones East 919-765-2584 919-765-2564
Lenoir East 919-765-2584 919-765-2564
Martin East 919-765-2584 919-765-2564
Nash East 919-765-2584 919-765-2564
New Hanover East 919-765-2584 919-765-2564
Northampton East 919-765-2584 919-765-2564
Onslow East 919-765-2584 919-765-2564
Pamlico East 919-765-2584 919-765-2564
Pasquotank East 919-765-2584 919-765-2564
Pender East 919-765-2584 919-765-2564
Perquimans East 919-765-2584 919-765-2564
Pitt East 919-765-2584 919-765-2564
Robeson East 919-765-2584 919-765-2564
Sampson East 919-765-2584 919-765-2564
Tyrrell East 919-765-2584 919-765-2564
Washington East 919-765-2584 919-765-2564
Wayne East 919-765-2584 919-765-2564
Wilson East 919-765-2584 919-765-2564
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212 BCBSNC Network Management

The BCBSNC Network Management department is responsible for developing and supporting relationships with
physicians and other practitioners, acute care hospitals, specialty hospitals, ambulatory surgical facilities and ancillary
providers. Network Management staff are dedicated to serve as a liaison between you and BCBSNC, and are available to
assist your organization.

Please contact Network Management for contract issues, fee information and educational needs.

Network Management contact information:

Phone/Fax/Email 1-800-777-1643
919-765-4349 (fax)
NMSpecialist@bcbsnc.com

Address P.O. Box 2291
Durham, NC 27702-2291

Network Management staff are available to assist Monday through Friday 8:00 a.m. to 5:00 p.m.

213 Changes to your office and/or billing information

Contact Network Management by phone, mail or fax to request changes to office and/or billing information
(e.g., physical address, telephone number, etc.) by sending a written request signed by the physician or office/billing
manager to the address or fax number above. Changes may include the following:

* Name and address of where checks should be sent

* Name changes, mergers or consolidations

* Group affiliation

e Physical address

* Federal tax identification number (W-9 form required)

* National Provider Identifier (NPI)

* Telephone number, including daytime and twenty-four hour numbers
* Hours of operation

* Covering physicians

* Language or translation service(s) offerings

Whenever possible, please notify us in advance of a planned change but no later than 30 days after a change
has occurred.
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31 Health care benefit plan types and provider participation

BCBSNC health care benefit plans can typically be categorized into four basic plan types: Health Maintenance
Organization (HMO), Point-of-Service (POS) Preferred Provider Organization (PPO), and Comprehensive Major Medical,
(CMM). Contracting providers with questions about in which plan types they participate, should refer to their individual
health care businesses Network Participation Agreement (NPA) with BCBSNC, or contact Network Management for
assistance. Contact information can be found in chapter two of this e-manual.

3.2 Health care benefit plans overview

BCBSNC offers a variety of product lines to meet the health care coverage needs of our customers. The following health
care benefit plans are available product offerings by BCBSNC:

HMO product
* Blue Care® (Health Maintenance Organization [HMO)] Plan)

POS product

* Blue Value®™ (Point-of-Service [POS] with in-network and out-of-network benefits)

PPO products
* Blue Options™ (Preferred Provider Organization [PPO] Plan)
+ Blue Options™ (PPO Plan with deductible and coinsurance only)
+Blue Options™ (PPO Plan with in-network benefits only)
* Blue Options 1-2-3" (PPO Plan with three benéefit levels)
* Blue Options HSA™ (high-deductible PPO Plan paired with a health savings account)
* Blue Options HRA™ (high-deductible PPO Plan paired with a health reimbursement account)
* Blue Options FC* (PPO Plan with fixed contributions)
* Blue Advantage® (PPO Plan purchased by individuals)
* Blue Select™ (PPO Plan that offers two tiers of in-network benefits in addition to out-of-network coverage)
e State Health Plan (PPO Plan for State Health Plan membership)
CMM products

¢ Classic Blue® (comprehensive major medical CMM Plan)

* Blue Assurance®™ (CMM Plan for individuals)

Information relevant to each of these products, including sample member identification cards can be found within this
section. Additional information about BCBSNC offered health care plans is available on our Web site for members,
located at bcbsnc.com/content/shopping/. Health care providers should always (except for in emergency situations)
verify a member’s individual health care benefits and coverage eligibility prior to providing services.

In addition to our health care benefits products, BCBSNC offers to members, local and national discounts via Blue365°,
which offers a wide array of health and wellness products and services at no additional cost to members. BCBSNC
members can sign up for weekly emails with featured deals at www.bcbsnc.com/blue365.

Discounts offered:
* Gym memberships
* Eyeglasses and other vision care

* Hearing aids
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e Family activities and travel

* Healthy foods and nutrition programs

BCBSNC also offers Access™ and Short Term Health Care through its CMM network of providers, as well as, Medicare
related and Medicare Supplement programs. COBRA and ancillary products including life, dental and disability
insurance. Because BCBSNC continually reviews its products for members, new products may be developed and
introduced or existing products removed from the market. Subsequently, the health care coverage products described
within this e-manual should not be considered inclusive of all products offered by BCBSNC. To find out more about
Blue365° and other BCBSNC product offerings, please view information available on our Web site at bebsnc.com or
contact Network Management for assistance.

3.3 Determining eligibility

Blue " is the fastest and easiest way to obtain a member’s eligibility and benefits information. With Blue e access
providers can verify a member’s eligibility, benefits (including benefit accumulators). Providers and their office staff need
only to access the member name search and/or member health eligibility search options to view in real-time, a member’s
information, from the provider's own computer screen. If your organization does not yet have access to Blue e, find out
more by visiting the BCBSNC electronic solutions page on the Web at http://www.bcbsnc.com/providers/edi/ or refer
to chapter eleven of this e-manual. Blue e and the Provider Blue Line™ are the most accurate and up-to-date sources
for verifying member’s eligibility. If you have not yet signed up for the convenience of Blue €™, you can still verify
member’s benefits and eligibility by calling the Provider Blue Line™ at 1-800-214-4844. When calling, please have a copy
of the patient’s membership identification card available.

3.31 Member identification cards

Member Identification (ID) cards assist you in identifying the type of health benefit plan in which the member is enrolled.
Other helpful information can also be found on the ID card including dependent enrollment, applicable deductible,
coinsurance and/or copayment amounts, specific customer service telephone number(s), and information on benefit
programs, etc. Providers are reminded to always verify a member’s eligibility and complete benefits, as well as, current
remaining benefits, in advance of providing care.

We suggest that you always request to see the member’s most current BCBSNC ID card prior to providing service, and
verify the member’s ID number in your records. If a change has occurred, always update all your systems and records with
the new identifying information. Inform any business partners or clearinghouses that you work with of the change.

When submitting claims or verifying eligibility and benefits always use the complete member ID number, including the
complete alpha prefix and member suffix, without any special characters such as hyphens, spaces or dashes.
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Provided here is a sample of how a BCBSNC member's identification card may appear:

When presented with a BCBSNC member ID card, always verify the member's other forms of identification to help
prevent identity theft.

Front of card Back of card
4 ™ 4 ™
BlueCross, . . BlueCross, Costome: Samice: 1-877-275-9787
’ BlueShield. Blue OptIOhS 123 ’ BlueShield. Nurse Support Line: 1-877-477-2424
Mental Health: 1-800-359-2422
. ) . . . Locate Non-NC Provider: 1-800-810-2583
gtssecgi?rrlg;?i 23MEMBEROT  Group N 064196 For nomparicpating or anNC P Aoy 1800.75.7897
roup INo: id b Prior Review/Certification: 1-800-672-7897
Subscriber ID: Rx Bin/Group: 015905 z:;én:':{er?;menifﬂigthat prior Pharmacist Help Desk: 1-888-274-5186
YPPW12345678 Date Issued: 05/24/13 review/certification is obtained.
Participating NC providers are
In-Network Member Responsibility: 'ESPO”/S'b'[te.ffort‘.’bta'”'”g prior
Primary $15 TeIV\eW cel IIZB ||On. h Id . h
BlueC BlueShield of Nortl K ) K
Specialist 20% after ded Cal"rili:v:s,sazninde;end‘ent licensee Providers should send claims to their local
Urgent Care/ER  20% after ded of the BlueCross and BlueShield BlueCross BlueShield Plan.
Deductible $750 Association, provides administrative Medical: BCBSNC PO Box 35, Durham, NC
. services only and does not assume any 27702-0035
o
Prescription Drug: $10/$30/$45/25% financial risk for claims.
@ PPO) R F@PRIME Ph Benefits Ad
Blue® . armacy Benefits Administrator
\ / \ rrrrrrrrrrrr /

Always remember to make a copy of the front and back of the member’s identification card and place that copy in the
member’s file for your records. Please ensure that any discarded copies are properly destroyed to help protect the
patient’s identity.

33.2 Member identification numbers Alpha _
To protect our member’s privacy, social security numbers are not included Prefix

as part of the member’s ID number. BCBSNC member ID numbers YPHW | Blue Care® HMO
typically have an alpha prefix in the first three positions, followed by a
"W" and eight randomly assigned numbers, which are followed by two YPPW Blue Options™ PPO

additional numbers that are displayed to the left of the subscriber’s or
dependent’s name on the member’s ID card (e.g., YPPW1234567801).

YPPW Blue Options 1-2-3*" | PPO

To help identify members with BCBSNC coverage, look for a “W" in the

fourth position (e.g., YPPW12345678). However, exceptions do exist, YPDW Blue Options HSA™ | PPO
such as identification numbers for FEP members, which have a single
alpha prefix beginning with “R” (e.g., R1234567801). Member IDs for YPDW Blue Options HRA™ | PPO
other Blue Plans will typically include an alpha prefix in the first three
positions and can contain any combination of numbers and letters up to YPDW | Blue Options FC* PPO
17 characters.

YPPW | Blue Advantage® PPO
Alpha prefixes identify the Blue Cross and/or Blue Shield (BCBS) health ue Advantage
care plan to which a member belongs. Alpha prefixes should always be YPYW | State Health PI PPO
included when filing claims (if the member’s ID includes an alpha prefix). are e o
The alpha prgfix is necessary to gccurately verify eligibility and benefits, YPMW | Classic Blue® PPO
and route claims to the appropriate BC and/or BS Plan.
Following is a list of the most commonly recognized alpha prefixes for YPMW | Blue Assurance” PPO
BCBSNC members. Please note that this list is not all inclusive and does
not include many of the customized employer group alpha prefixes. YPXW | Blue Select™ PPO
Member identification numbers for federal employees always begin with YPWW | Blue Value™ POS
the letter “R.”

YPVW Blue Value™ POS
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3.3.3 Verification of coverage form

BCBSNC makes every effort to provide ID cards prior to a
member’s effective date. If however, a newly enrolled
member having coverage benefits changes, which require
a new card to be issued, becomes effective before
receiving their new BCBSNC member identification card,
members are asked to download and print a temporary
verification of coverage form. The temporary verification
of coverage form is available from the “My Member
Services” page on our Web site at bcbsnc.com.

3.3.4 Unable to verify eligibility

If we are unable to verify membership status, you may
request payment in full from the patient for office services
rendered. If the member is retroactively added to
eligibility records, BCBSNC will reimburse you according
to your contract. You must reimburse the member the
total amount previously collected, less any copayment,
coinsurance and/or deductible due from the member.

3.4 Pre-existing conditions

Some members may have a waiting period for coverage
of care due to pre-existing conditions. Verification of a
member’s pre-existing conditions and/or coverage
clarifications can be obtained using Blue €™ or by calling
the Provider Blue Line™ at 1-800-214-4844.

3.5 Preventive care services

The Patient Protection and Affordable Care Act (PPACA)
and the Health Care and Education Reconciliation Act of
2010 (HCERA) have designated certain clinical services as
preventive benefits. When provided by an in-network
provider, these services are available at no cost to eligible
members who are enrolled in non-grandfathered health
plans.

In an effort to ensure our members receive the most out
of their benefits for these services, we've developed a
guide that outlines the various preventive care services in
question. This guide will provide you with the correct
coding. CPT codes, HCPCS codes, diagnosis codes,
information regarding the appropriate use of the codes,
as well as any related explanatory comments for each
service. It's important to remember that effective dates
for the service categories included in the preventive
services guide apply to our members’ benefits for these
services on or after their respective Plan renewal date.

The Health Care Reform Preventive Services Coding
Guide is available to providers via Blue e under the
“Related Links” section. As new national
recommendations are published, we will update the
online guide accordingly.

Additionally, a list of preventive care services covered at
100% is available at www.bcbsnc.com/preventive.

Note: “Grandfathered” Plans are plans that were in

effect on or prior to March 23, 2010. “Non-grandfathered”
Plans — which offer expanded preventive care benefits —
are plans that have effective dates after March 23, 2010.

3.6 Blue Care” an HMO product

Blue Care® is an open access Health Maintenance
Organization (HMO) Plan that gives employers simple
and affordable health care options for their employees.
Blue Care® offers coverage for members when receiving
care from participating providers, hospitals and clinics.
Blue Care® gives members the freedom to go directly to a
participating Primary Care Provider (PCP) or specialist,
without a referral. Blue Care® also provides an extensive
wellness program to help keep our members healthy.
Plus, members only pay a copayment when they receive
office-based care.
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Sample Blue Care” membership ID card:

Front of card

Ve
BlueCross. '
SV Blueshield. BlueCare
Subscriber Name:
HMO MEMBER 01 Group No: 064313
Subscriber ID: Rx Bin/Group: 015905
YPHW14844798 Date Issued: 09/13/13
Member Responsibility:
Primary $15
Specialist $30
Urgent Care $30
ER $150
Prescription Drug: $10/30%
Dental Blue @
GRID+
- K /

Back of card

@ BCBSNC.COM N
!
BlueCI‘QSS@ Customer Service: 1-877-258-3334
N A BlueShield. Dental: 1-800-305-6638
Nurse Support Line: 1-877-477-2424
. . . Mental Health: 1-800-359-2422
Glaims are subject to review. Locate Non-NC Provider: 1-800-810-2583
articipating NC providers are . M
res, ible for obtaini : Provider Service: 1-800-214-4844
ponsible for obtaining prior N h I
review/certification. Prior Rev_leW/Cemﬂcatlon. 1-800-672-7897
. Pharmacist Help Desk: 1-888-274-5186
Insured by BlueCross and BlueShield
of North Carolina, an independent
licensee of the BlueCross and
BlueShield Association.
Providers should send claims to their local
BlueCross BlueShield Plan.
Medical: BCBSNC PO Box 35, Durham, NC
27702-0035 or dental emdeon #61472
Dental: BCBSNC PO Box 2100, Winston-
Salem, NC 27102 or emdeon #61473
P@PRIME Pharmacy Benefits Administrator
\ THERAPEUTICS /

An individual’s possession of a BCBSNC membership ID card is not a guarantee of eligibility or benefits. Always verify a
member’s individual eligibility and benefits in advance of providing (non-urgent or non-emergent) services. Always verify
the card holder’s other forms of legal identification to help prevent identify theft.

The full member ID begins with YPHW and is a total of 14 characters, which includes 8 subscriber numbers followed by
two additional numbers that are displayed to the left of the subscriber’s or dependent’s name.

PAGE 3-5


http://www.bcbsnc.com

Chapter 3
Health care - benefit plans and member identification cards - .

3.61 Health benefit summary

Blue Care® is a traditional managed care plan where most services covered under a member’s benefit plan include either
a member copayment or coinsurance payment, when service is received within the HMO network. Benefits are available
for covered services received from Blue Care® in-network/participating providers. Blue Care® members do not have out-
of-network benefits unless approved in advance by BCBSNC or in cases of urgent or emergency care. The following
summary of benefits describes basic fundamentals about how the HMO Plan typically works, however eligible services
and benefits can vary and providers should always verify a member’s actual eligible services and coverage for benefits in
advance of providing care (except when urgent or emergent conditions prevent):

* Member's benefits are available when services are received from BCBSNC HMO participating providers.
* Benefits are available from non-participating providers for emergency and urgent care services.

* Services received from non-participating providers that are not urgent or emergent, and are not approved by
BCBSNC in advance of service, are not covered under Blue Care®.

+In specific situations, BCBSNC may approve coverage for certain services received from non-participating
physicians or providers. This includes situations where continuity of care or network adequacy issues dictate the
use of non-participating physician or provider.
* Members are encouraged, though not required, to select a primary care physician at the time of enrollment.

* Members can change their primary care physician at any time by contacting customer service. Changes are effective
immediately. Members are encouraged to transfer their records to their new primary care physician as soon as
possible following a change.

* Members are not required to have or obtain a referral from a primary care physician in order to see a specialist.
* The prior review list applies to Blue Care”.

* Copayments typically apply when services are received within a provider’s office, free standing facility or hospital
emergency room. Deductible and coinsurance amounts typically apply for outpatient and inpatient hospital care.

3.7 Blue Value™ products

BCBSNC POS (Point-of-Service) product is a type of HMO with in-network and out-of-network benefits. Blue Value™
offers a limited provider network and formulary. Blue Value™ is a Plan that does not require a primary care provider or
referrals for service.

371 Health benefit summary

Blue Value™ is a POS Plan where the member pays a copayment for provider visits. Members may have to pay additional
for any tests, labs, or other medical costs outside of the visit. After a member’s prescription deductible is met, the
member pays a copayment for prescription drugs. Members pay a low copayment for preferred generic drugs and a
slightly higher copayment for non-preferred generics. Brand-name and specialty drugs are also covered. Members pay
towards the hospital costs until their deductible is met. After the deductible is met the member and BCBSNC share the
medical costs until the member’s coinsurance maximum is met. After the member’s coinsurance maximum is met,
BCBSNC pays for all covered medical expenses (excluding copayments). Members locate participating Blue Value™
providers using the “Find a Doctor” search tool at bcbsnc.com.

¢ Using an out-of-network provider results in higher out-of-pocket expenses for the member.
¢ Out-of-network claims will be paid to the member, who is responsible for paying the provider.

* If the member does not ensure the pre-authorization for out-of-network services is obtained, the claim will
be denied.

* Members who need services not available in their network can apply for an exception for the service to be
covered at the in-network level.
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The full member ID begins with YPVW for individual coverage and YPLW for group coverage and is a total of 14
characters, which includes 8 subscriber numbers followed by two additional member identifying numbers that are

displayed to the left of the subscriber’s or dependent’s name.

Front of card

7 N
BlueCross. \
SV Blueshield. BlueValue
Subscriber Name:
JANE DOE 01 Group No: 076427
Subscriber ID: Rx Bin/Group: 015905
YPLW15664964 Date Issued: 01/01/13
In-Network Member Responsibility:
Primary $25
Specialist 40% after ded
Urgent Care/ER  40% after ded
Inpatient 20% after ded
Prescription Drug  $10/$25/30%/40%
Specialty Drug 40%
Out-of-Network: 50% after ded
o @ K /

Back of card

~
o BlueC .
BlueShield.

Insured by BlueCross and BlueShield
of North Carolina, an independent
licensee of the BlueCross and
BlueShield Association.

Find included providers, prescription
drugs and pharmacies at
BCBSNC.COM

BCBSNC.COM
Customer Service:

Nurse Support Line:
Mental Health:

Locate Non-NC Provider:
Provider Service:

Prior Review/Certification:
Pharmacist Help Desk:

1-877-258-3334
1-877-477-2424
1-800-359-2422
1-800-810-2583
1-800-214-4844
1-800-672-7897
1-888-274-5186

Providers should send claims to their local
BlueCross BlueShield Plan.

Medical: BCBSNC PO Box 35, Durham, NC
27702-0035

/@PRIME
\ THERAPEUTICS'

Pharmacy Benefits Administrator
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3.8 Blue Options” Plans, State Health Plan, Blue Advantage’ PPO and Blue Select”
products

BCBSNC PPO (Preferred Provider Organization) products offer coverage for members when receiving care from in-
network/participating providers, hospitals and clinics. Most PPO Plans also provide benefits for both in- and out-of-
network services (however, not all Plans and not for all services). Members who have both in- and out-of-network benefits
receive a higher level of benefits when services are received from in-network providers. BCBSNC PPO products include
Plans with; copayments-only for certain services, copayments partnered with coinsurance and deductibles, only
coinsurance and deductibles (non-copayment Plans). BCBSNC PPO Plans give members the freedom to go directly to
participating Primary Care Providers (PCPs) or specialists without a referral. PPO Plans provide access to extensive
wellness programs to help keep our members healthy and are available to individual subscribers, employers purchasing
coverage for their employees and State Health Plan members.

Blue Options™ Plans, State Health Plan, Blue Advantage® PPO (Preferred Provider Organization) and Blue Select™
products offer flexible and convenient copayment and/or coinsurance and deductible options for BCBSNC members.

PPO Plans Copayments | Deductible and Out-of- Individual | Employer
apply coinsurance apply | network plans group

(depending on (depending on ben_eﬁts available plar_‘s
services provided) | services provided) available* available

Blue Options™ [ |

Blue Options™
deductible and

coinsurance only

Blue Options™
: |
in-network only

Blue Options 1-2-3*"

Blue Options HSA™

Blue Options HRA*

Blue Options FC™

Blue Advantage®

State Health Plan for
Teachers and State
Employees only

Blue Select™

State Health Plan

M= Ves
*Plans that include out-of-network availability may have restrictions for certain services, service locations and/or provider
specialty type. Always verify a member’s individual benefit limitations in advance of providing or arranging services.
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Sample PPO membership ID cards

Sample Blue Options™ membership ID card

The full member ID begins with YPPW and is a total of
14 characters, which includes 8 subscriber numbers
followed by two additional member identifying numbers
that are displayed to the left of the subscriber’s or

dependent’s name.

Front of card

Ve
2 BlueCross. .
@@ Lieshiad.  Blue Options
Subscriber Name:
SAMPLE L SUBSCRIBER 01 Group No: C75874
Subscriber ID: Rx Bin/Group: 015905
YPPW19939624 Date Issued: 04/01/12
In-Network Member Responsibility:
Primary $30
Specialist $60
Urgent Care $60*
ER $150*
Prescription Drug: $4/$40/$55/25%
*Same for out-of-network
R
.

%

Back of card
BlueCross.

-
’ BlueShield.

Claims are subject to review.

For nonparticipating or non-NC
providers, members are
responsible for ensuring that prior
review/certification is obtained.
Participating NC providers are
responsible for obtaining prior
review/certification.

Insured by BlueCross and BlueShield
of North Carolina, an independent
licensee of the BlueCross and
BlueShield Association.

BCBSNC.COM

Customer Service:

Nurse Support Line:
Mental Health:

Locate Non-NC Provider:
Provider Service:

Prior Review/Certification:
Pharmacist Help Desk:

1-877-258-3334
1-877-477-2424
1-800-359-2422
1-800-810-2583
1-800-214-4844
1-800-672-7897
1-888-274-5186

Providers should send claims to their local
BlueCross BlueShield Plan.

Medical: BCBSNC PO Box 35, Durham, NC
27702-0035

@PRIME
\ THERAPEUTICS

Pharmacy Benefits Administrator

%

Sample Blue Options 1-2-3" membership ID card

The full member ID begins with YPPW and is a total of
14 characters, which includes 8 subscriber numbers
followed by two additional member identifying numbers
that are displayed to the left of the subscriber’s or

dependent’s name.

Front of card

4 N
BlueCross. ]
" V. BlueShield. BlueOptions123
Subscriber Name:
BLUEOPTIONS123MEMBER 01 Group No: 064196
Subscriber ID: Rx Bin/Group: 015905
YPPW14844803 Date Issued: 05/24/13
In-Network Member Responsibility:
Primary $15
Specialist 20% after ded
Urgent Care/ER ~ 20% after ded
Deductible $750
Prescription Drug: $10/$30/$45/25%
P 9
Blue®
L wol R )
Back of card
/ BCBSNC.COM \
6&% Bluecrpsso Customer Service: 1-877-275-9787
N , ]Sllleshlel(lU Nurse Support Line: 1-877-477-2424
Mental Health: 1-800-359-2422
. . . Locate Non-NC Provider: 1-800-810-2583
Claims are subject to review. A M
For nonparticipating or non-NC Provider Service: =~ 1-800-214-4844
providers, members are Prior Rev_lew/Cemﬂcatlon: 1-800-672-7897
responsible for ensuring that prior Pharmacist Help Desk: 1-888-274-5186
review/certification is obtained.
Participating NC providers are
responsible for obtaining prior
review/certification.
BlueCross and BlueShield of North
Carolina, an independent licensee K ) )
of the BlueCross and BlueShield Providers should send claims to their local
Association, provides administrative BlueCross BlueShield Plan.
services only and does not assume Medical: BCBSNC PO Box 35, Durham, NC
any financial risk for claims. 27702-0035
@ P RIME Pharmacy Benefits Administrator
\ THERAPEUTICS /

The full subscriber ID begins with four alpha characters and is a total of 10 digits, which includes the two digits that are

displayed to the left of the subscriber’s or dependent’s name.

An individual's possession of a BCBSNC membership ID card is not a guarantee of eligibility or benefits.

Always verify a member’s individual eligibility and benefits in advance of providing (non-urgent or non-emergent)

services.

Always verify the card holder’s other forms of legal identification to help prevent identity theft.
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Sample PPO membership ID cards (continued)

Sample Blue Options HSA™

membership ID card

The full member ID begins with YPDW and is a total of
14 characters, which includes 8 subscriber numbers
followed by two additional member identifying numbers
that are displayed to the left of the subscriber’s or

dependent’s name.

Front of card

- N\
BlueCross. )
& V¥ BlueShield. BlueOptionsHSA
Subscriber Name:
SAMPLE MEMBER 01 Group No: 076142
Subscriber ID: Rx Bin/Group: 015905
YPDW15665067 Date Issued: 05/24/13
In-Network Member Responsibility:
Coinsurance 20%
Deductible $2,700
Prescription Drug  20% after ded
Blue® 0
L R )
Back of card
/ BCBSNC.COM \

BlueCross.
o W BlueShield.

Claims are subject to review.

For nonparticipating or non-NC
providers, members are
responsible for ensuring that prior
review/certification is obtained.
Participating NC providers are
responsible for obtaining prior
review/certification.

BlueCross and BlueShield of North
Carolina, an independent licensee

of the BlueCross and BlueShield
Association, provides administrative
services only and does not assume any
financial risk for claims.

1-877-275-9787
1-877-477-2424
1-800-359-2422
1-800-810-2583
1-800-214-4844
1-800-672-7897
1-888-274-5186

Customer Service:

Nurse Support Line:
Mental Health:

Locate Non-NC Provider:
Provider Service:

Prior Review/Certification:
Pharmacist Help Desk:

Providers should send claims to their local
BlueCross BlueShield Plan.

Medical: BCBSNC PO Box 35, Durham,
NC 27702-0035

\ THERAPEUTICS

/@PRIME Pharmacy Benefits Administrator

/

Sample Blue Options HRA™

membership ID card

The full member ID begins with YPDW and is a total of
14 characters, which includes 8 subscriber numbers
followed by two additional member identifying numbers
that are displayed to the left of the subscriber’s or

dependent’s name.

Front of card

- N\
* BlueCross. )
m . V. BlueShield. BlueOptionsHRA
Subscriber Name:
SAMPLE W SUBSCRIBER 01 Group No: 000640
Subscriber ID: Rx Bin/Group: 015905
YPDW1111114 Date Issued: 03/27/12
Members: In-Network Member Responsibility:
JUDY P SAMPLE 02 Coinsurance 0%
BRIAN D SAMPLE 04 Deductible $5,450

Prescription Drug 0% after ded

.

wo R

Back of card

) BlueCross.  BCesnccom
V& . Customer Service: 1-877-258-3334
o A BlueShleld@ Nurse Support Line: 1-877-477-2424
Mental Health: 1-800-359-2422
Claims are subject to review. Locate Non-NC Provider: 1-800-810-2583
it Provider Service: 1-800-214-4844
For nonparticipating or non-NC h P
. Prior Review/Certification: 1-800-672-7897
providers, members are Ph ist Help Desk: 1-888.274-5186
responsible for ensuring that prior armacist Help Desk: -888-274-
review/certification is obtained.
Participating NC providers are
responsible for obtaining prior
review/certification.
Insured by BlueCross and BlueShield
of North Carolina, an independent
licensee of the BlueCross and Provid hould send clai heir local
BlueShield Association. roviders should send claims to their loca
BlueCross BlueShield Plan.
Medical: BCBSNC PO Box 35, Durham, NC
27702-0035
\ @ PRIME Pharmacy Benefits Administrator /
THERAPEUTICS

The full subscriber ID begins with four alpha characters and is a total of 10 digits, which includes the two digits that are

displayed to the left of the subscriber’s or dependent’s name.

An individual's possession of a BCBSNC membership ID card is not a guarantee of eligibility or benefits.

Always verify a member’s individual eligibility and benefits in advance of providing (non-urgent or non-emergent)

services.

Always verify the card holder’s other forms of legal identification to help prevent identity theft.
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Sample PPO membership ID cards (continued)

Sample Blue Select™ membership ID card

The full member ID begins with YPXW and is a total of 14
characters, which includes 8 subscriber numbers followed
by two additional member identifying numbers that are
displayed to the left of the subscriber’s or dependent’s
name.

Front of card

7 I
BlueCross. ,
& V BlueShield. BlueSelect
Subscriber Name:
JOHN DOE 01 Group No: 075964
Subscriber ID: Rx Bin/Group: 015905
YPXW15663866 Date Issued: 01/01/13
In-Network Member Responsibility:
Primary $25
Specialist $50/$75
Urgent Care $50*
ER $300*
Coins Tier 1/2 0%/20%
Prescription Drug  $4/$25/$35/$75
Specialty Drug 25%
*Same for out-of-network
- . /
Back of card
~

BCBSNC.COM

Customer Service:

Nurse Support Line:
Locate Non-NC Provider:
Provider Service:

Prior Review/Certification:
Pharmacist Help Desk:

1-877-258-3334
1-877-477-2424
1-800-810-2583
1-800-214-4844
1-800-672-7897
1-888-274-5186

Ve
BlueCross.
. . BlueShield.
Insured by BlueCross and BlueShield
of North Carolina, an independent

licensee of the BlueCross and
BlueShield Association.

Find provider tiers, prescription drugs
and pharmacies at BCBSNC.COM

Providers should send claims to their local
BlueCross BlueShield Plan.

Medical: BCBSNC PO Box 35, Durham,
NC 27702-0035

@ PRIME Pharmacy Benefits Administrator

\_ TueRariuTics Y.

Sample Blue Advantage® membership ID card

The full member ID begins with YPPW and is a total of 14
characters, which includes 8 subscriber numbers followed
by two additional member identifying numbers that are
displayed to the left of the subscriber’s or dependent’s
name.

Front of card

7 I
e BlueCross.
& W BlueShield. BlueAdvantage
Subscriber Name: Group No: IADVO1
01 Account No: 300905083
Subscriber ID: Rx Bin/Group: 015905
YPPW12345678 Date Issued: 04/01/11
In-Network Member Responsibility:
Primary $25
Specialist $50
Urgent Care $50*
ER $150/$500*
Rx Deductible $200
Prescription Drug  $10/$45/$65/25%
*Same for out-of-network
O
L wo R )
Back of card
7 N
BCBSNC.COM
@ BlueCI‘QSS” Customer Service: 1-888-206-4697
. , Blueshleld@, Nurse Support Line: 1-877-477-2424
Locate Non-NC Provider: 1-800-810-2583
f i : Provider Service: 1-800-214-4844
E‘\)a;r:::rea"stlggje;::i:‘o rg:‘i:ﬁ-NC Prior Review/Certification: 1-800-672-7897
providel"’s mer'\:bersgare Pharmacist Help Desk: 1-888-274-5186
responsible for ensuring that prior
review/certification is obtained.
Participating NC providers are
responsible for obtaining prior
review/certification.
Insured by BlueCross and BlueShield
of North Carolina, an independent
licensee of the BlueCross and Providers should send claims to their local
i ot Vil u i i
BlueShield Association. BlueCross BlueShield Plan.
Medical: BCBSNC PO Box 35, Durham,
NC 27702-0035
@ PRIME Pharmacy Benefits Administrator
\ THERAPEUTICS /

The full subscriber ID begins with four alpha characters and is a total of 10 digits, which includes the two digits that are

displayed to the left of the subscriber’s or dependent’s name.

An individual’s possession of a BCBSNC membership ID card is not a guarantee of eligibility or benefits.

Always verify a member’s individual eligibility and benefits in advance of providing (non-urgent or non-emergent)

services.

Always verify the card holder’s other forms of legal identification to help prevent identity theft.
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Sample PPO membership ID cards (continued)

Sample State Health Plan membership ID card

The full member ID begins with YPDW and is a total of 14 characters, which includes 8 subscriber numbers followed by
two additional member identifying numbers that are displayed to the left of the subscriber’s or dependent’s name.

Front of card Back of card
4 4
Ay North Garolina \ - Bluecross BCBSNC.COM \
. . www.shpnc.
e BlueCross. L 14 Efgfjnﬂfgﬂbmﬂﬁg e BlueShield.  Bencite & Chims: 1-888-234-2416
. V. BlueShield. . ouiion ofthe department of sote reaurer Locate Non-NC Provider: 1-800-810.2563
- - Claims may be subject to review. For Prior Review/Certification: 1-800-672-7897
Subscriber Name: The Learning Center nonparticipating or non-NC providers ValueOptions Mental Health: 1-800-367-6143
SHARON L DOE 01 Group No: S28011 or outpatient mental health, members NC HealthSmart Coaches:* 1-800-817-7044
Subscriber ID: Rx Bin/Group:  610014/NCSHPHC are responsible for ensuring that prior Express Scripts Customer 1-800-336-5933
. certitication Is obtained. Farticipating S ice*
YPYW12345678 Date Issued: 01/01/13 NC providers are responsible for Ei;’r';es Scripts Help Desk:* 1.800.922.1557
PCP/PRACTICE: In-Network Member Responsibility: obtaining certification. *Contacts directly with group
JOHN SHIELD, MD Selected PCP $15 BlueCross and BlueShield of North
123 BLUE CROSS STREET PCP/MH/SA $30 Carolina, an independent licensee Providers should send claims to their local
ANYTOWN, NC 98765 Designated Spec $60 of the_BI_ueCross gnd B\ueS}hvieId ) BlueCross BlueShield Plan.
' Specialist $70 Association, provides administrative Medical: Blue Cross and Blue Shield of
PT/OT/ST/Chiro  $52 ?i:lj‘i_e:‘ ?'Zlgfzcilgpn’?: not assume any North Carolina PO Box 30087, Durham,
Urgent Care $87* fnanciai n Ims. NC 27702-0035
ER $233 + 20% For prescription drug claims, see web
*Same for out-of-network site above for address.
BlueOptions Enhanced 80/20 Blue® ) L ExPREss scrIPTs*  Pharmacy Benefits Administrator y.

3.81 Health benefit summary

BCBSNC offers PPO products for individual subscribers and for employer groups. Employer groups with more than 100
employees can customize a Plan to help meet their company’s individual needs. PPO products include traditional Plans
that include member copayments, coinsurance and deductibles. BCBSNC PPO products also offer Consumer-Driven
Health Plans (CDHP), where members pay deductible and coinsurance amounts but have no copays.

Benefits are available for covered services received from BCBSNC PPO in-network/participating providers. Additionally,
most PPO members have the option to seek care out-of-network at a reduced benefit level (but not all PPO members
and not for all services). If a member’s PPO Plan does not include out-of-network benefits, services must be approved in
advance by BCBSNC (unless necessary due to an urgent or emergency health need).

The following summary of benefits describes basic fundamentals about how the PPO Plans typically work, however
eligible services and benefits can vary and providers should always verify a member’s actual eligible services and
coverage for benefits in advance of providing care (except when urgent or emergent conditions prevent):

* Member’s benefits are available when services are received from BCBSNC PPO participating providers.
Note: Blue Select™ members will have richer benefits when they see Tier 1 providers.

Most PPO Plans include benefits for services by non-participating providers (but not all Plans and not all
out-of-network services).

* Benefits are available from non-participating providers for emergency and urgent care services.

* Services received from non-participating providers that are not urgent or emergent, and are not approved by
BCBSNC in advance of service, will not be covered if the PPO Plan does not include out-of-network benefits.

+In specific situations, BCBSNC may approve coverage for certain services received from non-participating
physicians or providers. This includes situations where continuity of care or network adequacy issues dictate the
use of a non-participating provider.

Members are encouraged, though not required, to select a primary care physician at the time of enrollment.
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* Members can change their primary care physician at any time by contacting customer service. Changes are effective
immediately. Members are encouraged to transfer their records to their new primary care physician as soon as
possible following a change.

* Members are not required to have or obtain a referral from a primary care physician in order to see a specialist.
* The prior review list applies to PPO Plans.

* For PPO Plans that include copayments, copayments typically apply when services are received within a provider’s
office, free standing facility or hospital emergency room. Deductible and coinsurance amounts typically apply for
outpatient and inpatient hospital care.

* For PPO Plans that do not include copayments, deductible and coinsurance typically apply when services are received
within a provider’s office, free standing facility, hospital emergency room, outpatient and inpatient hospital care.

3.8.2 Blue Select™

Blue Select™ is a preferred-provider organization (PPO)-based tiered benefit Plan for employer groups that offers two
in-network tiers of benefits in addition to out-of-network coverage. All of our PPO providers are considered in-network
for this product.
* Hospitals and specialists in five initial categories (OB/GYN, general surgery, cardiology, orthopedics, and
gastroenterology) were rated based on clinical quality outcomes, cost efficiency, and accessibility metrics as either
Tier 1 or Tier 2.

* All other specialists, such as dermatology or neurology, will be Tier 1 initially.
* All specialty and critical access hospitals are Tier 1.
* Qut-of-network benefits are also available.

Members will experience less out-of-pocket costs when visiting Tier 1 providers. Details about our transparent tiering
methodology are available on our Web site via the Provider portal on the “Quality-Based Programs” page.

It will be important for you to be aware of which hospitals and providers are participating in Blue Select™ in order for your
patients to get the most out of their benefits. Blue Select members will have more rich benefits when they see Tier 1
providers.

Members and providers can visit bcbsnc.com and use the “Find a Doctor” tool to determine if a provider is participating
in the Blue Select™ Plan. The plan type “Blue Select™” must be selected first, then the in-network provider's name
entered, and the tool will indicate whether the hospital or provider is participating in Blue Select™ (will appear as a Tier 1
or Tier 2 provider).

3.8.3 The State Health Plan for teachers and state employees

The State Health Plan offers teachers, state employees and family members of state retirees of North Carolina the option
to choose from two preferred provider organization PPO health Plans:

» PPO Basic Plan offers State Health Plan members higher copays, coinsurance and deductibles in exchange for
reduced premiums. State Health Plan members can save on health care premiums when selecting the PPO Basic
Plan as the coverage choice for the needs of a healthy family.

 PPO Standard Plan provides a higher coverage level than the coverage level of the Basic Plan. The PPO Standard
Plan is typically elected for employee-only coverage or for families who experience more frequent health care needs.

The State Health Plan is administered as part of the BCBSNC Blue Options™ PPO product. The PPO Plans are based on
different levels of physician office visit copays, different levels of coinsurance and different levels of deductibles.

The amount of money a state employee pays out-of-pocket for PPO benefits cost-sharing differ, based on the option
selected by the employee.
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oD
)

Under both of the two State Health Plan PPO options, enrolled members can choose to obtain medical services from
out-of-network providers. However, out-of-pocket costs for copayments, coinsurance and deductibles will be higher for
the member when out-of-network care is obtained.

Effective January 1, 2014, BCBSNC no longer administers the Medicare Advantage business for State Health Plan
Medicare-primary retirees. As a result of the change, Medicare-primary State Health Plan retirees may have split
certificates with family members. Providers can expect the following as a result of this change:

* Family members (spouse and/or dependents) of Medicare-primary retirees that are under the age of 65 and covered
on the Medicare retiree's current SHP policy, are issued their own individual ID cards with the State Health Plan
administered by BCBSNC.

e Individual ID cards are issued to family members, regardless of age.

* Spouses and/or dependents on split certificates are listed as the subscriber on their individual ID card.

¢ Individual ID cards include the name of any chosen primary care physician or practice.

Important note: Only family members on the same plan type are included in any family deductible and/or coinsurance

accumulators.

Providers can recognize a State Health Plan member by simply reading the member’s ID card or by review of the
member’s alpha prefix. State Health Plan PPO members have an alpha prefix of YPYW.

Sample ID card

Front of card

-

o) BlueC .
BlueShield.

North Garolina

QR State Health Plan
" FOR TEACHERS AND STATE EMPLOYEES
A Division of the Department of State Treasurer

Subscriber Name:

The Learning Center

SHARON L DOE 01 Group No: S28011
Subscriber ID: Rx Bin/Group: 610014/NCSHPHC
YPYW12345678 Date Issued: 01/01/13
Member: In-Network Member Responsibility:
HENRY M DOE 02 Selected PCP 5
PCP/MH/SA $30
PCP/PRACTICE: Designated Spec  $60
JOHN SHIELD, MD Specialist $70
123 BLUE CROSS STREET PT/OT/ST/Chiro  $52
ANYTOWN, NC 98765 Urgent Care $87*
ER $233 + 20%
*Same for out-of-network
BlueOptions Enhanced 80/20 Blue®

S/

Back of card

p
o BlueC .
BlueShield.

Claims may be subject to review. For
nonparticipating or non-NC providers
or outpatient mental health, members
are responsible for ensuring that prior
certification is obtained. Participating
NC providers are responsible for
obtaining certification.

BlueCross and BlueShield of North
Carolina, an independent licensee

of the BlueCross and BlueShield
Association, provides administrative
services only and does not assume any
financial risk for claims.

For prescription drug claims, see web
site above for address.

BCBSNC.COM
www.shpnc.org

Benefits & Claims:

Locate Non-NC Provider:
Provider Service:

Prior Review/Certification:
ValueOptions Mental Health:*
NC HealthSmart Coaches:*
Express Scripts Customer
Service:*

Express Scripts Help Desk:*
*Contracts directly with group

1-888-234-2416
1-800-810-2583
1-800-214-4844
1-800-672-7897
1-800-367-6143
1-800-817-7044
1-800-336-5933

1-800-922-1557

Providers should send claims to their local

BlueCross BlueShield Plan.

Medical: Blue Cross and Blue Shield of
North Carolina PO Box 30087, Durham,

NC 27702-0035

EXPRESS SCRIPTS®

-

Pharmacy Benefits Administrator

S/

The full member ID begins with YPYW and is a total of 14 characters, which includes 8 subscriber numbers followed by
two additional numbers that are displayed to the left of the subscriber's/dependent’s name.

Member specific benefits and eligibility should be verified securely and electronically via Blue e™ or by calling the
Provider Blue Line™ at 1-800-214-4844. Sample summaries of benefits can be viewed and/or downloaded from the State
Health Plan Web site located at www.shpnc.org.
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3.9 Classic Blue®, an indemnity CMM product

Classic Blue® is an indemnity Comprehensive Major Medical (CMM) Plan that gives employers a dependable and
traditional health care option for their employees. Classic Blue® offers coverage for members when receiving care from
both, in-network and out-of-network providers, hospitals and clinics. Classic Blue® gives members the freedom to go
directly to the participating Primary Care Provider (PCP) or specialist, without a referral. Classic Blue® also provides an
extensive wellness program to help keep our members healthy. The Classic Blue® product offering includes benefits for
Blue Assurance®, CMM Conversion, Access™ and Short Term Health Care.

Sample Classic Blue® membership ID card

Front of card Back of card
/ / BCBSNC.COM
i BlueCross. . o BlueCross. Soice:
) . CI Blue W) . Customer Service: 1-877-275-9787
" ¥/ BlueShield. assic > W, BlueShield. Mental Health: 1-800-359-2422
Locate Non-NC Provider: 1-800-810-2583
. . . . . Provider Service: 1-800-214-4844
Subscriber Name: Claims are subjectfo review. | Prior Review/Certification: 1-800-672-7897
CLASSIC MEMBER NAME 01 Group No: 064182 p‘r’;vf;zmafr::nﬁ;te'fr‘fa‘:ef non- Pharmacist Help Desk: 1-888-274-5186
Subscriber ID: Rx Bin/Group: 015905 responsibI'e for ensuring that prior
YPMW14842049 Date Issued: 09/13/13 review/certification is obtained.
Participating NC providers are
Member Responsibility: responsible for obtaining prior
Coinsurance 0% review/certification.
Deductibl $O° BlueCross and BlueShield of North
© “c_t' g e Carolina, an independent licensee
Prescription Drug: $10/$45/$60/25% of the BlueCross and BlueShield - - -
Association, provides administrative Providers should s_end claims to their local
services only and does not assume any BlueCross BlueShield Plan.
financial risk for claims. Medical: BCBSNC PO Box 35, Durham,
NC 27702-0035 or dental emdeon #61472
Blue® [ﬁ B( /@PRIME Pharmacy Benefits Administrator
\ e / \ rrrrrrrrrrrrr /

The full subscriber ID begins with YPMW and is a total of 11 digits, which includes the two digits that are displayed to the
left of the subscriber’s or dependent’s name.

An individual's possession of a BCBSNC membership ID card is not a guarantee of eligibility or benefits.
Always verify a member’s individual eligibility and benefits in advance of providing (non-urgent or non-emergent) services.

Always verify the card holder’s other forms of legal identification to help prevent identity theft.

391 Health benefit summary

Classic Blue® is a traditional indemnity CMM Plan where most services covered under a member's benefit Plan include
deductible and/or coinsurance payments. Benefits are available for covered services received from both in- and out-of-
network/participating providers. The following summary of benefits describes basic fundamentals about how the CMM Plan
typically works, however eligible services and benefits can vary and providers should always verify a member’s actual eligible
services and coverage for benefits in advance of providing care (except when urgent or emergent conditions prevent):

* Member's benefits are available when services are received from BCBSNC CMM participating and non-participating providers.
* Members are encouraged, though not required, to select a primary care physician at the time of enroliment.

* Members can change their primary care physician at any time by contacting customer service. Changes are effective
immediately. Members are encouraged to transfer their records to their new primary care physician as soon as
possible following a change.

* Members are not required to have or obtain a referral from a primary care physician in order to see a specialist.
* The prior review list applies to certain services.

* Deductible and/or coinsurance amounts typically apply.
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Chapter 4
Federal Employee Program - Blue Cross and Blue Shield Service Benefit Plan -

The Federal Employee Program is also known as the Blue Cross and Blue Shield Service Benefit Plan. The Blue Cross and
Blue Shield Association contracts with the United States Office of Personnel Management on behalf of the 47
independent Blue Cross and Blue Shield Plans to provide health care coverage to federal employees, postal employees
and retirees who choose to enroll in this Plan. Federal employees, postal employees and retirees in North Carolina have
the option to choose from either the Service Benefit Plan or 6 union sponsored Plans. The Service Benefit Plan is a
Preferred Provider Organization (PPO) Plan. The Plan has two options - Standard option and Basic option.

The following information is only applicable to those members enrolled in the Federal Employee Program.

4.1 |dentification cards

Front of card - Standard option Front of card - Basic option
4 N 4 N
6% BlueCross. Govemment-fWidle 6% BlueCross. Government-{Wiclle
. Service Benefit P . Service Benefit P
74 . ” BlueShlelda ervice Benefit Plan 74\ . ‘, BlueShleldm ervice Benefit Plan
Federal Employee Program Federal Employee Program
Member Name: www.fepblue.org Member Name: www.fepblue.org
I M Sample I M Sample
Member ID: Member ID:
R30048850 R30048852
Enrollment Code 105 RxGrp 65006500 Enrollment Code 112 RxGrp 65006500
Effective Date 01/01/2006 RxBIN 61415 Effective Date 01/01/2006 RxBIN 610415
RxPCN ABC1234567 RxPCN ABC1234567
- / . /

Enrollment codes are:
* 104 — Standard option - self only
* 105 - Standard option - self and family
* 111 - Basic option - self only

* 112 - Basic option - self and family

Important telephone numbers are located on the back of each card.
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4.2 BCBSNC Federal Employee Program contact information

BCBSNC FEP Customer Service 1-800-222-4739

* Benefits (for all services including mental health/substance abuse)

e Claims
* Eligibility

FEP Precertification and Prior Approval 1-800-672-7897

* Certification (except outpatient mental health and substance abuse)

+ Precertification for inpatient admission
+ Prior review
* Home hospice care

* Organ and tissue transplants

+ Clinical trials for certain organ and tissue transplants 1-800-225-2268

Additional important numbers

FEP health management (case management)

1-888-234-2415

FEP Healthy Endeavors (disease management)

1-888-392-3506

Magellan: mental health/substance abuse visit approvals

1-800-288-3976

Retail pharmacy information

1-800-624-5060
1-877-727-3784 (prior approval)

Mail service pharmacy information

1-800-262-7890

Blue health connection information

1-888-258-3432

Mailing addresses

Claims processing

Blue Cross and Blue Shield of North Carolina
PO Box 35
Durham, NC 27702

Claims review/provider inquiry/correspondence

Blue Cross and Blue Shield of North Carolina
Customer Service

PO Box 2291

Durham, NC 27702-2291

For fastest claims processing, file electronically!

Visit BCBSNC electronic solutions on the Web at: http://www.bcbsnc.com/providers/edi/.

Visit us on the Web at fepblue.org.

Blue®
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4.3 Certification for the
Federal Employee Program

431 Inpatient precertification for
the Federal Employee Program

The member is responsible for ensuring that all elective
inpatient hospital admissions have been certified prior to
the admission. The following are exceptions to the
precertification requirement:

1. Routine maternity admissions
2. The facility is outside the United States

3. The Federal Employee Program is the secondary
payer, including Medicare A (except for major organ
transplantation)

Either the member, a representative of the member, the
member’s physician, or the hospital may precertify the
hospital stay utilizing one of the following methods:

1. Rightfax at 919-765-2081

2. Calling BCBSNC FEP at 1-800-672-7897
3. Provider Blue Line™

4. Blue ™

a.3.2 Flexible benefits option

BCBSNC has the authority to determine the most
effective way to provide services. BCBSNC may identify
medically appropriate alternatives to traditional care and
coordinate providing Plan benefits as a less costly
alternative benefit. These alternative benefits are subject
to ongoing review and the Plan may decide to resume
regular contract benefits at its sole discretion. Call

FEP Health Management (Case Management) at
1-888-234-2415 for information.

4.3.3 Prior approval

The following services require prior approval before they
are rendered:

4331 Home hospice care

Providers should contact us at 1-800-672-7897. The
medical information necessary to make a coverage
decision will be requested by BCBSNC.

4332 Organ and tissue transplants

Providers should contact us at 1-800-672-7897. BCBSNC
will request the necessary medical information to make
the appropriate medical decision. Both the facility and
the procedure require prior approval. BCBSNC will also
make sure the patient meets the criteria for transplant as
established by the facility.

° Heart

* Heart-lung

° Liver

e Pancreas

e Simultaneous liver-kidney

* Simultaneous pancreas-kidney

* Single or double (bilateral) lung

* Lobar transplant (living donor lung)

* Blood or marrow stem cell transplants

* Related transplant services

4333 Clinical trials for certain organ
and tissue transplants

Members should contact our Transplant Clinical Trials
Information Unit at 1-800-225-2268. We will request the
records needed to make a coverage determination. Transplants
are currently covered only for the following conditions:

* Myeloablative Allogenic blood or marrow stem cell
transplants for Chronic Lymphocytic Leukemia/Small
Lymphocytic Lymphoma (CLL/SLL); multiple
myeloma; Amyloidosis;

Nonmyeloablative allogenic blood or marrow stem
cell transplants for acute lymphocytic or
non-lymphocytic (i.e.,myelogenous) leukemia;
advanced forms of myelodysplastic syndromes;
advanced Hodgkin’s lymphoma; chronic lymphocytic
leukemia; chronic myelogenous leukemia; early state
(indolent or non-advanced) small cell lymphocytic
lymphoma; multiple myeloma; myeloproliferative
disorders; renal cell carcinoma; advanced non-
Hodgkin’s lymphoma; breast cancer; colon cancer;
non-small cell lung cancer; ovarian cancer; prostate
cancer; sarcoma

Autologous blood or marrow stem cell transplants
for: breast cancer; chronic lymphocytic leukemia;
early stage (indolent or non-advanced) small cell
lymphocytic lymphoma; epithelial ovarian cancer;
chronic myelogenous leukemia

* Autologous blood or stem cell transplants for the
following autoimmune diseases; multiple sclerosis;
systemic lupus erythematosis; systemic sclerosis
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4334 Inpatient mental health and substance abuse
treatment - Standard and Basic Option

The member or someone acting on their behalf should
contact BCBSNC at 1-800-222-4739 to verify benefits for
inpatient services. The provider must contact Magellan at
1-800-288-3976 prior to services being rendered to
obtain prior approval. When Magellan approves the plan
of care, the provider will be given authorization for the
length of stay. If the provider fails to contact Magellan,
the Plan will not provide benefits for services. Basic
Option members must use in-network providers.

In cases of medical emergency or access the member or
someone acting on their behalf must contact BCBSNC at
1-800-222-4739.

4.3.3.5 Prescription drugs and supplies

Prior approval is needed for certain drugs and supplies.
The retail pharmacy program will request the medical
evidence necessary to make a coverage determination.
The provider can call 1-877-727-3784 for prior approval.

a33.6 Outpatient surgical services

Providers should contact us at 1-800-672-7897. The
medical information necessary to make a coverage
decision will be requested by BCBSNC.

The surgical services listed below require prior approval
when they are to be performed on an outpatient basis.

* Outpatient surgery for morbid obesity;
* QOutpatient surgical correction of congenital
anomalies; and

* QOutpatient surgery needed to correct accidental
injuries to jaws, cheeks, lips, tongue, roof and floor
of mouth.

4337 Outpatient Intensity-Modulated
Radiation Therapy (IMRT)

Providers should contact us at 1-800-672-7897. The
medical information necessary to make a coverage
decision will be requested by BCBSNC.

4.3.3.8 Morbid obesity surgery

Effective with the 2011 benefit period, prior approval will
be required for outpatient surgery for morbid obesity.
FEP members must meet specific pre-surgical criteria
before receiving surgery for morbid obesity.

FEP 2011 Definition of Morbid Obesity:

A condition in which an individual has a Body Mass Index
(BMI) of 40 or more, or an individual with a BMI of 35 or
more with one or more co-morbidities. Eligible members
must be age 18 or over.

Benefits for the surgical treatment of morbid obesity,
performed on an inpatient or outpatient basis, and are
subject to the following pre-surgical requirements.

The following requirements apply to gastric restrictive
procedures, gastric malabsorptive procedures, and
combination restrictive and malabsorptive procedures to
treat morbid obesity:

* Diagnosis of morbid obesity for a period of 2 years
prior to surgery.

* Participation in a medically supervised weight loss
program, including nutritional counseling, for at least
3 months prior to the date of surgery.

* Pre-operative nutritional assessment and nutritional
counseling about pre- and post-operative nutrition,
eating, and exercise.

* Evidence that attempts at weight loss in the 1 year
period prior to surgery have been ineffective.

* Psychological clearance of the member's ability to
understand and adhere to the pre- and post-
operative program, performed by licensed
professional mental health practitioner.

* Member has not smoked in the 6 months prior
to surgery.

* Member has not been treated for substance abuse
for 1 year prior to surgery and there is no evidence of
substance abuse for 1 year prior to surgery.

Benefits for subsequent surgery for morbid obesity,
performed on an inpatient or outpatient basis, are subject
to the following additional pre-surgical requirements:

* All criteria listed above for the initial procedure must
be met again.

* Previous surgery for morbid obesity was at least 2
years prior to repeat procedure.

* Weight loss from the initial procedure was less than
50% of the member's excess body weight at the time
of the initial procedure.

* Member complied with previously prescribed post
operative nutrition and exercise program.

e Claims for the surgical treatment of morbid obesity
must include documentation from the member’s
provider(s) that all pre-surgical requirements have
been met.

PAGE 4-4



Chapter 4

Federal Employee Program - Blue Cross and Blue Shield Service Benefit Plan

4.4 Review of disputed claims /
reconsideration review /
Office of Personnel Management
(OPM) appeal

a.41 Disputed claims

There are specific procedures for the review of disputed
claims. The Service Benefit Plan has two steps, starting
with an informal review by BCBSNC which may lead to a
review by OPM (OPM appeal).

4.4.2 Reconsideration review

The Plan will review the determination of benefits upon
receiving a written request from the member for review or
requesting additional information necessary to make a
benefit determination, within 30 days of receiving the
request for review.

4.43 OPM appeal

When the Plan affirms its denial of benefits, the contract
holder or member may send a written request to OPM for
review to determine if the carrier has acted in accordance
with the FEP contract. All requests for review must be
sent to OPM within 90 days of the date of the Plan’s letter
affirming its denial.

OPM will accept a request for review from a contract
holder or member as an appeal if the Plan fails to
respond to the member’s request for review within 30
days of the date of the request.

4.5 Federal Employee Program covered
professional providers

The following are considered to be covered professionals
when they perform services within the scope of their
license or certification:

451 Physician

Doctors of Medicine (M.D.); Osteopathy (D.O); Dental
Surgery (D.D.S.); Medical Dentistry (D.M.D.); Podiatric
Medicine (D.P.M.); and Optometry (O.D.); and
Chiropractic (D.C.).

4.5.2 Physician assistant

A person who is nationally certified by the National
Commission on Certification of Physician Assistants in
conjunction with the National Board of Medical
Examiners or, if the state requires it, is licensed, certified
or registered as a physician assistant where the services
are performed.

453 Independent laboratory

A laboratory that is licensed under state law or, where no
licensing requirement exists, that is approved by the Plan.

454 Clinical psychologist

A psychologist who (1) is licensed or certified in the state
where the services are performed; (2) has a doctoral
degree in psychology (or an allied degree if, in the
individual state, the academic licensing/certification
requirement for clinical psychologist is met by an allied
degree) or is approved by the local Plan; and (3) has met
the clinical psychological experience requirements of the
individual state licensing board.

455 Nurse midwife
A person who is certified by the American College of

Nurse Midwives or, if the state requires it, is licensed or
certified as a nurse midwife.
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a5.6 Nurse practitioner/clinical specialist

A person who (1) has an active R.N. license in the United
States; (2) has a baccalaureate or higher degree in
nursing; and (3) if the state requires it, is licensed or

certified as a nurse practitioner or clinical nurse specialist.

457 Clinical social worker

A social worker who (1) has a master’s or doctoral degree
in social work; (2) has at least two years of clinical social
work practice; and (3) if the state requires it, is licensed,
certified or registered as a social worker where the
services are performed.

4.5.8 Physical, speech
and occupational therapist

A professional who is licensed where the services are
performed or meets the requirements of the Plan to

provide physical, speech or occupational therapy services.

459 Nursing school administered clinic

A clinic that (1) is licensed or certified in the state where
the services are performed; and (2) provides ambulatory
care in an outpatient setting - primarily in rural or inner-
city areas where there is a shortage of physicians.
Services billed for by these clinics are considered
outpatient office charges rather than facility charges.

4510 Audiologist

A professional who, if the state requires it, is licensed,
certified or registered as an audiologist where the
services are performed.

451 Dietitian

A professional who, if the state requires it, is licensed,
certified or registered as a dietician where the services
are performed.

4.512 Diabetic educator

A professional who, if the state requires it, is licensed,
certified or registered as a diabetic educator where the
services are performed.

4513 Nutritionist

A professional who, if the state requires it, is licensed,
certified or registered as a nutritionist where the services
are performed.

4.514 Mental health and substance abuse
professional

A professional who is licensed by the state where the care
is provided to provide mental health and/or substance
abuse services within the scope of that license.

4515 Lactation consultant

A person who is licensed as a registered nurse in the
United States (or appropriate equivalent if providing
services overseas) and is licensed or certified as a
lactation consultant by a nationally recognized
organization.

4.6 Health Benefits -
Standard and Basic Options

A copy of the current year “Standard and Basic Option
Service Benefit Plan Summary” can be obtained by
visiting the Federal Employee Program website at
www.fepblue.org. Providers are reminded to always
verify a member's benefits and eligibility in advance of
providing care. Member benefits and eligibility can be
verified via Blue e or by calling BCBSNC FEP Customer
Service at 1-800-222-4739.
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4.7 Preventive care screenings

Adult preventive care includes the following services
when performed as part of a routine annual physical
examination: chest X-ray; EKG; general health panel;
basic or comprehensive metabolic panel; fasting
lipoprotein profile; urinalysis; CBC; screening for
alcohol/substance abuse; counseling on reducing health
risks; screening for depression; screening for chlamydia,
syphilis, gonorrhea, and HIV; administration and
interpretation of a Health Risk Assessment questionnaire;
cancer screenings and screening for abdominal aortic
aneurysms as specifically stated in this e-manual; and
routine immunizations as licensed by the U.S. Food and
Drug Administration.

About the BlueCross and BlueShield
Service Benefit Plan

The local BlueCross and BlueShield Plans underwrite and
administer the BlueCross and BlueShield Service Benefit
Plan, the largest privately underwritten health insurance
contract under the Federal Employee Health Benefits
(FEHB) program. Eighty-five percent of all federal
employees and retirees who receive their health care
benefits through the government’s FEHB program are
members of the Service Benefit Plan. Any questions
regarding benefit changes for 2013 and any new
programs should be directed to the Plan’s provider
contacts.

4.8 Home health services

Home nursing care for two (2) hours per day, up to 25
visits per calendar year, when:

* A Registered Nurse (RN) or Licensed Practical Nurse
(LPN) provides the services

* A physician orders the care

49 Medical supplies

Medical supplies such as:

¢ Medical foods for children with inborn error of amino
acid metabolism

* Medical foods and nutritional supplements when
administered by catheter or nasogastric tubes

° Medical foods, as defined by the U.S. Food and
Drug Administration, that are administered orally and
that provide the sole source (100%) of nutrition, for
children up to age 22, for up to one year following
the date of the initial prescription or physician order
for the medical food (e.g., Neocate)

* Ostomy and catheter supplies
* Oxygen

* Blood and blood plasma except when donated or
replaced, and blood plasma expanders
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410 Orthopedic and prosthetic devices

Orthopedic braces and prosthetic appliances such as:
* Artificial limbs and eyes
* Functional foot orthotics when prescribed by a physician
* Rigid devices attached to the foot or a brace, or placed in a shoe
* Replacement, repair, and adjustment of covered devices
* Following a mastectomy, breast prostheses and surgical bras, including necessary replacements
* Hearing aids for children up to age 22, limited to $1,250 per ear per calendar year
* Hearing aids for adults age 22 and over, limited to $1,250 per ear per 36-month period

* Bone anchored hearing aids when medically necessary for members with traumatic injury or malformation of the
external ear or middle ear (such as a surgically induced malformation or congenital malformation), limited to $1,250
per ear per calendar year

* Surgically implanted penile prostheses to treat erectile dysfunction

* Wigs for hair loss due to chemotherapy for the treatment of cancer, limited to $350 for one wig per lifetime

amn Durable Medical Equipment (DME)

Claims for DME rentals or purchases must be billed with the appropriate RR (rental) or NU (purchase) modifier. A copy of
the Certificate of Medical Necessity (CMN) must accompany the first claim.

Are prescribed by your attending physician (i.e., the physician who is treating your illness or injury);
Are medically necessary;

Are primarily and customarily used only for a medical purpose;

Are generally useful only to a person with an illness or injury;

Are designed for prolonged use; and

A o

Serve a specific therapeutic purpose in the treatment of an illness or injury.

We cover rental or purchase of durable medical equipment, at our option, including repair and adjustment. Covered
items include:

* Home dialysis equipment

* Oxygen equipment

* Hospital beds

* Wheelchairs

e Crutches

° Walkers

¢ Continuous Passive Motion (CPM) and Dynamic Orthotic Cranioplasty (DOC) devices
* Speech-generating devices, limited to $1,250 per calendar year

* Other items that we determine to be DME, such as compression stockings
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412 Claims billing tips

4121 Venipuncture

FEP will not pay a separate allowance for a venipuncture
charge when billed with medical or surgical care on the
same claim for preferred or participating providers.

The venipuncture charge will be bundled with the
medical or surgical care for payment. Please note the
charges are not billable to members for preferred or
participating providers.

412.2 Preventive care children

Preventive care benefits for children are available under
both Basic and Standard Options for covered children up
to age 22. Basic Option members must use preferred
providers in order to receive benefits. We provide
benefits for a comprehensive range of preventive care
services for children up to age 22, including the
preventive services recommended under the Patient
Protection and Affordable Care Act (the “Affordable Care
Act”), and services recommended by the American
Academy of Pediatrics (AAP).

412.3 Immunizations

Claims for immunizations should be filed as follows:

* Each immunization must be filed on a single line on
the CMS-1500 (version 08-05) claim form with its
specific CPT code.

* For state-supplied vaccines, the modifier (52) for
reduced service must be appended to the specific
CPT code. This modifier indicates that the provider
is only requesting payment for administering
the vaccine.

* For immunizations that are not supplied by the state,
the CPT code without the reduced service modifier
must be used to indicate that the provider is
requesting payment for the serum as well as the
administration fee.

a12.4 Timely Filing Requirements (FEP)

Providers participating with BCBSNC are required to file
FEP claims by December 31st of the calendar year,
following the year in which the services were rendered or
the date of discharge. Corrected claims must be
submitted no later than one year (12 months) from the
date of service.

4125 Do not file the same claim
multiple times

Do not file the same claim multiple times. Instead of
speeding up the processing of your claim, this in fact
slows claims processing. If the FEP has not paid a claim
within 30 to 45 days, then you may contact us at
1-800-222-4739 to find out the status of the claim.

a12.6 Avoiding claims mailback

The single most common reason for having a claim
mailed back to you is that the FEP member number that
starts with “R" is incorrect or missing (must be “R" plus 8
digits). This is a critical piece of information for the claim
to be processed correctly. An extra quality step to
recheck the member number before filing the claim could
avoid many claim mailbacks and double work for both
you and the FEP department. Other common reasons for
mailbacks are:

* Invalid or missing provider number
* Missing primary payer's Explanation of Benefits (EOB)

e Missing dates and/or diagnosis code

412.7 Service edits

Effective May 2013, BCBSNC policies and procedures
relating to claims editing, bundling, reimbursement

policies, and other provider-related policies associated
with BCBSNC commercial products, may apply to FEP.
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413 Care coordination processes

4131 Medical review

* A Certified Letter of Medical Necessity (CMN) or (LMN)
must be submitted for all DME requests. A prescription
signed by a physician is not a substitute for this
requirement.

Many DME items require submission of supporting
documentation to substantiate medical necessity.
Guidelines for required documentation can be viewed
online at www.bcbsnc.com/content/services/medical-
policy/index.htm.

* DME commonly requiring additional documentation
includes, but is not limited to, the following:

+ Electric wheelchairs
+ Scooters

+Hospital beds
+Oxygen

+ CPAP or BiPAP

Claims for certain procedures will also be reviewed for
medical necessity. These services include, but are not
limited to, the following:

+ Intra-articular hyaluronan injections

+Rhinoplasty

+ Reduction mammoplasty

+ Extracorporeal shockwave therapy for musculoskeletal
conditions

+ Botulinum toxin injections

+ Blepharoplasty

- Treatments for venous insufficiency

413.2 Case management

The case management program is a voluntary program,
free of charge, which may be available to members that
are not Medicare primary. Members with catastrophic or
life-threatening illness or chronic and complex medical
conditions may benefit from case management services.
Many case management referrals come from the
member’s physician. You may refer a member by calling
1-888-234-2415.

4133 Healthy Endeavors

Healthy Endeavors is a disease management program for
non-Medicare primary members. Members will receive
educational material and may work with a health
professional (nurse or dietician) to improve their
understanding and management of chronic illness.

Many Healthy Endeavors referrals come from the
member’s physician. You may also refer a member by
calling 1-888-392-3506.

414 Blue Health Connection -
24-hour nurse telephone service

Blue Health Connection features health advice, health
information and counseling by registered nurses. Also
available is the AudioHealth library with hundreds of
tapes, ranging from first aid to infectious diseases to
general health issues. Members can also get information
about health care resources to help them find doctors,
hospitals or other health care services affiliated with the
Blue Cross and Blue Shield Service Benefit Plan. Help
with health concerns is available 24 hours a day, 365 days
a year by calling a toll-free number 1-888-258-3432 or
accessing fepblue.org online.

415 Complementary and alternative
medicine program

Members enrolled in the Service Benefit Plan have access
to a number of services.

Members may purchase health and wellness products at
discounted prices. These include vitamins, minerals,
herbal supplements, homeopathic remedies, sports
nutrition products, books, videotapes and skin care
products. Products can be ordered online at fepblue.org.

PAGE 4-10


http://www.bcbsnc.com/content/services/medical-policy/index.htm
http://www.fepblue.org
http://www.fepblue.org

Chapter 4
Federal Employee Program - Blue Cross and Blue Shield Service Benefit Plan -

416 Other important numbers and addresses

Affinity programs
¢ Davis Vision 1-800-551-3337
* US Laser Network 1-877-552-7376
* American Specialty Health 1-877-258-7283

FEP Web site address
* fepblue.org

Address for claims
e PO Box 35, Durham, NC 27702

Address for correspondence
* PO Box 2291, Durham, NC 27702-2291
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51 BlueCard® overview

BlueCard” is a national program that enables members of
one Blue Cross and/or Blue Shield (Blue) Plan to obtain
health care service benefits while traveling or living in
another Blue Plan’s service area. The program links
participating health care providers with the independent
Blue Plans across the country and in many foreign
countries and territories worldwide, through a single
electronic network for claims processing and
reimbursement. Within North Carolina nearly 866,000
members of other Blue Plans are currently residing in the
BCBSNC service area (at the time of this publication).

The BlueCard® program lets you conveniently submit
claims for members from other Blue Plans, including
international Blue Plans, directly to BCBSNC. BCBSNC is
your single point of contact for BlueCard” claims
payment, problem resolution and adjustments. The
BlueCard® inter-plan programs department at BCBSNC
is available to assist you with all your out-of-state Blue
Plan member claims and claims questions by calling
1-800-487-5522.

Verification of an out-of-state member’s eligibility and
benefits can be obtained by calling BlueCard® eligibility
at 1-800-676-BLUE (2583). Providers with Blue e can
verify eligibility, benefits and claim status, immediately,
and from the convenience of their Web browsers. To find
out more about signing up for Blue €™, visit BCBSNC
electronic solutions on the Web at www.bcbsnc.com/
content/providers/edi/index.htm, or refer to chapter
eleven of this e-manual.

Due to HIPAA privacy regulations, members from other
Blue Plans must contact their Blue Plan directly for all
inquiries and related issues.

All claims should be billed to BCBSNC unless otherwise
noted on the back of the member's identification card.

511 BlueCard® applicable services

The BlueCard® program applies to all inpatient,
outpatient and professional claims, including vision and
hearing exams; excluding:

* Prescription drugs
e Stand-alone dental
e Stand-alone vision (i.e., hardware and contacts)

* Federal Employee Program (FEP)
(Members who are part of the FEP will have the letter
“R"” in front of their member ID number. Please

follow the BCBSNC and Federal Employee Program
billing guidelines contained within this e-manual).
Claims for BlueCard" excluded products and services
should be filed to the address that’s listed on the
member’s identification card.

51.2 Product types included in the
BlueCard” program

Product types administered through the BlueCard®
program include:

e BlueCard® PPO, which offers Blue Plan members the
highest level of PPO benefits when services are
obtained from a participating provider outside of
their Blue Plan’s service area. PPO coverage is the
coverage type that most frequently applies for
BlueCard® eligible members from another Blue Plan’s
service area.

BlueCard® Traditional (also recognized as
Comprehensive Major Medical (CMM) or indemnity
Plans) offers Blue Plan members the traditional level
of benefits when they obtain services from a
physician or hospital outside their Blue Plan’s
service area.

BlueCard® HMO offers Blue Plan members the HMO
level of benefits when they obtain emergency, urgent
care and follow-up services from a physician or
hospital outside their Blue Plan’s service area.

BlueCard® Managed Care/POS is offered to
members who reside outside their Blue Plan’s service
area and is similar to BlueCard® Traditional and
BlueCard® PPO and unlike other BlueCard® programs,
BlueCard® POS members are actually enrolled in the
BCBSNC network. Therefore, you should treat these
members as you treat any other BCBSNC POS
member, applying the same preauthorization
practices and network protocols.

BlueCard" eligible Medicare Supplement, Medicare
Plus/Choice and Medicare Advantage Plans (Blue
Plan Medicare Advantage Plans are offered to
Medicare beneficiaries in product options

that include: Health Maintenance Organizations
[HMO)], Preferred Provider Organizations [PPO],
Point-Of-Service [POS], Medical Savings Accounts
[MSA] and Private Fee-For-Service [PFFS] Plans).
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5.2 |dentifying BlueCard” members

When members from other Blue Cross and/or Blue Shield
Plans arrive at your office or facility, be sure to ask for
their most current Blue Plan membership identification
card. New ID cards may be issued to members
throughout the year; obtaining a copy of the newest ID
card will help to ensure that you have the most up-to-
date information in your patient’s file. Specific data
elements on Blue Plan membership ID cards will help you
identify BlueCard® members. It is very important to
capture all ID card data at the time of providing service.
Member ID card information is critical for verifying
membership and coverage, and accurately reporting
claims.

We suggest that you make copies of the front and back
of a member’s ID card and pass needed information on to
your billing staff.

The main identifier for out-of-area Blue Plan members is
the alpha prefix. The members’ ID cards will typically also
display a:

* PPO in a suitcase logo for eligible PPO members
(BlueCard® PPO members are uniquely identified by
their BC and/or BS identification cards, which display
the PPO in a suitcase logo. Members traveling or
living outside their Plan’s service area receive PPO
level benefits when they obtain services from
preferred providers.

* MA PPO in a suitcase logo for eligible Medicare
Advantage members (Medicare Advantage members
eligible as part of the BlueCard® program will not
have the standard Medicare identification card,
instead a Blue logo will be visible on the ID card.)

Medicare Advantage logo with or without a

suitcase logo (Medicare Advantage members eligible
as part of the BlueCard® program may be enrolled in
Plans in addition to PPO, which include but are not
limited to HMO, POS, PFFS [Private Fee For Service]
and MSA [Medical Savings Account] plan types.
When a suitcase logo is not included on the
member’s identification card, BlueCard® eligibility can
be identified by verifying that a member’s Blue Plan
issued Medicare Advantage card also includes an
alpha prefix as part of the member's ID.)

Blank suitcase logo (CMM, HMO, and POS members
will typically have an empty suitcase logo displayed
on their cards, which signifies the coverage type,

is non-PPO.)

All BlueCard” eligible members have an alpha prefix
included as part of their member identification number
(member identification numbers for BlueCard” eligible
members include a combination of both alpha and
numeric characters).

Important: not all BC and/or BS PPO, HMO, POS,
Medicare Advantage, and CMM members are BlueCard”
eligible. Only a member who has an identification num-
ber that begins with a minimum of three alpha characters
and/or is carrying a membership ID card from a Blue Plan,
which displays the PPO in a suitcase logo or an empty
suitcase logo (unless Medicare Advantage), is a BlueCard®
eligible member. Out-of-state Blue Plan member ID cards
that do not have an alpha prefix should be billed to the
address listed on the member’s identification card.

521 Member ID numbers for BlueCard®
eligible members

All out-of-state Blue Plan members who are enrolled in a
benefit plan and eligible as part of the BlueCard”
program will have an alpha prefix included as part of their
member identification number (member identification
numbers for BlueCard® eligible members include a
combination of both alpha and numeric characters). A
correct member ID number includes an alpha prefix in the
first three positions, followed by a combination of alpha
and/or numeric characters. The combination of alpha and
numeric characters can vary among the amount of letters
and numbers used to comprise a member’s ID and can be
up to 17 character positions in total. This means that you
may see cards with ID numbers between six and 14
(numeric/alpha) characters in length, in addition to the
alpha prefix (3-letter alpha prefix + 6-14 additional
characters = 9-17 characters in total, depending on the
ID given to a specific member).

Examples of member ID numbers:

ABC1234567 ABC1234H567
—— ——

alpha prefix alpha prefix
ABC12345678901234

——

alpha prefix
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When referencing a member’s ID to verify eligibility and benefits, filing claims and arranging services, always report the
ID exactly how it's listed on the member’s ID card. Never add and/or delete characters or change the sequence of the
characters following the alpha prefix. Additionally, always include the alpha prefix because it is necessary for identifying
Plans and electronic routing of specific HIPAA transactions to the appropriate Blue Plans.

5.2.2 Alpha prefix

The three-character alpha prefix at the beginning of the member’s identification number is the key element used to
identify and correctly route claims. The alpha prefix identifies the Blue Plan to which the member belongs. It is necessary
for confirming a patient’s membership and coverage. To ensure accurate claims processing, it is important to capture all
ID card data. If the information is not captured correctly, you may experience a delay with claims processing. Never make
up or guess a member's alpha prefix or assume that the member’s ID number is their social security number (all Blue
Plans have eliminated use of social security numbers from member ID assignments).

5.2.3 Sample ID cards

Blue Plan members who are enrolled in a benefit plan and eligible as part of the BlueCard” program will have an alpha
prefix included as part on their member identification number (member identification numbers for BlueCard” eligible
members include a combination of both alpha and numeric characters). A correct member ID number includes an alpha
prefix in the first three positions, followed by a combination of alpha and/or numeric characters. Additionally, most (but
not all) BlueCard” eligible members carry a membership ID card from a Blue Plan, which displays the PPO in a suitcase
logo or an empty suitcase logo.

/ N / N
& @ BlueCross BlueShield Blue  ALPHA & BlueCross® Blue ALPHA
o of Geography Product  Employer Group O / BlueShield® Product  Employer Group
Member Name: Dependents Member Name: Dependents
MEMBER NAME Dependent One MEMBER NAME Dependent One
Member ID: The three-character Dependent Two Member ID: Dependent Two
(XY2123456789  alpha prefix. Dependent Three XYZ123456789 Dependent Three
Group No. 023457 Plan POS Group No. 023457 Plan POS
BIN 987654 Office Visit $15 BIN 987654 Office Visit $15
Benefit Plan  HIOPT Specialist Copay ~ $15 Benefit Plan  HIOPT Specialist Copay ~ $15
Effective Date 00/00/00 Emergency $75 Effective Date 00/00/00 Emergency $75
Plan Code 123 Deductible $50 Deductible $50
N
R IR
/

.

5.24 How to identify international members

Occasionally, you may see identification cards from Blue Plan members residing abroad or members of foreign Blue
Plans. These ID cards will also contain three-character alpha prefixes. Please treat these members the same as domestic
Blue Plan members and submit claims for services to BCBSNC.

Note: The Canadian Association of Blue Cross Plans and its members are separate and distinct from the Blue Cross and
Blue Shield Association and its members in the United States. Claims for members of the Canadian Blue Cross Plans are
not processed through the BlueCard” program. Please follow the instructions as listed on a member’s ID card or contact
the member’s Canadian Blue Cross Plan directly.
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Sample of international member card

/ N / N
s BlueCross & BlueShield an BlueCross & BlueShield  www.bcbsu.com.uy
7o\ /a\
N Y\
: de Uruguay de Uruguay
MEMBER NAME Plan Clientes: Por bengﬁcios consulte su Uruguay )
contrato. La posesion de esta tarjeta Atencién al Cliente: (598-2) 707-7575
Member Name 1400 no garantiza la elegibilidad de los
MEMBER ID RPA PREMIUM beneficios. United States (E.E.U.U.)
Proveedores en Uruguay: Para Customer Service: (598-2) 707-7575
XYZ0123456789 Expiration Date: May 31, 2011 verificar elegibilidad y beneficios, por  proyider Finder: 1-800-810-2583
favor llamar a nuestras oflcma_s: Dinija Eligiblity: 1-800-675-2583
Plan PPO fagtchras por factturaj_por servicios
médicos a nuestra direccion.
Providers in the United States: To
GROUP URUO38 verify membership eligibility, please BlueCross & BlueShield de Uruguay
BC/BS Plan Codes: 154/654 call EI_igibthy line. Providers should file  |ord Ponsonby 2456
all claln_'xs to the _Iocal BIueCrogs and/or 11600 Montevideo, Uruguay
BlueShield Plan n whose S_'er‘/'Ce Area  An independent licensee of the BlueCross
CREDENCIAL PARA USO EXCLUSIVO A the member received services. and BlueShield Association.
FUERA DE URUGUAY _:::I
o / o /

5.3 Coverage and eligibility verification

BlueCard" Eligibility 1-800-676-BLUE (2583)

To verify coverage and BlueCard® eligibility for members from other Blue Plans submit an electronic inquiry (HIPAA 270
transaction) using Blue e or by calling BlueCard® eligibility at 1-800-676-BLUE (2583). You can receive real-time
responses to your eligibility requests for out-of-area members between 6:00 am and midnight, central time, Monday
through Saturday (english and spanish speaking phone operators are available to assist you). When calling BlueCard”
eligibility line, you will be asked for the alpha prefix shown on the patient’s ID card and then you will be connected directly
to the appropriate membership and coverage unit at the member’s Blue Cross and/or Blue Shield Plan. Keep in mind that
Blue Plans are located throughout the country and may operate on a different time schedule than BCBSNC. Therefore, if
calling after the out-of-area Plan’s regular business hours, you may be transferred to a voice response system linked to
customer enrollment and benefits.

Please note that the BlueCard" eligibility line is for eligibility, benefits and pre-certification/referral authorization inquiries
only. It should not be used for claim status.

5.4 Prior review and certification

Out-of-area BlueCard” eligible members are responsible for obtaining pre-admission certification or authorization from
their home Plan. Providers are encouraged to assist BlueCard” members with obtaining pre-admission certification or
authorization (if not assisting, you should remind patients that they are responsible for obtaining pre-certification/
preauthorization for their services from their Blue Plan). When the length of an inpatient hospital stay extends past a
previously approved length of stay, any additional days must be approved. Failure to obtain approval for the additional
days may result in claims processing delays and potential payment denials.

Providers have access to view the out-of-area Blue Plan’s medical policy and general pre-certification/pre-authorization
information directly from the member’s Home Plan via the BCBSNC Provider Portal Web site at: http://www.bcbsnc.com/
content/providers/medpol_ppa_router.htm.

Providers have the option to contact the member’s home Plan on the member’s behalf to obtain an authorization. When
assisting a member to obtain an authorization or a certification, call BlueCard® Eligibility at 1-800-676-BLUE (2583) and ask to
be connected to the member’s home Plan’s utilization review area, or providers with Blue €™ access can simply submit an
electronic HIPAA 278 transaction.

Please note that the member’s Blue Plan may contact you directly related to clinical information and medical records
prior to treatment or for concurrent review or disease management for a specific member.
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5.41 Mental health and substance abuse
services

Mental health and substance abuse services for BlueCard®
eligible members are coordinated by the member’s out-
of-state home Plan. For information on these services or
to obtain certification, call the number on the back of the
member’s ID card.

5.4.2 Radiology management services

BlueCard® eligible members from another Blue Plan’s service
area are not included in the BCBSNC radiology management
program administered through AIM Specialty Health™
(AIM). However, it's important to always verify a member’s
eligibility and prior authorization requirements, as a
member may be enrolled in a benefit coverage plan that
requires authorization prior to receiving certain radiological
services. To verify a member’s prior authorization requirements
for radiology management services submit submit an electronic
HIPAA 278 transaction using Blue € or call BlueCard" eligibility
at 1-800-676-BLUE (2583) and ask to be connected to the
member's home Plan’s utilization review area.

Sample of stand-alone health care debit card

4 I
BhueCrose
4000 1234 5678 9010
w0 12/12 DEBIT
CARDHOLDER NAME
: VISA |

This card issued by [ bank name ] pursuant to a license from Visa U.S.A., Inc.
MAGNETIC STRIP

By using this card, | agree to the terms and conditions of the [ insert Bank Name ]'s
cardholder agreement provided to me. | certify that it will be used only for qualified
[ medical or dependent care ] expenses that qualify under my [ insert plan name | plan.

For Customer Service: 800-000-0000

Authorized signature
Not valid unless signed

\BlueCross BlueShield of [ Geography ] is an independent licensee of the Blue Cross and Blue Shield Associaliory

5.5 Consumer directed health care
and health care debit cards

BlueCard® eligible members from another Blue Plan’s service
area who have CDHC Plans often carry health care debit
cards that allow them to pay for out-of-pocket costs using
funds from their Health Reimbursement Account (HRA),
Health Savings Account (HSA) or Flexible Spending Account
(FSA). Some cards are “stand-alone"” debit cards that cover
eligible out-of-pocket costs, while others also serve as a
health plan member ID card. These debit cards can help you
simplify your administration process and can potentially help:

* Reduce bad debt
* Reduce paperwork for billing statements

* Minimize bookkeeping and patient-account functions
for handling cash and checks

* Avoid unnecessary claim payment delays

Sample of combined health care debit card
and member ID card

e
BlueCross BlueShield

* v Blue  ALPHA

‘ ' of Geography Product  Employer Group

("1 PPO

~

Member ID Group No. 023457  Plan

XYZ123456789  BIN 987654  Office Visit $15
Benefit Plan  HIOPT Specialist Copay $15
Effective Date 00/00/00 Emergency $75
Plan Code 123

4000 1234 5678 9010

4000
wow 01/99 R 12/12
CARDHOLDER NAME

DEBIT

VISA

i www.BluePlan.com 000000ACB i

By using this card, | agree to the terms and conditions of (Bank's name)'s cardholder agreement
provided to me. | certify that it will be used only for qualified medical or dependent care expenses.

Authorized signature
Not valid unless signed

Presentation of this card does not Customer Service: 1-800-234-5678 x1234
guarantee eligibility for benefits. Hospitals ~ Debit Card Administrator: 1-800-888-3456
or physicians: file claims with your local Behavioral Health: 1-800-987-6541 x1234
BlueCross and/or BlueShield Plan. Outside of Area: 1-800-810-2583 x1234

Eligibility: 1-800-676-2583 x1234
BlueCross and BlueShield of Geography k. 1.800.888.
P.O. Box 01234, City, State 01234-1234 Pharmacy Benefits*: 1-800-888-1234
An independent licensee of the BlueCross
and BlueShield Association.

* Pharmacy benefits administrator: ‘A

not a BlueCross BlueShield ‘m
D /

\PharmacyManagement product.
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Debit cards will have the nationally recognized Blue logos,
along with the logo from a major debit card such as
MasterCard® or VISA®.

The cards include a magnetic strip so providers can swipe
the card at the point of service to collect. With the health
debit cards members can pay out-of-pocket expenses by
swiping the card through any debit card swipe terminal.
The funds will be deducted automatically from the
member’s appropriate HRA, HSA or FSA account.

Combined a health insurance ID card with a source of
payment is an added convenience to members and
providers. Members can use their cards to pay
outstanding balances on billing statements. They can also
use their cards via phone in order to process payments.

In addition, members are more likely to carry their current
ID cards, because of the payment capabilities.

Helpful tips:

e Carefully determine the member's financial
responsibility before processing payment. You can
access a member's eligibility, benefits and
accumulated deductible amounts by using Blue e
or by contacting the BlueCard® eligibility line at
1-800-676-BLUE (2583).

* Ask members for their current member ID card and
regularly obtain new photocopies (front and back) of
the member ID card. Having the current card will
enable you to submit claims with the appropriate
member information (including alpha prefix) and
avoid unnecessary claims payment delays.

If the member presents a debit card (stand-alone or
combined) be sure to verify the member's out-of-
pocket amounts before processing payment:

+Many plans offer well-care services that are payable
under a basic health care program. If you have any
questions about the member’s benefits or to
request accumulated deductible information,
please contact 1-800-676-BLUE (2583) or verify
using Blue ™.

+You may use the debit card for member
responsibility for medical services provided in
your office.

+You may choose to forego using the debit card and
submit claims directly to BCBSNC for processing

All services, regardless of whether or not you've collected
the member responsibility at the time of service, must be
billed to BCBSNC for proper benefit processing.

Additionally, a member's debit card should not be used
to process full payment upfront. If you have any questions
about the member’s benefits, please contact 1-800-676-
BLUE (2583), or for questions about the health care debit
card, processing instructions or payment issues, please
contact the toll-free debit card administrator’s number on
the back of the card.

5.6 Providers serving out-of-state Blue
Plan Medicare Advantage
members

Medicare Advantage is an alternative coverage option to
the standard Medicare Part A and Part B fee-for-service
coverage, generally referred to as traditional Medicare.
Many Blue Plans offer Medicare Advantage products
(within their service areas) for Medicare beneficiaries;
product options include; Health Maintenance
Organization (HMO), Preferred Provider Organization
(PPO), Point-Of-Service (POS) and Medical Savings
Account (MSA) products. Additionally, out-of-state Blue
Plans offer Private Fee-For-Service (PFFS) Plans. Medicare
Advantage PFFS Plans pay providers on a fee-for-service
basis. There is no specific network that providers sign up
for to service PFFS patients. Patients can obtain services
from any licensed provider in the United States who is
qualified to be paid by Medicare and accepts the Blue
Plan’s terms of payment. The Blue Plan must provide the
same coverage as Medicare Part A and Part B, and may
offer additional services.

Members enrolled in Blue Plan Medicare Advantage
Plans will not have a standard Medicare card; instead, a
Blue logo will be visible on the ID card. The following
examples illustrate how the different products associated
with the Medicare Advantage program will be designated
on the front of the member ID cards:

MEDICARE P P 0

MEDICARE PFFS
HMO

ADVANTAGE

MEDICARE
ADVANTAGE
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MEDICARE‘ MSA
ADVANTAGE
-
MA | Sovanmace| PP O
- ADVANTAGE
MEDICARE‘ POS
ADVANTAGE

The Blue Cross and Blue Shield Association, BCBSNC
provides an online search tool that providers who accept
Medicare can access in advance of providing services to
patients who have a Medicare Advantage PFFS policy
with another Blue Plan. This search tool allows providers
to review the terms and conditions of participation that a
provider must accept to see a patient with an out-of-state
PFFS policy, as offered by another Blue Plan. Terms and
conditions for non-BCBSNC BlueCard® PFFS members

can be accessed online at http://www.bcbsnc.com/
content/providers/edi/pffs.htm.

Blue Plan members enrolled in Medicare Advantage (MA)
products may receive services out-of-network, when out-
of-network benefits apply. Coverage rules will vary by MA
product type and Blue Plan. When providing services to a
Medicare Advantage member, providers should follow
these steps:

1. Ask for the member’s ID card. Members have been
asked not to show their standard Medicare card
when receiving services; instead, members should
provide their Blue Plan member ID card. The Blue
Cross and/or Blue Shield logo will be visible on the
ID card along with a MA logo to designate the type
of health plan that the member is enrolled.

2. Verify eligibility electronically using the 270/271
HIPAA eligibility transactions, or by calling 1-800-
676-BLUE (2583) and providing the alpha prefix.
When calling, be sure to ask if Medicare Advantage
benefits apply. For PFFS Plans, you should review
the member’'s Blue Plan’s terms and conditions,
which can be accessed from the BCBSNC Web site
at http://www.bcbsnc.com/content/providers/
edi/pffs.htm.

3. Submit claims to BCBSNC. Do not bill Medicare
directly for any services rendered to a Blue Plan
Medicare Advantage member. Applicable payment
will come to you from BCBSNC. In general, you
may collect any applicable copayment amounts
from members at the time of service, but may not
otherwise charge or balance bill a member, except
as indicated on the explanation of benefits for a
processed claim. (Note: special rules may apply for
MA PFFS Plans that may allow balance billing
under certain conditions, as reported in the Blue
Plan’s terms and conditions.)

5.61 Medicare Advantage PPO network
sharing

Medicare Advantage PPO network sharing allows MA
PPO members from out-of-state Blue Plans to obtain
in-network benefits when receiving care from another
Blue Plan’s contracted MA PPO providers. BCBSNC
PPO-participating providers will recognize eligible MA
PPO members by the “MA”" in a suitcase logo displayed
on Blue Plan issued member identification cards.

Medicare Advantage PPO logo

f 1
- ADVANTAGE
Members have been asked not to show their standard
Medicare ID card when receiving services; instead,

members should provide their Blue Cross and Blue Shield
member ID.

BCBSNC participating providers should verify eligibility
and bill for services using the same methods as when
arranging and providing services for any out-of-area Blue
Plan's Medicare Advantage member.
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5.6.2 Medicare Advantage deemed provider

Medicare Advantage PFFS Plans offered by Blue Plans
generally use the Centers for Medicare and Medicaid
Services (CMS) Medicare Advantage deemed provider
concept, rather than direct contracts, to arrange for
services to members. Providers of care are considered a
deemed provider if each of the following three criteria
are met per episode of care:

* The provider is aware in advance of furnishing
services that the person being treated is enrolled in a
Medicare Advantage PFFS Plan.

* The provider has accessed or has reasonable access
to information about the Blue Plan’s Medicare
Advantage PFFS terms and conditions of payment
(terms and conditions of payment are available on
the BCBSNC Web site located at
http://www.bcbsnc.com/content/providers/
edi/pffs.htm.

* The provider subsequently provides services to the
member having Medicare Advantage PFFS health
care coverage.

Providers electing not to be considered as deemed for
providing care to Medicare Advantage PFFS members,
should not treat them, unless in an emergency or urgent
situation as appropriate.

5.6.3 Medicare Advantage PFFS PPO and
providers participating in the Blue
Medicare PPO™ Medicare Advantage
products

Providers contracted to provide services to Medicare
Advantage members enrolled in the Blue Medicare PPO™
Plans are required to provide services to BlueCard
eligible Medicare Advantage PPO members seeking

care within North Carolina.

5.64 Medicare Advantage claims appeals

Providers who participate in the BCBSNC PPO Plans but
not with the Blue Medicare PPO™ Plan may submit a
“non-network provider claim appeal” in the event that
they disagree with an out-of-state Blue Plan member’s
processed claim, for one of the following reasons:

* Medical policy/medical necessity
(e.g., cosmetic and investigational)

* Benefit determinations made by the member’s
Blue Plan

The “non-network provider claim appeal” should be
submitted to the following address:

Blue Medicare PPO™

Attention: IPP Provider Appeals
PO Box 17509

Winston-Salem, NC 27116-7509

Blue Medicare PPO* providers participating

In the event that a provider contracted to provide
services to Medicare Advantage members

enrolled in the Blue Medicare PPO™ Plan is in
disagreement with a processed claim for services
provided to an out-of-state Blue Plan member. The
“network provider claim appeal” must be submitted the
provider may submit a “network provider claim

appeal” for one of the following reasons:

* Payor allowance/pricing
* Incorrect payment/coding rules applied

* Benefit determinations made by the member’s
Blue Plan

in writing within 90 days of claim adjudication and should
be mailed to:

Blue Medicare PPO™

Attention: IPP Provider Appeals
PO Box 17509

Winston-Salem, NC 27116-7509

Eligible network provider appeals concerning out-of-state
Blue Plan members will be completed by the Plan within
30 days of the Plan’s receipt of all information.
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5.7 Claims submission

Submit claims for services provided to BlueCard” members to BCBSNC using your normal claims billing processes.
BCBSNC will electronically route your claims to the member’s Blue Cross and/or Blue Shield Plans. A specific member’s
Plan then applies benefits, processes the claim, approves or denies payment and routes the results back to BCBSNC
for payment to (you) the provider.

Below is an example of how claims flow through BlueCard”

1. Member of another 2. Provider submits claim 3. Local Blue Plan 4. Member’s Blue Plan
Blue Plan receives to the local Blue Plan recognition BlueCard® adjudicates claim
services from you, > member and transmits > according to member's
the provider > standard claim format benefit Plan

to the member’s
Blue Plan

e

7. Your local Blue Plan pays you, 6. Member's Blue Plan transmits 5. Member's Blue Plan issues an
the provider claim payment disposition to your EOB to the member
local Blue Plan

You should always submit claims to BCBSNC.

To help ensure that claims are routed accurately and that the member’s Blue Plan has all of the information needed to
appropriately apply benefits, BCBSNC forwards to the member’s Blue Plan a complete record of the information
reported on the claim form from the provider of service (i.e., member/patient demographics, provider demographics
including the federal tax identification, member/patient services and medical conditions).

Following these helpful tips will improve your BlueCard® experience:

* Ask members for their most current Blue Plan membership ID cards and regularly obtain new photocopies of cards
(front and back). Having the current card enables providers to submit claims with the appropriate member
information (including alpha prefix) and avoid unnecessary claims payment delays.

+Incorrect or missing alpha prefixes and incorrect member identification numbers delay claims processing. Claims
will be returned or denied if subscriber information is incorrect or invalid.

* Check eligibility and benefits electronically using Blue e™ by submitting an electronic HIPAA 278 transaction or by
calling BlueCard® Eligibility at 1-800-676-BLUE (2583).
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* Verify the member’s cost sharing amount before processing payment. Please do not request complete payment
upfront, except for any applicable copayment (for members enrolled in a non-copayment plan [deductible and
coinsurance only], providers may follow the BCBSNC member liability collection policy located in chapter nine of
this e-manual).

+Indicate on the claim any payment that you collected from the patient. (On the 837 electronic claim submission
form, check field AMTO1=F5 patient paid amount; on the CMS-1500 locator 29 amount paid; on UB-04 locator 53
prior payment).
* Do not send duplicate claims. Sending another claim or having your billing agency resubmit claims automatically

slows down the claims payment process and can create confusion for the member receiving multiple EOBs
(Explanation of Benefits).

e Check claims status by submitting an electronic HIPAA 276 transaction using Blue e or by contacting BCBSNC at
1-800-487-5522.

571 Other Party Liability (OPL)

In cases where there is more than one payor and a Blue Plan is the primary payor, submit Other Party Liability (OPL)
information with the Blue claim. Upon receipt, BCBSNC will electronically route the claim to the member’s Blue Plan. The
member’s Plan then processes the claim and approves the appropriate payment; eligible reimbursement will be sent to
the provider of service by BCBSNC.

5.7.2 International claims

The claim submission process for international Blue Plan members is the same as for domestic Blue members. You should
submit international claims directly to BCBSNC.

Exception: The Canadian Association of Blue Cross Plans and its members are separate and distinct from the Blue Cross
and Blue Shield Association and its members in the United States. Claims for members of the Canadian Blue Cross Plans
are not processed through the BlueCard” program. Please follow the instructions as listed on a member’s ID card or
contact the member’s Canadian Blue Cross Plan directly.

573 Coding

Follow all BCBSNC claim submission instructions, except for the BlueCard” specific instructions noted within this chapter
(chapter five). Code claims, use appropriate forms, and complete claim forms and/or electronic entry detail, as you
would for correctly filed BCBSNC claim submissions. Just like other claims filed to BCBSNC, BlueCard® claims should
never be split-billed or filed in partial increments:

e Claims should be filed using valid CPT and/or HCPCS codes
* Claims will be reviewed to determine eligibility for payment

* Services are not eligible for separate reimbursement if they are considered incidental, mutually exclusive, integral to
the primary service rendered or part of a global allowance.

574 Timely filing

Claims for professional services provided to BlueCard” members having coverage with other Blue Plans (non-BCBSNC)
must be submitted to BCBSNC within 180 days of providing service. Institutional/facility claims must be filed within 180
days of the member’s discharge date.

Note: Providers contracted with BCBSNC are allowed 180 days for claim submissions to be eligible for benefits release.
However, members from other Blue Plans may have shorter filing time limitations applied depending on their individual
benefit structure or State legal requirements. Therefore, BCBSNC participating providers are encouraged to file claims
for BlueCard® patients without delay.
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575 Chiropractic services for Blue members

If you're a chiropractic provider participating with both
BCBSNC and Health Network Solutions, Inc. (HNS), you
should file chiropractic claims for BlueCard® eligible
members, who are enrolled in PPO or HMO Plans, to
HNS using the HNS group number. Chiropractic services
provided to members with out-of-state Blue Plan (CMM)
coverage should be sent directly to BCBSNC.

File chiropractic claims to:

¢ Health Network Solutions, Inc. (HNS) for BlueCard®
PPO and HMO members

e BCBSNC for BlueCard® CMM members

Chiropractic claims for out-of-state members not enrolled
in BlueCard®-eligible Plans should be sent to the
addresses listed on the member’s ID cards.

576 Exceptionsto BlueCard” claims
submission

Occasionally, exceptions may arise in which BCBSNC will
require that a claim be filed directly to the member’s Blue
Plan, exception reasons can include:

* You contract with the member’s Blue Plan located in
a contiguous state

* The ID card does not include an alpha prefix

577 Ancillary

Ancillary providers are typically recognized as
independent clinical laboratories, durable/home medical
equipment or supply providers and specialty pharmacies.
Filing requirements for ancillary providers can vary
depending on the type of services performed, where
supplies are shipped, or services ordered or performed,
as well as a provider's participation status with a particular
Blue Plan. Ancillary filing guidelines can affect where
claims are to be submitted and how they are processed,
and should be followed to ensure timely processing

of claims.

Please use the examples below to determine where to
file claims for ancillary services provided to BlueCard
eligible members:

* Local ancillary providers should file directly to BCBSNC.

* If a remote provider contract is in place with the local
Plan, the claim must be filed to the local Plan for
services received in the local Plan area, and it would
be considered a participating provider claim.

¢ If a remote provider contract is not in place with the
local Plan, the claim must still be filed to the local
Plan but, it would be considered a nonparticipating
provider claim.

Please use the examples below to determine where to
file your claim to ensure timely processing.

Specialty Pharmacy
Specialty pharmacy claims must be filed to the Blue Plan
in whose service area the ordering physician is located.

* The NPI of the ordering provider is identified in field
17B (NPI of Referring Provider or Other Source)

* The NPI of the rendering provider is identified in
field 24J (Rendering Provider ID Number)

* The NPI of the ordering provider is populated in
loop 2310A

Independent Clinical Laboratory (Lab) claims

Lab claims must be filed to the Blue Plan in whose service
area the specimen was drawn. (Where the specimen was
drawn will be determined by the state in which the
specimen was drawn.)

* The NPI of the referring provider is identified in field
17B (NPI of Referring Provider or Other Source)

* The NPI of the rendering provider is identified in
field 24J (Rendering Provider ID Number)

* The NPI of the referring provider
Durable/Home Medical
Equipment (DME/HME) Claims

The NPI of the referring provider DME/HME claims must
be filed to the Blue Plan in whose service area the
equipment was shipped to or purchased at a retail store.

* The patient address where the DME/HME was
shipped to in field 5

* The NPI of the ordering provider is identified in field
17B (NPI of Referring Provider or Other Source)

* The NPI of the rendering provider is identified in
field 56 (NPI)

* The Place of Service (POS) in field 24B

* The service facility location in field 32 (for retail store
information or location other than the patient address)

* The patient address is populated in loop 2010CA

* The NPI of the ordering provider is populated in
loop 2420E

* The POS of the member is populated in loop 2300,
CLMO05-01

* The service facility location is populated in loop 2310C
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578 Accounts exempt from the BlueCard” program

Sometimes Blue Plan members will have identification numbers that include alpha prefixes (member identification
numbers for BlueCard" eligible members include a combination of both alpha and numeric characters) even though the
members are not enrolled in BlueCard" eligible benefit Plans (membership enrolled in non-BlueCard” accounts). When a
member belongs to an account that is exempt from the BlueCard” program, BCBSNC will electronically forward those
claims to the member’s Blue Plan. This means you should not send claims to the member’s Blue Plan. Instead, you should
submit these claims to BCBSNC through your normal claims filing processes.

Submit claims with alpha prefixes exempt from BlueCard®, directly to BCBSNC, we will forward to the member’s Blue
Plan on your behalf for processing. It's important for you to correctly capture on the claim the member's complete
identification number, including the three-character alpha prefix at the beginning. If you don't include this information,
BCBSNC may return the claim to you and this will delay claims processing and payment.

A Blue Plan member's BlueCard® eligibility (and recognition of non-BlueCard® eligibility) can be verified by calling 1-800-
676-BLUE (2583) or by submission of an electronic eligibility request (270) with Blue e™.

5.8 Reimbursement

Reimbursement to BCBSNC participating providers for BlueCard® eligible services, for claims that are submitted to, and
processed by BCBSNC for BlueCard® eligible members from another Blue Plan’s service area, are considered based upon
the provider's BCBSNC contractual allowance appropriate to the member’s coverage type (PPO* Blue Options, CMM
Classic Blue or HMO Blue Care) in addition to the member's eligibility and available benefits.

Reimbursement for services provided to out-of-area members enrolled in BlueCard® eligible Medicare Advantage Plans
(including; HMO, PPO, POS, MSA and PFFS Plans) will be considered based upon Medicare allowances, in addition to
the member’s eligibility, available benefits, location where services are provided and the out-of-state Blue Plan’s PFFS
terms and conditions, as applicable**.

Providers should access and review the terms and conditions of participation that a provider must accept to see a patient
with an out-of-state PFFS policy, as offered by another Blue Plan. Terms and conditions for non-BCBSNC BlueCard” PFFS
members can be accessed online at: http://www.bcbsnc.com/content/providers/edi/pffs.htm.

Additional information about reimbursement is available in chapter nine of this e-manual, located in your businesses
participation agreement with BCBSNC, and from Network Management.

* PPO members will typically have out-of-network benefits to see providers outside of their PPO network. If you are a
non-PPO (CMM contracted only) provider and are presented with an identification card for a BlueCard® eligible PPO
member (a card that displays the PPO in a suitcase logo), you should still provide service to the member and file a
claim to BCBSNC. Payment will be considered based on the CMM allowance for that service in addition to the
member’s eligibility and available benefits.

** Providers accepting Medicare assignment and servicing BCBSNC PFFS Medicare Advantage members for whom they
have an obligation to provide services under their BCBSNC agreement, will be considered as in-network providers and
be reimbursed per their individual BCBSNC contractual agreement. Providers should make sure they understand the
applicable Medicare Advantage reimbursement rules and their individual BCBSNC contractual agreements. Providers
who are participating with BCBSNC to provide services to Medicare Advantage members enrolled in the Blue
Medicare PPO™ Plan, receive reimbursement based in accordance with their Blue Medicare PPOM negotiated rate
with BCBSNC.
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5.9 Claim status inquiry

BCBSNC is your single point of contact for all claim inquiries. Claim status inquiries can be done by:
* Using Blue e to send a HIPAA transaction 276 (claim status inquiry) to BCBSNC
* Phone by calling BCBSNC for BlueCard® customer service at 1-800-487-5522

If you have not received payment for a claim, do not resubmit the claim because it will be denied as a duplicate. This also
causes member confusion because they may receive multiple explanations of benefits. BCBSNC's standard time for claims
processing is 5.5 days (for clean claims, inclusive of the time from when it is time-stamped coming in the door, to when we
print the check and financial documentation is sent). However, claim processing times at various Blue Plans can vary.

The standard allowance for Blue Plan’s to complete BlueCard” processing is 30 days, as follows:
¢ BCBSNC receives and routes BlueCard" claims to the appropriate Blue Plan within 10 days
* Blue Plan in another state makes member benefit decisions and processes claims within 15 days
* BCBSNC receives processing information back from other Blue Plans and pays claims within 5 days
*10+15+5=30

If you have not received your payment or a response regarding your payment, please call BCBSNC for BlueCard”
customer service at 1-800-487-5522 or review status on Blue €. In some cases, a member’s claim may be delayed
because medical review or additional information is necessary. When resolution of a delayed claim requires additional
information from you, BCBSNC will contact you for the additional detail.

591 Calls from members and others with claim questions

If a member contacts you with questions about a processed claim, advise them to contact their Blue Plan and refer them
to their ID card for the customer service number. The member’s Plan should not contact you directly regarding claims
issues. If the member’s Plan contacts you and asks you to submit a claim to them, please refer the requester back

to BCBSNC.

BCBSNC is your central point of contact for most out-of-state and international Blue Plan patients receiving care within
North Carolina. Contact us for claims processing, payment and claims adjustment questions. However, due to the Health
Insurance Portability and Accountability Act of 1996 (HIPAA) privacy regulations, members must contact their home Blue
Plans for all inquiries and claims related issues. Under the HIPAA privacy regulations, we are required to verify a
member’s Protected Health Information (PHI) before we can answer questions over the phone. BCBSNC cannot access
an out-of-state member’s PHI, as this is maintained with the member’s home Blue Plan. If you are approached by an
out-of-state member with questions about a claim and information is needed from any of the Blue Plans, please

advise the member to contact their home Blue Plan where their PHI can be verified and their questions answered.
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510 Claim adjustments

File a corrected BlueCard"® claim to BCBSNC whenever a
claim adjustment is necessary. Follow BCBSNC standard
requirements for filing a corrected claim; filing just as you
would for a BCBSNC member. Once we receive a
corrected claim, BCBSNC will work with the member’s
Blue Plan to make the adjustment.

Note: a claim that has been mailed back to a provider
should not be submitted as a corrected claim. Claims are
mailed back when we need to request that a provider
make a correction to a submitted claim. When claims are
mailed back they are not entered into our claim
processing system for payment. Therefore, when we
receive a claim that has been corrected because we had
mailed it back to a provider, it's considered new when it's
returned to BCBSNC. Claims are only eligible to be
considered as corrected claims when they are
resubmitted after being previously processed for
payment. For additional information about how to correct
a claim see chapter nine of this e-manual or contact
Network Management.

511 Appeals

Appeals for all BlueCard® claims are handled through
BCBSNC. We will coordinate the appeal process with the
member’s Blue Plan when needed. For additional
information about how to submit an appeal, see chapter
sixteen of this e-manual or contact Network Management.

512 Coordination of Benefits (COB)
claims

Coordination of Benefits (COB) refers to how we ensure
members receive full benefits and prevent double
payment for services when a member has coverage from
two or more sources. The member’s contract language
explains the order for which entity has primary
responsibility for payment and which entity has secondary
responsibility for payment. If you discover that a member
is covered by more than one health plan, and:

* BCBSNC or any other Blue Plan is the primary payor,
submit the other carrier's name and address with the
member’s claim to BCBSNC. If you do not include
the COB information with the claim, the member's
Blue Plan will have to investigate the claim. This
investigation could delay your payment or result in a
post-payment adjustment.

5121 Coordination of benefits questionnaire

Collecting COB information from members before you
file their claim eliminates the need to gather this
information later, thereby reducing processing and
payment delays. Providers can download and print a
copy of the Coordination of Benefits questionnaire from
the BCBSNC Web site at: http://www.bcbsnc.com/
assets/common/pdfs/BCBSNCCOBquestion.pdf.

The Coordination of Benefits (COB) questionnaire has
been designed to help reduce claims processing delays,
and/or a denial, relating to a member’s other insurance
verification. All Blue Plans have placed on their Web sites,
COB questionnaire forms that may be printed and
presented to members believed to have potential COB.
When you see any Blue Cross and/or Blue Shield
BlueCard® member and you are aware that they might
have other health insurance coverage, give a copy of the
questionnaire to the member during their visit. Ask the
member to complete the form and send it to their Blue
Plan, the Blue Plan through which they are covered, as
soon as possible after leaving your office. A BlueCard®
member can find the address for sending the form on the
back of their member identification card or by calling the
customer service number listed on the back of the card.

Please note that the coordination of benefits
questionnaire is only for the BlueCard” member's
completion and it is not for use by BCBSNC members
when visiting in-state, North Carolina providers.

512.2 Medicare primary claims

Medicare primary claims should be filed with the
Medicare contractor first. When filing, always include the
complete Health Insurance Claim Number (HICN); the
patient’s complete Blue Cross and/or Blue Shield Plan
identification number, including the three-character alpha
prefix; and the Blue Cross and/or Blue Shield Plan name
as it appears on the patient’s ID card for their
supplemental insurance. This will help ensure cross-over
claims are forwarded appropriately. Additionally, you
should never file claims to both the Medicare contractor
and BCBSNC at the same time. Instead wait until the
claim has processed and Medicare has provided you with
an explanation of payment or a payment advice. We
request this because the member’s benefits cannot be
determined by the member’s Blue Plan without knowing
what Medicare has allowed. Once you receive the
Medicare payment advice/EOP, determine if the

claim was automatically crossed over to the
supplemental insurer:
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e Crossed over - if the claim was crossed over, the
payment advice/EOP should typically have remark
code “MA” 18 printed on it, which states “The claim
information is also being forwarded to the patient’s
supplemental insurer. Send any questions regarding
supplemental benefits to them”. The code and
message may differ if the contractor does not use the
ANSI X12 835 payment advice. If the claim was
crossed over, do not file for the Medicare
supplemental benefits. The Medicare supplemental
insurer will automatically pay you if you accept
Medicare assignment. If you do not accept
assignment the member will be paid and you will
need to bill the member.

Not crossed over - if the payment advice/EOP
does not indicate that the claim was crossed over
and you accept Medicare assignment, file the claim
to BCBSNC if the member’s ID includes an alpha
prefix. If no alpha prefix is included, file the claim to
the address on the back of the member’s Blue Plan
ID card. BCBSNC or the member’s BC and/or BS Plan
will pay you the Medicare supplemental benefits. If
you did not accept assignment, the member will be
paid and you will need to bill the member.

512.3 Coordination of benefits filing for
secondary UB-04 claims to Medicare
and other insurance

BCBSNC along with all BlueCard® Plans maintain HIPAA
compliant software which allows Plans to process all COB
claims through the BlueCard® ITS claims system.
Providers should expect payment through the BlueCard”
program when following the instructions for electronic
submission of UB-04 claims, when the member’s Blue
Plan coverage is secondary to Medicare or another payor.
Submit claims electronically via 837 (HIPAA compliant
software) for UB-04 hospital claims, file the Medicare
COB data as follows:

* Medicare allowed amount should be filed using the
AMT segment in the 2320 loop with a “B6" qualifier
and the corresponding $ amount.

* Medicare paid amount should be filed using an AMT
segment in the 2320 loop with a “C4" qualifier and
the corresponding $ amount.

* The contractual adjustment should be filed using the
CAS segment in the 2320 loop using a claim
adjustment group code of “PR”, claim adjustment
reason code “45" and the corresponding claim
adjustment $ amount.

* The claim level deductible amounts should be filed
using the CAS segment in the 2320 loop using a
claim adjustment group code of “PR", claim
adjustment reason code “2"” and the corresponding
claim adjustment $ amount.

Do not use the value codes of A1 and/or A2 on the 837
for deductible and coinsurance when filing an 837
institutional BlueCard® claim, but rather use the CAS code
segments as indicated. If you have questions, please
contact BCBSNC electronic solutions by calling
1-888-333-8594.

513 Medical records

Do not send medical records unless BCBSNC requests
the records from you using a medical request letter.
When medical records are requested by BCBSNC, send
the records, including the medical request letter received
from BCBSNC, to BCBSNC. Upon receipt of the medical
records, BCBSNC will forward the records to the
member’s home Plan. Blue Plans are able to send and
receive medical records electronically among each other.
This electronic method significantly reduces the time it
takes to transmit supporting documentation for our
out-of-area claims, reduces the need to request records
more than once, and helps to eliminate lost or
misrouted records.

Occasionally, the medical records you submit might cross
in the mail with the remittance advice for the claim
requiring medical records. A remittance advice is not a
duplicate request for medical records. If you submitted
medical records previously, but received a remittance
advice indicating records are still needed, please contact
BCBSNC to ensure your original submission has been
received and processed. This will prevent duplicate
records being sent unnecessarily.

If you received only a remittance advice indicating
records are needed, but you did not receive a medical
records request letter, contact BCBSNC to determine if
the records are needed from your office.
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Helpful ways you can assist in timely processing of
medical records:

¢ If the records are requested following submission
of a claim, forward all requested medical records
to BCBSNC.

¢ Include the letter that you received from BCBSNC,
which requested medical records be submitted,
when sending the needed medical records to
BCBSNC. Please place the BCBSNC medical records
request letter on top of the records being submitted.
The medical records request letter contains a bar
code that helps ensure that the records are routed
efficiently once received by BCBSNC.

* Submit the information to BCBSNC as soon as
possible to avoid delay.

¢ Only send the information specifically requested.
Complete medical records are not always necessary.

* Do not proactively send medical records with the
claim. Unsolicited claim attachments may cause claim
payment delays.

5131 Sending medical records to the
member’s Blue Plan

Providers should not send medical records to the
member’s Blue Plan. Requested medical records should
always be sent to BCBSNC; unless the medical records
have been requested by the member’s Blue Plan as part
of the pre-authorization process. If you receive requests
for medical records from other Blue Plans prior to
rendering services, as part of the pre-authorization
process, you may be requested to submit the records
directly to the member’s Blue Plan that requested them.
This is the only circumstance where you would not submit

them to BCBSNC.

When medical records are necessary as part of claim
review and adjudication, the request for records will come
from BCBSNC.

513.2 Provider Link users

Provider Link is an electronic method of requesting and
sending medical records. If your health care operation
uses Provider Link for medical records transmission and a
medical request is submitted to you through Provider
Link, the request should be returned through Provider
Link and not by other methods.

514 Provider-initiated refunds for
out-of-area members

When BCBSNC receives non-requested refunds for Blue
Plan members, both BCBSNC and the member’s out-of-
state Blue Plan are involved in the transaction. Because of
this coordination with other Blue Plans, it is critical that
we receive accurate information whenever you send us a
refund for BlueCard members. BCBSNC will work with
both you and the member’s Blue Plan to process the
returned payment and its associated claim, in an accurate
and timely manner.

So that we can effectively represent your interest when
contacting the home Plan about a refund, we need
sufficient documentation to link a particular refund to a
specific claim. Therefore, when sending provider-initiated
refunds to BCBSNC, please use the following checklist to
help ensure that all necessary information is provided:

* Provide the Explanation of Payment (EOP)
documentation for all insurance carriers associated
with the claim. Ensure that the EOP documentation
details the following items:

+ Provide the following support documentation
(if available)

. Provider's name
. Provider’s NPI (level 1 and level 2 if applicable)
. Policy holder’s full name
. Policy holder’s ID (include prefix and number)
. Patient’s full name
Patient’s date of birth

. Date of service

>oQ ™™ o o O U v

. Amount of charge for the original claim

Amount paid for the original claim
j. Date of payment for the original claim

k. Amount being returned against the original charge

* Specific reason for the refund

+ Provide the following support documentation
(if available)

a. Duplicate payment (requires both BCBSNC
vouchers)

b. Worker's compensation (provide the date of the
onset)
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Medicare payment is primary (requires EOP)

. Other carrier paid primary (requires EOP)

. Corrected claim / billed in error (need a copy of the claim)

Filed under wrong patient (requires a copy of the claim)

. Incorrect date of service (requires a corrected claim)

. Medicare adjusted payment (requires EOP)

Other carrier adjusted payment (requires EOP)
Not your patient

¢ If sending as a rebuttal to a payment issue previously discussed with BCBSNC, please attach a copy of the
information described above, as well as a copy of the BCBSNC check voucher.

Unfortunately, if we cannot accurately trace your returned payment to its appropriate claim, BCBSNC must return the
payment to the provider. Submitting all necessary information will help ensure that you're returned payment is processed

appropriately.
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Medicare supplemental products

BCBSNC offers Blue Medicare Supplement Plans to help cover health care costs that Medicare does not cover alone,
such as deductibles and coinsurance amounts. BCBSNC Blue Medicare supplement products allow members to receive
services from any Medicare-participating doctor, hospital or clinic. Blue Medicare Supplemental Plans offer coverage
options in addition to a member’s Medicare Plan and do not take the place of original Medicare. Medicare is a federal
health insurance program for people ages 65 years or older, certain people with disabilities, and people with permanent
kidney failure treated with dialysis or a transplant. Medicare has three parts; Part A, which is hospital insurance; Part B,
which is medical insurance; and Part D, which is prescription drug coverage. Medicare supplement insurance policies are
sometimes called Medigap Plans. Medigap Plans are private health insurance policies that cover some of the costs that
original Medicare (Parts A and B) does not cover. Some Medigap policies will cover services not covered by Medicare,
such as preventive care. Medigap has 11 standard plans; Plan A through Plan N, and one high deductible plan called
High Deductible Plan F.

Please note: BCBSNC Blue Medicare Supplemental Plans discussed within this chapter are not the same product as the
Blue Medicare HMO* and Blue Medicare PPO™ products. Additional information about the Blue Medicare HMO* and
Blue Medicare PPO™ products is available in The Blue Book™ Provider Manual - Blue Medicare HMO and Blue Medicare
PPO Supplemental Guide, which is located on our Web site at: http://www.bcbsnc.com/content/providers/blue-
medicare-providers/manual-archives.htm.

Sample Blue Medicare supplement membership ID card

Front of card Back of card

. BlueCross BlueShield ) www.bcbsnc.com/member/medicare )
5 Customer Services: 1-800-672-6584
VAv . of North Carolina
Physicians and other medical Members send medical claims to:
Member Name Group No 090012 providers should file claims to BCBSNC
SAMPLE A SAMPLE2 RX Bin 015905 Medicare. Claims Department
Member ID# Date Printed 02-22-2012 Medicare will forward all claims to ~ P.O. Box 35
YPZW2222222222 the member’s Blue Cross Blue Durham, NC 27702
Shield Plan.
R This card issued by Blue Cross and ~ Members send prescription drug
E:QQJ v Deductible Blue Shield of North Carolina, an claims to:
) independent licensee of the Blue Rx Administrator
Part A Comsur.ance Cross and Blue Shield Association.  P.O. Box 14501
Part B Deductible Members send correspondence Lexington, KY 40512-4501
Part B Coinsurance to:
BCBSNC
P.O. Box 2291
Durham, NC 27701-2271
1 ( Pharmacy Benefits Administrator
Y BlueMedicare Supplement K ) 9 @PRIME y )

The full member ID begins with YPZW or YPZJ and is a total of 14 characters, which includes eight subscriber numbers
followed by two additional member identifying numbers that are displayed to the left of the subscriber’s or dependent’s
name.

An individual’s possession of a BCBSNC membership ID card is not a guarantee of eligibility or benefits.
Always verify a member's individual eligibility and benefits in advance of providing (non-urgent or non-emergent) services.

Always verify the card holder’s other forms of legal identification to help prevent identity theft.
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61 Available benefits

Original Medicare is a fee-for-service plan managed by the federal government. In general, Medicare, recipients can go
to any doctor or supplier that accepts Medicare and is accepting new Medicare patients, or to any hospital or other
facility. Benefits for services are covered based on the coverage type (i.e., Medicare Part A, Medicare Part B, Medicare
Part D) and the coverage for which an individual is enrolled. Basic benefits cover Part A and Part B coinsurance and the
first 3 pints of blood each year. Medicare Part D covers prescription drugs and certain vaccine serums.

Services and coverage parts

Medicare Processes claims for:
Part A * Inpatient hospital
e Skilled nursing facilities
e Home health care
* Hospice
In North Carolina, the Intermediary is Palmetto GBA. Provider contact center: 1-877-567-9249.

Medicare Processes claims for:

Part B * Physician charges

e Medical and surgical services, including anesthesia
* Treatment of mental illness

* Diagnostic test and procedures that are part of treatment (radiology and pathology services
[inpatient and outpatient])

* Ambulance services

* Ambulatory surgical centers

e X-rays

* Services of ancillary personnel

* Drugs and biologicals that cannot be self-administered

* Certain medical supplies

* Physical/occupational/speech pathology therapy and services

In North Carolina, the carrier is CIGNA Government Services. Provider customer service: 1-866-655-7996.

Medicare Processes claims for:

Part D * Prescription drugs

e Certain vaccines (not all vaccines are covered)

* Insulin

e Certain medical supplies associated with the injection of insulin (syringes, needles, alcohol swabs
and gauze)

Medicare recipients will typically pay a portion of the costs not covered by Medicare, i.e., deductibles and coinsurance
amounts. Medicare Supplemental Plans help Medicare recipients to offset some of these costs and costs for services that
aren’t covered by original Medicare by providing additional coverage. The health care financing administration has
authorized the sale of 11 standard supplemental plans (Plans A through N) with which individuals with Medicare coverage
may supplement their benefits. BCBSNC offers 11 of the standardized plans: A, B, C, D, F, high deductible F, K, L, M, and
N. Benefits in these plans vary in both benefit levels and cost. With reference to hospital benefits in particular, BCBSNC
Medicare Supplement Plans are designed to fill in the gaps and pay the cost-sharing amounts not covered by Medicare.
Additionally, covered individuals may choose to be treated in any facility approved by Medicare.
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6.11 Medicare Part A benefits

When all program requirements are met, Medicare Part A
helps pay for medically necessary inpatient hospital care
and inpatient skilled nursing facility care. These benefits
are paid on the basis of benefit periods. The following
description of benefits is offered as an example of typical
benefit options, not a guarantee of benefits, eligibility or
coverage. Always verify a member's actual eligibility and
benefits prior to providing services.

6.1.1.1 Hospital

Basic benefits available for each benefit period:

* Member has coverage for the first 60 days at 100%
of all covered services except for the Medicare Part A
inpatient hospital deductible of $1216 (changes
January 1st yearly).

* Member has coverage for days 61 to the 90th day
and pays a daily coinsurance amount of $304
(changes January 1st yearly).

* Member has coverage for days 91 to the 150th day
and pays a daily coinsurance amount of $608
(changes January 1st yearly).

For hospital services after the 90 basic days available
each benefit period, your patients are eligible for lifetime-
reserve days equaling 60 days at 100% of all covered
services except for any applicable daily coinsurance
amount. These benefits are not renewable with the
beginning of a new benefit period. However, any lifetime
reserve-days not used during an inpatient hospital stay
will remain available for use at a later time.

6.1.1.2 Post hospital skilled nursing facility

Basic benefits available each benefit period:

* Member has coverage for the first 20 days at 100%
of all covered services.

* Member has coverage for days 21 to the 100th day
and pays a daily coinsurance amount of $152
(changes January 1st yearly).

e Coverage is not available for days beyond the
maximum 100 days allowed.

6.11.3 Hospital and post hospital
skilled nursing benefit periods

Medicare hospital and skilled nursing facility benefits are
paid on the basis of benefit periods. A benefit period
begins the first day the patient receives a Medicare-
covered service as inpatient, in a Medicare-certified
hospital, and ends when the patient has been out of the
hospital or other facility that mainly provides skilled
nursing or rehabilitation services for 60 days in a row.
Benefits also end if the patient remains in a Medicare-
certified facility (other than a hospital) that mainly
provides skilled nursing or rehabilitation services, but the
patient does not receive any skilled care at the facility for
60 consecutive days.

If a patient is readmitted as a hospital inpatient after the
60 days, a new benefit period begins and the hospital
and skilled nursing facility benefits are renewed.
Beginning a new benefit period also requires the patient
to pay another Part A inpatient hospital deductible.
There is no limit to the number of Medicare benefit
periods that a patient can have for hospital and skilled
nursing facility care.
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611.4 Part A deductible and coinsurance amounts

Inpatient hospital

Deductible Per benefit period in 2014 $1216

Coinsurance Days 1-60 in year 2014 $0.00

Daily coinsurance Days 61-90 in year 2014 $304

Daily coinsurance Days 91-150 in year 2014 $608

Lifetime reserve days Days 91-150 in year 2014 60 days at $608 daily coinsurance amount
Skilled nursing facility Days 1-20 in year 2014 $0.00

Skilled nursing facility Days 21-100 in year 2014 $152 daily coinsurance amount

6.1.2 Medicare Part B benefits

Medicare Part B helps cover medical services that Part A does not cover. Part B benefits typically include coverage for;
professional services, outpatient hospital care, physical and occupational therapists, and home health care. Members are
responsible for the first $147 Medicare Part B deductible amount plus 20% of the balance of any approved amounts
(Medicare pays 80% less the member’s $147 deductible).

6.1.3 Medicare Part D benefits

Medicare Part D covers prescription drugs, medical supplies associated with the injection of insulin (syringes, needles,
alcohol swaps and gauze) and certain vaccines. When a vaccine is considered a prescription drug benefit under Part D vs.
a medical benefit, eligible members are to obtain the vaccine from their health care provider.

A member should never be sent to a pharmacy to obtain the vaccine as it is always to be received by the administering
provider. Claims for Part D vaccines that cannot be filed on a HCFA-1500 under the member’s medical benefits can be
submitted using eDispense (for additional details about eDispense see chapter nine, section 9.33.2 of this e-manual or
contact Network Management).
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614 Supplemental Plans

Supplemental Plans are offered through 11 standard plans; Plan A through Plan N, and one high deductible plan called
High Deductible Plan F. Supplemental Plans help pay the member’s deductible and coinsurance amounts not covered by
original Medicare.

Supplemental Plan pays

Medicare Plan A |PlanB PlanC |[PlanD |PlanF Plan K Plan L PlanM |[Plan N
Part A pays pays pays pays pays pays pays pays pays
medical

expenses

Hospitalization |-0 - $1216  |$1216  |$1216 | $1216 | $1216 | $1216 |50% of |75% of |50% of |$1216
first 60 days Part A [PartA |PartA

deductible | deductible | deductible

Hospitalization |$304 $304 $304 $304 $304 $304 $304 $304 $304 $304 $304
first 61-91 a day a day a day a day a day a day a day a day a day a day a day
days

Hospitalization |$608 $608 $608 $608 $608 $608 $608 $608 $608 $608 $608
first 91-150 a day a day a day a day a day a day a day a day a day a day a day
days

Hospitalization | 100% of [ 100% of |100% of | 100% of | 100% of | 100% of [100% of |100% of | 100% of | 100% of | 100% of
beyond 150 approved | approved | approved | approved | approved | approved | approved | approved | approved | approved | approved
days amount |amount |[amount |amount |amount |amount |amount |amount |amount [amount |amount
up to up to up to up to up to 365 | up to 365 [ up to 365 [ up to 365 | up to 365 | up to 365 | up to 365
365 days | 365 days | 365 days | 365 days | days days days days days days days
lifetime |lifetime | lifetime | lifetime  |lifetime | lifetime | lifetime | lifetime | lifetime | lifetime | lifetime
maximum | maximum | maximum | maximum | maximum | maximum | maximum | maximum | maximum | maximum | maximum

Post hospital |- 0 - -0- -0- -0- -0- -0- -0- -0- -0- -0- -0-
skilled nursing
facility care for

the first 20 days
Post hospital |- 0- -0- $152 $152 $152 $152 $152 Plan pays | Plan pays | $152 $152
skilled nursing a day a day a day a day a day 50%, 75%, a day a day
facility care member | member
day 21 through pays 50% | pays 25%
day 100 until annual| until annual
OOP $4940| OOP $2470
is met is met
Post hospital |- 0- -0- -0- -0- -0- -0 -0- -0- -0- -0- -0-

skilled nursing
facility care
beyond 100th
day
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Supplemental Plan pays

Medicare PlanA |PlanB Plan D |PlanF Plan L PlanM |Plan N
Part B pays pays pays pays Deduct | pays pays pays pays
medical
expenses
First $147 of  [-0- -0- $147 -0- $147 $147 -0- Plan pays | Plan pays |-0 - -0-
Medicare AFTER 50%, 75%,
approved $2140 member [ member
amounts annual pays 50% | pays 25%

deductible until annual | until annual

is met $4940 OOP| $2470 OOP

is met is met

Remainder of [20% of [20% of |20%of |20%of [20%of |20%of |20%of [Planpays |Plan pays |20% of | Member

Medicare Medicare’s| Medicare’s| Medicare's| Medicare's| Medicare's| Medicare's| Medicare’s| 50%, 75%, Medicare's| pays $20

approved approved | approved | approved | approved | approved | approved | approved | member | member |approved | copay per

amounts (after |amount |amount |[amount |amount |amount |amount |amount | pays50% |pays25% [amount | office visit

deductible) until annual | until annual $50 copay
$4940 OOP| $2470 OOP per ER visit
is met is met

Part B excess |-0- -0- -0- -0- 100% 100% 100% |-0- -0- -0- -0-

charges

(amounts above
those approved
by Medicare)

Home health  |20% of |20% of |20%of |Upto$40 |20%of |20%of |20%of |10%of |15%of [20%of  [20% of
recovery care Medicare’s| Medicare's| Medicare's| per visit, [ Medicare's| Medicare’s| Medicare’s| Medicare's| Medicare’s| Medicare's| Medicare's
when approved | approved | approved | approved | limitedto | approved |approved | approved | approved |approved | approved | approved

by Medicare amount | amount [amount [sevenvisits| amount |amount |amount |[amount |amount |amount |amount
(after deductible) per week,

$1600

calendar year

maximum
Preventative -0- -0- -0- -0- -0- -0- -0- -0- -0- -0- -0-
medical care

Note: Deductibles/coinsurance amounts as stated in these charts are for calendar year 2014.

Benefits description offered as an example of member’s benefit options, however, this is not a guarantee of benefits,
eligibility or Plan coverage. Always verify member’s actual eligibility and benefits prior to providing services.
* High Deductible Plan F only pays once member has met their $2140 deductible for the year.

* Plan K= The member will pay 50% of some covered services until the member reaches $4940 each calendar year. After
the member reaches $4940, the Plan will pay the 100% of the Medicare copayments and coinsurance for the rest of
the year.

* Plan L — The member will pay 25% of some covered services until the member reaches $2470 each calendar year. After
the member reaches $2470, the play will pay the 100% of the Medicare copayments and coinsurance for the rest of the year.
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6.1.5 Blue Medicare Rx

BCBSNC offers two Blue Medicare Rx Plans for Medicare recipients to choose from. Our standard Plan meets and
exceeds Medicare’s minimum benefit requirements. Additionally, we offer an even more comprehensive Plan in the

enhanced Plan.

Drug list (formulary)

Includes nearly 100% of the
drugs covered by Medicare
Part D

Includes nearly 100% of the drugs covered by
Medicare Part D

Tier 1 preferred generic
copayment

$4 preferred network,
$10 nonpreferred network

$3 preferred network,
$8 nonpreferred network

Tier 2 nonpreferred
generic copayment

$10 preferred network,
$33 nonpreferred network

$6 preferred network,
$20 nonpreferred network

Tier 3 preferred brand
copayment

$40 preferred network,
$45 nonpreferred network

$30 preferred network,
$45 nonpreferred network

Tier 4 nonpreferred

$95 nonpreferred network

$70 preferred network,
$95 nonpreferred network

Tier 5 specialty

29% coinsurance

33% coinsurance

Phase 1: annual deductible

$145

Member pays $0.00

Phase 2: initial coverage

Member pays the copayment or coinsurance for their drugs, and BCBSNC pays the
remainder until total drug costs reach $2,850.

Phase 3: coverage gap

Member pays 72% on all
generic drugs and pays 47.5%
for brand name drugs until
yearly out-of-pocket drug
costs equal $4,550.

Member pays $8 at a preferred pharmacy and $8
at a nonpreferred pharmacy for Tier 1 preferred
generics and pays 72% on all generic drugs.
Member pays 47.5% for brand name drugs until
yearly out of pocket reaches $4550

Phase 4:
catastrophic coverage

Member pays 5% after reaching $4,550 in out-of-pocket costs (the member pays
the greater of: $2.55 for generic, $6.35 for brand name or 5% of the total drug cost).
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6.2 Medicare secondary payor

Medicare secondary payor refers to situations of Medicare acting as the secondary payor on health care claims.
Mandates from the Center of Medicare and Medicaid Services (CMS) require that providers identify and report situations
where Medicare should be the secondary payor. Three categories of coverage that Medicare may be secondary to are
listed as follows:

Employer group health plans:
* Working-aged
e Disability
e End-Stage Renal Disease (ESRD)
Accident/injury related insurance:
e No-fault
e Liability
* Worker's compensation
Other government sponsored health plans
* Veterans Administration (VA)
* Black lung

6.3 Fraud, waste and abuse

Any of the following violations should be reported to the carrier or intermediary immediately:
* The performance of an unnecessary or inappropriate service
* Billing a service that was not received or a misrepresented service
e Charges in excess of the limiting charge
* Violation of the assignment agreement with Medicare
* A provider who accepts referral fees
* Misrepresentation of the reason for ambulance transportation

* A provider who collects payments from Medicare recipients (except for deductible amounts, coinsurance amounts
and any appropriate payment for non-covered items)

* A Medicare beneficiary who misrepresents a condition to get Medicare to pay for a service

e A Medicare beneficiary who misuses a Medicare card
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71 Overview

In an effort to work with physicians and members to
facilitate the most medically appropriate, cost effective
quality care, the care management and operations
department has designed comprehensive processes to
administer BCBSNC benefit plans.

As your partner in managing care, BCBSNC is committed
to focusing on our customers. We will attempt to simplify

processes, assist when needed, and empower our
customers with the knowledge they need.

The care management and operations department
administers the following processes:

* Prospective review

* Prior review

* Admission certification
* Discharge planning

* Case management

e Continuity of care

Contracted providers are responsible for complying with
medical management policies and procedures, which
utilize nationally accepted health care management
guidelines. You are responsible for contacting BCBSNC
to obtain all necessary certifications when a BCBSNC
member seeks care from you.

Medical decisions are based on Milliman Care
Guidelines™ and BCBSNC medical policy. You may
request a copy of a specific criteria set or medical policy
by calling the care management and operations
department at 1-800-672-7897. Medical policy is also
available on the BCBSNC Web site at becbsnc.com.

For information pertaining to health coaching and
intervention for the Federal Employee Program (FEP),
see chapter four.

For information pertaining to health coaching and
intervention for inter-plan programs, see chapter five,
The BlueCard® program.

7.2 Contacting care management
and operations

The care management and operations department is
available as follows:

* Monday through Friday, 8 a.m. - 5 p.m. by calling
1-800-672-7897.

* You may also access the contacting health coaching
and intervention functions via the Provider Blue
Line™ at 1-800-214-4844.

* Care management and operations may also be
accessed via the Blue €™ electronic network. See
chapter eleven, Electronic solutions for more
detailed information.

Contact information for discharge services can be found
in section 7.7 of this e-manual.

7.3 Services not requiring prior review

Emergency department services and urgent care
center services

State law requires insurers to cover emergency services
without prior review if a prudent lay person, acting
reasonably, would have believed that an emergency
medical condition existed. Members are advised that
their primary care physician or Health Line Blue™

(the 24-hour health information line) may provide
guidance in an emergency or urgent situation.

Health Line Blue™ can be accessed at 1-877-477-2424.
Members are not required to obtain certification prior to
an emergency room visit. Primary care physicians are not
required to submit a referral to BCBSNC when they have
referred a member to the emergency room. The primary
care physician should coordinate continuing care that
results from the emergency room or urgent care center
and the member should contact their primary care
physician as soon as possible after any emergent service.
The primary care physician should obtain certification for
any inpatient admission following an emergency service,
but no later than two (2) business days following
notification by the member.
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7.31 Observation

BCBSNC no longer requires notification for hospital
observation for HMO, POS and PPO Plans. BCBSNC
encourages (but does not require) notification for hospital
observation when the HMO, POS or PPO patient will
have discharge needs. An observation stay is a period not
to exceed 48 hours.

Notification to BCBSNC will facilitate the coordination
and authorization of discharge (i.e., home health, home
IV therapy, and DME services that require prior review for
HMO, POS and PPO).

7.4 |f appropriate participating
physician is not available

It is the policy of BCBSNC to provide members
reasonable access to a network physician. If a specific
service is not reasonably accessible within the network,
the physician or member must contact BCBSNC to certify
coverage for a non-participating provider before services
are provided. Reasonable access is defined by BCBSNC's
access to care standards, which are available at
bcbsnc.com or by contacting customer service.

The following standards apply to HMO, POS and PPO
products:

* No benefits are available to HMO members for care
from non-participating providers except in
emergencies or with certification from BCBSNC. If an
HMO member elects to receive non-emergency care
from a non-participating provider without
certification, the member is responsible for all
charges incurred.

POS and PPO members have the option of seeking
care from participating or non-participating
providers. If a POS or PPO member sees a non-
participating provider, the care will be reimbursed at
the lower benefit level, with the member having
liability for a higher out-of-pocket expense.

* Non-participating providers may in certain instances
provide care to members with special ongoing
conditions who are in a continuity of care situation
(see section 7.7 of this chapter for more information
about continuity of care).

If you have a question about whether a provider
participates in our HMO, POS or PPO networks, visit our
Web site at bcbsnc.com or call the Provider Blue Line™ at
1-800-214-4844 to speak to a representative.

To request certification for a referral to a non-
participating provider, call Health Coaching and
Intervention at 1-800-672-7897.

7.5 Certification and prior review

751 Certification

Certification is the determination by BCBSNC that an
admission, availability of care, continued stay, or other
services, supplies or drugs have been reviewed and,
based on the information provided, satisfy our
requirements for medically necessary services and
supplies, appropriateness, health care setting, level of
care and effectiveness.

Type of certification | Applies to

* HMO
* POS
* PPO

* CMM (some large groups
require prior review, verify
member’s benefit plan

Prior review approval

Admission certification

* All products

The purpose of obtaining certification is to:

* Determine whether proposed care is a covered
benefit and the setting is appropriate.

* Promptly advise the provider of the benefits available
for selected services and/or procedures.

As part of the BCBSNC prospective review process,
certification is required prior to delivery of certain
outpatient services such as home health, home infusion
therapy, private duty nursing and durable medical
equipment. A list of services requiring certification has
been included in this section for your convenience. This
list is reviewed quarterly at that time. Please check at
Web site bebsnc.com for the current up-to-date list. This
list is current as of the date of publication of this
e-manual. For questions regarding this list, call the
Provider Blue Line™ at 1-800-214-4844.

It is the physician's/provider’s responsibility to request
certification from BCBSNC. Failure to obtain certification
for services will result in reduction or denial of payment
for the charges both institutional and professional.
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7511 How to request certification

All certification requests for services, with the exception of mental health and substance abuse services, should be made
directly to BCBSNC.

To request certification:

* Fax a completed BCBSNC certification request form to BCBSNC at one of the following fax numbers:

Department Fax number
Care management and operations — commercial lines of business 1-800-571-7942
Discharge services 1-800-228-0838
State Health Plan PPO 1-866-225-5258
Federal Employee Program 1-919-765-2081
Pharmacy quantity limitations 1-800-795-9403
Pharmacy restricted access drugs 1-888-348-7332
OR

* Call care management and operations at 1-800-672-7897

OR

* Mail a completed BCBSNC certification request form to:
Blue Cross and Blue Shield of North Carolina
Attention: Care Management and Operations
PO Box 2291
Durham, NC 27702-2291

Inpatient admissions:

* Hospitals and facilities may notify BCBSNC via the admission notification application on Blue e™. If your organization
does not have access to Blue €™, please refer to chapter eleven, Electronic solutions or visit our Web site at
http://www.bcbsnc.com/content/providers/edi/index.htm.

* To request certification for mental health and/or substance abuse services for HMO, POS, PPO and CMM members,
contact Magellan Behavioral Health at 1-800-359-2422.

* To request certification for mental health and/or substance abuse services for State Health Plan PPO members,
contact Value Options at 1-800-367-6143.
Provide the following information when submitting a request:
* Practice name and BCBSNC provider number
* Contact name, phone number, and fax number
¢ Patient’s name, BCBSNC member ID number, and date of birth
* Attending physician's name, BCBSNC provider number, and phone number
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* Treatment setting - i.e., physician’s/provider’s office, home, inpatient, outpatient

* Facility name and number (if applicable)

* Expected dates of service

* Description of diagnosis and diagnosis codes

* Description of procedure and applicable codes

¢ Clinical information, including history and physical, treatment plan, and discharge needs

¢ If the service requested is part of a clinical trial, you will be asked to provide a copy of the signed informed consent
and the clinical protocols.

You will be contacted if additional clinical information is required and will be notified of decisions within two (2) business
days of our receipt of all necessary information.

Urgent requests - weekend or holiday:

Providers making an urgent authorization request on a weekend or holiday, for a service or services requiring prior
authorization should fax or phone the request to the following:

Fax: 1-800-571-7942
Phone: 1-800-672-7897

As part of the implementation of the health care reform guidelines, BCBSNC will respond to all urgent authorization
requests within 24-hours of receipt of the authorization request and supporting clinical documentation - including on
weekends and holidays. Providers should only be submitting urgent authorization requests on cases that meet the criteria
of urgent as outlined below.

As part of the new health care reform guidelines urgent requests are defined as requests for medical care or treatment
with respect to which the application of the time periods for making non-urgent care determinations could seriously
jeopardize the life or health of the member or the ability of the member to regain maximum function; or, in the opinion of
a physician with knowledge of the member’s medical condition, would subject the member to severe pain that cannot be
adequately managed without the care or treatment that is the subject of the request.
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7512 Certification decisions

We agree to use best efforts to notify you within two (2)
business days of our receipt, of all necessary information,
of our decisions regarding prior review and/or
certification or non-certification of services, as set forth in
our care management and operations programs.

Certification is required for appropriate claims payment
but does not guarantee claim payment. BCBSNC will
honor a certification to cover medical services or supplies
under a health benefit plan, except in the following
instances:

* The member is not eligible for the services under
his/her health benefit plan due to termination of
coverage or non-payment of premiums

* The member's benefits are exhausted

* The certification was based on false or misleading
information provided about a member’s condition

A request for service that, based on the clinical
information provided, does not meet the Milliman Care
Guidelines™ and/or the corporate medical policy, is
referred to the regional medical director. If benefit
coverage for services is denied by the medical director,
you will receive a letter from the medical director
outlining the reason for the denial and information on the
appeal process. BCBSNC will issue written notification of
the decision within two business days of our receipt of all
necessary information. If you feel a non-certification is in
error, you may request a courtesy review (see chapter
sixteen, Appeal and grievance procedures).

If appropriate certification is not obtained, the claim will
be denied or benefits will be reduced based on the
product, and you cannot bill the member for charges
denied or reduced due to failure to receive certification.

Retrospective certification requests may be considered in
some instances.

7513 Avoidable days

* An avoidable day is a day the member is in an inpatient
bed, awaiting needed services due to the unavailability
of the physician or professional practitioner, or
scheduling delays unrelated to the clinical condition of
the member.

* Days determined by BCBSNC to be avoidable or not
medically necessary will not be eligible for
reimbursement to hospital.

* The hospital may not bill charges for those days to
the member.

7514 Non-participating providers for
HMO, POS, and PPO members

* No benéefits are available to HMO members for care from
non-participating providers except in emergencies or
with certification from BCBSNC. If an HMO member
elects to receive non-emergency care from a non-
participating provider without certification, the member
is responsible for all charges incurred.

* POS members have the option of seeking care from
participating or non-participating providers. If a POS
member self-refers to a non-participating provider, the care
will be reimbursed at the lower benefit level, with the
member having liability for a higher out-of-pocket expense.

¢ In specific situations, BCBSNC may approve coverage
for services received from non-participating physicians
or providers. This includes situations where continuity of
care or network adequacy issues dictate the use of a
non-participating physician or provider (see section
7.12.3, Continuity of care in this e-manual).

* Services received from a non-participating physician or
provider that are not urgent or emergent, and are not
approved by BCBSNC in advance will not be paid at
the in-network benefit level.

If you have a question about participation in our HMO
networks, visit our Web site at becbhsnc.com or call the
Provider Blue Line* at 1-800-214-4844 to speak to a
representative.

* To request certification for a non-participating provider,
call care management and operations at 1-800-672-7897.
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7515 Certification list

BCBSNC requires certification for certain services,
procedures, inpatient admissions and pharmaceuticals.

The prior review list is updated every quarter with new service
codes, and/or deletion of service codes that are no longer
effective. If changes are made to the prior review list, our
Web site at becbsnc.com will be updated by the 10th day of
January, April, July and October. To access the prior review
list, select the providers section and choose the prior
authorization category. You can also contact Care
Management and Operations at 1-800-672-7897 for a list of
services requiring prior approval. In addition, our internet-
based application, Blue e will contain a notification

Quickly access PPA list!

® On the Web at https://www.bcbsnc.com/
content/providers/ppa/index.htm

® |[n Blue e

* Call Care Management and Operations
1-800-672-7897

whenever changes are made to the review list. Blue " is available to you free-of-charge for verification of membership
eligibility, claims submission and inquiry. If the process for obtaining certification changes, BCBSNC will notify you in

accordance with your contract.

Helpful tips:

e If the member's physician certifies in writing to Care Management and Operations that the member has previously
used an alternative drug(s) that was detrimental to the member's health, was ineffective in treating the same
condition, and is likely to be ineffective or detrimental in treating the same condition again, drugs will be approved

through the prior review process.

* BCBSNC's drug-specific fax forms are available online at becbsnc.com. The only time a general fax form is
acceptable to submit to BCBSNC is if it's indicated as the correct fax form to use for requesting prior review of a

specific drug.

* PPO products offer out-of-network benefits. Members should refer to their member guide for their responsibilities

when seeking services from out-of-network providers.

* Some large groups have special benefits and benefit exclusions.

* RJ Reynolds has carved out pharmacy and mental health/substance abuse benefits. For inpatient mental health/
substance abuse authorizations, contact BCBSNC at 1-800-672-7897. Non-participating mental health/substance
abuse services may be referred only by Winston-Salem Health Care (WSHC) psychiatric department.

e A referral is required for Blue HMOS™ members to go outside of WSHC to the Blue Care® network. Home ST/OT/PT

does not require prior review for Blue HMO members.

* BCBSNC may authorize out-of-network/non-participating services at a member’s in-network benefit level, if a service
is not available in-network, or if there is a qualifying continuity of care issue.

¢ Certain non-emergency, outpatient, high-tech diagnostic imaging services, as defined by our diagnostic imaging
management program requires certification. Please see chapter seven for additional detail or visit our Web site at
http://www.bcbsnc.com/content/services/medical-policy/dim-policies.htm.
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7.5.2 Prior review

Prior review is the consideration of benefits for an admission, availability of care, continued stay, or other services,
supplies or drugs, based on the information provided and requirements for a determination of medical necessity of
services and supplies, appropriateness, health care setting, or level of care and effectiveness. Prior review results in
certification or non-certification of benefits.

75.3 Guidelines for obtaining durable medical equipment and home health services
applies to HMO, PPO, and some CMM Plans

7531 Durable medical equipment services

* Prior review/authorization is required for specific DME codes (whether purchased or rented). Refer to bcbsnc.com for
most current DME service code list under prior review.

+Only HDME suppliers that meet BCBSNC eligibility and/or credentialing requirements can request prior review for
HDME equipment.

* All equipment services require a physician’s order/prescription, or a certificate of medical necessity form (see chapter
twenty-one, Forms).

75.3.2 Home health services

Home health services include skilled nursing visits, medical social services, non-routine medical supplies and home
infusion therapy.

* Prior review/authorization is required for skilled nursing visits, medical social services and home infusion. Use the
HCFA-285 (Home Health Certification and Plan of Care) and the HCFA-487 (addendum to plan of treatment/medical
update) forms to communicate your orders to the health coaching and intervention department (out-of-network).

* All home care services must be prescribed by a physician.

* The member must be homebound for home health services with the exception of home health infusion services.
Refer to the medical policy on definition of home health homebound. Medical policies may be viewed on the Web
site at bcbsnc.com.

See chapter four, Federal Employee Program for requirements for FEP members.
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75.4 Certification list for ancillary services

BCBSNC requires certification for certain services and procedures. The following chart indicates when certification is required.

Home health Certification for | Certification for | Certification’ Not applicable
RN/LPN only? RN/LPN only?

Home infusion therapy Certification? Certification? Certification Not applicable

Private duty nursing Certification? Certification? Certification Certification

Home durable medical equipment

Refer to specific

Refer to specific

Refer to specific

Not applicable

DME service DME service DME service
code list at code list at code list at
bcbsnc.com bcbsnc.com bcbsnc.com
under prior under prior under prior
review review review
Hospice - inpatient Certification? Certification Certification Certification

Hospice - outpatient

Not applicable?

Not applicable

Not applicable

Not applicable

Dialysis

Not applicable?

Not applicable

Not applicable

Not applicable

1 Applies to Blue Options™, State Health Plan, and Classic Blue® only

2 Some CMM Plans require prior review for home health, home infusion, and home durable medical equipment.

Verify member benefits.

* Certification can be requested by any participating physician or ancillary provider if the services have been ordered by

the member’s physician.

* Utilization program requirements must be requested and received prior to rendering services.

* POS members do not require certification for out-of-network services, unless it is an inpatient admission.

* A participating physician must request certification to refer to a non-participating provider.

755 Hospital observation

(Applicable for all BCBSNC products and lines of business)

Observation services (not to exceed 48 hours) are defined as the use of a bed and periodic monitoring by hospital nursing or
other staff. These services are considered reasonable and necessary to evaluate a patient’s condition to assess the need for an

inpatient admission.

Conditions that are usually appropriate for observation status include:

* Abdominal pain (r/o appendicitis, renal colic, PID, UTI, gastritis, spastic colon)

e Allergic reactions, immunization side effects

* Back pain

¢ Chest pain (including rule out myocardial infarction)

* Hypoglycemia
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* |rritable bowel disease, mild diverticulitis, etc.

* Leg pain/swelling (r/o DVT, phlebitis, cellulitis)

* Nausea/vomiting/diarrhea/gastroenteritis/dehydration
* Syncope

e Transient Ischemic Attacks (TIA)

In order to be successful in assuring medically appropriate, quality care, we rely on your cooperation. Timely, appropriate
reviews require prompt notification of inpatient admissions, the submission of complete medical information, access to
patient charts, and specification of discharge needs. During the course of an admission, BCBSNC should be notified of a
change in clinical status or an anticipated change in clinical status so that we can review the original certification.

Medical director's responsibility

* The medical director will review all clinical information provided by the concurrent reviewer and document his or her
determination. The continued stay may be approved based on the information provided, or the attending physician
may be contacted for additional information.

¢ If the medical director concludes that there may be a medically appropriate alternative to continued hospital stay,
coverage for continuing inpatient stay will be denied. The care management and operations coordinator will notify
the requesting provider of the denial via telephone or fax within applicable regulatory time frames.

* Written notice of the denial, including the appeals process, will be sent to the physician or provider, the facility, and
the member within applicable regulatory time frames.

* For information on appeals, refer to chapter sixteen, Appeal and grievance procedures.

Prior review

Services and procedures received in an observation setting may be subject to prior review. BCBSNC requires that prior
review be obtained from BCBSNC by a health care provider on behalf of a BCBSNC member, in advance of their
providing any service that requires prior review, as applicable to the member’s benefit plan.

Services requiring prior review from BCBSNC must receive advance approval from us regardless if the services in
question requiring prior review are scheduled to be performed in a physician’s office, outpatient or observation setting at
a facility of care, or inpatient setting.
* Prior review of services is not required when provided during an emergency room encounter and administered to a
patient with a possible emergent or life-threatening condition.
¢ Diagnostic imaging radiological services that are subject to prior review as part of BCBSNC's diagnostic imaging
management program administered by AIM Specialty Health™ are exempt from prior review requirements when the
imaging services are performed during observation care (up to 48 hours), and when they are performed as inpatient
services.
* Services requiring prior review can vary depending on the BCBSNC product in which a member is enrolled. Health
care providers are encouraged to verify a member’s individual benefits and prior review requirements in advance of
providing non-emergency services.
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7.6 Peer to peer review

BCBSNC medical directors are available to discuss clinical
problems and benefit issues with network providers
particularly where there are issues that complicate the
management of the patient’s condition.

* A peer to peer review is a clinical discussion between
a requesting physician and a BCBSNC medical
director.

¢ If you have questions about a certification request,
you may request to speak directly to a medical
director by calling 1-800-672-7897, x51019.

* A peer to peer review may also be requested by a
BCBSNC medical director in order to obtain more
clinical information from an attending physician
before making a final determination.

* The purpose of the peer to peer discussion is to give
the requesting physicians an opportunity to discuss
the clinical details of a requested service.

7.7 Discharge services

The discharge services unit staff, in conjunction with
concurrent review nurses, assist in facilitating transition to
the most appropriate level of care, i.e., acute
rehabilitation, Skilled Nursing Facility (SNF), inpatient
hospice facility, outpatient services or home. Staff work
frequently with the nurses in both the concurrent review
and the case management departments, collaborating to
maximize the member’s benefits.

The discharge services staff is available to assist with
discharge arrangements for BCBSNC members.
Services include:

* DME - specific DME code listed at bchsnc.com
under prior review and/or prior Plan approval

* Home health, including IV therapy
e Skilled Nursing Facility (SNF) placement

¢ Rehabilitative admissions

Requests for discharge services may be made to
discharge services 24 hours a day, seven days a week by:

* Faxing a request to 1-800-228-0838 and including
the provider's phone and fax numbers
or

e Calling the voice mailbox at 1-800-672-7897,
x51019 and leaving a message

All requests/messages should contain the following information:
* Physician’s name and phone number, including area code
* BCBSNC provider number
e Subscriber’s name and ID number

* Brief description of the needed services

7.8 Transfer to long term
acute care facilities

Requests for transfer to a Long-Term Acute Care (LTAC)
hospital are not authorized if the necessary care can be
provided in the acute care hospital where the patient is
currently admitted. Additionally, because most North
Carolina LTACs are not contracting providers with our
health plans, some members (e.g., HMO) may not have a
benefit for the LTAC. Other members in PPO Plans may
incur a significant financial obligation for care in these
facilities that they would not if they received their

care in-Plan.

When care management and operations receives a
request for a transfer from an acute care hospital to a
LTAC hospital we ask for the following information:

1) What is the clinical reason for the transfer?

2) Are these services available at the current acute
care hospital?

3) Does the patient/family know they may face
significant financial responsibility if they choose to
transfer to a LTAC hospital due to limited contracts
for this type of facility (e.g., the member may be
responsible for up to 100% of charges)?

While most of the requests for transfer to a LTAC will not
meet the Plan’s definition of medically necessary services,
any non-certification of services on this basis must be
made by a medical director. Physicians may avail
themselves of a peer-to-peer consultation that is offered
during the BCBSNC review process. A discussion
between physicians may help clarify the situation and
reach the best decision for the patient. A BCBSNC
medical director is available during regular business hours
and can be reached at 1-800-672-7897, x51019.

¢ Consulting specialist
* Member or the member's family
* Employer

To refer a member to case management, call 1-800-672-7897.
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79 Diagnostic imaging management program

AIM Specialty Health™ (AIM), administers the diagnostic imaging management program for BCBSNC for the
management of outpatient, high-tech diagnostic imaging services.

Prior review is required for the non-emergency, outpatient, diagnostic imaging services listed below — when they are
performed in a physician’s office, the outpatient department of a hospital, or a freestanding imaging center:

e CT/CTA scans

* MRI/MRA scans

* Nuclear cardiology studies

e PET scans

* Transthoracic Echocardiography (TTE)

* Transesophageal Echocardiography (TEE)

* Stress Echocardiography (SE)
Requests involving multiple examinations of contiguous body parts that are not approved prior to physician review will
be subject to a mandatory peer-to-peer conversation. If the AIM physician reviewer cannot reach the ordering provider,

none of the multiple exams requested will be approved. Coverage of services will continue to be subject to all of the
terms and conditions of the member’s health benefit plan and applicable law.

Ordering physicians must contact AIM via Web or phone to obtain a certification prior to scheduling an imaging exam for
these outpatient diagnostic non-emergency services. Hospitals and free-standing imaging centers that perform imaging
services cannot obtain the certification. The exceptions to this policy are as follows:

* An ordering physician has diagnostic imaging equipment in their office and the ordering physician will be filing the
claim for the technical component (or billing globally) for the service.

* The servicing physician is an interventional radiologist, as established by BCBSNC's credentialing department.

As part of the diagnostic imaging management program, BCBSNC prohibits the following:

* A servicing location to market or offer to BCBSNC referring providers, their services in obtaining the certification
from AIM on behalf of the referring physician.

* A referring physician to allow the servicing location to contact AIM on their behalf to request the certification for
diagnostic imaging management services.

Servicing providers (hospitals and freestanding imaging centers) should confirm that certification was issued prior to
scheduling the exam. Issuance of certification is not a guarantee of payment; claims will be processed in accordance with
the terms of a subscriber’s health benefit plan.
Ordering physicians can obtain and confirm certification by contacting AIM in one of the following ways:

1. By logging on to provider portal through Blue e™: seven days a week, 4 a.m. to 1 a.m., eastern time.

2. By calling AIM: 1-866-455-8414 (toll free), Monday through Friday, 8 a.m. to 5 p.m. eastern time.
Imaging service providers can also contact AIM, either through the provider portal or by phone, to ensure that a
certification has been issued or to confirm that the certification information is correct. Imaging service providers can also

call AIM to change the date of service on the certification, change the location of the service or request add-on
procedures.

Neither AIM nor BCBSNC will issue retro-certification. However, if the requested scan is of an urgent nature, the ordering
physician can request the certification within 48 hours of the procedure.

If you are not currently registered to use Blue €™, you will need to register online at https://providers.bcbsnc.com/
providers/login.faces. BCBSNC provides Blue €™ to providers free-of-charge.
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791 The diagnostic imaging
prior review code list

The diagnostic imaging prior review specific code list is
available on the bcbsnc.com Web site at https://
www.bcbsnc.com/pdfs/DIM-PPA-List.pdf. This list is
subject to change once per quarter. Changes will be
posted to the BCBSNC Web site bcbsnc.com by the 10th
day of January, April, July, and October. Diagnostic
imaging management policies and medical policies are
also available, located on the Web at http://www.
bcbsnc.com/content/services/medical-policy/dim-
policies.htm.

Please note that unlisted and miscellaneous health service
codes should only be used if a specific code has not been
established by the American Medical Association.

79.2 Diagnostic Imaging Physician
Recognition Program (PRP)

The goal of the Diagnostic Imaging Management
Program (PRP) is to simplify the authorization process for
physicians who demonstrate appropriate utilization and
the highest level of compliance with clinical practice
guidelines. Physicians who qualify for the PRP will be
subject to notification only (no medical necessity review)
for the time period in which they qualify.

Physicians must have a regular ordering pattern with
sufficient volume to demonstrate understanding of newer
technologies and clinical practice guidelines. Physicians
are evaluated against established PRP criteria every six
months; those physicians who qualify for PRP status are
evaluated against maintenance criteria once per calendar
year. For specific criteria, physicians should contact
Network Management.

79.3 Diagnostic imaging employer
group participation

Most BCBSNC employer groups are participating in the
diagnostic imaging management program. However, not
all employer groups are participating, so BCBSNC offers
a Web-based employer group number search, available
at https://providers.bcbsnc.com/providers/imaging.faces
and on Blue €. The employer group number search,
allows providers to quickly determine whether an
authorization is needed. BCBSNC will update this system
as new employer groups enter the program, so it is
important that you confirm participation in advance of
providing services.

710 Health coaching/case management

Health coaching and case management are voluntary
programs. Condition care health coaches and case
managers are all licensed health care professionals who
assist members with coordination of quality health care
services to meet specific health care needs. Health
coaching and case management goals include the
coordination of care and enhancement of the member’s
quality of life. Case management proactively assists
members and their families who are at risk of developing
medical complications, or for whom a life altering
incident has caused a need for rehabilitation or other
health care support. Each member is individually screened
for placement into the case management program.

7101 About condition care health coaches

A BCBSNC condition care health coach is a health care
professional whose role is to work with a member to set
goals and develop a self care health plan that focuses on
the individuals health care needs and treatment options.
Health coaches remain in contact with members via
telephone to ensure follow through with their self-care
goal plan, to identify and remove obstacles to care, and
to provide education and guidance. They will utilize
personalized mailings, identify local support services,
educate and encourage members to use their BCBSNC
benefits, incorporate and direct members to online
decision support tools and initiate members into other
Healthy Outcomes Condition Care programs and
modules when appropriate.

When a patient is identified as a candidate for case
management, a process begins which includes problem
identification, intervention planning, monitoring,
evaluation, and outcomes measurement. Throughout the
case management process, the case manager considers
all treatment alternatives and presents these alternatives
to the member to ensure that the needs and goals of the
member are incorporated into the treatment plan. This
individualized plan is then reviewed with the physician
and the member. Care is coordinated among multiple
disciplines including the physician and provider in the
implementation of this specific treatment plan. Case
management by BCBSNC continues until the member’s
condition is stabilized, the need for care ends, or the
member is no longer enrolled with BCBSNC.

Participants in the process may include but are not
limited to:

* Physicians

* Physical therapists
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* Pharmacists

* Social workers

* Home health agencies

* Available community resources
* DME providers

710.2 Referrals to case management

Members can be referred from the following sources:
* BCBSNC staff

Health Line Blue™ (24 hour health information line)

Hospital discharge planner or case manager

Condition care health coach

* Primary care physician

7103 Transplant management program

Our transplant program includes preauthorization, a
transplant network, and a case management component.

* Requires preauthorization for all lines of business.

* HMO and POS members must use participating
providers in the BCBSNC transplant network.

* PPO and CMM members can maximize their benefits
by using the BCBSNC transplant network, but may
also access care outside the transplant network.

If care is received at an in-network facility, benefits
will be applied at an in network level. If care is
received at a non-participating facility, the lower
out-of-network benefits will apply.

Case management for members requiring transplants
includes addressing pre- and post-transplant needs.
Special attention is given to assisting the member and
provider with selection of the best transplant facility,
coordinating travel and lodging, and resolving any
organ/tissue procurement issues.

To refer a member to transplant management, contact

our care management and operations department at
1-800-672-7897.

711 Mental health and substance
abuse management programs

BCBSNC delegates mental health and substance
management and administration (including certification,
concurrent review, discharge planning and case
management) to Magellan Behavioral Health and

Value Options. Depending on the member’s Plan type
and/or employer group, mental health and substance
management and administration may be handled by
Magellan Behavioral Health, Value Options, or BCBSNC.
The back of the member's identification card includes
contact information when Magellan Behavioral Health or
Value Options is providing the delegated services and is

to be contacted.

Sample back view of

a member identification card

L) BlueCross.  BcBsnc.com
VAQ . Customer Service: 1-877-258-3334
° o BlueShlel(L Nurse Support Line: 1-877-477-2424
Mental Health: 1-800-359-2422
Claims are subject to review. :;?;;tse’;‘ggﬁéfmv'de" ::ggg:g::g:igii
:,?Orvr;gzﬂaﬁggzgrsg;; non-NC Prior Review/Certification: 1-800-672-7897
responsible for ensuring that prior Pharmacist Help Desk: 1-888-274-5186
review/certification is obtained.
Participating NC providers are
responsible for obtaining prior
review/certification.
Insured by BlueCross and BlueShield
of North Carolina, an independent
licensee of the BlueCross and
BlueShield Association. Providers should send claims to their local
BlueCross BlueShield Plan.
Medical: BCBSNC PO Box 35, Durham,
NC 27702-0035
\ @ PRIME Pharmacy Benefits Administrator
THERAPEUTICS®
* BlueCross.  Beeshccom
o © o BlueShlel(L Benefits & Claims: 1-888-234-2416
Locate Non-NC Provider: 1-800-810-2583
. . . Provider Service: 1-800-214-4844
Claims are subject to review. For Prior Review/Certification: 1-800-672-7897
nonparticipating or non-NC providers ValueOptions Mental Health: 1-800-367-6143
or outpatient mental health, members NC HealthSmart Coaches:* 1-800-817-7044
are responsible for ensuring that prior Express Scripts Customer 1-800-336-5933
certification is obtained. Participating Service:*
NC prgwders are rgspons|b|e for Express Scripts Help Desk:* 1-800-922-1557
obtaining certification. *Contracts directly with group
BlueCross and BlueShield of North
Carolina, an independent licensee
of the BlueCross and BlueShield
Association, provides administrative K K K
services only and does not assume any Providers should gend claims to their local
financial risk for claims. BlueCross BlueShield Plan.
. _ Medical: BlueCross and BlueShield of
For prescription drug claims, see web North Carolina PO Box 30087, Durham,
site above for address. NC 27702-0035
\ @smsss scripts®  Pharmacy Benefits Administrator®
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In most cases Magellan Behavioral Health will coordinate
mental health and substance management and
administration for HMO, POS, PPO and CMM members.
Providers should contact Magellan Behavioral Health to
conduct full care management and operations for mental
health and substance abuse services by calling
1-800-359-2422. However, certain employer groups can
elect to have BCBSNC handle services directly and some
coverage plan types offer mental health and substance
management and administration through either BCBSNC
care management and operations or Value Options, the
most common of these are:

e Mental health and substance abuse services for
members enrolled in Blue Advantage®, Access™, and
Blue Assurance™ are handled by BCBSNC at
1-800-672-7897.

BCBSNC coordinates mental health and substance
abuse services for members enrolled in Blue HMO®™.
To arrange mental health and substance abuse
services for Blue HMO®™ members, contact BCBSNC
at 1-888-298-7575.

Mental health and substance abuse services for
Federal Employee Program (FEP) members are
handled by BCBSNC at 1-800-222-4739. (Additional
information about the Federal Employee Program is
located in chapter four of this e-manual.)

Mental health and substance abuse services for State
Health Plan members enrolled in State Health Plan
PPO are coordinated by Value Options. Contact
Value Options to conduct full health coaching and
intervention for mental health and substance abuse
services at 1-800-367-6143.

For more information about mental health and substance
abuse delegated services, see chapter seventeen of this
e-manual and/or chapter two for contact information.

712 Third party health coaching
and intervention agreements

7121 Delegation of services

BCBSNC reserves the right to outsource additional care
management and operations services at its discretion.

712.2 Hold harmless agreement

Hold harmless is a contractual agreement between
BCBSNC and participating providers. This agreement
states that the provider may not balance bill a member
for services or supplies that were not prior authorized or
certified in advance by BCBSNC and/or deemed not
medically necessary by BCBSNC. Additional information
about hold harmless is located in chapter nine of this
e-manual (see section 9.17, Hold harmless provision).

712.3 Continuity of care

Continuity of care is a process that allows members with
ongoing special conditions to continue receiving care
from a provider who becomes an out-of-network
provider, when the member’s employer changes health
benefit plans or when their provider is no longer HMO,
POS, or PPO network participating. To be eligible for
continuity of care, the member must be actively being
seen by an out-of-network provider for an ongoing
special condition. In addition, the provider must also
agree to the following terms and conditions in order for a
member to elect continuation of coverage of treatment.

* To continue providing member’s care through the
authorized transition period.

* To adhere to BCBSNC's established policies and
procedures for participating providers during the
authorized transition period.

* To comply with BCBSNC's quality assurance
programs and to provide the necessary medical
information related to the care provided during the
authorized transition period, including sharing
treatment plans and related information.

* To accept reimbursement at rates applicable prior
to termination of contract as payment in full.

* To assist member with orderly transition to new
network provider at the end of the transition period.

Once written notification of a provider termination is
received by BCBSNC, we are required to notify members
by letter at least 30 days prior to the termination effective
date.

A new member has 45 days from their effective date to
request a review for continuity of care. An ongoing special
condition means:
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¢ |In the case of a chronic illness or condition, a disease
or condition that is life-threatening, degenerative, or
disabling, and requires medical care or treatment
over a prolonged period of time;

* In the case of pregnancy, the second and third
trimesters of pregnancy and postpartum care;

¢ |In the case of a terminal illness, an individual has a
medical prognosis that the member’s life expectancy
is six months or less.

The allowed transitional period shall extend up to 90
days, some exceptions may apply.

Continuity of care requests will be reviewed by a medical
professional based on the information provided about
specific medical conditions. Continuity of care will not be
provided when the provider's contract was terminated for
reasons relating to quality of care or fraud. To request a
continuity of care review call health coaching and
intervention at 1-800-672-7897, with the exception of
mental health and substance abuse services. To request a
continuity of care review for services related to mental
health and substance abuse contact Magellan Behavioral
Health at 1-800-359-2422, (for State PPO members
enrolled in State Health Plan, contact Value Options at
1-800-367-6143).

713 Concurrent review documentation

BCBSNC has a business associate agreement with
Covisint ProviderLink, a Durham-based health care
technology company, to transfer media/documentation in
a secure, internet-based format for concurrent review. For
more information, visit the Covisint ProviderLink Web site
at http://www.covisint.com/web/guest/healthcare/
providerlink or call 1-877-884-5775, option 5.

714 ActiveHealth Management
CareEngine service program

Some of the BCBSNC employer groups have elected to
participate in the ActiveHealth Management CareEngine
service program for patient health tracking. The program
is also referred to as the clinical notification opportunities
program. This program is aimed at providing you with
helpful clinical information regarding your patients and
their treatment regimens.

ActiveHealth Management is a medical information
technology company that aggregates and analyzes
patient data. Specifically, ActiveHealth compiles all
available patient claims, lab, and pharmacy data into a
single patient file, and then uses a sophisticated
computer software program to analyze this data
employing a continually expanding set of clinical rules.
Through this process, ActiveHealth uncovers potential
discrepancies between the available patient data and the
most recent evidence-based medical literature.
ActiveHealth then communicates patient-specific
information to the treating physicians. The
communications are termed care considerations, and are
delivered to the treating physician either through
telephone, fax, or letter. When appropriate, ActiveHealth
attaches the relevant patient data specific to each care
consideration.

Please note that this is not a utilization review or pre-
certification program, or a professional medical
consultation. This information is being provided to assist
you in offering health care to your patient, and should be
considered according to your best independent medical
judgment.

If you believe the information from ActiveHealth is
inaccurate or incomplete, or if you are aware of
extenuating circumstances, please use your medical
judgment to determine the appropriateness of the care
consideration(s).

For further information call the ActiveHealth Management
clinical information center’s toll free number at 1-800-
319-4454.
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715 Regional fax numbers

Regional teams by county

Region 1 Team 1A": Asheville
Medical Alexander Caldwell Haywood Mitchell Watauga
Director 1 Alleghany Catawba Henderson McDowell Wilkes
Ashe Cherokee Iredell Polk Yancey
Avery Clay Jackson Rutherford
Buncombe Cleveland Macon Swain
Fax number: Burke Graham Madison Transylvania
1-800-459-1410
Team 1B: Charlotte
Anson Gaston Mecklenburg Richmond Stanly
Cabarrus Lincoln Montgomery Rowan Union
Region 2 Team 2AZ2: Raleigh/Chapel Hill (partial)
Medical Alamance Durham Johnston Orange Warren
Director 2 Caswell Franklin Lee Pitt
Chatham Harnett Moore Wake
Team 2B: Greenville
Fax number:
1-800-571-7942 Beaufort Currituck Hertford Northampton Wayne
(includes Bertie Dare Hyde Pamlico Wilson
out-of-state Camden Edgecombe Jones Pasquotank
requests) Carteret Gates Lenoir Perquimans
Chowan Greene Martin Tyrrell
Craven Halifax Nash Washington
Region 3 Team 3A: Raleigh/Durham (partial)
Medical Granville Person Vance
Director 3
Team 3B: Greensboro/Winston-Salem
Davidson Forsyth Randolph Stokes Yadkin
Fax number: Davie Guilford Rockingham Surry
1-800-672-6587 .
Team 3C: Greensboro/Winston-Salem
Bladen Cumberland New Hanover Robeson
Brunswick Duplin Onslow Sampson
Columbus Hoke Pender Scotland

1-800-228-0838
1-866-225-5258
1-800-795-9403

Discharge services for all regions

State Health Plan PPO

Pharmacy quantity limitations
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81 Case management overview

The goal of case management is to ensure that appropriate management interventions are offered to all members. This
goal is accomplished by health risk stratification, so that appropriate case management, education and decision support
can be provided for these members. For example, members with no current significant medical needs receive prevention
and wellness information that enhances their ability to maintain or improve their health status. Members at higher risk
receive interventions that improve their ability to manage their condition.

Customized
support from
registered
nurses

High High

8.2 Case management

Case management is an integral part of BCBSNC's health and wellness programs. Case management seeks to ensure
quality outcomes for our members who need intensive one-on-one assistance in managing their health condition(s).

More information about the case management process, including the transplant management program, can be found in
chapter seven, Care management and operations.

8.3 Health management program

BCBSNC offers a health management program called Healthy Outcomes Condition Care to members who have select
health conditions. This confidential program is offered at no additional cost and is designed to provider members with
targeted information and services to help them manage their specific health care needs.

Healthy outcomes condition care is available to PPO members. The program is also available to members enrolled in
CDHP products, though benefits are not part of the first dollar preventive care and subject to deductible and
coinsurance for those with high deductible plans. Certain employer groups may choose not to offer this program to their
employees. Members eligible for the healthy outcomes condition care program are identified based on medical and
pharmaceutical claims data, health assessment results, provider referrals, calls to Health Line Blue™ and self-referrals for
some programs.
Conditions addressed include:

® Asthma

e Coronary Artery Disease (CAD)

e Chronic Obstructive Pulmonary Disease (COPD)
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* Congestive heart failure
* Diabetes

* Pain management

* Depression

* Maternity

Members participating in healthy outcomes condition care program receive:

* Comprehensive educational materials which are consistent with nationally-accepted evidence-based standards of
medical care. Materials are available in English and Spanish.

* The opportunity to work with a condition care coach to learn more about their condition and how to manage it.
* At-home monitoring for high-acuity members with COPD, CAD, heart failure and diabetes.

* Access to a wealth of information and tools through a personalized online health portal through member services
at bcbsnc.com.

Pain management and depression programs are optional to certain employers and they may choose not to purchase
these programs. BCBSNC offers two pain management programs, a fibromyalgia and migraine program and a
comprehensive pain management program that includes fibromyalgia and migraine, as well as rheumatoid arthritis, back
pain, and more.

Healthy outcomes condition care is an opt-out program. Members are identified and contacted about the program and
considered enrolled unless they choose to opt out. The maternity program is available to members who identify
themselves as pregnant — these members are not identified through claims data. Providers may encourage members who
have not been identified for a condition care program, but may benefit from the services, to call to speak to an
engagement specialist at 1-800-260-0091.

Members enrolled in condition care programs receive personalized support through telephonic coaching and targeted
educational materials, which are available both in paper and through varied media including Web, text and email.
Materials are available in english and spanish. Condition-specific books and access to self-management tools are
available members to educate them on how to manage conditions, identify triggers of symptoms, and work with health
care providers to treat appropriately. Members also have access to BCBSNC's online interactive health portal through
member services at becbsnc.com. This online portal provides a comprehensive library of tools and resources to assist
members in self-managing their care.

Additional benefits and waivers for eligible members include diabetes, deductible waivers and asthma copay reductions
on select asthma medication. (Members should consult their benefit booklet for eligibility.) Eligible members will receive
access to free and discounted medical supplies including asthma peak flow meters and spacers, diabetes testing
supplies, blood pressure cuffs, and scales.

8.31 Wellness coaching

BCBSNC's wellness coaching program is designed to support healthy behavior changes for members. Because
significant medical conditions may arise from unhealthy lifestyles and resulting health care costs are dramatically rising, it
is increasingly important to engage members in wellness coaching to encourage healthy behaviors. This program is
available to employers as an add-on to our condition care program.

Members are identified for wellness coaching through health assessment responses, by their case manager or condition
care coach, through Health Line Blue®™, or the member can self-identify. BCBSNC offers online enroliment, as well as
email and telephonic outreach to enroll members.

Members receive 12 months of unlimited one-on-one coaching through telephone, secure email or scheduled live chat
on changing behaviors related to weight management, tobacco use, poor nutrition (pre-diabetic) and stress
management. Throughout the program, participants establish individual goals and receive comprehensive education on
the behavior change process.
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8.3.2 Provider reports

BCBSNC provides the following reports to providers as part of our care management programs.

Patient Care Summary

With our Patient Care Summary (PCS), you get a more complete picture of your patients’ health. The patient care
summary for BCBSNC members brings you essential information that helps you deliver the care most appropriate for
your patients. You will be able to review a three-year history of your patients’ medical care — including who they saw,
where they were seen and the diagnosis code or codes for the visit. And you'll also have a 12-month record of your
patients’ prescription history, including refills.

One of the critical functions of the patient care summary is helping make sure that your patients get the care they need
when they need it. So you'll see at a glance if your patient has an overdue screening, a missed lab test, or an unfilled
prescription based on evidenced-based and nationally recognized guidelines.

Conditions monitored for overdue screenings/tests or prescriptions include:
e Asthma
° Behavioral health
* Congestive heart failure
* COPD
* Diabetes
° Heart disease
* Hyperlipidermia
* Medications and drug safety
* Migraine
* Preventive screenings

The summary helps providers coordinate care and includes comprehensive information in an easy-to-follow format. The
report includes a summary page with detailed information for all medical claims within the past 36 months, and
pharmacy claims for the past 12 months. The pharmacy section alerts you as to medications that were ordered but not
filled and medications that have generics available. The PCS also alerts you if we are actively trying to enroll that
member/patient in one of our case management programs.

Access to the PCS from BCBSNC is fast and easy. The report is available through Blue €. Your Blue e administrator can
assign PCS access to your staff that manage PHI and assist in treatment and care coordination. Your staff can access the
PCS via the Blue e™ health eligibility transaction. You'll be able to view, download and print the report. For questions on
how to access the PCS, contact the eSolutions help desk at 1-888-333-8594.

You'll find a range of valuable information that can help you provide the best care possible. The summary is compliant
with the Health Insurance Portability and Accountability Act (HIPAA) and all other applicable laws. Your patients’ privacy
is protected.
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Sample Patient Care Summary

NOTICE: The following includes confidential personal health information is
subject to the Health Insurance Portability and Accountability Act, the Health
InformationTechnology for Economic and Clinical Health Act, North Carolina
Consumer and Customer Information Privacy Act and all other applicable laws.

BlueCross BlueShield
of North Carolina

Patient Care Summary 04/18/2012 10:58 AM

SubscriberID
YPPW0123456701

Last Name First Name DOB Gender
PUBLIC JOHN 01/01/1957 M

Summary Refresh Date: 03/25/2012 - Information herein is based on BCBSNC Claims Data only and is refreshed monthly.

Potential Gaps in Evidence Based Care: Identified as past due

Condition Potential Gap Months Overdue
Diabetes Diab: Retinal Eye Exam 17
Diabetes Diab: Medical Attention for nephropathy 17
Preventive Colorectal Cancer Screen 16

Prescriptions: Ten most recent unique medications in the last 12 months. Rx used to treat substance abuse are omitted due to privacy

regulations.

Latest Fill Prescriber Medication Dose Days Supply (#)
02/11/2012 Ralph P. Sample, M.D. GEMFIBROZIL 600 MG 30 (60)
02/11/2012 Ralph P. Sample, M.D. VITAMIN D 50000 UNIT 4(4)
12/09/2011 Ralph P. Sample, M.D. LIPITOR (generic available) 20 MG 30 (30)
12/05/201 Ralph P. Sample, M.D. APAP/HYDROCODONE BITARTRATE 7.5-500 MG 30 (90)
12/05/2011 Ralph P. Sample, M.D. CEPHALEXIN (Rx not picked up) 500 MG 0(0)
09/15/2011 SarahT. Example, M.D. TRAMADOL HYDROCHLORIDE 50 MG 10 (40)
09/02/2011 Ralph P Sample, M.D. PREDNISONE 10 MG 8(20)
06/23/2011 Ralph P. Sample, M.D. AZITHROMYCIN 250 MG 5 (6)

Medical care: Claims identified up to a maximum of 10 over the past 36 months - labs, substance abuse, abortion, DME, radiology,
anesthesiology, and pathology claims omitted.

Date of Visit Provider Specialty Place of Service Diagnosis Codes

12/09/2011 Ralph P. Sample, M.D. INTERNAL MEDICINE OFFICE 250.00

12/05/2011 Ralph P. Sample, M.D. INTERNAL MEDICINE OFFICE 250.00

09/21/2011 Leanne K.Test, M.D. NEUROLOGY OUTPATIENT 355.5
HOSPITAL

09/21/20M FACILITY GENERAL ACUTE CARE HOSPITAL OUTPATIENT 729.5 825.25
HOSPITAL

09/02/2011 Ralph P. Sample, M.D. INTERNAL MEDICINE OFFICE 724.3

06/23/2011 Ralph P. Sample, M.D. INTERNAL MEDICINE OFFICE 466.0

05/09/2011 Ralph P. Sample, M.D. INTERNAL MEDICINE OFFICE 250.00

01/17/2011 Ralph P. Sample, M.D. INTERNAL MEDICINE OFFICE 466.0

10/22/2010 Ralph P. Sample, M.D. INTERNAL MEDICINE OFFICE 250.0

08/13/2010 Lawrence A. Quiz, M.D. UROLOGY OFFICE 592.1

Provider Alerts

BCBSNC is actively trying to reach this patient for Care Management assistance. Please encourage this patient to contact us at
1-800-218-5295, option 3.

This patient may have the opportunity to save out-of-pocket costs by switching to a generic medication.

The Cross and Shield are registered marks of the Blue Cross and Blue Shield Association, an association of independent

Blue Cross and Blue Shield Plans. Blue Cross and Blue Shield of North Carolina is

an independent licensee of the Blue Cross and Blue Shield Association serving residents of North Carolina.

This informational report is provided as a convenience and is based soley on available BCBSNC claims data. The report

may not be complete or current during periods when the patient was not a BCBSNC member or covered under a health plan

prohibiting such reporting. It is not a professional medical consultation. It has no bearing on the patient’s eligibility or
benefits. For inquiries regarding the report, please contact BCBSNC Provider Blue Line®™ at 1-800-214-4844.
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The following four reports are provided through BCBSNC's partnership with Alere, a nationally recognized
health management company.

Care reminders report

BCBSNC evaluates administrative claims data (medical and prescription), lab result data, participant eligibility files,
participant benefit information, and provider information, to identify potential discrepancies between actual care (either
acute or chronic) received by an individual and evidenced-based guidelines or other best practices (e.g., avoidance of
potentially dangerous drug-drug and drug-condition combinations). Care reminders reports can be mailed, faxed or
emailed to providers.

Alert report

Alert reports are provided for high-risk members engaged in our heart failure, COPD, diabetes and asthma programs
who are home monitored. Alerts may include, but are not limited to, weight graphs, blood glucose graphs, and self-
reported symptoms that have been identified through home monitoring devices or nurse assessments. If the member is
experiencing exacerbation of symptoms or biometric data, BCBSNC will fax an alert report to the treating physician
within a few hours of reported data. Alert reports are issued at any time; actionable information suggests review by the
physician within 24 hours. Additionally, care management personnel will call the provider's office to verbally relay the
situation causing the alert; particularly if the member is exceeding physician-specified reporting parameters, is not
compliant, or otherwise appears to be declining rapidly and requiring immediate intervention. With the use of the alert
report, the provider is able to modify the treatment plan and often prevent unnecessary hospitalizations for exacerbation
of symptoms.

Status report

BCBSNC may also send a status report to a member's treating physician. Status reports are similar to alerts, except that
they are issued whenever there is new information that is pertinent and should be immediately transmitted, but is not
emergent. Status reports are provided for members engaged in heart failure, COPD, CAD, diabetes and asthma
programs.

Pre-visit report

Some of our programs utilize a pre-visit report to the provider. One to two days before the member's scheduled office
visit, we will fax a pre-visit report to the provider’s office that may include, but is not limited to, self-reported health
numbers, blood glucose graphs, current self-reported medications validated with pharmacy benefit manager data,
current and previous cardiac risk scores, A1C results and other symptoms. Each report includes comments from
BCBSNC's case management team including adherence to medications and the provider’s prescribed treatment plan.
Pre-visit reports are provided for members engaged in COPD, CAD, diabetes and asthma programs.

8.4 Medical nutrition therapy benefits

Blue Cross and Blue Shield of North Carolina began covering medical nutrition therapy in 2005. The nutrition counseling
benefit is available to members who have Blue Care®, Blue Options™, Blue Select™, Blue Value™ or Blue Advantage®. This
benefit was previously available only to members participating in Healthy Outcomes Condition Care (HOCC) programs,
but now all members whose employer offers HOCC are eligible regardless of their participation in a program. Members
enrolled in grandfathered health plans may have access to nutrition counseling visits regardless of their employer’s
participation in HOCC. This benefit is not available to National Carolinas Program or Comprehensive Major Medical
(CMM) product lines. The State Health Plan and FEP provides some coverage. If a member is enrolled in the Blue Options
HSASM Plan, they may be subject to deductible and coinsurance. Please note that some self-insured employer groups may
choose to omit medical nutrition therapy from coverage for their employees. For this reason, always verify a member’s
eligibility before the member's first visit.
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Coverage guidelines and verifying eligibility

Members covered under BCBSNC commercial products and whose employer offers Healthy Outcomes Condition Care
(HOCC) programs may have benefits for six medical nutritional therapy visits. Members with a diagnosis of diabetes may
exceed six medical nutritional therapy visits per year. Members diagnosed with diabetes, whose employer does not offer
HOCC may be responsible for paying a co-payment during the initial six visits. Visits exceeding the sixth visit may be
subject to copayments even if the member’s employer offers HOCC. Providers are reminded to always verify a member’s
eligibility and medical nutrition therapy benefits prior to providing treatment.

8.5 Verifying eligibility

Before seeing a BCBSNC member, providers should first verify their benefits and eligibility by calling the Provider Blue
Line™ at 1-800-214-4844 or by using Blue e™. With Blue e", providers can verify eligibility, benefits and claim status,
immediately, and from the convenience of their desktop computer. To find out more about signing up for Blue e, visit
BCBSNC electronic solutions on the Web at http://www.bcbsnc.com/providers/edi/, or refer to chapter eleven of
this e-manual.

Please verify that the member's employer group offers the healthy outcomes program, that the member has no current
pre-existing condition, and that the member's employer group has not carved out the benefit.

Copayments, coinsurance and deductible may apply to these visits. Contact the Federal Employee Program customer
service at 1-800-222-4739 for more information and to verify benefits and coverage of services for members covered
under the Federal Employee Program.

Members receiving nutritional counseling for the treatment of anorexia may not be eligible for benefits when provided
by licensed, registered dietitians. Complex eating disorders are primarily considered part of a member’s mental health
benefit.

A medical nutritional therapy encounter may include one-on-one or group therapy.

8.6 Health Line Blue™ - 24 hour health information line

BCBSNC is proud to offer an innovative service to HMO and PPO members*. Health Line Blue™ is an interactive health
information and decision support resource designed to help patients make more informed medical decisions. Health
Line Blue™'s goal is to help members focus on the areas that concern them the most and prioritize their questions for
discussion with their physician.

Members may talk confidentially with highly qualified nurses by phone or online about any health concern. Health Line
Blue™ nurses have access to evidence-based, up-to-date medical information, guidelines and studies. This information is
also available to members in easy to understand videotapes, printed materials and online resources.

Nurses also have insight into whether or not the member is involved in a health management program and which nearby
urgent care centers or providers are in-network. Health Line Blue™ nurses foster and facilitate a strong physician and
patient relationship, and assist members with navigation through the health care system. Health Line Blue™ nurses do not
recommend or discourage any particular medical treatment. They provide patients with unbiased, evidenced-based
information and help them understand how their personal values and preferences might appropriately be incorporated
into health care choices.
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8.61 On the phone -
toll free at 1-877-477-2424

Members can call Health Line Blue™ 24 hours a day

7 days a week and can request to speak with the same
nurse on an ongoing basis. Callers may also ask to have
nurses follow up with them regarding a conversation or
other health concern.

8.6.2 Online - bebsnc.com

Members have the ability to chat online with a Health
Line Blue™ nurse through member services. Members can
also search the online library of current health
information, track symptoms and medications and use
tools that guide them through important health care
decisions.

SM  Mark of Blue Cross and Blue Shield Association.

SM1 Dialog Center is a service mark of Health Dialog Services Corporation used with permission.

*  Health Line Blue*™ is a service provided for members of Blue Care®, Blue Options®™ and Blue Advantage® Plans.
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91 Prompt payment

The North Carolina General Assembly established legal requirements for the prompt payment of medical claims. These
requirements are stated in North Carolina General Statute (NCGS) §58-3-225. The following offers some general
information about the legislation:

A licensed insurer is required to take one of six actions within 30 days of receiving a claim from a health care provider or
facility (referred to as [the claimant]):

1. Pay the claim.

2. Deny the claim.

3. Notify the claimant that there is insufficient information to process the claim (the notice must include all reasons for
why the claim has not been paid and an itemization of what information is needed to process the claim).

4. Notify the claimant that the claim was not submitted on the appropriate form.
5. Notify the claimant that coordination of benefits information is needed to pay the claim.

6. Notify the claimant that the claim cannot be processed due to non-payment of fees or premium by either the
patient or the patient’s employer group.

Claims that are adjudicated after the statutory time limits are subject to 18% annual interest rate. Interest is not due for
certain delays, such as when the carrier is waiting for additional information, or when claim payment is delayed due to
non-payment of premium. If the insurer does require additional information, it has 30 days to process the claim once the
requested information is received. If a claim is pending, the insurer shall deny the claim if the information is not received
within 90 days. If a claim is denied because of missing information, it will be re-opened if the required information is
submitted to the insurer within one year after the denial date.

A denied claim notice must include all specific denial reasons including, but not limited to, coordination of benefits, lack
of eligibility or lack of coverage. If all or part of the claim is contested or cannot be paid because a specific care
management and operations or medical necessity standard is not satisfied, the notice must contain the decisions specific
clinical rationale or refer to specific provisions in documents readily available through the insurer which provide the
specific clinical rationale for that decision. However, if a notice of non-certification has already been provided under NC
G.S. §58-50-61(h), then specific clinical rationale for the decision is not required.

The insurer must inform the insured of the claim status if it remains unpaid after 60 days. A status report must be sent to
the insured and the claimant every 30 days thereafter until the claim is resolved.

This mandate does not apply to the following programs:

* ASO business (self-funded groups), however, the mandate does apply to Multiple Employer Welfare Arrangement
(MEWA) groups

* Medicare Supplement
* BlueCard®
* The Federal Employee Program (FEP)

If you are interested in learning more about the prompt payment mandate and how it affects you, please contact
Network Management (see chapter two, Quick contact information).
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9.2 Medicaid right of assignment

A North Carolina law (NCGS §108A-55.4), effective January 1, 2007, assigns to Medicaid the rights of any other party
(including members and providers) to reimbursement to the extent that Medicaid has already paid for a service. The law
applies to insured plans, self-funded plans, and government plans for members of those plans who are also covered by
Medicaid. When one of these members is treated by a provider and Medicaid pays as primary payor in error, BCBSNC
must reimburse Medicaid the amount it would have paid to the provider up to the amount Medicaid paid.

Although the law assigns the provider's right to payment to Medicaid, it does not change the provider's contractual
rights. If BCBSNC owes the provider a contracted amount that is more than Medicaid paid the provider, then the
provider has the right to submit a claim for the service, and BCBSNC will reimburse the provider for the difference
between BCBSNC's payment to Medicaid and the contracted amount, less member liabilities. If BCBSNC owes the
provider less than the amount Medicaid paid the provider, then BCBSNC is obligated only to reimburse Medicaid for the
amount that BCBSNC owes under the provider contract.

9.3 Disclosure of claim submission and reimbursement policies

North Carolina General Statute (NCGS) §58-3-227, requires health plans to disclose descriptions of their claim
submission policies to participating (contracting) providers. This section serves as a resource tool to guide you and
members of your office staff as to how you may obtain information regarding our claim submission policies as required
under NCGS §58-3-227.

Scope of disclosures

NCGS §58-3-227 applies only to insured business regulated by the State of North Carolina. The statute does not apply
to the following: ASO (self-funded group(s]) business, the Federal Employee Program (FEP), the State of North Carolina
Teachers’ and State Employees’ Comprehensive Major Medical (CMM) (indemnity) Plan, inter-plan programs (BlueCard®
host) or Medicare Supplement.

The provisions apply to the following lines of group business administered on BCBSNC's PowerMHS claims adjudication
system:

* Blue Care®
* Blue HMO™
* Blue Options™
e State Health Plan
e Classic Blue®
* Blue Select™
* Blue Value™

In addition the provisions apply to our individual lines of business including:
* Blue Advantage®
* Blue Assurance™
* Blue Value™
® Access™
e Short term

The statute does not apply to third parties that process claims on behalf of BCBSNC, including, but not limited to, claims
for mental health services processed by Magellan Behavioral Health, claims for pharmacy services processed by Prime
Therapeutics® and claims for dental services processed by Dental Benefit Providers, Inc., or ACS Benefit Services, Inc.
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Methods of disclosure
BCBSNC uses the following primary means of communicating our claim submission policies:

1.

The Blue Book™ Provider eManual: this provider e-manual provides comprehensive information to assist BCBSNC
network participating health care providers with effectively administering our BCBSNC products. The e-manual is
given to providers when they join a BCBSNC network and is maintained on the BCBSNC Web site for providers at
http://www.bcbsnc.com/providers/. The e-manual is available to providers for download to their desktop
computers for easy and efficient access. In addition to the providers section of the Web, the provider e-manual is
also available to providers having free Blue €™ connectivity. Providers are reminded that this e-manual will be
periodically updated, and to receive accurate and up to date information from the most current version, providers
are encouraged to always access the provider e-manual in the providers section of the BCBSNC Web site at
http://www.bcbsnc.com/providers/, or by using Blue €™. In the event that a provider experiences difficulty
accessing or opening the The Blue Book™ from our Web site, or if the provider is a Blue ™ user and needs
assistance with The Blue Book™ viewing, providers are requested to please contact Network Management
(contact information is available in chapter two of this e-manual). Additionally, providers without access to the
BCBSNC Web site or Blue e™ are requested to contact Network Management to receive a copy of the e-manual in
another format.

Blue Link™: The BCBSNC provider newsletter provides updated information when we change our policies and
procedures. Our provider newsletters are available on the providers section of our Web site, bcbsnc.com.

bcbsnc.com: The providers section of our Web site offers access to our medical policies and our electronic claim
submission policies, and important news. The important news section of our Web site offers providers information
regarding changes in our policies, BCBSNC initiatives, and general updates and news about BCBSNC topics that
may affect their business interactions with us. Through the Blue €™ portal we offer access to Clear Claim
Connection (C-3), a tool that helps providers and their office staff understand better, how claims are reviewed for
adjudication on the PowerMHS system.

Provider notice: As outlined in our provider agreements, we may also send to providers, written notice of
changes in our claim submission policies.

Disclosure type BCBSNC policy Policy availability

General claim submission The Blue Book™ Provider eManual: The Blue Book™ Provider eManual

available on the BCBSNC Web site at
http://www.bcbsnc.com/providers/.
. ) If you need assistance obtaining from
* Chapter nine, Claims the Web site, please contact Network
Management. For contact
information, please see chapter two
of this e-manual.

* Chapter five,
The BlueCard® program

Electronic claims HIPAA companion guide The providers section of the BCBSNC

Web site, becbsnc.com, under
electronic solutions and HIPAA at
http://www.bcbsnc.com/content/
providers/edi/hipaainfo/companion
guuide.htm.

Blue €™ instructions The providers section of the
BCBSNC Web site, bebsne.com,
under electronic solutions and
Blue €™ at http://www.bcbsnc.
com/content/providers/edi/
index.htm.

(Chart continued on the following page.)
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Disclosure type BCBSNC policy Policy availability

Electronic claims (continued)

RealMed instructions

Instructions have been provided to
all registered users of RealMed. Your
local RealMed representative can
provide you with information on how
you may receive these instructions
and ongoing updates.

Claims bundling and other
claims editing processes

Administrative medical policy:

* Bundling guidelines

The providers section of our Web
site, becbsnc.com under medical
policy at http://www.bcbsnc.com/
content/services/medical-policy/
index.htm. If you need assistance
obtaining from the Web site, please
contact Network Management. For
contact information, please see
chapter two of this e-manual.

The Blue Book™ Provider eManual:

* Chapter nine, Claims

The Blue Book™ Provider eManual
available on the BCBSNC Web site at
http://www.bcbsnc.com/providers/.
If you need assistance obtaining from
the Web site, please contact Network
Management. For contact
information, please see chapter two
of this e-manual.

Clear Claim Connection* (C-3)
(for CMS-1500 professional claims)

Through the Blue €™ portal, available
free to BCBSNC contracting providers
at https://providers.bcbsnc.com/
providers/login.faces. Providers not
already signed up for Blue e are
encouraged to contact their local
eSolutions field representative or sign
up through the Web at https://
www.bcbsnc.com/providers/edi/
bluee.cfmisignup. Chapter two of
this e-manual contains contact
information for your eSolutions local
field representative. If you need
assistance obtaining from the Web site,
please contact Network Management.
For contact information, please see
chapter two of this e-manual.

(Chart continued on the following page.)
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Disclosure type BCBSNC policy Policy availability

Recognition or non-recognition
of CPT modifiers

Administrative policy:

* Modifier guidelines

The providers section of our Web
site, becbsnc.com under medical
policies at https://www.bcbsnc.
com/content/providers/medical-
policies-and-coverage/index.htm.

If you need assistance obtaining from
the Web site, please contact Network
Management. For contact
information, please see chapter two
of this e-manual.

Payment based on relationship of
procedure code to diagnosis code

The Blue Book™ Provider eManual:

* Chapter nine, Claims

The Blue Book™ Provider eManual
available on the BCBSNC Web site at
http://www.bcbsnc.com/providers/.
If you need assistance obtaining from
the Web site, please contact Network
Management. For contact
information, please see chapter two
of this e-manual.

Other reimbursement policies

BCBSNC medical policies (including
but not limited to the following):

e Clinical trial services for life
threatening conditions

* Investigational (experimental)
services

* Medical necessity

The providers section of our Web site,
becbsnc.com under medical policy at
http://www.bcbsnc.com/content/
services/medical-policy/index.htm.

If you need assistance obtaining

from the Web site, please contact
Network Management. For contact
information, please see chapter two
of this e-manual.

* Clear Claim Connection (C-3) is a Web-based code auditing reference tool designed to mirror how ClaimCheck code
auditing process, used by BCBSNC, evaluates code combinations during the auditing of claims. Clear claim connection

is a tool that indicates only:

1) how combinations of codes (including modifiers) will be bundled and/or unbundled; and

2) whether the codes are in conflict with the age and gender information that is entered. Edits that occur in the
PowerMHS system, outside of ClaimCheck and are not disclosed by clear claim connection. For more information on
the additional edits, see BCBSNC's reimbursement policy entitled code bundling rules not addressed in ClaimCheck
at https://www.bcbsnc.com/content/providers/medical-policies-and-coverage/index.htm.

Additionally, clear claim connection does not take into account many of the circumstances and factors that may affect
adjudication and payment of a particular claim, including, but not limited to, a member’s benefits and eligibility, the
medical necessity of the services performed, the administration of BCBSNC's care management and operations
program, the provisions of the provider’s contract with BCBSNC, and the interaction in the claims adjudication process
between the services billed on any particular claim with services previously billed and adjudicated.
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9.4 Health coaching and
intervention requirements

Please refer to chapter seven, Care management and
operations for instructions on certifications and prior
review for BCBSNC membership.

Please note the following two exceptions:

* BlueCard": For certification requirements for
BlueCard® members, please contact the member’s
Blue Cross and/or Blue Shield health care plan as
described in chapter five, The BlueCard® program of
this e-manual.

9.5 Mental health and substance
abuse services claims

Note to the reader: Providers are encouraged to review
information about our mental health and substance abuse
management programs located in chapter seven of this
e-manual in advance of providing services.

Claims for HMO and POS members, BCBSNC delegates
claims processing for mental health and substance abuse
services to Magellan Behavioral Health. For information
on where to submit claims to Magellan Behavioral Health,
see chapter two, Quick contact information.

Claims for PPO and CMM members, BCBSNC processes
mental health and substance abuse claims. All claims
should be submitted to BCBSNC according to the
guidelines provided in chapter two, Quick contact
information.

Providers servicing member’s in the Federal Employee
Program can find additional information about mental
health and substance abuse administration in chapter
four of this e-manual.

9.6 Short-term physical therapy,
occupational therapy, and
speech therapy

9.6.1 Definition

Services and supplies both inpatient and outpatient
ordered by a doctor or other provider to promote the
recovery of the member from an illness, disease or injury
when provided by a doctor, other provider or professional
employed by a provider licensed by the appropriate state
authority in the state of practice and subject to any
licensure or regulatory limitation as to location, manner
or scope of practice. Short-term therapies include:

® Physical therapy
* Occupational therapy
* Speech therapy

9.6.2 Verifying benefits and eligibility

Providers are reminded to always verify a member's
eligibility and short-term therapy benefits both inpatient
and outpatient prior to providing treatment. Benefits will
vary by employer group and a member’s coverage plan
type. Verification of benefits will determine applicable
copayment, coinsurance or deductible that may apply for
these visits. Most short-term therapies are limited to a
maximum number of visits per benefit period per therapy
combination (i.e., occupational and physical therapies
are combined).
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9.7

General filing requirements

The following general claims filing requirements will help improve the quality of the claims we receive and allow us to
process and pay your claims faster and more efficiently:

For fastest claims processing, file electronically! If you're not already an electronic filer, please visit BCBSNC
electronic solutions on the Web at http://www.bcbsnc.com/providers/edi/ and find out how you can become an
electronic filer.

Submit all claims within 180 days.
Do not submit medical records unless they have been requested by BCBSNC.

If BCBSNC is secondary and you need to submit the primary payer Explanation of Payment (EOP) with your paper
claim, do not paste, tape or staple the explanation of payment to the claim form.

Always verify the patient’s eligibility via the HIPAA 270 inquiry, Blue e, RealMed or the Provider Blue Line™.
Providers with electronic capabilities can verify a member’s eligibility and benefits immediately, and from the
convenience of their desktop computer. Providers without electronic resources should call the Provider Blue Line™ at
1-800-214-4844. To find out more about your electronic options, visit BCBSNC electronic solutions on the Web at
http://www.bcbsnc.com/providers/edi/, or refer to chapter eleven of this e-manual.

Always file claims with the correct member ID number including the alpha prefix and member suffix, whenever
applicable. This information can be found on the member’s ID card as it appears in chapter three, Health care
benefit plans and member identification cards.

File under the member’s given name, not his or her nickname.
Watch for inconsistencies between the diagnosis and procedure code, sex and age of the patient.

Use the appropriate provider/group NPI(s) that matches the NPI(s) that is/are registered with BCBSNC, for your
health care business.

If you are a paper claims filer that has not applied or received an NP, or if you have not yet registered your NPI with
BCBSNC, claims should be reported with your BCBSNC assigned provider number (and group number if applicable).

+Remember that a distinct number is assigned for different specialties.
+Refer to your BCBSNC welcome letter to distinguish the appropriate provider number for each contracted specialty.

+If your provider number has changed, use your new number for services provided on or after the date your number
changed.

+ Terminated provider numbers are not valid for services provided after the assigned end date.

BCBSNC cannot correct claims when incorrect information is submitted. Claims will be mailed back.

* You are required to follow BCBSNC's claim filing guidelines stated in this provider e-manual. In the absence of

specific BCBSNC requirements regarding coding, you are required to follow the general coding guidelines that are
published by the issuer of the coding methodology utilized. For example, for CPT code filings, you must file the
most accurate CPT codes specific to the services rendered.

BCBSNC does not cover investigational (or cosmetic) services and will not reimburse for any services, procedures or
supplies associated with those investigational (or cosmetic) services.

Beginning September 1, 2009, all claims submitted by professional providers and facilities (institutional providers) for
services deemed investigational or cosmetic, as well as all services, procedures or supplies associated with those
services, will be denied.

Requirements for professional CMS-1500 claim forms

All professional claims must be filed on a CMS-1500 claim form or the equivalent.

+If filling on paper, you get the fastest turnaround time of reimbursement to you by using the red and white
CMS-1500 claim form.
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* Once you have registered your NPl with BCBSNC, you must include your NPI on each subsequent claim submission
to us.

+1f you have not obtained or registered your NPI with us, your BCBSNC assigned provider number must be
reported on each paper claim submission

+If your physician or provider number changes, use your new number for services provided on or after the date your
number was changed.

+The tax ID number must correspond to the NPI or provider number filed in field 33.

* Claims will be rejected and mailed back to the provider if the NPl number that is registered with BCBSNC or the
BCBSNC assigned provider number is not listed on the claim form.

+Once a provider has registered their NPl information with BCBSNC and BCBSNC has confirmed receipt, claims
must be reported using the NPI only and the provider’s use of the BCBSNC assigned provider number must be
discontinued.

* When submitting an accident diagnosis, include the date that the accident occurred in field 14.

* File supply charges using HCPCS health service codes. If there is no suitable HCPCS code, give a complete
description of the supply in the shaded supplemental block of field 24.

e If you are billing services for consecutive dates (from and to dates), it is critical that the units must be accurately
reported in field 24G.

* Include drug name, NDC #, and dosage in field 24.

+ Please note that the supplemental area of field 24 is for the reporting of NDC codes. Report the NDC qualifier
“N4" in supplemental field 24a followed by the NDC code and unit definition (UN = unit; GR = gram;
ML = milliliter; F2 = international unit).

* Please note that fields 21 and 24e of the CMS-1500 claim form are designated for diagnosis codes and pointers/
reference numbers. Twelve (12) diagnosis codes may be entered into block 24e. Any paper CMS-1500 paper claim
form submitted with more than 12 diagnosis codes or pointers/reference numbers will be mailed back to the
submitting provider.

Requirements for institutional UB-04 claim forms

e All claims must be filed electronically using the HIPAA 837 transaction.

+If filling on paper, the red and white printed version must be used.

* For outpatient therapies and treatment covered under a single episode of care, services must be billed at the end of
treatment or on a monthly basis whichever occurs first (serial billing).

* When billing inpatient claims, submit the claim for the entire length of stay from admit date through discharge date.
Do not submit an interim bill except under the following circumstances:

+The claim is from a skilled nursing facility or hospice

+The claim was split intentionally by the hospital due to partial authorization

+The claim was split intentionally by the hospital for maternity/initial newborn charges within 48/96 hours
* Do not file new charges until the new rates have been accepted by BCBSNC.

+ Rate negotiations for hospital agreements may continue beyond the hospital’s new fiscal year. Our claims
processing system is not updated with new rates until an agreement is reached between the hospital and
BCBSNC. We will notify you when the claims processing system is updated and ready to receive claims at the new
reimbursement rates.

+Verify the status of rate negotiations with your finance department before filing claims at the beginning of each
new fiscal year, including admissions that continue into the new fiscal year.

+Do not submit claims with proposed or new charges until advised by BCBSNC.
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* |CU charges must be itemized on a separate line (i.e. nursing increments, equipment, room rate).
* Plan codes are not required on claims. However if incorrect Plan codes are submitted, the claims will error out.
* Revenue codes for room and board must match the agreed upon room rate.
e Bill full charges not BCBSNC rates.
* The primary surgical procedure code must be listed in the principle procedure field locator 74.
+1CD-10 code required on inpatient claims when a procedure is performed.
+Field locator 74 must not be populated when reporting outpatient services.
* Do not submit a second/duplicate claim without checking claim status first on Blue e™.
+ Providers must allow 30 days before inquiring on claim status via Blue e
+ Please wait 45 days before checking claim status through the Provider Blue Line™.

* Emergency room services can be billed on a UB-04 outpatient claim with a bill type of 13J whenever the inpatient
services are denied for non-authorized services or certification was not obtained.

+This applies to HMO, PPO, POS and CMM claims processed on the PowerMHS system, Federal Employee
Program are excluded.

+You will be notified via the Explanation of Payment, (EOP), that ER services should be submitted using a bill type 13J.

9.8 Electronic claims filing

The best way to submit claims to BCBSNC is electronically. Electronic claims process faster than paper claims and save
on administrative expense for your health care business. For more information about electronic claims filing and other
capabilities, please refer to chapter eleven of this e-manual, Electronic solutions, or visit BCBSNC eSolutions on the
Web at http://www.bcbsnc.com/providers/edi/.

9.9 Claims filing addresses

Please see chapter two of this e-manual (Quick contact information) for mailing instructions for medical health care
claims, mental health/substance abuse service claims, and chiropractic care claims.

910 Claim filing time limitations
File all claims within 180 days. Institutional/facility claims must be submitted within 180 days of the discharge date.
BCBSNC allows two years (24 months) time limitation for the submission of corrected claims and adjustments.

For State Health Plan PPO members, you are to file all claims within 18-months from the date services were rendered.
Institutional/facility claims must be submitted within 18 months of the discharge date. Corrected claims must be
submitted within 2 years/24 months from when the original claim was processed by BCBSNC.

For FEP claim filing time limitations, see chapter four, section 4.11.4.

om Verifying claim status

You can inquire about the status of a claim in one of the following ways:

1. Check claim status from your desk top computer using the HIPAA 276 inquiry, RealMed or Blue e". Blue e” enables
users to verify the status of all claims, including BlueCard® and FEP claims. Providers without Blue e* access can call
the Provider Blue Line™ at 1-800-214-4844. To find out more about Blue e”, RealMed and other electronic options
visit BCBSNC electronic solutions on the Web at http://www.bcbsnc.com/providers/edi/, or refer to chapter
eleven of this e-manual.
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2. Complete a provider claim inquiry form, (see chapter twenty-one, Forms), and mail it to:
Blue Cross and Blue Shield of North Carolina
Customer Service Department
PO Box 2291
Durham, NC 27702-2291

912 Incomplete claims

If information necessary to process a claim is missing from the claim form, we will mail the Notification of Payment (NOP)
to you requesting submission of additional information or you will receive a provider claim mailback form (see chapter
twenty-one, Forms) along with the claim. You should respond as quickly as possible to a request for additional
information in order to expedite the processing of the claim.

Professional claims that are electronically submitted, which contain errors, are documented on the provider error report
or online via the Blue e™ interactive network. You should work your error report daily and resubmit those claims electronically.

Institutional/facility claims that are electronically submitted, which contain errors, are documented on the UB-04 provider
error report or online via the Blue €™ interactive network. You should work your error report daily and re-submit those
claims electronically.

If an institutional/facility claim is for services related to a clinical trial, you should submit the signed informed consent and
the clinical protocols.

913 Corrected claims and mailbacks

913.1 Definitions

Corrected claim:

* In general, a corrected claim is any claim for which you have received a Notification of Payment (NOP)/Explanation
of Payment (EOP), and for which you need to make corrections on the original submission. Corrections can be
additions (e.g., late charges), a replacement of the original claim, or a cancellation of the previously submitted claim.
BCBSNC allows two years (24 months) time limitation for the submission of corrected claims and adjustments.

If you received an EOP with any of the following codes, please do not submit a corrected claim. Submit a new claim to
allow the claim to be correctly processed.

The following codes apply to claims processed on the Power MHS system

EMO Incorrect place of service for service.

EM1 Claim denied for invalid procedure code. Please resubmit correct procedure code.

EM2 Claim denied. Please resubmit procedure code for which anesthesia was provided.

EM3 Claim has been mailed back for additional information.

EM4 Claim submitted with incorrect or inactive provider or group number. Please resubmit claim with a correct
provider or group number.

EM5 Resubmit split billing for authorized days.

EM6 Services for newborn need to be split into two claims. For normal delivery, split for 48 hours and for

c-section, split for 96 hours. Resubmit as two claims.

EM8 Our records indicate for the date of service filed, the individual provider was not part of the group’s
practice. Please resubmit claim with an active provider or group number.

EM9 Claim denied for incorrect bill type for service(s) rendered. Please resubmit with correct bill type.
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The following codes apply to claims processed on the legacy system

M1 Give description of procedure code — should use procedure code DINVL

M2 Give procedure code for anesthesia

M3 Miscellaneous mailback, add to CL1083 why claim mailed back, and print a copy of claim image using
DCN query. Complete appropriate mailback form, attach to claim and return to responsible party.

M4 Need valid provider number

M5 Split days for approved/non-approved authorizations

Mé Split 48/96 hours newborns

M8 Provider not linked with vendor

M9 Incorrect bill type for service(s). Resubmit with correct bill type.
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Mailback:

* In general, claims mailed back to you have not been logged into our claims processing systems. We were unable to
successfully enter the claim because of missing, incomplete or invalid information. The claim is being returned to
you to complete the missing, incomplete or invalid information. In these situations, you must submit a new claim.
For 837 mailbacks, you will only receive a mailback form, not a copy of the claim.

Electronic submission If your claim is returned with a mail back form,
HIPAA compliant 837 claims chgck to see if you received a NOP about the
claim. If not, make the necessary changes and
¢ 837 institutional claim re-file the claim as an original claim. If you file
Specify appropriate corrected claim indicator** in loop electronically, make the corrections and resubmit
2300, segment CLMO5-3. the claim electronically. You do not have to file the
* 837 professional claim claim on paper. An electronic resubmission is still
Specify appropriate corrected claim indicator** in loop considered to be a new claim. Update your system
2300, segment CLM05-3. so the error will not be repeated on future

submissions. We cannot add any missing

**837 corrected claim indicators: information to your claim

+5 — Late charges only
+7 — Replacement of a prior claim

+ 8 — Void or cancel claim

Flectronic Blue es - institutional only If your claim i§ returned.with a mail back form,
check to see if you received a NOP about the

claim. If not, make the necessary changes and
re-file the claim as an original claim. If you file

Flectronic Blue es - professional only eIectro.nicaIIy, make the corrections and resubmit
the claim electronically. You do not have to file the

* Set the correct Cla”,“ flag to "Yes” on the Blue e™ claim on paper. An electronic resubmission is still
CMS-1500 transaction. considered to be a new claim. Update your system
Paper so the error will not be repeated on future
submissions. We cannot add any missing
information to your claim.

* Change bill type in form locator four (4) on the UB claims
entry screen to reflect that it is a corrected claim.

* Facility paper claim
Change bill type in form locator four (4) to reflect claim
has been corrected.

* Facility and professional paper claim
Write or stamp corrected claim on the top of the
claim form ***

*** Please do not use a highlighter on any portion of the
corrected claim.
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9.13.2 Figure 1 - corrected claims and mailback process flow

Corrected claims and mailbacks

2300, sub-element
CLMO05-3 for both
institutional and
professional claims

Bill types

Bill types are determined by the
3rd digit location

Bill type = 5 (late changes only)
Bill type = 7 (replacement of prior claim)
Bill type = 8 (void/cancelling claim)

Institutional claim

Change bill type
in form locator 4 on
UB form to reflect
claim has been
corrected

Wa'flg(P)P/ No Resubmit as
; new claim
received?
EM codes Yes
on claim?
No
Institutional -
or professional Blue e Filing paper?
837
. - Change bill
Specify appropriate Are you Ye type in form
corrected claim Professional filing an €S | locator 4 to
indicator in loop claim? institutional B

claim?

Write or stamp
“corrected
claim” on claim
form.

Please do not use a
highlighter on any
portion of claim.

Indicate corrected claim
using the corrected claim
flag on the input screen

corrected claim
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Bill Type Indicators:
* When the 3rd digit of the bill type is five (5 [late charges-only claim]), please only submit the late charges.

* When the 3rd digit of the bill type is seven (7 [replacement of prior claim]), you should submit the original charges
plus the new charges.

* When the 3rd digit of the bill type is eight (8 [void or canceling claim]), you should void or cancel claim.
Do not attach a provider inquiry form to a corrected claim as this delays processing.

Please make sure that facility claims have been filed with a bill type that indicates corrected or adjusted billing. We may
deny or return these claims back to your facility if it is determined that the claim should have been filed as a corrected
claim. You can file a corrected claim either electronically or by mail.

Do not attach a provider inquiry form to a corrected claim as this delays processing.

Please make sure that facility claims have been filed with a bill type that indicates corrected or adjusted billing. We may
deny or return these claims back to your facility if it is determined that the claim should have been filed as a corrected
claim. You can file a corrected claim either electronically or by mail.

913.3 Tips for corrected claims

* You can correct a claim in one of the following ways:

1. File a corrected facility claim electronically, or key the corrected UB-04 claim via Blue €™, being sure to change the
bill type in form locator four.

2. Providers who file claims using the HIPAA compliant 837 corrector claim format (professional and institutional) can
submit corrected claims electronically.

3. File a paper UB-04 claim, changing the bill type in form locator four. Do not use a highlighter on any portion of the
re-filed claim.

4. File a corrected professional claim by setting the corrected claim flag on the CMS-1500 claim via Blue ™.

5. For CMS-1500 forms, stamp corrected claim across the top of the claim form. Corrected claims should be mailed to:
Blue Cross and Blue Shield of North Carolina
Claims Department
P.O. Box 35
Durham, NC 27702

* Remember that the corrected claim replaces the original claim. Please do not attach the original claim with the
corrected claim(s).

* When filing a corrected claim, submit all charges that were on the original claim rather than just the charge that has
changed. If only one charge is resubmitted, it will appear that you intend to remove all previously processed charges
and a refund will be requested for previously paid amounts.

* Please submit all charges that are to be considered for payment. If you are removing charges, there is no need to
submit a zero charge line to indicate you have removed the charge. Indicate the change by not placing the charge on
the corrected claim.

* When submitting late charges only (bill type five [5]), please only submit the late charges.
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913.4 Mailbacks

In general, claims mailed back to you have not been logged into our claims processing systems. We were unable to
successfully enter the claim because of missing, incomplete or invalid information. The claim is being returned to you to
complete the missing, incomplete or invalid information. In these situations, you must submit a new claim. Please do not
mark these claims as corrected.

* For 837 mailbacks, you will only receive a mailback form, not a copy of the claim.

9.13.5 How to avoid claim mailbacks

Claim mailbacks cause additional work for your organization, as well as delay processing of the claims. When filing
claims, make sure the information on your claim is complete and accurate.

We may deny or mailback claims if it is determined that the claim should be filed as a new claim.

The top reasons claims are mailed back are listed below:
* Invalid, incomplete or missing member ID number (remember FEP numbers start with “R")
* Invalid or missing individual or group provider number
* Invalid accommodation rate
* Missing primary payer's Explanation of Benefits (EOB)
* Missing admission and discharge dates for inpatient claims
* Missing onset date of symptoms
* Missing or incomplete specific diagnosis
* Invalid place of service
* Missing or incorrect number of units

* Missing patient’s date of birth

If you receive a claim mailback form with your returned claim, do not provide the missing information on the mailback
form. Please make corrections to the claim and resubmit as a new claim without marking it corrected. If you file
electronically, make the corrections and resubmit the claim electronically. Electronic filing reduces processing time.

9.13.6 Mailback claims tips

In general, claims mailed back to you cannot be successfully logged into our claims processing system(s) due to
incomplete or invalid information. The claim cannot be processed until all information is submitted.

If a claim is mailed back to you for any reason:
* Make the necessary corrections in your billing system
* Resubmit it as a new claim (electronically, if possible)
* Do not mark the resubmission as a corrected claim

Since a new claim is needed, please do not return the mailback form with your corrections. The mailback form does not
contain sufficient information to process a claim.
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914 Billing BCBSNC members

Participating providers agree not to bill BCBSNC members for services until receipt of the BCBSNC Explanation of
Payment (EOP) for a processed claim, barring the following exceptions:

* Members enrolled in products that include copayments as part of the benefit design are required to pay any
applicable copayment amount at the time of service (except if urgent or emergent conditions prevent collection at
the time of care).

* Applicable deductible and coinsurance amounts listed as the member’s responsibility on the BCBSNC Explanation
of Payment (EOP) for a processed claim are owed by the member. Deductible and coinsurance amounts may only be
collected from the member after your receipt of the Explanation of Payment (EOP) from BCBSNC (except when a
member’s coverage type is a deductible and coinsurance-only product).

+Members enrolled in deductible and coinsurance-only products (products without copays) are responsible for
payment of eligible deductible and coinsurance amounts as specified in section 9.16 of this chapter (upfront
collection for deductible and coinsurance-only products).

A service that BCBSNC verifies as non-covered for a specific member; may be billed to the member, when the
provider has advised the member in advance of providing the service that the service will be non-covered and the
member has agreed to pay the provider, under the conditions specified within the hold harmless provision of the
provider’s agreement with BCBSNC. For additional details about the hold harmless provision, please refer to your
agreement with BCBSNC or see section 9.17 of this chapter (Hold harmless provision).

Note: BCBSNC members receiving services from a non-participating ancillary provider may cause an increase in
member liability or services to be considered non-covered under the member’s benefit plan. Participating network
providers have contractually agreed that when a patient is to receive other professional services — such as a referral
for reference laboratory services, specialty pharmacy services or durable medical equipment rental/purchase — you
will refer BCBSNC members to other participating network providers.

¢ |n accordance with Section 13405, “Restrictions on Certain Disclosures and Sales of Health Information,” of the
Health Information Technology of Economic and Clinical Health Act, as incorporated in the American Recovery and
Reinvestment Act of 2009 (“ARRA") and any accompanying regulations, you may bill, charge, seek compensation or
remuneration or collection from the member if the member requests that you do not disclose personal health
information to us, and provided the member has paid out-of-pocket in full for such services or supplies. Unless
otherwise permitted by law or regulation, the amount that you charge the member for services or supplies in
accordance with Section 13405 of ARRA may not exceed the allowed amount for such service or supply.
Additionally, you are not permitted to (i) submit claims related to, or (i) bill, charge, seek compensation or
remuneration or reimbursement or collection from us for services or supplies that you have provided to a member in
accordance with Section 13405 of ARRA.

Any amounts collected erroneously by you from a member, for any reason, must be refunded to the member within forty-five
(45) days of receipt of the Explanation of Payment (EOP) from BCBSNC, your discovery of the error, or other form of notification.

9141 ltems for which providers cannot bill members

Providers may not collect any payments from members for covered services, except for any applicable copayment,
coinsurance and deductible amounts.

Providers may not balance bill BCBSNC members for the difference between billed charges and the amount allowed by
BCBSNC, as set forth in the agreement. Any differences between a provider's charges and the allowed amount are
considered contractual adjustments and are not billable to members.

Providers may not bill or otherwise hold members responsible for payment for services, which are deemed by BCBSNC
to be out of compliance with BCBSNC care management and operations programs and policies or medical necessity
criteria or are otherwise non-covered, except as outlined within this chapter’s (chapter nine) instructions for billing
members as a non-network provider.

Providers may not seek payment from either members or BCBSNC if a proper claim is not submitted to BCBSNC within
180 days of the date a service is rendered.
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914.2 Administrative services fees

Providers having a policy to charge fees for administrative services may not bill members for services relating to,
obtaining authorization, requesting prior approval, or providing medical records when required by BCBSNC. All medical
services, administrative services related to prescription refills, and administrative fees associated with providing these
administrative services should be billed when applicable as a properly coded claim to BCBSNC.

A provider may charge a fee for administrative services related to but not limited to filling out forms and preparation for
FMLA, disability or services not related to BCBSNC benefit plans.

914.3 Billing members as a non-network provider

If a provider is participating only in BCBSNC's Comprehensive Major Medical (CMM) (indemnity) insurance plans and
provides covered services to an HMO, POS or PPO member, the provider must wait to receive a Notification of Payment
(NOP) or Explanation of Payment (EOP) prior to billing the member any coinsurance or deductible amounts. In addition,
the member may only be billed for the difference between the amount paid by BCBSNC and the agreed upon allowable
charge under the providers CMM participation agreement with BCBSNC. Providers may not bill members up to their charge.

914.4 Billing members for non-covered services

A provider may be asked to provide a service to a member that is not covered by the member’s benefit plan with
BCBSNC. If you elect to provide the member-requested non-covered service, payment may only be collected from the
member when all of the conditions specified within the hold harmless provision are followed. These conditions include
that a provider must inform the member in advance of providing service via written notification that the specific service
might not be covered by BCBSNC. The member signs a written acknowledgment/waiver that he/she received such
notification prior to receiving the specific service at issue. The member acknowledges in advance and in writing that
he/she has chosen to have the service at issue, and if the service is not covered when the claim is processed, the
member is responsible for the expense and will pay the provider directly, regardless of the denial stating the provider has
to write-off the changes. Providers must maintain copies of the waiver as BCBSNC may request a copy of the signed/
dated service-specific waiver. The written acknowledgment must be specific to a particular service and define the exact
treatment of care being provided to the member. It is not acceptable to use a generic release form with a general
statement regarding a member’s obligations to pay for non-covered services (see section 9.17 for additional details
about the hold harmless provision or refer to your provider agreement with BCBSNC). A waiver of non-covered services
must be in writing and include the following information:

e Indication that the beneficiary is enrolled in BCBSNC coverage
* Reference to the specific non-covered service or procedure that is not covered

* If an appropriate CPT code exists that covers several procedures rendered, the provider must use the all-inclusive
procedure code and not bill for each procedure separately

* Notice that the service or procedure is not covered

* A written agreement that the member is to be financially responsible for non-covered services prior to the date of service
* Member's signature

e Date signed

Service specific waivers may not be utilized as a method to request payment from members for services that require prior
authorization from BCBSNC, or as an alternative to making the request for prior authorization.

Providers billing PPO and/or CMM members for non-covered services may bill up to the provider's BCBSNC CMM
allowance, when the provider is participating in both the CMM and PPO networks.

Providers can inquire about a member’s eligibility and benefits using Blue €™ or by calling the Provider Blue Line™ at
1-800-214-4844 (see chapter two, Quick contact information). Please note that confirmation of benefit eligibility does
not guarantee payment as other factors may affect payment (e.g., BCBSNC care management and operations programs
and/or medical necessity).
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915 Copayments

9151 Services covered with an office visit
copayment

* For BCBSNC products that include a copayment as part
of the member's benefit design, all covered services
rendered during the course of an office visit are subject
to one copayment, if an evaluation and management
(CPT E/M coded) service was performed.

e Office visit copayments do not apply to deductible and
coinsurance-only products. For BCBSNC deductible
and coinsurance-only products, all services are subject
to deductible and coinsurance amounts as specified in
section 9.16 of this chapter (upfront collection for
deductible and coinsurance-only products).

915.2 When to collect an office visit
copayment

* A copayment is collected when you charge for an office
visit using an Evaluation and Management (E/M) code,
surgery in the office, second surgical opinion, or
consultation service.

* The patient is seen by a physician, physician’s assistant,
clinical nurse practitioner, nurse midwife, physical
therapist, occupational therapist or speech therapist.

* Collection of any applicable copayment, when
appropriate to the member’s Plan, may be made at the
time of providing service. Providers should always verify
if a member’s benefit plan includes a copayment and if
applicable, the copay amount, in advance of requesting
payment from a member. Applicable copayment
information can typically be found listed on the front of
a member’s ID card, by accessing Blue €™, or by calling
the Provider Blue Line™ at 1-800-214-4844.

915.3 When not to collect an office visit
copayment

* No E/M service code for an office visit is billed or
allowed (e.g., when not billing an E/M service code
because the member received an allergy injection or
lab service only).

* The patient is being seen for a second surgical opinion
or consultation and surgery, in addition to the same-day
office visit.

* Chemotherapy, radiation therapy, or dialysis are
performed in the office and are not billed with an E/M
service code for an office visit.

* Services are performed in a hospital setting.

9.15.4 Note the following with respect to office
visit copayments

* Only one copayment per visit date can be collected
from a member. If a patient is seen by multiple providers
within the same office, on the same date, only one copay
may be collected by the practice for that day’s E/M services.

Claims for E/M services provided in the same office by
more than one provider, on the same date of service,
must be filed as a single claim and not split into two
separate claim submissions.

* OB/GYNs should always collect the primary office visit
copayment for BCBSNC copayment products.

916 Upfront collection for deductible
and coinsurance-only products

For any Blue Options™ deductible and coinsurance-only
product (non-copayment products), BCBSNC's in-network
providers (including physicians, professional providers,
hospitals and ancillary providers) may collect an estimated
amount from members at the time of service for the
member’s out-of-pocket costs, as described within this
section. [Inserted January 2015: Providers are requested
that as a courtesy to members enrolled in HRA and HSA
products, to wait until receipt of BCBSNC's EOP for services
provided, when services are provided during the first
quarter of a new year, as many employer groups make
their annual contributions to employees’ health
reimbursement and savings accounts during this period].
To determine whether a product is covered under these
provisions, check the member’s ID card to make sure that
the following criteria are met:

1) Make sure that the ID card indicates a coinsurance
amount for physician services. If so, it is a
deductible and coinsurance-only product.

2) Check that the card indicates that the product is a
Blue Options™ deductible and coinsurance-only
product (including Blue Options HRA™ and
Blue Options HSA™).

3) Verify that the member’s ID card does not list a
copay amount. If the card indicates a copayment
for physician services, the product is not a
deductible and coinsurance-only product.

In-network providers and hospitals are required to check
for a member’s remaining deductible or coinsurance
amounts using sources such as the HIPAA 270 inquiry,
RealMed, Blue €™, or BCBSNC customer service. Please
note that these sources provide the most accurate
information available at the time provided. Actual
deductible and/or coinsurance amounts for a processed
claim may differ based on other claims received or
adjusted in-between the time that benefits were verified
and BCBSNC's receipt and processing of the claim.
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9161 Guidelines for upfront collection of member liability (deductible and coinsurance
products)

Collection of a member's estimated patient responsibility may be collected at the time of service when the member is
enrolled in one of the BCBSNC Blue Options™ deductible and coinsurance-only products (products without copayments)
and the participating provider agrees to:

* Establish and maintain a policy and process for collection of estimated patient financial responsibility, and the
provider assists the member with payment plan options in the event that a member cannot pay the complete
estimated patient responsibility in advance of receiving service. If a member is unable to pay at the time of service,
the provider should not refuse to provide necessary treatment to the member.

* Inform the member in advance that the amount being collected is an estimated amount.

* Request a payment amount according to the provider's negotiated BCBSNC network fee schedule, which is effective
at the time of service, and appropriate to that member’s particular coverage plan type.

* Provide their collecting staff access to the current fee allowances (BCBSNC allowable reimbursements for billed
charges), a listing of specific services to be delivered to a member that includes CPT codes and applicable
allowances for those CPT codes, accompanied with the codes/charges to be billed to BCBSNC for the member's
incident of care.

* Calculate the member’s out-of-pocket costs based on the lesser of the allowable reimbursement amount or billed
charges, taking into account the member's benefit year-to-date deductible or coinsurance benefit status (amount met).

* Collect only an amount determined to be accurate with reasonable certainty through the provider’s validation of the
member’s estimated liability, using tools such as Blue €™ and/or RealMed.

e Utilize and take into consideration C-3 bundling logic and BCBSNC policies addressing; medical, payment and
evidence based guidelines before requesting payment from a member.

e Final determination of what the member owes will be based on the claim that is submitted to BCBSNC, and only
amounts reflected on the final EOP (Explanation of Payment) from BCBSNC as member responsibility.

* Any applicable refund for overpayment owed to a member will be issued as soon as identified, but no later than 45
days after payment was received for the service.

Special instructions

* Emergency room
Members enrolled in non-copayment plans seeking care at the ER cannot be required to pay any charges until the
BCBSNC Explanation of Payment (EOP) is received. However when following these guidelines, payment of
estimated patient responsibility may be requested for ER services (but is not required until receipt of the
BCBSNC EOP).

+Members enrolled in copayment plans can be requested (and are required) to pay applicable copayments at the
time of service or following treatment, however treatment cannot be denied prior to payment. Following these
guidelines, payment of estimated patient responsibility may be requested for ER services but is not required (other
than applicable copayments) until receipt of the BCBSNC EOP.

* Urgent care
Urgent care providers have the option to follow these guidelines and bill members enrolled in non-copayment plans
an estimated patient responsibility at the time of service or following treatment. Urgent treatment should not be
denied prior to payment.

+Members enrolled in copayment plans can be requested (and are required) to pay applicable copayments at the
time of service or following treatment. Urgent care providers following these guidelines can request payment of
estimated patient responsibility; however members are required to pay copays only. Urgent treatment should not
be denied prior to payment.
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 Hospital and freestanding facilities

Hospitals and freestanding facilities cannot require payment from the member beyond any applicable copayment.
Members enrolled in both copayment plans and non-copayment plans can be requested to pay an estimated
patient responsibility or enter into a payment plan, but are not required to pay until after receipt of the BCBSNC
EOP. Additionally, members should not be sent a final bill until after receipt of the BCBSNC EOP.

If a member is unable to pay at the time of service, providers should not refuse to provide necessary treatment to a
member.

Member enrolled in HSA and HRA Plans can use funds from their HSA or HRA to pay for services. Providers should be
aware of the tax implications if funds are withdrawn for non-qualified medical expenses or for expenses that the member
did not incur, without subsequent and timely correction by the member. The member will need to take responsibility for
correcting any incorrect withdrawals. Therefore, if the estimated collection was too high, and you are aware that the
member used an HRA or HSA fund, you should remind the member to make the appropriate correction to their account.

Some groups may have specific requirements around upfront member collections. This information is typically found on
the member ID card. BCBSNC requests participating providers to honor these special requests and collect according to
the specified amounts.

BCBSNC policy for all other products prohibits participating providers from requiring upfront payment from a member
(other than applicable copayments) until the EOP for the member’s claim is received from BCBSNC indicating the correct
amount to be collected. However, providers following the guidelines contained here (section 9.16.1, Blue Options™
guidelines for upfront collection of member liability), may elect to request estimated amounts from members not
enrolled in the BCBSNC Blue Options™ deductible and coinsurance-only products, as long as payment is not required or
a prerequisite for receiving service.
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917 Hold harmless provision

Provider agrees not to bill or otherwise hold members, BCBSNC or any third party responsible for payment for health
care services and/or supplies provided to members, which are determined by us not to be medically necessary and/or
not in compliance with applicable BCBSNC care management & operations programs and policies and/or not eligible
under the member’s benefit plan, except when the following conditions have been met:

* The provider obtained prior authorization or prior certification by BCBSNC in advance of providing the specific
services and/or supplies to the member.

and/or

* The provider gave specific written notification to the member in advance of providing the non-medically necessary
services or other non-covered services, explaining that such service might not be covered by BCBSNC under the
member’s benefit plan; and the member signed a written authorization stating that:

(i) The member received from the provider notification that the specific services and/or supplies may not be
covered by his or her benefit plan.

(ii) The member received the notification prior to receiving the specific services and/or supplies.

(iii) The notification informed the member that the particular services and/or supplies, if not covered by BCBSNC
under the member’s benefit plan, are provided at the member’s own expense, if the member elects to receive
the specific services and/or supplies.

(iv) The provider obtained the member’s written authorization prior to rendering the specific services and/or supplies.

(v) The member's authorization includes that such services and/or supplies may not be covered by his or her benefit
plan and the member agrees to pay for such services and/or supplies apart from his or her benefit plan.

(vi) The member’s authorization specifies that the member elects to receive such services and/or supplies at the
member’s own expense and the provider has obtained the member’s written authorization.

The notification by the provider and the authorization by the member, as set forth in the agreement, shall be given
regarding a particular service at issue in the specific treatment of a member and not as a matter of general or standard
procedure in all cases.

Providers agree to provide BCBSNC with a copy of any and all such written authorizations upon request.

Refer to your health care businesses’ contractual agreement with BCBSNC to review your businesses’ hold harmless
provision and how the provision applies. If you have questions regarding your health care businesses’ hold harmless
provision, please contact Network Management (see chapter two, Quick contact information) for more information.

9171 Provisions for the protection of members eligible for both Medicare and Medicaid

(dual eligibles)

e Blue Plan members eligible for both Medicare and Medicaid (dual eligibles) are not to be held liable for Medicare Part
A and Part B cost sharing when a state is responsible for paying such amounts. Provider agrees to accept the MA Plan
payment as payment in full or bill the appropriate state Medicaid agency for such amounts.

PAGE 9-21



Chapter 9 !
e | &)
Claims - billing and reimbursement o

918 Payment guidelines

You are notified of payment guidelines via special messages on the Notification of Payment (NOP) or Explanation of
Payment (EOP). For example, a special message will be created for situations in which services that are considered
incidental to the primary service are not eligible for separate reimbursement.

Payment for covered services only

As set forth in providers reimbursement section of their agreement, as a participating provider, provider shall be paid by
BCBSNC only for medically necessary covered services to members which are in compliance with BCBSNC's care
management and operations programs.

Service edits

BCBSNC reserves the right to implement service edits to apply correct coding guidelines for CPT, HCPCS, and ICD-10
diagnosis and procedure codes. Service edits are in place to enforce and assist in a consistent claim review process. The
coding edits reflect BCBSNC Medical Coverage Guidelines, benefit plans, and/or other BCBSNC policies. Unbundling,
mutually exclusive procedures, duplicate, obsolete, or invalid codes are identified through the use of coding edlits.

Manner of payment - general

As a participating provider, provider agrees to accept as full and final payment by BCBSNC for medically necessary
covered services to members which are in compliance with BCBSNC's health coaching and intervention programs either:

i) the allowed amount, minus deductible, coinsurance, and/or copayment amounts, or
ii) provider’s accepted charge minus deductible, coinsurance, or copayment amounts;

whichever is less. The allowed amount shall be determined in accordance with the following subsections of the provider’s
reimbursement section of the agreement regarding provider participation and payment.

BCBSNC is establishing reimbursement rates for a limited group of service/procedure codes (primarily supply and drug
codes). These codes were previously unpriced by BCBSNC because pricing from external sources (such as Medicare or
St. Anthony’s) was unavailable at the outset of provider contracting.

Since external source pricing is now available for many of these codes, BCBSNC has notified providers of the application
of a pricing procedure that will price these codes consistent with the reimbursement level for codes in the same range.

BCBSNC makes revisions to the reimbursement for the above-referenced service/procedure codes according to the
methodology listed in the following section of this e-manual (pricing policy for procedure/service codes applicable to all
PPO, POS and HMO products). Additional pricing procedures are also included which apply to the products indicated.

If you have any questions, or if you would like a list of affected codes for your specialty made available, please contact
Network Management.
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919 BCBSNC policy for pricing professional claims billed on form CMS-1500
(how to identify the correct policy for your professional charges)

BCBSNC policy for pricing claims can vary depending upon a provider’s individual or group affiliated agreement with
BCBSNC, under which payment consideration is made for a particular claim for service. Participating providers can
identify the pricing policy that applies for their professional services by referencing their individual health care business’s
participation agreement with BCBSNC.

Unless your contract agreement or terms specify otherwise, one of the following policies apply to BCBSNC contracted
providers for procedure/service codes billed on a CMS-1500 or successor claim form. Please reference the Reimbursement
Exhibit of your agreement to determine the applicable policy:

* Durable Medical Equipment (DME) providers of ancillary services participating in the BCBSNC networks under a
“Network Participation Agreement-Ancillary” contract should refer to the DME Pricing Development and
Maintenance Policy located at http://www.bcbsnc.com/content/providers/blue-book.htm.

* If you're participating with BCBSNC under a network participation agreement that includes 2008 North Carolina
Medicare Part B based reimbursement, as part of the agreement’s reimbursement exhibit; the pricing policy titled
“Pricing development and maintenance policy for network fee schedules based upon 2008 North Carolina
Medicare” applies to the processing of your professional charges, when billed to BCBSNC on the CMS-1500 claim
form (see section 9.19.3 of this e-manual).

* If your agreement with BCBSNC does not include 2008 North Carolina Medicare Part B based rates as part of the
reimbursement exhibit, you should reference the pricing policy titled “Pricing policy for procedure/service codes” to
review the policy that applies to your professional charges, when billed to BCBSNC on the CMS-1500 claim form
(see section 9.19.2 of this e-manual).

9.19.1 Fee schedules

BCBSNC provides fee schedule information to participating physicians electronically. Participating physicians with access
to Blue e have the ability to view their fee schedule through the fee schedule transaction located in Blue e™.
Participating physicians who do not have internet access, or who wish to view a special or supplemental fee schedule,
may contact Network Management to request either a CD or hard copy of the fee schedule. BCBSNC currently offers the
fee schedule transaction to all BCBSNC participating physicians, physician groups, or physician organizations who are
duly licensed by a state licensing board as a medical doctor or as a doctor of osteopathy. If you are a participating
provider other than a BCBSNC contracted medical doctor or doctor of osteopathy, you can contact Network
Management to obtain a current copy of your fee schedule.

Providers not yet signed up for Blue e access will not be able to view their fee schedule information via Blue e until
they are enrolled in Blue €. Providers are encouraged to sign up today! Enrollment is easy; just visit
http://www.bcbsnc.com/content/providers/.

Providers who are already enrolled with Blue €™ and have questions about their fee schedule should contact Network
Management for assistance.

If after review of your health care business'’s participation agreement with BCBSNC and your fee schedule information in
Blue e, you are unsure about which pricing policy applies to your professional charges, please contact Network
Management for assistance.
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919.2 Pricing policy for procedure/service codes (applicable to all HMO, POS and PPO
products)

The following policy applies to BCBSNC's payment to contracted providers for procedure/service codes billed on a
CMS-1500 or successor claim form.

Previously priced codes

If a price was formally established in your fee schedule based on then-available external source pricing, that pricing will
remain in place unless otherwise changed in accordance with your contract or this policy.

General pricing policy

When new CPT/HCPCS codes are published, and an external pricing source exists for such codes, BCBSNC will price
these codes in the following manner:

* If available, the most current NC Medicare pricing will be applied to that code. The percentage of such NC
Medicare pricing that is applied to the new code will be matched to the percentage that was initially applied to
establish your fee schedule for codes in the same range of codes.

* The most current NC Medicare pricing means that pricing in place on the date the code was first eligible for use. If
NC Medicare revises the pricing or allowable pricing for any new code retroactive to the date the code was first
eligible for use, BCBSNC will review your fee schedule for that code (or codes) within 30 days of the NC Medicare
publishing of the revised pricing or allowable pricing. BCBSNC will not readjudicate or adjust affected claims based
upon NC Medicare’s retroactive revised pricing or allowable pricing. The revised fee applicable to your fee schedule
will become effective only for dates of service rendered on or after BCBSNC's loading of your revised fee.

+1f NC Medicare pricing is unavailable, BCBSNC will apply the most current Optumlinsight RVU pricing, using the
same methodology described above, to establish your fee schedule.

* For durable medical equipment, prosthetics/orthotics and supplies, the NC DMEPOS fee schedule will be used in
place of the above-referenced external pricing sources.

® Drug CPT and HCPCS codes will be priced as outlined below.

* Upon initial pricing of a code as described above, that pricing will remain in place unless otherwise changed in
accordance with the terms of your contract or this policy.

+ Thereafter, on an ongoing basis and within 120 days of the publishing of each new external source pricing,
BCBSNC will repeat the above procedure for previously unpriced codes.

* BCBSNC reimburses the lesser of your charge or the applicable pricing in accordance with your contract and
this policy.

* Nothing in this policy will obligate BCBSNC to make payment on a claim for a service or supply that is not covered
under the terms of the applicable benefit plan. Furthermore, the presence of a code and allowable on your sample
fee schedule does not guarantee payment.

External source pricing
All references in this policy to external source pricing refer to the following:
* NC Medicare Part B Physician Fee Schedule*
+ http://www.cms.gov/PhysicianFeeSched/PFSRVF/list.asp
+ http://www.palmettogba.com/palmetto/palmetto.nsf
* NC Medicare Part B Drug Fee Schedule*
+ http://www.cms.gov/McrPartBDrugAvgSalesPrice/
* NC Medicare Part B Clinical Lab Fee Schedule*
+ http://www.cms.gov/CLIA/10_Categorization_of Tests.asp
* NC Ambulance Fee Schedule*
+ http://www.cms.gov/AmbulanceFeeSchedule
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* NC DMEPOS Fee Schedule*
+ http://www.cms.hhs.gov/DMEPOSFeeSched/

* BCBSNC Physician Specialty Pharmacy
+ http://www.bcbsnc.com/providers/injectable-drugs/available.cfm

+ Please contact Network Management to obtain the fee for any Drug Service code, which was determined by the
BCBSNC Specialty Pharmacy criteria.

» CDC Private Sector Price
+ http://www.cdc.gov/vaccines/programs/vfc/awardees/vaccine-management/price-list/index.html

* Wholesale Acquisition Cost Average Wholesale Price
+ http://www.reimbursementcodes.com

+ Please contact Network Management to obtain the fee for any Drug Service code, which was determined by the
Wholesale Acquisition Cost or Average Wholesale Price criteria.

* Optumlnsight The Essential RBRVS

+ http://www.optuminsight.com

+ Please contact Network Management to obtain the fee for any Service Category code, which was determined by
the Optuminsight criteria.

In the event that the names of such external source pricing change (e.g., a new Medicare intermediary is selected),
references in this policy will be deemed to refer to the updated names. In the event that new external source pricing
generally acceptable in the industry and acceptable to BCBSNC becomes available, such external source pricing may be
incorporated by BCBSNC into this policy.

Payment of remaining unpriced codes

Procedure/service codes that remain unpriced after each application of the above procedure will be paid in the interim at
the lesser of your charge or the NC statewide average charge (if available) for a given code. The NC statewide average
charge will be determined and updated annually, using the most recent 12-month period for which complete data has
been received and entered into BCBSNC's claim system. If a NC statewide average charge cannot be determined due to
limited claims data, BCBSNC will assign a fee to the service that will be the lesser of your charge or a reasonable charge
established by BCBSNC using a methodology that is applied to comparable providers for similar services under a similar
health benefit plan. BCBSNC's methodology is based on several factors including BCBSNC's payment guidelines and
reimbursement policy as described in The Blue Book™, and pricing and adjudication principles for professional
providers as described on our medical policy Web site. Under these guidelines, some procedures charged separately by
you may be combined into one procedure for reimbursement purposes.

Drug CPT and HCPCS codes

These codes are priced based on a percentage of Average Wholesale Prices (AWPs). A national drug-pricing vendor
determines AWPs, and the AWP methodology is as follows:

* For a single-source drug or biological, the AWP equals the AWP of the single-source product. For a multi-source
drug or biological, the AWP is equal to the lesser of the median AWP of all the generic forms of the drug or
biological or the lowest brand name product of the AWP. A “brand name” product is defined as a product that is
marketed under a labeled or proprietary name that may be different than the generic chemical name for the drug or
biological. AWPs will be subject to quarterly changes (January 1st, April 1st, July 1st, October 1st) based on national
vendor data.

* In the event that new external source pricing generally acceptable in the industry and acceptable to BCBSNC
becomes available (e.g., average sales price to determine reimbursement for drug CPT and HCPCS codes), such
external source pricing may be incorporated by BCBSNC into this procedure.
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* Our specialty pharmacy drugs are priced according to our standard fee schedule. The current list of specialty
pharmacy drugs is available at bcbsnc.com. Please see the “Injectable drug network: availability” link in the “I'm a
provider” section. The list also includes the next quarterly update (January 1st, April 1st, July 1st, October 1st).
Please contact Network Management to obtain fee schedule amounts for specialty pharmacy drugs.

Policy on payment based on charges (applies to all products)

When application of BCBSNC's reimbursement procedures results in payment of a given claim based on your charge or a
percentage of your charge, you are obligated to ensure that: (1) all charges billed to BCBSNC are reasonable; (2) all
charges are consistent with your fiduciary duty to your patient and BCBSNC; (3) no charges are excessive in any respect;
and (4) all charges are no greater than the amount regularly charged to the general public, including those persons
without health insurance.

Policy on pricing of general or unlisted codes (applies to all products)

If a general code (e.g., 21499, unlisted musculoskeletal procedure, head) or unlisted code is filed because a code
specific to the service or procedure is non-existent, BCBSNC will assign a fee to the service which will be the lesser of
your charge or a reasonable charge established by BCBSNC using a methodology which is applied to comparable
providers for similar services under a similar health benefit plan. BCBSNC’s methodology is based on several factors
including BCBSNC's payment guidelines and reimbursement policy as described in The Blue Book®™, and pricing and
adjudication principles for professional providers as described on our medical policy Web site. Under these guidelines,
some procedures charged separately by you may be combined into one procedure for reimbursement purposes.
BCBSNC may use clinical judgment to make these determinations, and may use medical records to determine the exact
services rendered.

Some codes that are listed as specific codes in the CPT/HCPCS manuals relate to services that can have wide variation in
the type and/or level of service provided. These codes will be treated by BCBSNC in the same manner as general codes,
as described in the above paragraph.

DMEPOS claims or medical or surgical supply claims that are filed under general or unlisted codes must include the
applicable manufacturer’s invoice and will be paid at 10% above the invoice price. BCBSNC will not pay more than 100%
of the respective charge for these claims.

If a general or unlisted code is filed despite the existence of a code specific to the service or procedure, BCBSNC will
apply the more specific code to determine payment under BCBSNC's applicable reimbursement policies.

BCBSNC's assignment of a fee for a given general or unlisted code does not preclude BCBSNC from assigning a
different fee for subsequent service or procedure under the same code. Fees for these services may need to be changed
based on new or additional information that becomes available regarding the service in question or other similar services.

M
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919.3 Pricing development and maintenance policy for network fee schedules based upon
2008 North Carolina Medicare

This Pricing Development and Maintenance Policy applies to BCBSNC's calculations of contractual allowances (fees) for
services billed on a CMS-1500 or successor claim form. Each uniquely identifiable service is assigned a Service Category,
based upon the HCPCS level | (CPT) or level Il code. Fee calculations applicable to each Service Category are described
below, including the external pricing source. BCBSNC will update annually those Service Categories based on Current
Year Pricing Source as listed below. The annual updates will be made based on pricing sources in effect on January 1*.
Quarterly updates as indicated below will be made based on pricing source in effect the last month of the preceding
quarter. BCBSNC will not adjust pricing once established for the year until the following calendar year.

Drug services

1. Drug service fees will be updated on a calendar quarter basis.

2. Fees will be determined based upon the following hierarchy
and criteria. The first of the following criteria that can be
used to establish a price will be the applicable source:

1 All vaccines contained on the CDC price
list will be cross-walked to a CPT code. If
more than one CDC listed brandname/

a. 100% of BCBSNC specialty pharmacy tradename vaccine maps to a single CPT

b. 110% of CDC private sector price’ code, BCBSNC will apply the mean

‘ . (average) private sector cost/dose price as
O, *
C. 1OQA> of No!'th Ca'1ro||na Medicare Part B drug fee schedule*, the fes for the applicable CPT code. If the
or if not available;

CDC vaccine price list contains more than
d. 105% of wholesale acquisition cost, or if not available; one private sector cost/dose for a
particular brandname/tradename vaccine,
BCBSNC will apply the lowest private
sector cost/dose price when determining
the fee.

e. 95% of average wholesale price

If none of the above sources contain a price for the applicable
code, the allowed amount will be based upon:

f. Individual consideration or if no price can be determined;

g. 75% of your reasonable charge

Durable Medical Equipment, Prosthetics, Orthotics and Supplies (DMEPQOS) services

1. DMEPOS service fees will be updated on a calendar year basis.

2. Fees will be determined based upon the following hierarchy and criteria. The first of the following criteria that can be
used to establish a price will be the applicable source:

a. 103% Invoice Cost for eyeglass frames

b. 100% of North Carolina Medicare DMEPOS fee schedule*, or if not available;

c. 100% of Optuminsight

If none of the above sources contain a price for the applicable code, the allowed amount will be based upon:
d. 103% Invoice Cost

In-office laboratory services
1. In-office laboratory service fees will be updated on a calendar year basis.

2. Except for services identified by Medicare as CLIA excluded or CLIA waived, in-office laboratory service fees will be
limited to those services for which you have provided BCBSNC with evidence of your CLIA certification. Any changes
to your CLIA certification will be updated upon notification to BCBSNC but will not be retroactively adjusted.
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3. Fees for CLIA excluded, CLIA waived or provider performed microscopy procedure services will be determined based
upon the following hierarchy and criteria. The first of the following criteria that can be used to establish a price will be
the applicable source:

a. 100% of North Carolina Medicare clinical lab fee schedule*, or if not available;

b. 100% of North Carolina Medicare Part B physician fee schedule*, or if not available;

c. 100% of Optumlnsight

If none of the above sources contain a price for the applicable code, the allowed amount will be based upon:
d. Individual consideration or if no price can be determined;

e. 75% of your reasonable charge

4. Fees for panels and chemistry services will be determined based upon the following hierarchy and criteria. The first of
the following criteria that can be used to establish a price will be the applicable source:

a. 45% of North Carolina Medicare clinical lab fee schedule*, or if not available;

b. 45% of North Carolina Medicare Part B physician fee schedule*, or if not available;

c. 45% of Optumlnsight

If none of the above sources contain a price for the applicable code, the allowed amount will be based upon:
d. Individual consideration or if no price can be determined;

e. 75% of your reasonable charge

5. Fees for hematology and immunology services will be determined based upon the following hierarchy and criteria.
The first of the following criteria that can be used to establish a price will be the applicable source:

a. 60% of North Carolina Medicare clinical lab fee schedule*, or if not available;

b. 60% of North Carolina Medicare Part B physician fee schedule*, or if not available;

c. 60% of Optuminsight

If none of the above sources contain a price for the applicable code, the allowed amount will be based upon:
d. Individual consideration or if no price can be determined;

e. 75% of your reasonable charge

6. Fees for pathology services will be determined based upon the following hierarchy and criteria. The first of the
following criteria that can be used to establish a price will be the applicable source:

a. 90% of North Carolina Medicare clinical lab fee schedule*, or if not available;

b. 90% of North Carolina Medicare Part B physician fee schedule*, or if not available;

c. 90% of Optuminsight

If none of the above sources contain a price for the applicable code, the allowed amount will be based upon:
d. Individual consideration or if no price can be determined;

e. 75% of your reasonable charge

Ophthalmologic exam services
1. Ophthalmologic exam service fees will be updated on a calendar year basis.

2. Fees will be determined based upon the following hierarchy and criteria. The first of the following criteria that can be
used to establish a price will be the applicable source:

a. 80% of North Carolina Medicare Part B physician fee schedule*, or if not available;
b. 80% of Optuminsight

If none of the above sources contain a price for the applicable code, the allowed amount will be based upon:
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c. Individual consideration or if no price can be determined;

d. 75% of your reasonable charge

Other ophthalmologic services
1. Other ophthalmologic service fees will be updated on a calendar year basis.

2. Fees will be determined based upon the following hierarchy and criteria. The first of the following criteria that can be
used to establish a price will be the applicable source:

e. 100% of North Carolina Medicare Part B physician fee schedule*, or if not available;

f. 100% of Optuminsight

If none of the above sources contain a price for the applicable code, the allowed amount will be based upon:
g. Individual consideration or if no price can be determined;

h. 75% of your reasonable charge

Chiropractic services
1. Chiropractic service fees will be updated on a calendar year basis.

2. Fees will be determined based upon the following hierarchy and criteria. The first of the following criteria that can be
used to establish a price will be the applicable source:

a. 80% of North Carolina Medicare chiropractic fee schedule*, or if not available;

b. 80% of Optuminsight

If none of the above sources contain a price for the applicable code, the allowed amount will be based upon:
c. Individual consideration or if no price can be determined;

d. 75% of your reasonable charge

Physical, Occupational, Speech Therapy (PT/OT/ST) services
1. PT/OT/ST service fees will be updated on a calendar year basis.
2. Fees will be determined based upon the following hierarchy and criteria:

a. 70% of North Carolina Medicare Part B physician fee schedule

b. 70% of Ingenix

c. Individual consideration

d. 75% of your reasonable charge

Behavioral health services
1. Behavioral health service fees will be updated on a calendar year basis.

2. Fees will be determined based upon the following hierarchy and criteria. The first of the following criteria that can be
used to establish a price will be the applicable source:

a. 100% of North Carolina Medicare Part B physician fee schedule for physicians*, or

b. 100% of North Carolina Medicare Part B clinical psychologist* fee schedule for clinical psychologists*, or

c. 100% of North Carolina Medicare Part B clinical social worker fee schedule for non-physician/non-psychologists*, or
If none of the above sources contain a price for the applicable code, the allowed amount will be based upon:

d. 100% of Optumlnsight, or if not available;

e. Individual consideration or if no price can be determined;

f. 75% of your reasonable charge
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Other tests and miscellaneous services
1. Other tests and miscellaneous service fees will be updated on a calendar year basis.

2. Fees will be determined based upon the following hierarchy and criteria. The first of the following criteria that can be
used to establish a price will be the applicable source:

a. 100% of North Carolina Medicare Part B physician* fee schedule*, or if not available;

b. 100% of OptumInsight

If none of the above sources contain a price for the applicable code, the allowed amount will be based upon:
c. Individual consideration or if no price can be determined;

d. 75% of your reasonable charge

All other services
1. All other service fees will be reviewed and/or updated on a periodic basis.

2. Fees will be determined based upon the following hierarchy and criteria. The first of the following criteria that can be
used to establish a price will be the applicable source:

a. The percent of 2008 North Carolina Medicare Part B physician fee schedule*, or if not available;

b. The percent of Optumlinsight

If none of the above sources contain a price for the applicable code, the allowed amount will be based upon:
c. Individual consideration or if no price can be determined;

d. 75% of your reasonable charge

Fee determination based on a percentage of your reasonable charge

When application of the hierarchy and criteria for the determination of contractual allowances results in a fee for a given
service based upon a percentage of your change, you are obligated to ensure that: (1) all charges billed to BCBSNC are
reasonable; (2) all charges are consistent with your fiduciary duty to your patient and BCBSNC; (3) no charges are
excessive in any respect; and (4) all charges are no greater than the amount regularly charged to the general public,
including those persons without health insurance.

Fee determination based on a general or unlisted code/individual consideration

* If a general code (e.g., 21499, unlisted musculoskeletal procedure, head) or unlisted code is filed because a code
specific to the service or procedure is non-existent, BCBSNC will assign a fee to the service which will be a reasonable
charge established by BCBSNC using a methodology which is applied to comparable providers for similar services
under a similar health benefit plan or 75% of your reasonable charge. BCBSNC's methodology is based on several
factors including BCBSNC's payment guidelines and reimbursement policy as described in The Blue Book™, and
pricing and adjudication principles for professional providers as described in the medical policy section of the BCBSNC
Web site. Under these guidelines, some procedures charged separately by you may be combined into one procedure
for reimbursement purposes. BCBSNC may use clinical judgment to make these determinations, and may use medical
records to determine the specific services rendered.

Some codes that are listed as specific codes in the CPT/HCPCS manuals relate to services that can have wide variation
in the type and/or level of service provided. These codes will be treated by BCBSNC in the same manner as general
codes, as described in the above paragraph.

BCBSNC reserves the right to price drug services using the national drug code for drugs that are filed using general or
unlisted codes, or codes that may be used for multiple drugs.

DMEPOQOS services that are filed using general or unlisted codes must include the applicable manufacturer’s invoice, and
will be priced at 10% or 3% above the invoice price as indicated in the applicable pricing hierarchy above. BCBSNC will
not allow more than 100% of your charge for these services.

* If a general or unlisted code is filed despite the existence of a code specific to the service or procedure, BCBSNC will
assign the fee for the more specific code to determine the fee under BCBSNC's applicable reimbursement policies.
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* BCBSNC's assignment of a fee for a given general or unlisted code does not preclude BCBSNC from assigning a
different fee for a subsequent service or procedure under the same code. BCBSNC's determination of a fee for a
service billed for a given general or unlisted code may vary from a previously determined fee based on new or
additional information that subsequently becomes available regarding the service in question or other similar services.

Additional fee determinations

* Fees based on current year Medicare are determined by the first published Medicare file post congressional review to
be effective January 1.

* BCBSNC reimburses the lesser of your charge or the applicable fee in accordance with your contract and this pricing
policy.

* Outpatient Prospective Payment System (OPPS) pricing will apply to the technical component of certain diagnostic
imaging services and the technical component of certain diagnostic imaging services and the technical component
portions of the global diagnostic imaging services in accordance with Section 5102(b) of the Deficit Reduction Act
of 2005.

* Nothing in this pricing policy will obligate BCBSNC to make payment on a claim for service or supply that is not
covered under the terms of the applicable benefit plan. Furthermore, the determination of a code-specific fee does not
guarantee payment for the service.

* In the event that any external pricing source reference listed below changes (e.g., a new Medicare intermediary is
selected), references in this pricing policy will be deemed to refer to the superseding source.

* Fees for services represented by CPT/HCPCS codes that are introduced after the effective date of this pricing policy
will be determined based upon the hierarchy and criteria applicable to the service category of the new code.

* For new “all other services” codes, the year in which the code was first introduced will be substituted for the applicable
external pricing source (e.g., if a new CPT code is introduced in 2009, the 2009 North Carolina Medicare Part B
physician fee schedule will be the primary external pricing source).

* All “other services” codes will be reviewed annually. The fee for any code not previously determined based upon the
North Carolina Medicare Part B physician fee schedule will be recalculated as if it were a new code if the fee can then
be determined based upon the North Carolina Medicare Part B physician fee schedule.

External pricing sources
All references in this pricing policy to external pricing sources refer to the following:
* NC Medicare Part B physician fee schedule*
+ http://www.cms.gov/PhysicianFeeSched/PFSRVF/list.asp
+ http://www.palmettogba.com/palmetto/palmetto.nsf
* NC Medicare Part B drug fee schedule*
+ http://www.cms.gov/McrPartBDrugAvgSalesPrice/
* NC Medicare Part B clinical lab fee schedule*
+ http://www.cms.gov/CLIA/10_Categorization_of_Tests.asp
* NC Ambulance fee schedule*
* NC DMEPOS fee schedule
+ http://www.cms.hhs.gov/DMEPOSFeeSched/
« BCBSNC specialty pharmacy*
+ http://www.bcbsnc.com/providers/injectable-drugs/available.cfm

+ Please contact Network Management to obtain the fee for any drug service code, which was determined by the
BCBSNC specialty pharmacy criteria.

* CDC private sector price

+ http://www.cdc.gov/vaccines/programs/vfc/awardees/vaccine-management/price-list/index.html
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* Wholesale acquisition cost
» Average wholesale price

+ http://www.reimbursementcodes.com

+ Please contact Network Management to obtain the fee for any drug service code, which was determined by the
wholesale acquisition cost or average wholesale price criteria.

* Optumlnsight The Essential RBRVS
+ http://www.optuminsight.com

+ Please contact Network Management to obtain the fee for any service category code, which was determined by
the Optumlnsight criteria.

* First published Medicare file post Congressional Review to be effective on January 1.

9.20 Payment based on usual, customary and reasonable (Applies to claims
processed for Comprehensive Major Medical (CMM) Plans based on UCR)

Reimbursement to CostWise participating providers is dictated by our Usual, Customary and Reasonable (UCR)
methodology, which is also outlined in the terms of your provider contract. For the most part BCBSNC has migrated
claims processing away from UCR methodology, however, claims processed for CMM products continue to utilize the
UCR methodology.

Under usual, customary and reasonable methodology allowable benefits are based on the lesser of:
* The doctor’s usual charge,
* The doctor’s usual charge on record, or

® The maximum customary allowance

A percentage of the maximum allowed amount in accordance with the subscriber’s contract is paid to the doctor
participating in CostWise. A usual charge is the fee generally charged by an individual doctor or group practice for a
particular service (i.e., the charge submitted on the CMS-1500 claim form). The usual charge on record is a computer-
calculated charge, based on usual charges for an individual doctor or group practice for a particular service. Claims are
reviewed every six months; approximately half of the services in April and the remainder in October. The April review is
based on claims data from the previous April through December; the October review is based on claims data from the
previous October through June. The usual charge on record is initially established at the accumulated 90th percentile of
charges for a particular service is higher than the established usual charge on record, then the usual charge on record is
based on the rise, if any, in the all-items CPI. This increase depends on whether the charge found at the accumulated 90th
percentile of usual charges on record for participating doctors is higher than the established maximum customary allowance.

A reasonable charge is an amount that meets the criteria of usual and customary charges or, after appropriate peer
review, is justified because of the special circumstances of a case.

A profile is the current listing of usual charges on record of an individual doctor or group practice.

Charges are put on the profile in two ways:
* By automatic review twice a year of paid claims information.
e If sufficient data is not available, by doctors notifying BCBSNC of their charges.

If benefits under UCR coverage are paid at less than the expected percentage of charges for a given service, benefits
may have been based on less than the amount charged. BCBSNC is willing to review any determination it makes. Peer
review consultants and/or committees representing major specialties review new, unusual, or precedent setting cases and
recommend benefit allowances at the request of the subscriber, BCBSNC, or the participating doctor. The participating
doctor has the opportunity to provide all pertinent information. The participating doctor is then notified of the result.

PAGE 9-32


http://www.reimbursementcodes.com
http://www.optuminsight.com

Chapter 9
s
Claims - billing and reimbursement e

9.21 What is not covered

This is a list of general exclusions. In some cases, a member’s benefit plan may cover some of these services or have
additional exclusions. Please call the Provider Blue Line™ at 1-800-214-4844 to verify benefit coverage.

* Not medically necessary.

e Investigational in nature or obsolete, including any service, drugs, procedure or treatment directly related to an
investigational treatment.

* Any experimental drug or any drug not approved by the Federal Food and Drug Administration (FDA) for the
applicable diagnosis or treatment. However, this exclusion does not apply to prescription drugs used in covered
phases II, [l and IV clinical trials, or drugs approved by the FDA for treatment of cancer, if prescribed for the
treatment of any type of cancer for which the drug has been approved as effective in any one of the three nationally
recognized drug reference guides:

1. The American Medical Association drug evaluations
2. The American Hospital Formulary Service drug information
3. The United States Pharmacopeia drug information
* Not prescribed or performed by or upon the direction of a doctor or other provider.

* For any condition, disease, illness or injury that occurs in the course of employment, if the employee, employer or
carrier is liable or responsible (1) according to a final adjudication of the claim under a state’s workers’ compensation
laws, or (2) by an order of a state industrial commission or other applicable regulatory agency approving a
settlement agreement.

* For inpatient admissions primarily for the purpose of receiving diagnostic services or a physical examination.
Inpatient admissions primarily for the purpose of receiving therapy services are excluded except when the admission
is a continuation of treatment following care at an inpatient facility for an illness or accident requiring therapy.

* For care in a self-care unit, apartment or similar facility operated by or connected with a hospital.

* For custodial care, domiciliary care or rest cures, care provided and billed for by a hotel, health resort, convalescent
home, rest home, nursing home or other extended care facility, home for the aged, infirmary, school infirmary,
institution providing education in special environments or any similar facility or institution.

* Received prior to the member’s effective date or during an inpatient admission that began prior to the member’s
effective date, even if inpatient care continues beyond the effective date except as otherwise required by law.

* Received on or after the coverage termination date, regardless of when the treated condition occurred, and
regardless of whether the care is a continuation of care received prior to the termination.

For telephone consultations, charges for failure to keep a scheduled visit, charges for completion of a claim form,
charges for obtaining medical records, and late payment charges.

* For complications or side-effects arising from services, procedures or treatments excluded from coverage under this
health benefit plan.

For care that the provider cannot legally provide or legally charge.

Provided and billed by a licensed health care professional who is in training.

Available to a member without charge.
e For care given to a member by a provider who is in a member’s immediate family.
e For any condition suffered as a result of any act of war or while on active or reserve military duty.

* In excess of the allowed amount for services usually provided by one doctor, when those services are provided by
multiple doctors.

* For cosmetic purposes except when such care is necessary for the correction of impairment caused by an injury
orillness.
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For routine foot care - arch supports, support stockings, corrective shoes and care for the treatment of corns,
bunions (except capsular or bone surgery), calluses, toe nails (except radical surgery for ingrown nails), flat feet,
fallen arches, weak feet, chronic foot strain or other symptomatic conditions of the feet.

For dental care, denture, dental implants, oral orthotic devices, palatal expanders and orthodontics except as
specifically covered by your health benefit plan.

Dental services provided in a hospital, except when a hazardous condition exists at the same time, or covered oral
surgery services are required at the same time as a result of bodily injury.

For any treatment or regimen, medical or surgical, for the purpose of reducing or controlling the weight of a
member or for treatment of obesity, except for surgical treatment of morbid obesity.

Wigs, hair pieces and hair implants are typically not covered.

Received from a dental or medical department maintained by or on behalf of an employer, a mutual benefit
association, labor union, trust or similar person or group.

For sexual dysfunction unrelated to organic disease.
Treatment or studies leading to or in connection with sex changes or modifications and related care.

Music therapy, remedial reading, recreational or activity therapy, all forms of special education and supplies or
equipment used similarly.

Hypnosis, acupuncture, acupressure and continuous epidural anesthesia except when used for control of chronic
pain associated with terminal cancer.

Surgery for psychological or emotional reasons.

Travel, whether or not recommended or prescribed by a doctor or other licensed health care professional, except as
specifically covered by a health benefit plan.

Heating pads, hot water bottles, ice packs and personal hygiene and convenience items such as, but not limited to,
devices and equipment used for environmental control or to enhance the environmental setting.

Air conditioners, furnaces, humidifiers, dehumidifiers, vacuum cleaners, electronic air filters and similar equipment.
Physical fitness equipment, hot tubs, jacuzzis, heated spas, pool or memberships to health clubs.
Vitamins, except for prescriptions for prenatal vitamins or specific vitamin deficiencies.

Eye glasses, contact lenses, or fitting for eyeware, radial keratotomy and other refractive eye surgery, and related
services to correct vision except as specifically covered by your health benefit plan.

Treatment of developmental dysfunction and/or learning differences.

Medical care provided by more than one doctor for treatment of the same condition.

Take-home drugs furnished by a hospital or non-hospital facility.

Biofeedback except for the treatment of urinary incontinence and the following specific pain syndromes:
+muscle contraction headaches

+muscle re-education or muscle tension

+Reynaud’s phenomena

+migraine headaches

+ torticollis, including facial tics

+ paralumbar or back pain

For maintenance therapy. Maintenance therapy includes therapy services that are provided over a long period of time in
order to keep your condition stable.

For massage therapy services.
For holistic medicine services.

For services primarily for educational purposes, including but not limited to books, tapes, pamphlets, seminars,
classroom instruction and counseling, except as specifically covered by your health benefit plan.
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9.22 Release of medical records

At times, it is necessary for BCBSNC to request medical records from you in order to determine appropriate claims
payment, ensure contractual compliance or perform quality improvement activities.

Under HIPAA guidelines, no additional authorization is needed when medical records are requested for purposes of
claims processing. Providers participating with Blue Cross and Blue Shield of North Carolina should be aware that
medical records requested for the purpose of claims processing fall within BCBSNC's payment and health care
operations as those terms are defined in the HIPAA privacy rule.

Contracting providers have agreed to provide BCBSNC with medical records as requested without further payment or
authorization from the member or BCBSNC.

Do not send medical records unless requested by BCBSNC. Complete the BCBSNC record request form provided by
BCBSNC when sending records. For more information on releasing medical records, as stated in the enrollment
application, see chapter twenty-one, Forms.

9.23 Notification of payment or explanation of payment

We report payment and denial of claims to providers on a notification of payment or explanation of payment report.
The table below explains key information on the explanation of payment.

Patient number Number assigned by providers to identify patient accounts

POS or place Place of service

Type of service

Brief description of the service rendered

PC/days

If facility claims, number of days admitted as an inpatient

Billed charges

Provider's charges as billed

Contracted charges

The charge after contractual reductions

Non-covered/disallowed

Non-covered amounts/disallowed amount

Deduct amount

The member's deductible amount owed by the member

Remaining member expense

Amount the member can be billed by the provider

DEN code

The denial or adjustment code that further explains the payments/denial

Remarks

Written explanation for DEN codes

Amount paid

Total amount paid to provider

Contract types of services
and special codes

This field indicates special coverage, type of transmission, or other key information:
PCN - Provider Communication Network (electronically filed)

COB - Coordination of Benefits

CONADJ - Contractual Adjustment

SPCADJ - Special Adjustment

Blue Care®

Classic Blue®

PS-C - Preferred Care Select

CMM - CostWise/Comprehensive Major Medical
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9.24 Electronic Remittance Advice (ERA)

BCBSNC offers an electronic remittance using the
standard HIPAA 835 transaction to participating
providers. See chapter eleven, Electronic solutions for
information regarding the HIPAA 835.

9.25 Overpayments

Participating providers agree that in the event of any
overpayment, duplicate payment, or other payment in
excess of the member’s benefits payable according to the
member’s benefit plan and/or your provider contract,
payment will be promptly remitted to BCBSNC. BCBSNC
may recover overpayments by offset against current or
future amounts payable to you after 45 days of a request
for a refund. If within 45 days of the refund request, the
requested refund has not been made, BCBSNC may
recover the requested overpayment amount by offset of
future amounts payable to you. Prior to recovery by
offset, we will make best efforts to first recover the
overpayment through a written request for the refund.

9.251 \When you notice an overpayment
Complete form G252 - refund of overpayment form
(see chapter twenty-one, Forms)

or

Write a letter including the following information:
* The amount of the overpayment

* The member's ID number associated with the
overpayment

e Date of service

* Provider number under which service was paid

* Copy of the EOP/NOP

* The reason you believe the payment is in error
Mail a check, along with a copy of your letter or G252

form to:

Financial Processing Services

Blue Cross and Blue Shield of North Carolina
PO Box 30048

Durham, NC 27702-3048

For questions related to overpayments, call the Provider
Blue Line™ at 1-800-214-4844 or Inter-Plan Programs at
1-800-487-5522 and speak with a representative.

9.25.2 VWWhen we notice an overpayment

If we discover an overpayment, an invoice will be sent
requesting payment within 45 days. Please return the
invoice with your payment. If payment is not received
after 45 days of our notification to you, we will deduct the
amount owed from future payments to you, and indicate
the member’s identification number, date of service and

a message indicating the reason on the explanation

of payment.

9.26 Enterprise business continuity

I. Executive summary

A. BCBSNC has established an enterprise business
continuity program, its mission to enhance the
overall protection of:

1. Employees
2. Customers and service activities
3. Property and other assets

4. Brand, image and reputation

Il. An EBC governance committee has been formed to
ensure BCBSNC's enterprise business continuity
methodology is derived from and executed according
to industry best practices and provides for the specific
needs of BCBSNC and its customers. Moreover, the
EBC governance committee is responsible for the
confluence and oversight of all related business
continuity efforts and programs.

ll. Pay providers recovery plan

A. In the event of catastrophic systems loss preventing
the electronic submission and processing of claims,
BCBSNC will implement a plan to pay most
participating providers on an interim basis for up to
90 days. Providers meeting a pre-designated level
of claims over the most recent three month period
will receive a weekly receipts over that period.
These interim payments should be tracked by the
providers, as they will be subtracted from
payments made for adjudicated claims once
BCBSNC systems are back in operation.
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9.27 Using the corrected NPI or BCBSNC assigned proprietary provider number
for reporting your health care services

The National Provider Identifier (NPI) is a HIPAA mandate effective May 2007 for electronic transactions. The NPl is a ten
digit unique health care provider identifier, which replaces the BCBSNC Proprietary Provider Number (PPN) on electronic
transactions. Additional information about NPI is located in chapter nineteen of the e-manual (Health Insurance and
Accountability Act [HIPAA]), and on the Centers for Medicare and Medicaid Services (CMS) Web site at
http://www.cms.hhs.gov/NationalProvidentStand/.

If your health care business submits claims using:
¢ Electronic transactions — filing with NP is required

* Paper only (never electronically) - file with NPl or a BCBSNC assigned provider number

There are two types of NPI that are assigned via the CMS (Centers for Medicare and Medicaid Services) enumeration
system, National Plan and Provider Enumeration System (NPPES).

* Type 1: Assigned to an individual who renders health care services, including physicians, nurses, physical therapists
and dentists. An individual provider can receive only one NPI.

* Type 2: Assigned to a health care organization and its subparts that may include hospitals, skilled nursing facilities,
home health agencies, pharmacies and suppliers of medical equipment (durable medical equipment, orthotics,
prosthetics, etc.). An organization may apply and receive multiple NPIs to support their business structure.

9.271 NPI - Facility Type Code (FTC) billing

If your health care business files both UB-04 facility claims and CMS-1500 professional claims and use only one NPI for
both bill types, claims must be reported with the appropriate facility type code/place of service or the services may be
processed under the incorrect BCBSNC associated provider number.

BCBSNC accepts NPI on transactions, maps the NPI submission to the appropriate BCBSNC PPN, the PPN continues the
transaction through the claims processing system and is mapped back to the NPI, prior to being transmitted back to the
provider.

Providers have the option to receive multiple NPIs but if only one NPl is requested, BCBSNC will use a facility type code
(filter) to differentiate between two PPNs. (The facility type code is the [bill type] on the UB-04 and the place of service
on the CMS-1500.) If a provider has chosen to receive only one NPI but has two BCBSNC PPNs, the FTC is available to
identify the appropriate PPN. The provider must agree to use a specific FTC for a specific PPN. If any other FTC is filed
the claim will map to the other PPN and the provider must accept the payment as received. We will not be adjusting
these claims if the provider files with the incorrect FTC.

9.27.2 NPI - PA and nurse practitioner

If your office staff includes physician assistants or advanced practical nurse practitioners, you may have applied and
received National Provider Identifiers (NPI) for them.

However, please do not use physician assistant or advanced practice nurse practitioners NPl when reporting services in
claim submissions to BCBSNC unless the physician assistant or advanced nurse practitioner has been approved by
BCBSNC for inclusion on the practitioner roster. Otherwise, report services provided by physician assistants and
advanced practice nurse practitioners employed in your office, under the NPl and/ or BCBSNC assigned provider
number of the supervising physician providing the oversight.

Please note that generally, BCBSNC does not directly reimburse physician assistants or advanced practice nurse
practitioners for services provided in a physician’s office and that filing claims using non-rostered physician assistants or
registered nurses NPI can delay claims processing which can also delay payment to your practice.
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9.28 Using the correct claim form for reporting your health care services

BCBSNC recognizes and accepts the CMS-1500 claim form (version 08-05) for professional providers and the UB-04
(CMS-1450) claim form for institutional/facility providers. The National Uniform Claim Committee (NUCC) and National
Uniform Billing Committee (NUBC) approved these forms that accommodate the reporting of the National Provider
Identifier (NPI), as the replacements of the forms’ predecessors CMS-1500 (version 12-90) and UB-92.

Most providers, billing agencies or computer vendors file claims to BCBSNC electronically using the HIPAA compliant
837 formats. Providers who are not set up to file claims electronically should refer to the chart below to determine the
correct paper claim form to use:

Providers office Form CMS-1500
Home Durable Medical Equipment (HDME) Form CMS-1500
Reference lab Form CMS-1500
Licensed registered dietitian Form CMS-1500
Specialty pharmacy Form CMS-1500
Ambulance provider Form CMS-1500
Hospital facility Form UB-04 CMS-1450
Ambulatory surgical center Form UB-04 CMS-1450
Skilled nursing facility Form UB-04 CMS-1450
Lithotripsy provider Form UB-04 CMS-1450
Dialysis provider Form UB-04 CMS-1450
Home health care:

* Home health provider Form UB-04 CMS-1450

e Private duty nursing Form UB-04 CMS-1450

* Home infusion provider Form CMS-1500

Please note that providers with electronic capability who submit paper claims will be asked to submit claims
electronically. In addition, providers who do not file electronic claims will be contacted to discuss electronic filing
options.

For more information on the CMS-1500 claim form, visit the National Uniform Claim Committee (NUCC) Web site at
www.nucc.org. For more information on the UB-04 claim form, visit the National Uniform Billing Committee (NUBC)
Web site at www.nubc.org.
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CMS-1500 claim filing instructions

1 Leave blank

1a Insured’s ID - Enter the member identification number exactly as it appears on the patient’s ID card.
The member's ID number is the subscriber number and the two-digit suffix listed next to the member’s
name on the ID card. This field accepts alpha and numeric characters.

The patient’s name should be entered as last name, first name, and middle initial.

Enter the patient’s birth date and sex. The date of birth should be eight positions in the MM/DD/YYYY
format. Use one character (X) to indicate the sex of the patient.

4 Enter the name of the insured. If the patient and insured are the same, then the word same may be
used. This name should correspond with the ID # in field 1a.

Enter the patient’s address and telephone number.

Use one character (X) to indicate the patient’s relationship to the insured.

Enter insured’s address and telephone number. If patient’s and insured’s address are the same then the
word “same” may be used.

8 Enter the patient’s marital and employment status by marking an (X) in one box on each line.

Show the last name, first name, and middle initial of the person having other coverage that applies to
this patient. If the same as Item 4, enter same (complete this block only when the patient has other
insurance coverage). Indicate none if no other insurance applies.

9a Enter the policy and/or group number of the other insured’s policy.

9b Enter the other insured’s date of birth (MM/DD/YYYY) and sex.

9c Enter the other insured’s employer’s name or school name.

9d Enter the other insured’s insurance company name.

10 a-c Use one character (X) to mark yes or no to indicate whether employment, auto accident, or other
accident involvement applies to services in item 24 (diagnosis).

11 Enter member’s policy or group number.

11a Enter member’s date of birth (MM/DD/YYYY) and sex.

11b Enter member’s employer’s name or school name.

11c Enter member’s insurance Plan name.

11d Check yes or no to indicate if there is, or not, another health benefit plan. If yes, complete items
9 through 9d.

12 Have the patient or authorized person sign or indicate signature on file in lieu of an actual signature if

you have the original signature of the patient or other authorized person on file authorizing the release
of any medical or other information necessary to process this claim.

13 Have the subscriber or authorized person sign or indicate signature on file in lieu of an actual signature
if you have the original signature of the member or other authorized person on file authorizing
assignment of payment to you.

(Chart continued on the following page.)
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14 Enter the date of injury or medical emergency. For conditions of pregnancy enter the LMP. If other
conditions of illness, enter the date of onset of first symptoms.

15 If patient has previously had the same or similar illness, give the date of the previous episode.

16 Leave blank.

17 Enter name of referring physician or provider.

17a Enter ID number of referring physician or provider.

17b Leave blank.

18 If services are provided in the hospital, give hospitalization dates related to the current services.

19 Leave blank.

20 Complete this block to indicate billing for clinical diagnosis tests.

21 Enter the ICD indicator to identify the version of ICD codes being reported. Enter the indicator between

the vertical, dotted lines in the upper right-hand portion of the field. Enter the codes left justified on each
line to identify the patient’s diagnosis and/or condition. Do not include the decimal point in the diagnosis
code, because it is implied. List no more than 12 ICD-10-CM diagnosis codes. Relate lines A — L to the
lines of service in 24E by the letter of the line. Use the greatest level of specificity. Do not provide narrative
description in this field.

The “Diagnosis of Nature of Illness or Injury” is the sign, symptom, complaint, or condition of the
patient relating to the service(s) on the claim. This field allows for the entry of a 1 character indicator
and 12 diagnosis codes at a maximum of 7 characters in length.

Example: 21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (24E) €D \nd.; 0 ;
A |O139 B. |06012X0 C. |J019O D
e | " | oL Wl
Lo | k| [N
22 Use when correcting, replacing or voiding a claim.
23 Enter certification of prior review number here if services require it.
24 The 6 service lines in section 24 have been divided horizontally to accommodate submission of both

the NPl number and BCBSNC identifier during the NPI transition, and to accommodate the submission
of supplemental information to support the billed service. The top area of the six service lines is
shaded and is the location for reporting supplemental information. It is not intended to allow the
billing of 12 lines of service. Use of the supplemental information fields should be limited to the
reporting of NDC codes. If reporting NDC codes, report the NDC qualifier “N4" in supplemental field
24a followed by the NDC code and unit information (UN = unit; GR = gram; ML = milliliter;

F2 = international unit). Note: The BCBSNC identifier is no longer required.

D. PROCEDURES, SERVICES, OR SUPPLIES F. I J

Example: “h FraErTE(S]OFSERV‘Cio oo © (Explain Unusual Circumstances) DIAGROSIS Dggs EZ%T D. RENDERING
MM DD YY MM DD vy [SRVCE| EMG | cprcpcs | MODIFIER POINTER $ CHARGES UNITS | P’ |QUAL.|  PROVIDER ID. #
N400026064871 Immune Globulin Intravenous UN2 1B | 12345678901
10010510 01 o5 11| [J1563 | | [ ] 500(00 | 20| N| nei | 0123456789
24a Enter the month, day, and year (six digits) for each procedure, service and/or supply in the unshaded
date fields. Dates must be in the MM/DD/YY format.
24b Enter the appropriate place of service codes in the unshaded area.

24c Leave blank.

(Chart continued on the following page.)
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24d Enter procedure, service, or supplies using the appropriate CPT or HCPCS code in the unshaded area.
Also enter, when appropriate, up to four two-digit modifiers.

24e Enter the diagnosis reference number (pointer) in the unshaded area. The diagnosis pointer references
the line number from field 21 that relates to the reason the service(s) was performed (ex. 1, 2, 3, or 4,
or multiple numbers if the service relates to multiple diagnosis from field 21). The field accommodates
up to 4 digits with no commas between numbers.

24f Enter the total charges for each line item in the unshaded area. Enter up to 6 numeric positions to the
left of the vertical line 2 positions to the right. Dollar signs are not required.

249 Enter days/units in the unshaded area. This item is most commonly used for units of supplies,
anesthesia units, etc. Anesthesia units should be 1 unit equals a 1- minute increment. Do not include
base units of the procedure with the time units. If you are billing services for consecutive dates (from
and to dates) it is critical that you provide the units accurately in block 24g.

24h Leave blank.

24i Leave blank.

24j Enter the NPI number of the performing provider below the dotted line. If several members of the group
shown in Item 33 have furnished services, this item is to be used to distinguish each provider of service.
Example: o RENDERING

BTN
NP | 12345678901

25 Enter federal tax identification number.

Indicate whether this number is Social Security Number (SSN) or Employer Identification Number (EIN).

26 Enter the patient account number assigned by physician’s/provider's/supplier's accounting system.

27 Accept assignment
Yes must be indicated in order to receive direct reimbursement.

Contracting providers have agreed to accept assignment.

28 Enter the total charges for all services listed on the claim form in item 24F. Up to 7 numeric positions
can be entered to the left of the vertical lines and 2 positions can be entered to the right. Dollar signs
are not required.

29 Enter the amount paid by the primary insurance carrier.

(Reminder: only copayments may be collected at time of service.)

30 Enter total amount due - charges minus any payments received.

31 Signature and date of the physician/provider/supplier. (Stamped signatures are accepted.)

32 Enter the name and address of the facility site where services on the claim were rendered. This field is
especially helpful when this address is different from billing address in item 33.

32a Enter the NPl number of the service facility.

32b Leave blank.

33 Enter the name, address, and phone number for the billing provider or group.

33a Enter the NPl number of the billing provider or group.

33b Leave blank.
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9.281 Sample CMS-1500 claim form

ElERE

=
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12

PICA PICA
1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP | FEGA  ~ OTHER|1a INSURED'S|D.NUMBER (For Program in Item 1)
D(Medicare#) D (Medicaic#) D (ID#/DoD#) D (Member ID#) D (ID#) D(ID#) D(ID#)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

3. PATIENT'S BIRTH DATE SE
MM DD ¥

R =

4. INSURED’S NAME (Last Name, First Name, Middle Initial)

5. PATIENT'S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

SelfD SpouseD ledD OtherD

7. INSURED’S ADDRESS (No., Street)

CITY STATE

ZIP CODE TELEPHONE (Include Area Code)

)

8. RESERVED FOR NUCC USE

CITYy

STATE

ZIP CODE

C )

TELEPHONE (Include Area Code)

9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED’S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC USE

c. RESERVED FOR NUCC USE

10. IS PATIENT'S CONDITION RELATED TO:

a. EMPLOYMENT? (Current or Previous)

[no

PLACE (State)

NO
c. OTHER ACCIDENT?

[Jves  [no

YES
b. AUTO ACCIDENT?

[ves

11. INSURED’S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
M D YY

| |

| |

]

]

b. OT‘HEF{ CLAIM ID (Designated by NUCC)

c. INSURANCE PLAN NAME OR PROGRAM NAME

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

DYES D NO

If yes, complete items 9, 9a, and 9d.

READ BACK OF FORM BEFORE COMPLETING

& SIGNING THIS FORM.

12. PATIENT'S OR AUTHORIZED PERSON'’S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

services described below.

13. INSURED’S OR AUTHORIZED PERSON’S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for

~—— PATIENT AND INSURED INFORMATION ——— | <— CARRIER—)>

below.
SIGNED DATE SIGNED
14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMP) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM | DD oYY i | | MM | DD | YY MM | DD YY MM | DD YY
| ! QUAL.| QUAL4 ; } ; FROM | } T0 ! !
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
| MM DD | oYY MM DD, YY
; 17b.| NPI FROM | } TO ! }
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
[Jves [Ino ‘
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (24E) T 22. RESUBMISSION
ICDInd. | | CODE ORIGINAL REF. NO.
Al B. | c.l D. | ‘
23. PRIOR AUTHORIZATION NUMBER
E. F. L G L H. S
1| J. | K. | L |
24. A, DATE(S) OF SERVICE B. | C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G [H] I J. z
From To PLACE OF| (Explain Unusual Gircumstances) DIAGNOSIS AL [Eom| D RENDERING o
MM DD YY MM DD YY |SERVCE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITs | Pl | QUAL PROVIDER ID. # £
1 =
b 1 | \ | I 1 Te | g
Il Il Il Il 1 Il L L NPI 8
z
200 0 ] R | [w =
I I I I I I I I NPI w
3
3 I ! I ! | ! I | Fo-q-— - a
} I ‘ } I ‘ ‘ ‘ ‘ 1 I 1 ‘ 1 ‘ ‘ NPI t:I,’
| | | | | | | e I o
4 i i ‘ | | ‘ ‘ ‘ ‘ | i i ‘ | ‘ ‘ NPI o
| | | Il Il Il Il Il 4
<
S 1 - | | ! R o
| i ‘ | i ‘ ‘ } | | ‘ ! ‘ ‘ NP1 n
>
6 | | | | | | | | ot I z
N S I N N I N L | [
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. JCOEPT ASSIGNMENT? | 28. TOTAL GHARGE 29. AMOUNT PAID | 30. Rsvd for NUCC Use
| | | |
|
0] YES NO $ | $ ‘ |

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

32. SERVICE FACILITY LOCATION INFORMATION

33. BILLING PROVIDER INFO & PH # (

)

a.

SIGNED DATE

b.

a. ‘b.

NUCC Instruction Manual available at: www.nucc.org

PLEASE PRINT OR TYPE CR061653

APPROVED OMB-0938-1197 FORM 1500 (02-12)
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9.29 UB-04 claim filing instructions

Form Description of content

locator number

1 ® Provider name

e Street address or post office box
e City, state, zip code

* (Area code) telephone number

2 Required when the address for payment is different than that of the billing provider
information located in form locator 1

® Pay-to name

® Pay-to address

* Pay-to city, state, zip

3a Provider assigned patient control number
3b Provider assigned medical/health record number (if available)
4 Type of bill (4 digit classification)

¢ Digit 1: Leading zero
¢ Digit 2: Type of facility
+ 1 = Hospital
+ 2 = Skilled nursing facility
+ 3 = Home health
+ 7 = Clinic
+ 8 = Special facility
e Digit 3: Bill classification
+ 1 = Inpatient
+ 3 = Outpatient
+ 4 = Other
* Digit 4: Frequency
+ 1 = Admit through discharge claim
+ 2 = Interim - first claim
+ 3 = Interim - continuing claim
+ 4 = Interim - last claim
+ 5 = Late charge
** For further explanation on type of bill, please refer to the NUBC UB-04 official data
specifications manual

Provider's federal tax identification number

Date(s) of service (enter MMDDYY, example 010106)

Leave blank
8a Patient ID (required if different than the subscriber/insured ID in form locator 60)
8b Patient’s name (last name, first name, middle initial)
9a Patient’s address — street
9b Patient’s address — city
9c Patient’s address — state

(Chart continued on the following page.)
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Form Description of content
locator number

9d Patient’s address zip
9e Patient’s address — county code (if outside US) (Refer to USPS domestic mail manual)
10 Patient’s date of birth (enter MMDDYYYY, example 01012006)
11 Patient’s sex (M/F/U)
12 Admission/start of care date (MMDDYY)
13 Admission hour
Code Time AM Code Time PM
00 12:00-12:59 midnight 12 12:00-12:59 noon
01 01:00-01:59 13 01:00-01:59
02 02:00-02:59 14 02:00-02:59
03 03:00-03:59 15 03:00-03:59
04 04:00-04:59 16 04:00-04:59
05 05:00-05:59 17 05:00-05:59
06 06:00-06:59 18 06:00-06:59
07 07:00-07:59 19 07:00-07:59
08 08:00-08:59 20 08:00-08:59
09 09:00-09:59 21 09:00-09:59
10 10:00-10:59 22 10:00-10:59
11 11:00-11:59 23 11:00-11:59
14 Type of admission/visit
1. Emergency
2. Urgent
3. Elective
4. Newborn
5. Trauma
9. Information not available
15 Source of admission or visit
1. Physician referral
2. Clinic referral
3. HMO referral
4. Transfer from a hospital
5. Transfer from a skilled nursing facility
6. Transfer from another health care facility
7. Emergency room
8. Court/law enforcement
9. Information not available
A. Transfer from a critical access hospital
B. Transfer from another home health agency
C. Readmission to same home health agency
D. Transfer from hospital inpatient in the same facility resulting in a separate claim to the payer
For newborns
1. Normal delivery
2. Premature birth
3. Sick baby
4. Extramural birth

(Chart continued on the following page.)
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Form Description of content
locator number

16 Discharge hour:
Code Time AM Code Time PM
00 12:00-12:59 midnight 12 12:00-12:59 noon
01 01:00-01:59 13 01:00-01:59
02 02:00-02:59 14 02:00-02:59
03 03:00-03:59 15 03:00-03:59
04 04:00-04:59 16 04:00-04:59
05 05:00-05:59 17 05:00-05:59
06 06:00-06:59 18 06:00-06:59
07 07:00-07:59 19 07:00-07:59
08 08:00-08:59 20 08:00-08:59
09 09:00-09:59 21 09:00-09:59
10 10:00-10:59 22 10:00-10:59
11 11:00-11:59 23 11:00-11:59

17 Patient discharge status

01 — Discharged to home/self care (routine discharge)

02 - Discharged/transferred to hospital

03 — Discharged/transferred to skilled nursing facility

04 — Discharged/transferred to an intermediate care facility

05 - Discharged/transferred to another type of institution

06 — Discharged/transferred to home under care of Home Health

07 - Left against medical advice

20 — Expired

30 - Still patient

43 — Discharged/transferred to a federal health care facility

50 — Hospice - home

51 - Hospice - medical facility (certified) providing hospice level of care

61 — Discharged/transferred to a hospital based Medicare approved swing bed

62 — Discharged/transferred to an Inpatient Rehabilitation Facility (IRF) including rehabilitation
distinct part units of a hospital

63 — Discharged/transferred to a Medicare certified Long Term Care Hospital (LTCH)

64 — Discharged/transferred to a nursing facility certified under Medicaid but not certified
under Medicare

65 — Discharged/transferred to a psychiatric hospital or psychiatric distinct part unit of a hospital

66 — Discharged/transferred to a Critical Access Hospital (CAH)

18-28 (as applicable)

Condition codes

09 - Neither patient nor spouse is employed

11 — Disabled beneficiary but no LGHP

71 — Full care in unit

C1 - Approved as billed

C5 - Post payment review applicable

Cé6 — Admission preauthorization

** For additional condition codes, please refer to the NUBC UB-04 official data specifications manual

29

Accident state (situational)

+ Required when the services reported on this claim are related to an auto accident and the
accident occurred in a country or location that has a state, province, or sub-country code.

(Chart continued on the following page.)
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Form Description of content
locator number

30 Leave blank

31-34 (as applicable) Occurrence codes and dates

01 - Accident/medical coverage

02 - No fault insurance involved

03 — Accident/tort liability

04 - Accident employment related

05 — Accident no medical/liability coverage
06 — Crime victim

Medical condition codes

09 — Start of infertility treatment cycle

10 - Last menstrual period (only applies for maternity related care)
11 - Onset of symptoms/illness

Insurance related codes

24 — Date insurance denied
25 — Date benefits terminated by primary payer

Covered by EGHP

A1 - Birthdate of primary subscriber

B1 — Birthdate of second subscriber

C1 - Birthdate of third subscriber

A2 — Effective date of the primary insurance policy

B2 - Effective date of the secondary insurance policy

C2 - Effective date of the third insurance policy

**For additional occurrence codes, please refer to the NUBC UB-04 official data
specifications manual

35-36 (as applicable) Occurrence span codes and dates

70 — Qualifying stay dates for SNF use only

71 — Prior stay dates

72 — First/last visit dates

74 — Non-covered level of care/leave of absence dates

**For additional occurrence span codes, please refer to the NUBC UB-04 official data
specifications manual

37 Leave blank
38 Responsible party name and address
39-41 Value codes

01 - Most common semi-private rooms

02 - Provider has no semi-private rooms

08 — Lifetime reserve amount in the first calendar year
45 - Accident hour

50 - Physical therapy visit

A1 - Inpatient deductible Part A

A2 — Inpatient coinsurance Part A

A3 — Estimated responsibility Part A

B1 - Outpatient deductible

B2 — Outpatient coinsurance

**For additional value codes, please refer to the NUBC UB-04 official data specifications manual

(Chart continued on the following page.)
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Form Description of content
locator number

42 Revenue code (refer to UB-04 manual)
43 Revenue description (refer to UB-04 manual)
44 HCPCS/rates
* The level | (CPT) or level Il (HCPCS) is required for outpatient claims
® The accommodation rate for inpatient bills
45 Service date (MMDDYY)
* Applies to lines 1-22
Creation date (MMDDYY)
* Applies to line 23 - the date bill was created/printed
46 Unit of service
47 Total charges for each line (0001=total charges should be reported on line 23 with the
exception of multiple pages which should be reported on line 23 of the last page)
48 Non-covered charges
50 (A, B, C) Insurance carrier name (payer)
® Line A - primary payer
* Line B - secondary payer
e Line C - tertiary payer
51 Health plan identification number (leave blank until mandated)
52 (A, B, C) Release of information
e | = Informed consent to release medical information for conditions or diagnoses
(signature is not on file)
* Y = Provider has a signed statement permitting release of medical/
billing date related to a claim
53 (A, B, C) Assignment of benefits
* N =No
* Y = Yes (must be indicated in order to receive direct reimbursement)
* Contracting providers have agreed to accept assignment
54 (A, B, C) Prior payments/source
® A - Primary payer
* B - Secondary payer
e C - Tertiary payer
55 (A, B, C) Estimated amount due (not required)
56 National Provider Identifier (NPI) — billing provider
57 (A, B, C) Leave blank.
58 (A, B, C) Subscriber's/insured name (last name, first name)

(Chart continued on the following page.)
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Form Description of content
locator number

59 (A, B, C) Patient’s relationship to subscriber/insured
01 - Spouse
18 — Self
19 — Child
20 - Employee
21 — Unknown
39 - Organ donor
40 - Cadaver donor
53 - Life partner
G8 - Other relationship
60 (A, B, Q) Subscriber's/insured identification number
61 (A, B, Q) Subscriber's/insured group name
62 (A, B, Q) Subscriber's/insured group number
63 (A, B, Q) Treatment authorization code
64 (A, B, C) Document Control Number (DCN) [leave blank]
65 (A, B, Q) Subscriber's/insured employer name
66 Diagnosis and procedure code qualifier (ICD version indicator)
67 Principal diagnosis code “ICD-10" (do not enter decimal, it is implied)
* Eighth position indicates Present on Admission indicator (POA) —
required for inpatient claims
+Y = Yes
+ N = No
+ U = No information in the record
+ W = Clinically undetermined
67 (A-Q) Other diagnosis codes “ICD-10"
e Eighth position indicates Present On Admission indicator (POA) —
required for inpatient claims
+Y = Yes
+N = No
+U = No information in the record
+W = Clinically undetermined
68 Leave blank
69 Admitting diagnosis (inpatient only)
70 (A, B, C) Patient’s reason for visit (outpatient only)
71 Prospective Payment System code (PPS) [not required]
72 (A, B, C) External cause of injury code “E-Code”
73 Leave blank

(Chart continued on the following page.)
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Form Description of content
locator number

74 Principal procedure code and date

* |ICD-10 code required on inpatient claims when a procedure was performed (do not enter
decimal, it is implied)

* Leave blank for outpatient claims

* Date format MMDDYY

74 (A-E) Other procedures codes and dates
(procedures performed during the billing period other than those coded in FL74)
* ICD-10 code required on inpatient claims when a procedure was performed
(do not enter decimal, it is implied)
* Leave blank for outpatient claims
e Date format (MMDDYY)

75 Leave blank

76 Attending physician (NPI, last name and first name)

77 Operating physician (NP, last name and first name)

78-79 Other physician (NP, last name and first name)

80 Remarks

81 (A-D) Code - code field (overflow field to report additional codes)
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9.291 Sample UB-04 claim form

1 2 3a PAT. 4 TYPE
ONTL # OF BILL
b. MED.
REC. #
T Ty
\
8 PATIENT NAME [a l 9 PATIENT ADDRESS la l
: : [ o]
10 BIRTHDATE 1SEX |15 pare 14 bi 14TYPE 15.SRG |16 DHR [17STAT | 19 20 o CHUTONEOS o % 27 s | |*
| 1 ] | [ |
31 OCCURRENCE 32 OCCURRENCE 33 OCCURRENCE CCURRENCE OCCURRENCE SPAN 36 OCCURRENCE SPAN 37
CODE DATE CODE DATE CODE DATE DATE FROM THROUGH CODE FROM THROUGH
a la
b b
38 39 VALUE CODES VALUE CODES VALUE CODES
CODE AMOUNT 0l AMOUNT ODE AMOUNT
a
b
c
d
42 REV. CD. 43 DESCRIPTION 44 HCPCS / RATE / HIPPS CODE 45 SERV. DATE 46 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49
1 1
2 2
3 3
4 4
5 5
6 6
7 7
s s
9 9
10) 10
11 11
12| 12
19 13
14 14
15| 15
16| 16
17] 17
18] 18
19) 1o
20 20
2 21
2 22
» PAGE OF CREATION DATE OTA e
50 PAYER NAME 51 HEALTH PLAN ID Pono | [aen |54 PRIOR PAYMENTS 55 EST. AMOUNT DUE 56 NPI
Al 57 A
8 OTHER B
o| PRV ID c
58 INSURED'S NAME 59 PREL| 60 INSURED'S UNIQUE ID 61 GROUP NAME 62 INSURANCE GROUP NO.
A A
5 B
c ic
63 TREATMENT AUTHORIZATION CODES 64 DOCUMENT CONTROL NUMBER 65 EMPLOYER NAME
Al A
B B
| C
66 68
DX
69 ADMIT 70 PATIENT 71PPS [72 l l ]73
DX REASON DX CODE ECI
74 COEFEHNC\PAL PROCEDE)JEFEE OD%THER PROCEDUFBEATE b. CODOETHER PROCEDUB;TE Vs 76 ATTENDING ]NPI lQUAL] ‘
LAST ‘FIRST
OD%THER PROCEDUF[{)E\TE CODETHER PROCEDUFE)EATE COD%THER PHOCEDUB/ETE 77 OPERATING ]NPI lQUAL] ‘
LAST ‘FIRST
80 REMARKS 81ee 78 OTHER ‘ ‘NFI IOUAL‘ ‘
b LAST ‘FIRST
c 79 OTHER l ‘NPI louALl ‘
d LAST FIRST
UB-04 CMS-1450 OMB APPROVAL PENDING = THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HEREOF.
©2005 NUBC NUBC & Licez132s7
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9.30 Split claim guidelines

BCBSNC reserves the right to request a split claim where necessary to support correct adjudication of the claim.

In certain situations it may be necessary to divide a claim into sections by either date range or service, in order to
process a claim and apply member benefits correctly. The below chart has been designed to assist you to identify the
types of claim situations that can result in a split claim being required.

Claim situation BCBSNC Medicare Federal
HMO, POS, Supplement | Employee
PPO and CMM | (CMM legacy) Program
(includes fully PPO
insured, State PPO
and ASO)
For calendar year split No No No
2 For hospital contract changes No Yes Inpatient = No;
Outpatient = Yes
3 For hospital contract change with room No No No
rate changes
If the member’s policy terms while inpatient Yes Yes No
When the patient is admitted from the ER without | Yes No No

an inpatient authorization

6 When authorized and non-authorized days are in Yes No No
the same admission and reimbursement is
percent of charge

7 | When authorized and non-authorized days are in No No No
the same admission and reimbursement is DRG
(case pay)

8 When authorized and non-authorized days are in | Yes No No

the same admission and reimbursement is DRG
(percent of charge)

9 | Newborns: If baby has not been added to the Yes Yes Yes; split the claim
policy, split the claim to bill for the first 48 or 96 from the date
hours depending on method of delivery. Same for when the sick
a sick baby who is on the policy but not baby is admitted
authorized past the first 48 or 96 hours. in its own right

Inter-plan program (BlueCard®) request for split claims are dependent on the home Plan’s processing requirements
and/or member benefits. This means that the same type of claim may need to be split for one Plan but not for another.

Definitions

« Case pay: A prospective payment methodology for facility inpatient service in which the allowance for covered
services is negotiated for the entire inpatient stay. (A fixed dollar amount is agreed to for the entire inpatient stay.)

* Per diem rate: A prospective payment methodology for facility inpatient service in which the allowance for covered
services is a negotiated daily rate. (An agreed allowance amount is reimbursed for each BCBSNC-approved inpatient day.)

* Percent of approved charges: A payment methodology in which the allowance for covered services is calculated
on BCBSNC approved charges.

Please note that BCBSNC reserves the right to request a split claim where necessary to support correct adjudication of the claim.
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9.31 Notification of payment or explanation of payment

We report payment and denial of claims to providers on a notification of payment or explanation of payment report.
The table below explains key information on the explanation of payment.

Patient number

Number assigned by providers to identify patient accounts

POS or place

Place of service

Type of service

Brief description of the service rendered

PC/days

If facility claims, number of days admitted as an inpatient

Billed charges

Provider's charges as billed

Contracted charges

The charge after contractual reductions

Non-covered/disallowed

Non-covered amounts/disallowed amount

Deduct amount

The member's deductible amount owed by the member

Remaining member expense

Amount the member can be billed by the provider

DEN code

The denial or adjustment code that further explains the payments/denial

Remarks

Written explanation for DEN codes

Amount paid

Total amount paid to provider

Contract types of services
and special codes

This field indicates special coverage, type of transmission, or other key
information:

PCN - Provider Communication Network (electronically filed)
COB - Coordination of Benefits

CONADJ - Contractual Adjustment

SPCADJ - Special Adjustment

Blue Care®

Blue Options™

Classic Blue”

CMM - CostWise/Comprehensive Major Medical
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9.311 Sample EOP
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Physician's office

9.32 Maternity claims

A global charge should be billed for maternity claims. Prenatal care is considered an integral part of the global
reimbursement and will not be paid separately. However, prenatal care may be filed alone if that is the only care
provided by that particular physician. In the event you provide prenatal care for only part of the nine months and you do
not perform the delivery (such as when a patient moves during her pregnancy), you may file using the antepartum care
only codes applicable to the number of times the patient was seen prior to the delivery.
Applicable codes:

* 59425 Antepartum care only (4-6 visits)

* 59426 Antepartum care only (7 or more visits)

For more information, please refer to BCBSNC “Global Maternity and Multiple Births Billing Guidelines” available via our
online Education and Learning Center or refer to the BCBSNC maternity reimbursement medical policy on our Web site
at http://www.bcbsnc.com/assets/services/public/pdfs/medicalpolicy/guidelines_for_global_maternity_reimbursement.
pdf. Note: If the above codes should change after the publication of this e-manual, please use the most current code.

9.33 Filing immunizations

Vaccines for immunizations can be temperature sensitive and should be monitored for temperature increases and
decreases until they are administered. BCBSNC members are not to pick-up vaccines from the pharmacy for transport to
a provider's office, as this may result in unsafe temperature changes. Vaccines may only be obtained by the administering
provider and never by a BCBSNC member. Providers with questions are encouraged to contact Network Management.

Participating providers are encouraged to participate in the State of North Carolina immunization program, which
reimburses serum cost for specific immunizations.

The purpose of the immunization filing procedure is to permit BCBSNC's quality improvement staff to monitor the
immunization status of our members for HEDIS reporting. BCBSNC submits immunization data concerning its members
to the National Committee for Quality Assurance (NCQA) and the North Carolina Department of Insurance (NCDOI).

You should file immunizations as follows:
e Each immunization given must be filed on a single line of the CMS-1500 using one CPT-4 code:
+90657 Flu shot for 6 months of age to 35 months
+ 90658 Flu shot for 3 years
+90660 Flu mist

+90663 Influenza virus vaccine, pandemic formulation, HIN1

If these codes should change after the publication of this e-manual, please use the most current code.

* The -25 modifier must be used with all evaluation and management services except preventive services CPT 99381-
99397, when reporting a significant, separately identifiable service in addition to the immunization services.

* Itis inappropriate to use the unlisted vaccine code CPT 90749 to report immunization administration services.
* The invoice from the laboratory or pharmacy the vaccine has been purchased from may be requested for claim review.

*« BCBSNC HMO, POS, PPO and CMM products:

+ Submit state-supplied vaccines with the immunization code and a (zero) charge amount. Claims for vaccines that
are not supplied by the state should indicate the cost of the vaccine.
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+CPT codes CPT 90471 or CPT 90472 are the preferred method of requesting payment for administering all
immunizations. A practice may use the specific CPT code with the (52) modifier to request payment for the
administration of state-supplied vaccines.

BCBSNC preventive care guidelines are updated regularly and available to providers on the bcbsnc.com Web site for
providers at: http://www.bcbsnc.com/assets/campaigns/public/preventive/pdf/hcr_preventive_services_grp.pdf.

Providers should note that although guidelines exist, benefit allowances are subject to the terms and limitations of the
member’s eligibility and preventive care benefits at the time service is provided. Providers are encouraged to verify a
member’s benefits and eligibility in advance of providing service.

9.331 State supplied immunization reimbursement

Claims reported for HMO, PPO and CMM members for the administration of a state supplied vaccine, filed with the
appropriate immunization CPT code and a 52-modifier, are considered for reimbursement according to the providers
contracted fee schedule. Please note that this reimbursement method does not apply to Federal Employee Program
products.

9.33.2 Vaccines and Medicare Part D coverage

Vaccines considered as a prescription drug benefit under a member’s Medicare Part D coverage vs. a member’s medical
benefit, cannot be reported to BCBSNC on a HCFA-1500 claim form. Claims for vaccines eligible under a member’s Part
D benefit should be reported to the member’s Part D payor for processing and payment. Additionally, because vaccines
for immunizations can be temperature sensitive and should be monitored for temperature increases and decreases until
they are administered. BCBSNC members are not to pick-up vaccines from the pharmacy for transport to a provider's
office, as this may result in unsafe temperature changes. Vaccines may only be obtained by the administering provider
and never by a BCBSNC member.

Medicare Part D vaccine manager for claims filing

Participating providers have an easy online option to submit Medicare Part D vaccine claims to Medco® through
eDispense™. eDispense™ Part D vaccine manager, a product of Dispensing Solutions, Inc. (DSI), is a Web-based
application that offers a solution for the submission and adjudication of claims for physician-administered Part D vaccines
covered by member's Medicare Part D pharmacy benefits (vaccination claims that cannot be submitted on a standard
CMS-1500 medical claim form).

eDispense™ makes real-time claims processing for in-office administered Medicare Part D vaccines available through its
secure online access. Services offered with eDispense™ allow providers to quickly and electronically verify member’s
Medicare Part D vaccination coverage and submit claims to our pharmacy benefits manager Medco directly from your
in-office internet connection.

eDispense™ offers providers the ability to:
e Verify members’ Medicare Part D vaccination eligibility and benefits in real time
* Advise members of their appropriate out-of-pocket expense for Medicare Part D vaccines

e Submit Medicare Part D vaccine claims electronically to Medco
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Enrollment is an easy two-step process:

e Step 1 - select an authorized staff member who is most likely to be the primary user of the system to enroll the
practice. This person should be prepared to provide the following information about the practice:

+ Tax identification number

+ National Provider Identifier (NPI)

+ Medicare ID number

+ Drug Enforcement Administration (DEA) number
+ State medical license number

* Step 2 - Go to Dispensing Solutions’ Web site and complete a single one time online enrollment application at
enroll.edispense.com.

Providers can contact Dispensing Solutions directly for assistance with enrollment and claims by calling their customer
support center at 1-888-522-EDVM (3386).

Provider enrollment in eDispense™ vaccine manager and eDispense™ facilitated transactions between Medco and
providers is a voluntary option for providers. Medicare Part D vaccine claims eligible for electronic processing with
eDispense™ Part D vaccine manager are reimbursed according to the Medco allowance, less member liability.

BCBSNC offers network providers access to eDispense™ vaccine manager for Medicare Part D transactions through our
pharmacy benefits manager Medco Health Solutions, Inc. (Medco) by agreement between Medco and Dispensing
Solutions, Inc. (DSI).

9.34 Venipuncture and handling fee

BCBSNC has established allowances for laboratory services inclusive of venipuncture and usual supplies.

BCBSNC's medical policy does not allow separate reimbursement for venipuncture. Handling and/or conveyance of a
specimen is eligible for payment when the laboratory service is not performed in the provider's office and the
independent laboratory bills BCBSNC directly for the test.

Handling fees are paid to HMO/POS providers by BCBSNC only when the laboratory specimen is sent to an outside
reference lab for processing and that lab bills BCBSNC directly for the laboratory services. Use CPT code 99000 to bill
BCBSNC for the handling fee.

9.35 Participating labs and billing

Any contracting laboratory, physician office or hospital laboratory may provide and bill laboratory services for all
BCBSNC lines of business. The physician office should not bill for the same lab service they have asked a contracted lab
to bill.

Important Note: It is important to remember that BCBSNC participating providers and facilities have a contractual
obligation to refer all lab services to BCBSNC in-network laboratory providers. To confirm if a laboratory is participating
with BCBSNC, simply access the “Find a doctor or facility” tool, available online at bebsnc.com or contact the Provider
Blue Line™ at 1-800-214-4844.

9.36 Hearing aid screenings

*See section 9.61 for details relating to hearing aid coverage.
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9.37 Anesthesia services

BCBSNC policy guidelines state the anesthesia benefit includes coverage for general, regional, and Monitored
Anesthesia Care (MAC) ordered by the attending doctor and administered by or under the supervision of an
anesthesiologist. There are no additional benefits for local anesthetics or anesthesia administered by the attending
physician.

In accordance with the North Carolina Medical Board Position Statement entitled Office Based Procedures, “Anesthesia
should be administered by an anesthesiologist or a CRNA supervised by a physician. The physician who performs the
surgical or special procedure should not administer the anesthesia. The anesthesia provider should not be otherwise
involved in the surgical or special procedure.”

The following anesthesia services may be considered medically necessary:
* General anesthesia

* Regional block anesthesia (nerve trunk block and IV anesthesia proximal to elbow and knee, spinal anesthesia and
epidural anesthesia)

* Monitored anesthesia care (when used in lieu of general anesthesia)

Regional block and monitored anesthesia care are regarded as equivalent to general anesthesia. Anesthesia services
must be administered by a medical doctor or a qualified anesthetist under the direction of a medical doctor.

The following components are considered an integral part of the anesthesia service and additional reimbursement is not
available when billed separately from the anesthetic:

® Pre-anesthesia evaluation
* Postoperative visits

* Administration of anesthetic, fluids and/or blood administered by the Medical Doctor of Anesthesiology (MDA) or
qualified anesthetist and necessary drugs and materials provided by the MDA

* Interpretation of invasive and/or non-invasive monitoring procedures including: EKG, EEG, EMG, blood gases,
capnography, oxygen saturation, evoked potentials

e Services administered in recovery room

When anesthesia services are not covered:

* The administration of local anesthesia or for anesthesia administered by the operating surgeon or surgical assistant
is considered incidental to the surgical procedure. This includes sedation given for endoscopic procedures including
colonoscopy. Separate reimbursement is not provided for incidental services. (Refer to separate policy number
ADM9020, Bundling Guidelines.)

* Monitoring of IV sedation by an anesthesiologist for gastrointestinal endoscopy, arteriograms, CT scans, MRls,
cardiac catherizations, and PTCA is generally considered not medically necessary. Please review the medical policy
for anesthesia services and separate evidence-based guidelines, Monitored Anesthesia Care (MAC) at bcbsnc.com.

BCBSNC may request medical records for determination of medical necessity. When medical records are requested,
letters of support and/or explanation are often useful, but are not sufficient documentation unless all specific information
needed to make a medical necessity determination is included. All anesthesia services are subject to BCBSNC bundling
guidelines. For further information on reimbursement guidelines, please see Administrative Policies on the Blue Cross
and Blue Shield of North Carolina Web site at bcbsnc.com. They are listed in the Category Search on the Medical Policy
search page.

Please note: If service begins on one day and ends on another day, provider must bill based upon the beginning
service date.
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9.371 CRNAs

BCBSNC secondary to Medicare:

BCBSNC provides benefits for Certified Registered Nurse
Anesthetists (CRNA) (or other qualified anesthetists,
henceforth referred to as anesthetist) services on behalf
of its members who are Medicare beneficiaries. These
claims should be submitted through the Medicare
Crossover program, which forwards the claims to the
Medicare carrier for determination of Medicare benefits.
The Medicare carrier will forward the necessary data to
BCBSNC for processing of secondary benefits.

9.37.2 Anesthesia time

Anesthesia time must be reported in one-minute
increments. Anesthesia time should begin when the MDA
begins personal and continuous preparation of the
patient for induction of anesthesia in the operating room
or an equivalent area (i.e., holding area). It is recognized
that services rendered in the holding area will result in
variance of operating room time when compared to
actual time of anesthesia administration. Anesthesia time
ends when the patient’s condition can safely be managed
by post-operative supervision other than the personal
attention of the MDA.

Anesthesia time units are calculated at one unit for each
minute of anesthesia time. Anesthesia base units and the
anesthesia provider's Conversion Factor (CF) are adjusted
by BCBSNC (internally) relative to this one minute time
unit, i.e., the base unit value is multiplied by fifteen and
the CF is divided by fifteen.

BCBSNC considers the following list of codes to be
non-timed procedures, which differs from the ASA
relative value guide:

01960 Anesthesia for vaginal delivery
01967

Neuraxial labor analgesia/anesthesia for
planned vaginal delivery

Please note: CFs are based on 15-minute increments.
For example, in a procedure with an anesthesia base unit
value of 4 requiring 2 hours and 12 minutes of anesthesia
time (properly reported as “132" in the claim’s units field):
the time units (132) are added to the base unit value of
60, (or 4 x 15), producing a total unit value of 192 units
for this anesthesia service.

This total unit value is then multiplied by the provider’s
CF (CF divided by 15 and rounded to the nearest cent).

See Example 1 below:
Example 1

Method for calculating reimbursement for
timed anesthesia procedures

Scenario:
CF = $30.00
Base unit =4

Time units = 2 hrs, 12 mins (or 132 min)

Calculation:

Allowance: ($CF/15) x ((base unit x 15) + minutes)
($30.00/15) x ((4 x 15) + 132)

$2.00 x (60 + 132)

$2.00 x 192

$384.00
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9.37.3 Anesthesia modifiers

All anesthesia services are reported by use of the anesthesia five-digit procedure code plus the addition of a modifier(s).
Modifiers are added to modify or give additional definition to the service performed, and in certain circumstances add
additional units to the base unit values. The anesthesia modifier must be submitted first after the procedure, before other
non-anesthesia modifiers. Please include all modifiers for a procedure code on one line.

1. Modifiers for timed anesthesia: The following modifiers must be used with the appropriate anesthesia codes.
Every timed service must have a modifier. Choose the appropriate modifier from the following:

"AA"  Physician personally performed
“AD"” Medically supervised by a physician for more than four concurrent procedures
“AD" Direction of residents in furnishing not more than two concurrent anesthesia procedures
"QK" Medical direction of two, three or four concurrent anesthesia procedures involving qualified individuals
"QS"” Monitored anesthesiology care services
“QX" CRNA with medical direction by a physician
"QY” Medical direction of one CRNA by an anesthesiologist
"QZ" CRNA without medical direction by a physician
2. Physical status modifiers: When filed with a five-digit procedure code, the following modifiers will add additional

unit(s) to the base unit value. In order to receive additional base units, these modifiers must be filed in the first
position on the claim form or electronic transaction.

P1 — A normal healthy patient ... 0
P2 — A patient with mild systemic disease...........ccccocoiiiiiiiiiiiiiiii 0
P3 — A patient with severe systemic diS€ase .............ccccoiiiiiiiiiiiiiii 1
P4 — A patient with severe systemic disease that is a constant threat to life...................... 2
P5 — A moribund patient who is not expected to survive without the operation.......................... 3
P6é — A declared brain-dead patient whose organs are being removed for donor purposes........ 0

The above six levels are consistent with the ASA's ranking of patient physical status. Physical status is included in CPT-4 to
distinguish between various levels of complexity of the anesthesia service provided.

Please note: These lists are subject to change as nationally recognized code sets change.

9.38 Assistant surgeon

Benefits are allowed when medical necessity and appropriateness of services are met. Generally, Medicare guidelines are
used to determine this, although cases may be reviewed on an individual consideration basis. Benefits for a covered
procedure is 20% of the maximum allowed for the procedure. Applicable modifier is — 80.

Benefits are allowed when medical necessity and appropriateness of assistant surgeon services are met. An assistant
surgeon must be appropriately board certified or otherwise highly qualified as a skilled surgeon and licensed as a
physician in the state where the services are being provided.

Physician assistants not employed by a hospital may act as an assistant surgeon when the above criteria are met.
BCBSNC corporate medical policy regarding assistant surgeons may be viewed online at bcbsnc.com.
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9.39 Physician assistant

Benefits are allowed when medical necessity and appropriateness of assistant surgeon services are met, and when the
physician assistant is under direct supervision of the performing surgeon. The PA must be appropriately certified or
licensed in the state where the services are rendered, and be credentialed in the facility where the procedure is
performed. The physician assistant benefits for a covered procedure is 85% of the maximum allowed for an assistant
surgeon. Applicable modifier for surgical assistant is “AS.”

Please refer to our online medical policy on co-surgeon, assistant surgeon and physician assistant guidelines for
complete details.

9.40 Telemedicine

Telemedicine is defined as the exchange of medical information between sites via electronic communication for the
purpose of transmitting clinical information.

The terms “telemedicine” and “telehealth” are often used interchangeably, although “telehealth” is intended to include
a broader range of services such as video conferencing and transmission of still images. The main proposed advantage
of telehealth is the capability of delivering medical services to distant areas with low access to medical specialists.

Telehealth services are live, interactive audio and visual transmissions of a physician-patient encounter from one site to
another using telecommunications technology. This may include transmissions of real-time telecommunications or those
transmitted by store-and-forward technology.

North Carolina has enacted Senate Bill 780 which requires that nonresident physicians who treat patients through the use
of electronic or other media shall be licensed in this state and shall be subject to reasonable regulations by the North
Carolina Medical Board. This bill went into effect September 17, 1997. Interpretation of lab or radiology services by
providers who are not licensed in the state of North Carolina is not covered.

BCBSNC corporate medical policy regarding Telemedicine can be viewed online at http://www.bcbsnc.com/assets/
services/public/pdfs/medicalpolicy/telemedicine.pdf.

Practitioners who use electronic communication systems should be in compliance with online secure transmission of
private patient health information (e.g., HIPAA regulations, encryption). The handling of electronic patient information is
considered the same as for an in-office environment, and patient privacy must be maintained. Secured electronic
channels have been developed commercially to meet AMA guidelines and HIPAA regulations.

BCBSNC corporate medical policy regarding E-visits can be viewed online at http://www.bcbsnc.com/assets/
services/public/pdfs/medicalpolicy/evisits_online_medical_evaluation.pdf.

PAGE 9-60


http://www.bcbsnc.com/assets/services/public/pdfs/medicalpolicy/telemedicine.pdf
http://www.bcbsnc.com/assets/services/public/pdfs/medicalpolicy/evisits_online_medical_evaluation.pdf

Chapter 9 N,
. | ol \§)
Claims - billing and reimbursement

Physician's office

9.41 Retainer practices

A retainer practice is a provider practice model whereby patients pre-pay a fixed yearly or monthly fee for various
services, which might include: comprehensive primary care and/or “add-on” components such as: immediate 24/7
access to the physician, prolonged visits, telephone and email contact, physician accompaniment to specialist
appointments (thus the name “concierge practice”).

In addition to primary care visits, services often cited as provided under the retainer fee may include:
® 24/7 physician access by cell phone or pager
* Immediate appointment access
* No wait time in office
* Care coordination between specialists, including referral coordination
* E-mail and telephone communication
* Form completion (school, camp, employment, disability, etc.) extended office visits

* “Executive physicals” (comprehensive exams that often include additional screening tests that are not
recommended based on age/risk factors in evidence-based on age/risk factors in evidence-based practice
guidelines like U.S. Preventative Services Task Force)

* Wellness programs and nutritional counseling, risk appraisals and wellness plans
e \Weight management

* House calls or place of business call

* Newsletters

* Physician escorts to specialists or hospitals

BCBSNC will permit retainer practices to participate in our provider networks if the following requirements are met:
1. Retainer fee must be voluntary for members.

2. Services provided under the retainer fee must be clearly separate and distinct from covered services under BCBSNC
member contracts.

3. Non-retainer patients must not be discriminated from retainer patients with regard to reasonable access to
appointments and after-hours coverage (as per BCBSNC access and coverage policies).

4. Non-retainer patients must not be discriminated from retainer patients with regard to quality or comprehensiveness of
care services. Patients who would benefit from appropriate preventative care or wellness counseling should receive
those services within the context of usual covered office visits, written handouts, nurse counseling, etc.

5. Non-retainer patients should not be charged for copies of medical records, no-shows, completion of forms, phone or
E-mail contact unless the practice has standard office charges for these services and patients are notified in advance in
writing of these charges. As a value added service it is permissible for retainer practices to offer these additional
services at no charge to retainer patients under their pre-paid fees.

6. The following services are considered part of patient management for established patients within a practice and
cannot be considered to be “added value” services under the concierge fee:

* Referrals to specialists, appropriate coordination of care with specialists and/or for hospital admissions

* Refills or prescription changes

* Pre-authorizations

* Routine preventative care

* Wellness, nutrition, and weight management counseling if offered in the context of a physician office visit, or by
nutritionists when covered under BCBSNC member benefits
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* Extended office visits for the purpose of providing wellness counseling, when medically appropriate for a particular
patient

e Timely reporting of lab, imaging and other test results
* Same day appointments when medically indicated
 Other alternative visit channels if covered by BCBSNC

7. Practices, who wish to change from a traditional practice model to a retainer practice, and already participate in
BCBSNC networks, must notify BCBSNC 120 days prior to any planned change. BCBSNC will evaluate the services
offered under the retainer relationship for compliance, with the above policy, communication planned to existing
patients being seen within the practice, the retainer contract, and validate if the fee will be voluntary for BCBSNC
members. If the practice meets all requirements for continued participation, BCBSNC will notify impacted members
of their rights with regard to continuing care within this practice, and the voluntary nature of the fee. If the practice
does not meet continued participation requirements, it will be allowed to voluntarily withdraw from BCBSNC
networks (with 90 days notice) and will be considered in violation of their BCBSNC contract if they require payment of
any additional fees for BCBSNC members during that period of time.

8. The same requirements must be met by de-novo retainer practices; except that these requirements will be
ascertained for any new practice wishing to join the BCBSNC network before contracting is performed.

9. Retainer practices that are permitted to remain within the BCBSNC network will be indicated as such within the
BCBSNC online Provider Directory, with active links to the member information about retainer practice and patients
rights in that regard.

10. All retainer practices must assure that they are compliant with any and all state and federal regulatory requirements

that apply.

BCBSNC may request medical records for determination of medical necessity. When medical records are requested,
letters of support and/or explanation are often useful, but are not sufficient documentation unless all specific information
needed to make a medical necessity determination is included.

9.42 Billing for missed appointments

BCBSNC does not cover charges for missed appointments. You may bill members directly for missed appointments only
if this is a standard procedure for your practice, and the member has previously received a written statement of this
procedure, or your standard procedure for missed appointments is posted in your office in a prominent location.

943 CPT 99420

Administration and interpretation of health risk assessment instrument (CPT 99420) when performed in conjunction with
E/M services or other related services is considered incidental to the associated E/M services and additional payment is
not allowed. Additionally, CPT 99420 should not be used for developmental screening or testing. See BCBSNC's medical
policy titled, “Developmental Delay and Testing Guidelines”.

9.44 E-visits (online medical evaluations)

E-visits (email, online medical evaluations) refer to the ability for health providers to interact with patients through a
secured electronic channel. E-visits are typically member-initiated, and used to address non-urgent ongoing or new
symptoms, although there may be an evolving role for the use of e-visits in management of chronic health conditions
such as diabetes.
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N o
(=¥ Sample CMS-1500 claim form i
HEALTH INSURANCE CLAIM FORM o oy . e
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12 Phys IClan's Offlce o
PICA PICA ¢
1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP EECA \__ OTHER|1a. INSURED'S LD. NUMBER (For Program in Item 1) N
D(Medicare#) D (Medicaid#) D (ID#/DoD#) D (Member ID#) D (ID#) D(ID#) D(ID#) YPPW12345678
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE SEX 4. INSURED’S NAME (Last Name, First Name, Middle Initial)
: | | .
Last Name, First Name 021 08:1919M ] *[X] | Last Name, First Name
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No., Street)
550 Nobe| AVenUe Self SpouseD ChildD OtherD 550 Nobe| AVeﬂUe
cITY STATE | 8. RESERVED FOR NUCC USE cITY STATE 4
Charlotte NC Charlotte NC |2
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code) g
28220 (704) 555-9099 28220 (704) 555-9099 S
9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10.1S PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER "E"
QT0321 a
a. OTHER INSURED’S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. INSURED'S DATE OF BIRTH SEX g
| |
[Jves  [Xno 02108 1919  ~[] X |2
b. RESERVED FOR NUCC USE b. AUTO ACCIDENT? PLAGE (state) |b- OTHER GLAIM ID (Designated by NUCC) a
[Jves [X]no | First Bank Z
¢. RESERVED FOR NUCC USE c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME E
[Jves  [X]no Blue Cross Blue Shield - NC =
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES (Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLAN? g
D YES NO If yes, complete items 9, 9a, and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'’S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
Signature on file 10/01/2015 Signature on file
SIGNED DATE SIGNED
14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMP) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT QCCUPATION A
| oYY I | | MM | DD | _YY MM | DD |  YY MM | DD | = YY
Nb} (ﬂ) 12015  aua| QUALY ; 10101 ! 2015 FROM | ! T0 | |
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 172[1B[ C4612 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
| MMTBD Yy MM DD YY
| Lackey, James M.D. 17 NP1 | 1234567890 FROM. | o 1
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
[Jves [Ino ‘
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (24E) T 22. RESUBMISSION
. ICDInd. | | CODE ORIGINAL REF. NO.
L E11.9  Diabetes, ol o |
23. PRIOR AUTHORIZATION NUMBER
E. F. L G L H. —_—
1| J. L K. | L |
24. A, DATE(S) OF SERVICE B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G, H ] I J. =z
From To PLACE OF| (Explain Unusual Gircumstances) DIAGNOSIS AL [Eom| D RENDERING o
MM DD YY MM DD YY |[SERVICE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS | Plan’ | QUAL. PROVIDER ID. # >
1B =
1 | ! | ! | ! | | F= "1 " A1 95ACZ700 ('
10101{15[10:01:15[11] [99214 | | | | | 50000 1| [wi] 0123456789 |8
=z
2 | | | | | | | | F-—q-——~—=———————-—-- po)
A O T O I N R l A N I «
3
3 | | | | | | | | ot At a
A N T N S N I N B l . s
4 | | | | | | | | e I o
S S I T N I S l N I °
<
S | L [ L e o
| i | i | | | ! NP1 n
>
6 | | | | | | | | ot I L
N N O S N O I O O I I T =
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use
56-9876543 CX | 987654321 [Xlves [ Jwo s 50/00/s 0100 50/00
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # (704) 555-1111
ooty et e et oo b Regis Medical Center Regis Medical Center
apply to this bill and are made a part thereof.) 1 1
vent Drive 999 Event Drive
Signature of Charlotte, NC 28220 Charlotte, NC 28220
SIGNED Clalm Preparer DATE “‘0123456789 ‘b' a 0123456789 ‘b'
NUCC Instruction Manual available at: www.nucc.org PLEASE PRINT ORTYPE CR061653 APPROVED OMB-0938-1197 FORM 1500 (02-12)
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9.45 Participating reference labs and billing

Definition
Laboratory services - reference clinical laboratory testing services as may be requested by BCBSNC participating
providers. This would include, but not be limited to, consulting services provided by provider, courier service, specimen
collection and preparation at designated provider locations, and all supplies necessary solely to collect, transport,
process or store specimens to be submitted to provider for testing.
Billing

¢ Bill on CMS-1500 claim form using CPT/HCPCS coding

* Do not submit claims for CPT codes 99000 and 99001

* Specify services provided and include all of the statistical and descriptive medical, diagnostic and patient data

* File claims after complete services have been provided

* Laboratory procedure reimbursement includes the collection, handling and conveyance of the specimen

* All services provided should be billed as global
Important Note: It is important to remember that BCBSNC participating providers and facilities have a contractual
obligation to refer all lab services to BCBSNC in-network laboratory providers. To confirm if a laboratory is participating

with BCBSNC, simply access the “Find a Doctor or Facility” tool, available online at bcbsnc.com or contact the Provider
Blue Line™ at 1-800-214-4844.
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APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12

Sample reference laboratory claim form
Ancillary providers

PICA PICA
1. MEDICARE  MEDICAID TRICARE CHAMPVA GROUP " FECA  — OTHER[1a INSURED'S|D. NUMBER (For Program in ltem 1)
D(Medicare#) D (Medicaid#) D (ID#/DoD#) D (Member ID#) D (ID#) D(ID#) D(ID#) XXXW12345678

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)
Last Name, First Name

3. PATIENT'S BIRTH DATE SEX

04] 1519700 _¢[]

4. INSURED’S NAME (Last Name, First Name, Middle Initial)
Last Name, First Name

5. PATIENT'S ADDRESS (No., Street)

123 Any Street

6. PATIENT RELATIONSHIP TO INSURED

SelfD Spouse ChildD OtherD

7. INSURED’S ADDRESS (No., Street)

123 Any Street

YES

[no

b. RESERVED FOR NUCC USE

b. AUTO ACCIDENT?

[ves

PLACE (State)

c. RESERVED FOR NUCC USE

NO
c. OTHER ACCIDENT?

[Jves  [no

CITY STATE | 8. RESERVED FOR NUCC USE CITY STATE
City NC City NC
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code)
12345 (704) 111-2222 12345 (704) 111-2222
9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER
615
a. OTHER INSURED’S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. INSURED’S DATE OF BIRTH SEX

10| 011 2003 X ]

b. OTHER CLAIM ID (Designated by NUCC)

| Working Group

c. INSURANCE PLAN NAME OR PROGRAM NAME

Blue Cross Blue Shield - NC

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

YES D NO

If yes, complete items 9, 9a, and 9d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'’S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

13. INSURED’S OR AUTHORIZED PERSON’S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

~—— PATIENT AND INSURED INFORMATION ——— | <— CARRIER—)>

00-0000000

27. ACCEPT ASSIGNMENT?
(For govt. claims, see back)

below.
10/01/2015
SIGNED DATE SIGNED
14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMP) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
MM_| DD . YY ! quaLl | MM | DD | _YY MM | DD YY MM | DD YY
1010712015 aua] g | 10101} 2015 FROM | ! o ]
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
| K MM DD | oYY MM DD, YY
| Lackey, James M.D. 170 NP1 | 1234567890 FROM | ; o
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
[Jves [Ino ‘
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (24E) T 22. RESUBMISSION
. ICDInd. | | CODE ORIGINAL REF. NO.
ALE11.9  Diabetes, cl .1 |
23. PRIOR AUTHORIZATION NUMBER
E. F. L G L H. S
1| J. | K. | L |
24. A. _ DATE(S) OF SERVICE B. | C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G [H] I J. z
From To PLACE OF| (Explain Unusual Gircumstances) DIAGNOSIS AL [Eom| D RENDERING o
MM DD YY MM DD YY |SERVCE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS | Plan’ | QUAL. PROVIDER ID. # £
| ! | ! | ! | | F= "1 " A1 95ACZ700 E
10{01{15]10{01 {15 | 82131 ] | | | | v | 0123456789 |8
z
I | L | [w] x
I I I I I I I I NPI w
3
| | | | | | | | oot At o
o
A N T N S N A A A 5
| | | | | | | | e I o
i i ‘ | | ‘ ‘ ‘ ‘ i i i ‘ | ‘ ‘ NPI o
| | | Il Il Il Il Il 4
<
o o | R | 70 5
| i ‘ | i ‘ ‘ } | | ‘ ! ‘ ‘ NP1 n
>
| | | | | | | | e R =
| | A I I N | NP
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use

(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

Signature of
Claim Preparer

SIGNED DATE

1234 Street Name
Any City, NC USA

] 00-0000000 [X]ves NO s ; s ; }
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # )
INCLUDING DEGREES OR CREDENTIALS An Lab Name An Lab Name

1234 Street Name
Any City, NC USA

0123456789 P

* 0123456789 P

NUCC Instruction Manual available at: www.nucc.org

PLEASE PRINT OR TYPE CR061653

APPROVED OMB-0938-1197 FORM 1500 (02-12)
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9.46 Licensed dietitian nutritionist services

Eligible providers enrolled with BCBSNC can provide nutritional counseling services that are considered for member’s
in-network benefits. It is important to always verify a member's eligibility and medical nutrition therapy benefits prior to
providing treatment. Educational materials are not separately billable as they are considered routine supplies and services
for which payment is included in the reimbursement.
General billing guidelines
Provider agrees to:

e Bill only those codes for services indicated as billable licensed dietitian nutritionist services.

* Submit claims either electronically or on a typed red and white CMS-1500.

e Bill us your retail charges.

* File claims within 180 days of providing service.

Billable licensed dietitian nutritionist services

Billing code | Service description

97802 Medical nutrition therapy; initial assessment and intervention, 1 unit
individual, face-to-face with the patient, each 15 minutes (1 unit equals 15 minutes)
97803 Re-assessment and intervention, individual, face-to-face with 1 unit
the patient, each 15 minutes (1 unit equals 15 minutes)
97804 Group (2 or more individual[s]), each 30 minutes 1 unit
(1 unit equals 30 minutes)
S9465 Diabetic management program, dietitian visit Per visit
59470 Nutritional counseling, dietitian visit Per visit
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12
PICA

Sample LDN claim CMS-1500
Ancillary providers

PICA

1. MEDICARE MEDICAID TRICARE

D(Medicare#) D (Medicaid#) D (ID#/DoD#)

CHAMPVA

D (Member ID#) D

GERSH pLaN — Biictune — TR
(ID%) D(ID#) D

1a. INSURED'’S |.D. NUMBER

XXXW12345678

(For Program in Item

1)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)
Last Name, First Name

(ID#)
3. PATIENT'S BIRTH DATE

EX
04) 1519700 ¢[X]

Si

4. INSURED’S NAME (Last Name, First Name, Middle Initial)
Last Name, First Name

5. PATIENT'S ADDRESS (No., Street)

123 Any Street

6. PATIENT RELATIONSHIP TO INSURED

SelfD Spouse ChildD OtherD

7. INSURED’S ADDRESS (No., Street)

123 Any Street

CITY STATE
City NC

ZIP CODE TELEPHONE (Include Area Code)
12345 (000) 111-2222

8. RESERVED FOR NUCC USE

CITY STATE
City NC

ZIP CODE TELEPHONE (Include Area Code)
12345 (000) 111-2222

9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED’S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (Current or Previous)

[no

YES

b. RESERVED FOR NUCC USE

b. AUTO ACCIDENT?

[ves

PLACE (State)

c. RESERVED FOR NUCC USE

NO
c. OTHER ACCIDENT?

[Jves  [no

11. INSURED’S POLICY GROUP OR FECA NUMBER

615

a. INSURED’S DATE OF BIRTH

10 | 01/ 2003

SEX

nX] ]

b. OTHER CLAIM ID (Designated by NUCC)

| Working Group

c. INSURANCE PLAN NAME OR PROGRAM NAME

Blue Cross Blue Shield - NC

d. INSURANCE PLAN NAME OR PROGRAM NAME

10d. CLAIM CODES (Designated by NUCC)

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

YES D NO

If yes, complete items 9, 9a, and 9d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'’S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

13. INSURED’S OR AUTHORIZED PERSON’S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

~—— PATIENT AND INSURED INFORMATION ——— | <— CARRIER—)>

00-0000000 X

(For govt. claims, see back)

00-0000000 [lves [XJwo

below.
10/01/2015
SIGNED DATE SIGNED
14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMP) | 15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION Jk
Nb\ (ﬂ) oYY I | | MM | DD | _YY MM | DD YY MM | DD | YY
1072015 aua| ouad | 10101} 2015 FROM || L
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES,
| | | | |
| Lackey, James M.D. 170 NP1 | 1234567890 FROM. | o 1
19. ADDITIONAL CLAIM INFORMATION (Designated by NUCC) 20. OUTSIDE LAB? $ CHARGES
[Jves [Ino ‘
21, DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (24E) | T | 22. RESUBMISSION ORIGINAL REF. NO
. o | - -
ALE11.9  Diabetes, cl .1 |
23. PRIOR AUTHORIZATION NUMBER
E. F. L G L H. S
1| J. | K. | L |
24. A. DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H. I J. 2
From To PLACE OF| (Explain Unusual Gircumstances) DIAGNOSIS AL [Eom| D RENDERING o
MM DD YY MM DD YY |SERVCE|EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS | Plan’ | QUAL. PROVIDER ID. # >
=
| ! | ! | ! | | F= "1 " A1O9AC 2700 ('
10,01;15]110,01 ;15 \ | Ll l 20,00 vei | 0123456789 S
Z
I | | L | [w] x
I I I I I I I I NPI w
-
| | | | | | | | oot At o
o
A N T N S N I N B l . s
| | | | | | | | e I o
i i ‘ | | ‘ ‘ ‘ ‘ i i i ‘ ‘ | ‘ ‘ NPI o
| | | Il Il Il Il Il 4
<
1 1 [ 1 1 [ [ ‘ [ | 1 | [ [ i [ [ ‘et | %)
| i | i | | | ! NP1 n
>
I T
| ! | | | | !
| | A I I N | NP =
25. FEDERAL TAX L.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ACCEPT ASSIGNMENT? | 28. TOTAL CHARGE 29. AMOUNT PAID 30. Rsvd for NUCC Use

. . |s 2000 |

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

SIGNED DATE

32. SERVICE FACILITY LOCATION INFORMATION
Dietitian Care
123 Blue Street
Blue Town, NC 12345

33. BILLING PROVIDER INFO & PH # ( ‘
Dietitian Care
123 Blue Street
Blue Town, NC 12345

0123456789 P

= 0123456789 P

NUCC Instruction Manual available at: www.nucc.org

PLEASE PRINT OR TYPE CR061653

APPROVED OMB-0938-1197 FORM 1500 (02-12)
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9.47 Home health billing
and reimbursement

Please note that home health services are included in
BCBSNC's prior review requirements. Please refer to
chapter seven, Care management and operations in this
e-manual to learn more about prior review for

BCBSNC members and see our most current prior review
listing, available on the BCBSNC Web site at
https://www.bcbsnc.com/providers/ppa/.

9.471 Definition

Home health services are defined as follows:

* Visits to the home to provide skilled services,
including:

Must be
rendered by

Home

health services

Skilled Nursing (SN) Registered nurse or

licensed practical nurse

9.47.2 Billing codes and unit definitions

Revenue | Services

codes

0551 Skilled nursing (RN/LPN) | Visit

0421 Physical therapy Visit

0441 Speech therapy Visit

0431 Occupational therapy Visit

0561 Medical social services Visit

0571 Home health aide Visit*

0272, 0279 See section 9.45.3, Unit
Billable non-routine of supply
home health supplies

Physical Therapy (PT) Licensed physical

therapist

Occupational Licensed

Therapy (OT) occupational therapist
Speech Therapy (ST) Licensed

speech pathologist
Medical Medical social worker

Social Service (MSW)

Home Health Aide (HHA) Home health aide

e Patient must be homebound

* Postpartum early discharge
If a covered service, when mother and newborn are
discharged from an inpatient facility before the
expiration of 48 hours for a normal vaginal delivery
or 96 hours for a cesarean section, provider may bill
a skilled nursing visit if rendered no later than 72
hours following discharge. Prior review must be
obtained for this service.

Home health billing

Provider agrees:

* To bill BCBSNC, and BCBSNC agrees to pay
provider, for professional home health services and
non-routine home health supplies subject to the
terms of the agreement, and specifically the
reimbursement terms set forth in this reimbursement
exhibits and table 3, incorporated herein by
reference, and all applicable BCBSNC programs,
policies and procedures as set forth in the
agreement, including those policies and rules set
forth in the provider e-manual and BCBSNC billing,
claims submission, reimbursement and medical
policies.

Home health services not billable as separate

services (integral part of home health visit):

* Services and supplies that are not billable as
separate services (integral part of home health visit)
are set out in the provider e-manual and BCBSNC
policies and procedures, any of which may be
enacted and revised from time to time, including but
not limited to, BCBSNC billing, claims submission,
reimbursement and medical policies.
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9.47.3 Billable non-routine home health supplies

Routine medical supplies provided in conjunction with home health services including those left at the member’s home
are considered an integral part of the home health visit reimbursement and cannot be billed separately (under HDME
provider number or any other provider number).

Listed on the following page is a list of billable non-routine home health supplies. These non-routine supplies are the
only supplies home health providers may separately bill to BCBSNC.

Billable non-routine home health supplies
The following services are to be billed using the applicable revenue code and HCPCS code

Description Revenue | HCPCS
code code

Insertion tray without drainage bag and without catheter (accessories only) 0272 A4310
Insertion tray without drainage bag with indwelling catheter, Foley type, 0272 A4311
two-way latex with coating

Insertion tray without drainage bag with indwelling catheter, Foley type, 0272 A4311
two-way, all silicone

Insertion tray without drainage bag with indwelling catheter, Foley type, 0272 A4313
three-way, for continuous irrigation

Insertion tray with drainage bag with indwelling catheter, Foley type, two-way latex 0272 A4314
with coating (teflon, silicone, silicone elastomer orhydrophilic, etc.)

Insertion tray with drainage bag with indwelling catheter, Foley type, 0272 A4315
two-way, all silicone

Insertion tray with drainage bag with indwelling catheter, Foley type, 0272 A4316
three-way, for continuous irrigation

Irrigation tray with bulb or piston syringe, any purpose 0272 A4320
Male external catheter with integral collection chamber, any type, each 0272 A4326
Female external urinary collection device; metal cup, each 0272 A4327
Female external urinary collection device; pouch, each 0272 A4328
Perianal fecal collection pouch with adhesive, each 0272 A4330
Extension drainage tubing, any type, any length, with connector/adaptor, for use with | 0272 A4331

urinary leg bag or urostomy pouch, each

(Chart continued on the following page.)
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Billable non-routine home health supplies
The following services are to be billed using the applicable revenue code and HCPCS code

Description Revenue
code

Lubricant, individual sterile packet, each 0272 A4332
Urinary catheter anchoring device, adhesive skin attachment, each 0272 A4333
Urinary catheter anchoring device, leg strap, each 0272 A4334
Incontinence supply; miscellaneous 0272 A4335
Male external catheter with integral collection chamber, any type, each 0272 A4326
Female external urinary collection device; metal cup, each 0272 A4327
Female external urinary collection device; pouch, each 0272 A4328
Perianal fecal collection pouch with adhesive, each 0272 A4330
Extension drainage tubing, any type, any length, with connector/adaptor, 0272 A4331
for use with urinary leg bag or urostomy pouch, each

Lubricant, individual sterile packet, each 0272 A4332
Urinary catheter anchoring device, adhesive skin attachment, each 0272 A4333
Urinary catheter anchoring device, leg strap, each 0272 A4334
Incontinence supply; miscellaneous 0272 A4335
Intermittent urinary catheter, with insertion supplies 0272 A4353
Insertion tray with drainage bag but without catheter 0272 A4354
Irrigation tubing set for continuous bladder irrigation through a three-way 0272 A4355

indwelling Foley catheter, each

External urethral clamp or compression device 0272 A4356
(not to be used for catheter clamp), each

Bedside drainage bag, day or night, with or without anti-reflux device, 0272 A4357
with or without tube, each

(Chart continued on the following page.)
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Billable non-routine home health supplies
The following services are to be billed using the applicable revenue code and HCPCS code

Description Revenue
code

Urinary drainage bag, leg or abdomen, vinyl, with or without tube, with straps, each 0272 A4358
Ostomy faceplate, each 0272 A4361
Skin barrier; solid, 4 x 4 or equivalent; each 0272 A4362
Ostomy clamp, any type, replacement only, each 0272 A4363
Adhesive, liquid or equal, any type, per ounce 0272 A4364
Adhesive, remover wipes, any type, per 50 0272 A4365
Ostomy vent, any type, each 0272 A4366
Ostomy belt, each 0272 A4367
Ostomy filter, any type, each 0272 A4368
Ostomy skin barrier, liquid (spray, brush, etc), per ounce 0272 A4369
Ostomy skin barrier, powder, per ounce 0272 A4371
Ostomy skin barrier, solid 4x4 or equivalent, standard wear, 0272 A4372
with built-in convexity, each

Ostomy skin barrier, with flange (solid, flexible or accordian), 0272 A4373
with built-in convexity, any size, each

Ostomy pouch, drainable, with faceplate attached, plastic, each 0272 A4375
Ostomy pouch, drainable, with faceplate attached, rubber, each 0272 A4376
Ostomy pouch, drainable, for use on faceplate, plastic, each 0272 A4377
Ostomy pouch, drainable, for use on faceplate, rubber, each 0272 A4378
Ostomy pouch, urinary, with faceplate attached, plastic, each 0272 A4379
Ostomy pouch, urinary, with faceplate attached, rubber, each 0272 A4380
Ostomy pouch, urinary, for use on faceplate, plastic, each 0272 A4381

(Chart continued on the following page.)
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Billable non-routine home health supplies
The following services are to be billed using the applicable revenue code and HCPCS code

Description Revenue
code

Ostomy pouch, urinary, for use on faceplate, heavy plastic, each 0272 A4382
Ostomy pouch, urinary, for use on faceplate, rubber, each 0272 A4383
Ostomy faceplate equivalent, silicone ring, each 0272 A4384
Ostomy skin barrier, solid 4x4 or equivalent, extended wear, 0272 A4385
without built-in convexity, each

Ostomy pouch, closed, with barrier attached, with built-in convexity (1 piece), each 0272 A4387
Ostomy pouch, drainable, with extended wear barrier attached, (1 piece), each 0272 A4388
Ostomy pouch, drainable, with barrier attached, with built-in convexity (1 piece), each | 0272 A4389
Ostomy pouch, drainable, with extended wear barrier attached, 0272 A4390
with built-in convexity (1 piece), each

Ostomy pouch, urinary, with extended wear barrier attached (1 piece), each 0272 A4391
Ostomy pouch, urinary, with standard wear barrier attached, 0272 A4392

with built-in convexity (1 piece), each

Ostomy pouch, urinary, with standard wear barrier attached, 0272 A4392
with built-in convexity (1 piece), each

Ostomy pouch, urinary, with extended wear barrier attached, 0272 A4393
with built-in convexity (1 piece), each

Ostomy deodorant, with or without lubricant, for use in ostomy pouch, 0272 A4394
per fluid ounce

Ostomy deodorant for use in ostomy pouch, solid, per tablet 0272 A4395
Ostomy belt with peristomal hernia support 0272 A4396
Irrigation supply; sleeve, each 0272 A4397
Ostomy irrigation supply; cone/catheter, including brush 0272 A4399
Ostomy irrigation set 0272 A4400

(Chart continued on the following page.)

PAGE 9-72



Chapter 9

Claims - billing and reimbursement

Ancillary providers

Billable non-routine home health supplies
The following services are to be billed using the applicable revenue code and HCPCS code

Description Revenue | HCPCS
code code

Ostomy irrigation set 0272 A4400
Lubricant, per ounce 0272 A4402
Ostomy ring, each 0272 A4404
Ostomy skin barrier, non-pectin based, paste, per ounce 0272 A4405
Ostomy skin barrier, pectin-based, paste, per ounce 0272 A4406
Ostomy skin barrier, with flange (solid, flexible, or accordian), extended wear, 0272 A4407
with built-in convexity, 4x4 inches or smaller, each

Ostomy skin barrier, with flange (solid, flexible or accordian), extended wear, 0272 A4408
with built-in convexity, larger than 4x4 inches, each

Ostomy skin barrier, with flange (solid, flexible or accordian), extended wear, 0272 A4409
without built-in convexity, 4x4 inches or smaller, each

Ostomy skin barrier, with flange (solid, flexible or accordian), extended wear, 0272 A4410
without built-in convexity, larger than 4x4 inches, each

Ostomy skin barrier, solid 4x4 or equivalent, extended wear, 0272 Ad411
with built-in convexity, each

Ostomy pouch, drainable, high output, for use on a barrier with flange 0272 A4412
(2 piece system), without filter, each

Ostomy pouch, drainable, high output, for use on a barrier with flange 0272 A4413
(2 piece system), with filter, each

Ostomy skin barrier, with flange (solid, flexible or accordion), 0272 Ad414
without built-in convexity, 4x4 inches or smaller, each

Ostomy skin barrier, with flange (solid, flexible or accordion), 0272 A4415
without built-in convexity, larger than 4x4 inches, each

Ostomy pouch, closed, with barrier attached, with filter (1 piece), each 0272 Ad4d16
Ostomy pouch, closed, with barrier attached, with built-in convexity, 0272 A4417

with filter (1 piece), each

(Chart continued on the following page.)
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Billable non-routine home health supplies
The following services are to be billed using the applicable revenue code and HCPCS code

Description Revenue | HCPCS
code code

Ostomy pouch, closed; without barrier attached, with filter (1 piece), each 0272 A4418
Ostomy pouch, closed; for use on barrier with non-locking flange, with filter 0272 A4419
Ostomy pouch, closed; for use on barrier with locking flange (2 piece), each 0272 A4420
Ostomy absorbent material (sheet/pad/crystal packet) for use in ostomy pouch 0272 A4422
to thicken liquid stomal output, each

Ostomy pouch, closed; for use on barrier with locking flange, with filter (2 piece), each | 0272 A4423
Ostomy pouch, drainable, with barrier attached, with filter (1 piece), each 0272 Ad424
Ostomy pouch, drainable; for use on barrier with non-locking flange, 0272 A4425
with filter (2 piece system), each

Ostomy pouch, drainable; for use on barrier with locking flange (2 piece system), each | 0272 Ad426
Ostomy pouch, drainable; for use on barrier with locking flange, 0272 A4427

with filter (2 piece system), each

Ostomy pouch, urinary, with extended wear barrier attached, 0272 A4428
with faucet-type tap with valve (1 piece), each

Ostomy pouch, urinary, with barrier attached, with built-in convexity, 0272 A4429
with faucet-type tap with valve (1 piece), each

Ostomy pouch, urinary, with extended wear barrier attached, with built-in convexity, 0272 A4430
with faucet-type tap with valve (1 piece), each

Ostomy pouch, urinary; with barrier attached, with faucet-type tap with valve 0272 A4431
(1 piece), each

Ostomy pouch, urinary; for use on barrier with non-locking flange, with faucet-type 0272 A4432
tap with valve (2 piece), each

Ostomy pouch, urinary; for use on barrier with locking flange (2 piece), each 0272 A4433
Ostomy pouch, urinary; for use on barrier with locking flange, 0272 Ad434

with faucet-type tap with valve (2 piece), each

(Chart continued on the following page.)
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Billable non-routine home health supplies
The following services are to be billed using the applicable revenue code and HCPCS code

Description Revenue
code

Adhesive remover or solvent (for tape, cement or other adhesive), per ounce 0272 A4455
Enema bag with tubing, reusable 0272 A4458
Surgical dressing holder, non-reusable, each 0272 A4461
Surgical dressing holder, reusable, each 0272 A4463
Tracheostoma filter, any type, any size, each 0272 A4481
Tracheostomy, inner cannula 0272 A4623
Tracheostomy care kit for new tracheostomy 0272 A4625
Tracheostomy cleaning brush, each 0272 Ad626
Ostomy pouch, closed; with barrier attached (1 piece), each 0272 A5051
Ostomy pouch, closed; without barrier attached (1 piece), each 0272 A5052
Ostomy pouch, closed; for use on faceplate, each 0272 A5053
Ostomy pouch, closed; for use on barrier with flange (2 piece), each 0272 A5054
Stoma cap 0272 A5055
Ostomy pouch, drainable; without barrier attached (1 piece), each 0272 A5062
Ostomy pouch, drainable; for use on barrier with flange (2 piece system), each 0272 A5063
Ostomy pouch, urinary; with barrier attached (1 piece), each 0272 A5071
Ostomy pouch, urinary; without barrier attached (1 piece), each 0272 A5072
Ostomy pouch, urinary; for use on barrier with flange (2 piece), each 0272 A5073
Continent device; plug for continent stoma 0272 A5081
Continent device; catheter for continent stoma 0272 A5082
Continent device, stoma absorptive cover for continent stoma 0272 A5083

(Chart continued on the following page.)

PAGE 9-75



Chapter 9

Claims - billing and reimbursement

Ancillary providers

Billable non-routine home health supplies
The following services are to be billed using the applicable revenue code and HCPCS code

Description Revenue
code

Ostomy accessory; convex insert 0272 AS5093
Bedside drainage bottle with or without tubing, rigid or expandable, each 0272 A5102
Urinary suspensory with leg bag, with or without tube, each 0272 A5105
Urinary leg bag; latex 0272 A5112
Leg strap; latex, replacement only, per set 0272 A5113
Leg strap; foam or fabric, replacement only, per set 0272 A5114
Skin barrier, wipes or swabs, each 0272 A5120
Skin barrier; solid, 6x6 or equivalent, each 0272 A5121
Skin barrier, solid, 8x8 or equivalent, each 0272 A5122
Adhesive or non-adhesive; disk or foam pad 0272 A5126
Appliance cleaner, incontinence and ostomy appliances, per 16 ounces 0272 A5131
Collagen based wound filler, dry foam, sterile, per gram of collagen 0272 A6010
Collagen based wound filler, gel/paste, sterile, per gram of collagen 0272 A6011
Collagen dressing, sterile, pad size 16 square inches or less, each 0272 A6021
Collagen dressing, sterile, pad size more than 16 square inches 0272 A6022
but less than or equal to 48 square inches each

Collagen dressing, sterile, pad size more than 48 square inches 0272 A6023
Collagen dressing wound filler, sterile, per 6 inches 0272 A6024
Wound pouch, each 0272 A6154
Alginate or other fiber gelling dressing, wound cover, sterile, 0272 A6196
pad size 16 square inches or less, each dressing

(Chart continued on the following page.)
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Billable non-routine home health supplies
The following services are to be billed using the applicable revenue code and HCPCS code

Description Revenue | HCPCS
code code

Alginate or other fiber gelling dressing, wound cover, sterile, pad size more than 0272 A6197
16 square inches but less than or equal to 48 square inches, each dressing

Alginate or other fiber gelling dressing, wound cover, sterile, 0272 A6198
pad size more than 48 square inches, each dressing

Alginate or other fiber gelling dressing, wound filler, sterile, per 6 inches 0272 A6199
Composite dressing, sterile, pad size 16 square inches or less, 0272 A6203

with any size adhesive border, each dressing

Composite dressing, sterile, pad size more than 16 square inches but less than or 0272 A6204
equal to 48 square inches, with any size adhesive border, each dressing

Composite dressing, sterile, pad size more than 48 square inches, 0272 A6205
with any size adhesive border, each dressing

Contact layer, sterile, 16 square inches or less, each dressing 0272 A6206
Contact layer, sterile, more than 16 square inches but less than or equal to 0272 A6207

48 square inches, each dressing

Contact layer, sterile, more than 48 square inches, each dressing 0272 A6208

Foam dressing, wound cover, sterile, pad size 16 square inches or less, 0272 A6209
without adhesive border, each dressing

Foam dressing, wound cover, sterile, pad size more than 16 square inches 0272 A6210
but less than or equal to 48 square inches, without adhesive border, each dressing

Foam dressing, wound cover, sterile, pad size more than 48 square inches, 0272 A6211
without adhesive border, each dressing

Foam dressing, wound cover, sterile, pad size 16 square inches or less, 0272 A6212
with any size adhesive border, each dressing

Foam dressing, wound cover, sterile, pad size more than 16 square inches but less 0272 A6213
than or equal to 48 square inches, with any size adhesive border, each dressing

Foam dressing, wound cover, sterile, pad size more than 48 square inches, 0272 A6214
with any size adhesive border, each dressing

(Chart continued on the following page.)
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Billable non-routine home health supplies
The following services are to be billed using the applicable revenue code and HCPCS code

Description Revenue
code

Foam dressing, wound filler, sterile, per gram 0272 A6215

Gauze, non-impregnated, sterile, pad size 16 square inches or less, 0272 A6219
with any size adhesive border, each dressing

Gauze, non-impregnated, sterile, pad size more than 16 square inches, but less than 0272 A6220
or equal to 48 square inches, with any size adhesive border, each dressing

Gauze, non-impregnated, sterile, pad size more than 48 square inches, 0272 A6221
with any size adhesive border, each dressing

Gauze, impregnated with other than water, normal saline, or hydrogel, sterile, 0272 A6222
pad size 16 square inches or less, without adhesive border, each dressing

Gauze, impregnated with other than water, normal saline, or hydrogel, sterile, pad 0272 A6223
size more than 16 square inches, but less than or equal to 48 square inches, without
adhesive border, each dressing

Gauze, impregnated with other than water, normal saline, or hydrogel, sterile, 0272 Ab6224
pad size more than 48 square inches, without adhesive border, each dressing

Gauze, impregnated, water or normal saline, sterile, 0272 A6228
pad size 16 square inches or less, without adhesive border, each dressing

Gauze, impregnated, water or normal saline, sterile, pad size more than 0272 A6229
16 square inches but less than or equal to 48 square inches,
without adhesive border, each dressing

Gauze, impregnated, water or normal saline, sterile, pad size more than 0272 A6230
48 square inches, without adhesive border, each dressing

Gauze, impregnated, hydrogel, for direct wound contact, sterile, 0272 A6231
pad size 16 square inches or less, each dressing

Gauze, impregnated, hydrogel, for direct wound contact, sterile, pad size greater 0272 A6232
than 16 square inches, but less than or equal to 48 square inches, each dressing

Gauze, impregnated, hydrogel, for direct wound contact, sterile, 0272 Ab6233
pad size more than 48 square inches, each dressing

(Chart continued on the following page.)
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Billable non-routine home health supplies
The following services are to be billed using the applicable revenue code and HCPCS code

Description Revenue | HCPCS
code code

Hydrocolloid dressing, wound cover, sterile, pad size 16 square inches or less, 0272 A6234
without adhesive border, each dressing

Hydrocolloid dressing, wound cover, sterile, pad size more than 16 square inches 0272 A6235
but less than or equal to 48 square inches, without adhesive border, each dressing

Hydrocolloid dressing, wound cover, sterile, pad size more than 48 square inches, 0272 A6236
without adhesive border, each dressing

Hydrocolloid dressing, wound cover, sterile, pad size 16 square inches or less, 0272 A6237
with any size adhesive border, each dressing

Hydrocolloid dressing, wound cover, sterile, pad size more than 48 square inches, 0272 A6239
with any size adhesive border, each dressing

Hydrocolloid dressing, wound filler, paste, sterile, per ounce 0272 A6240
Hydrocolloid dressing, wound filler, dry form, sterile, per gram 0272 A6241
Hydrogel dressing, wound cover, sterile, pad size 16 square inches or less, 0272 A6242

without adhesive border, each dressing

Hydrogel dressing, wound cover, sterile, pad size more than 16 square inches 0272 A6243
but less than or equal to 48 square inches, without adhesive border, each dressing

Hydrogel dressing, wound cover, sterile, pad size more than 48 square inches, 0272 A6244
without adhesive border, each dressing

Hydrogel dressing, wound cover, sterile, pad size 16 square inches or less, 0272 A6245
with any size adhesive border, each dressing

Hydrogel dressing, wound cover, sterile, pad size more than 16 square inches 0272 A6246
but less than or equal to 48 square inches, with any size border, each dressing

Hydrogel dressing, wound cover, sterile, pad size more than 48 square inches, 0272 A6247
with any size adhesive border, each dressing

Hydrogel dressing, wound filler, gel, sterile, per fluid ounce 0272 A6248

Specialty absorptive dressing, wound cover, sterile, pad size 16 square inches or less, | 0272 A6251
without adhesive border, each dressing

(Chart continued on the following page.)
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Billable non-routine home health supplies
The following services are to be billed using the applicable revenue code and HCPCS code

Description Revenue | HCPCS
code code

Specialty absorptive dressing, wound cover, sterile, pad size more than 0272 A6252
16 square inches but less than or equal to 48 square inches,
without adhesive border, each dressing

Specialty absorptive dressing, wound cover, sterile, pad size more than 0272 A6253
48 square inches, without adhesive border, each dressing

Specialty absorptive dressing, wound cover, sterile, pad size 16 square inches or less, | 0272 Ab6254
with any size adhesive border, each dressing

Specialty absorptive dressing, wound cover, sterile, pad size more than 0272 Ab6255
16 square inches

Specialty absorptive dressing, wound cover, sterile, pad size more than 48 square 0272 Ab6256
inches but less than or equal to 48 square inches, with any size adhesive border,
each dressing

Wound filler, gel/paste, sterile, per fluid ounce, not otherwise specified 0272 A6261
Wound filler, dry form, sterile, per gram, not otherwise specified 0272 Ab6262
Gauze, impregnated, other than water, normal saline, or zinc paste, sterile, 0272 Ab266

any width, per linear yard

Packing strips, non-impregnated, sterile, up to 2 inches in width, per linear yard 0272 A6407
Eye patch, occlusive, each 0272 A6412
Padding bandage, non-elastic, non-woven/non-knitted, width greater than or 0272 Ab6441

equal to three inches and less than five inches, per yard

Conforming bandage, non-elastic, knitted/woven, non-sterile, 0272 Ab6442
width less than three inches, per yard

Conforming bandage, non-elastic, knitted/woven, non-sterile, width greater than 0272 Ab6443
or equal to three inches and less than five inches, per yard

Conforming bandage, non-elastic, knitted/woven, non-sterile, width greater than 0272 Ab444
or equal to 5 inches, per yard

(Chart continued on the following page.)
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Billable non-routine home health supplies
The following services are to be billed using the applicable revenue code and HCPCS code

Description Revenue | HCPCS
code code

Conforming bandage, non-elastic, knitted/woven, sterile, 0272 Ab6445
width less than three inches, per yard

Conforming bandage, non-elastic, knitted/woven, sterile, width greater than 0272 Ab446
or equal to three inches and less than five inches, per yard

Conforming bandage, non-elastic, knitted/woven, sterile, width greater than 0272 Ab6447
or equal to five inches, per yard

Light compression bandage, elastic, knitted/woven, 0272 Ab6448
width less than three inches, per yard

Light compression bandage, elastic, knitted/woven, 0272 Ab6449
width greater than or equal to three inches and less than five inches, per yard

Light compression bandage, elastic, knitted/woven, width greater than 0272 A6450
or equal to five inches, per yard

Moderate compression bandage, elastic, knitted/woven, load resistance of 1.25 0272 Ab6451
to 1.34 foot pounds at 50% maximum stretch, width greater than or equal
to three inches and less than five inches, per yard

High compression bandage, elastic, knitted/woven, load resistance greater than 0272 Ab6452
or equal to 1.35 foot pounds at 50% maximum stretch, width greater than
or equal to three inches and less than five inches, per yard

Self-adherent bandage, elastic, non-knitted/non-woven, 0272 Ab6453
width less than three inches, per yard

Self-adherent bandage, elastic, non-knitted/non-woven, width greater than 0272 Ab6454
or equal to three inches and less than five inches, per yard

Self-adherent bandage, elastic, non-knitted/non-woven, width greater than 0272 Ab6455
or equal to five inches, per yard

Zinc paste impregnated bandage, non-elastic, knitted/woven, width greater than or 0272 Ab6456
equal to three inches and less than five inches, per yard

Tubular dressing with or without elastic, any width, per linear yard 0272 A6457
Gradient compression wrap, non-elastic, below knee, 30-50 mm hg, each 0279 Ab6545

(Chart continued on the following page.)
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Billable non-routine home health supplies
The following services are to be billed using the applicable revenue code and HCPCS code

Description Revenue
code

One way chest drain valve 0272 A7040
Water seal drainage container and tubing for use with implanted chest tube 0272 A7041
Exhalation port with or without swivel used with accessories for positive 0272 A7045

airway devices, replacement only

Tracheostoma valve, including diaphragm, each 0272 A7501
Replacement diaphragm/faceplate for tracheostoma valve, each 0272 A7502
Filter holder or filter cap, reusable, for use in a tracheostoma heat and 0272 A7503

moisture exchange system, each

Filter for use in a tracheostoma heat and moisture exchange system, each 0272 A7504

Housing, reusable without adhesive, for use in a heat and moisture exchange system | 0272 A7505
and/or with a tracheostoma valve, each

Adhesive disc for use in a heat and moisture exchange system and/or 0272 A7506
with tracheostoma valve, any type each

Tracheostomy/laryngectomy tube, non-cuffed, polyvinylchloride (pvc), 0272 A7520
silicone or equal, each

Tracheostomy/laryngectomy tube, cuffed, polyvinylchloride (pvc), 0272 A7521
silicone or equal, each

Tracheostomy/laryngectomy tube, stainless steel or equal 0272 A7522
(sterilizable and reusable), each

Tracheostomy shower protector, each 0272 A7523
Tracheostoma stent/stud/button, each 0272 A7524
Tracheostomy/laryngectomy tube plug/stop, each 0272 A7527
Heel or elbow protector, each 0279 E0191
Dry pressure pad for mattress, standard mattress length and width 0279 E0199
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9.48 Home health reimbursement

9.481 Eligible services

e Patients must be homebound to be eligible for
coverage. A patient is considered homebound by
BCBSNC if the patient:

1. Has a condition or injury restricting his or her ability
to leave home

2. Has a condition or injury for which leaving the home
is medically contraindicated; and/or

3. Would require the physical assistance and significant
supervision of another person in order to leave
the home

4. Transportation issues do not determine if a member
is homebound

* You may bill for each home health visit and only the
non-routine supplies as identified in your contract and
reimbursement schedule.

 Post-partum early discharge services - if a covered
service, when mother and newborn are discharged from
an inpatient facility before the expiration of 48 hours for
a normal vaginal delivery or 96 hours for a cesarean
section, you may bill a skilled nursing visit if rendered
no later than 72 hours after discharge. Prior review
must be obtained for this service.

A skilled nursing visit will not be covered if an office visit
occurred on the same day. Additional services are subject
to medical necessity review. Note: This coverage is not
available for FEP members at this time.

9.48.2 |neligible services

* The following services may not be billed under home
health and are not part of your home health contract
with BCBSNC. This is not an exhaustive list.

+ Any services when patient is not homebound
(refer to medical policy on skilled nursing visits)

+ Services rendered to a hospice patient under care of
a BCBSNC contracting hospice agency (billed by
hospice)

+ Home durable medical equipment (billed by HDME
provider)

+ Respiratory therapy (billed by HDME provider)
+ Oral prescription drugs (billed by pharmacy)
+ Aerosolized drugs (billed by pharmacy)

+ Blood draw nursing visits for home infusion patients
(billed as bundled service by home infusion provider)

+ EKGs
+ Holter monitoring
+ Psychiatric services

* Visit our Web site at bcbsnc.com to view our corporate
medical policy on home nursing services.
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9.49 Private Duty Nursing (PDN) /
skilled nursing services, billing
and claims submission

Please note that all PDN services require prior review
from BCBSNC in advance of services being provided.
Please refer to chapter seven, Care management and
operations in this e-manual to learn more about prior
review for BCBSNC members and see our most current
prior review listing, available on the BCBSNC Web site at
https://www.bcbsnc.com/content/providers/ppa/
index.htm.

9.491 Definition

Private Duty Nursing (PDN) is defined as follows:

* Patient requires four or more hours of continuous
skilled nursing care per day in the home.

e Patient must be homebound.

e Services must be rendered by Registered Nurse (RN)
or Licensed Practical Nurse (LPN).

9.49.2 Billing codes and unit definitions

Revenue | Services Units
codes

0552 RN per hour (PDN) Hour
0559 LPN per hour (PDN) Hour

9.49.3 Private Duty Nursing (PDN) billing

Provider agrees to:
* Bill on UB-04 claim form.
* File claims after complete services have been provided.

e Bill us your retail charges.

Provider agrees that:

* All medical supplies provided in conjunction with
PDN services are considered an integral part of the
PDN reimbursement and cannot be billed separately
(under Home Durable Medical Equipment [HDME]
provider number or any other provider number)

e Skilled nursing visits may not be billed on the same
days as private duty nursing visits.

* Use your appropriate provider number.
* File claims after complete services have been provided.

e Bill us your retail charges.

Provider agrees that:

* All medical supplies provided in conjunction with
PDN services are considered an integral part of the
PDN reimbursement and cannot be billed separately
(under Home Durable Medical Equipment [HDME]
provider number or any other provider number)

e Skilled nursing visits may not be billed on the same
days as private duty nursing visits.
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9.50 Skilled nursing billing and claims submission

Definition
Skilled nursing care is inpatient care, which must be furnished by or under the supervision of registered or licensed
personnel and under the direction of a physician to assure the safety of the member and achieve the medically desired
result. The member must require continuous (daily) skilled nursing services for the level of care to be considered covered.
The per diem rate includes all services rendered to the member.
Billing
Provider agrees to:

¢ Bill on UB-04 claim form.

* Bill only when the patient must require continuous (daily) skilled nursing services.

* Include Resource Utilization Groups (RUGs) on all inpatient claim forms, consistent with CMS requirements. For
outpatient SNF claims, appropriate revenue codes must be placed in Form Locator 42 for each line item and must
include CPT/HCPCS codes in Form Locator 44 to describe specific procedures, when and if, appropriate codes
are available.

The following services are not part of your skilled nursing facility contract with BCBSNC and must be billed by a provider
contracted with BCBSNC to provide:

* Medical care rendered by a physician.

* Services rendered in a place of setting other than the skilled nursing facility while the member is an inpatient.

Skilled nursing services include but are not limited to the following components:
* Assessing the total needs of the patient.

* Planning and managing of a patient treatment plan involving services where specialized health care knowledge must
be applied in order to attain the desired result.

* Observing and monitoring the patient’s response to care and treatment.
* Teaching, restoring, and retraining the patient.

* Providing direct services to the patient where the ability to provide the services requires specialized education
and skills.

Providers should not file claims unless a covered level of care has been provided.

Providers with traditional contracts should bill the rates listed in the contract using the following grid to determine the
appropriate revenue code, services and units.
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Reimbursement schedule

Room and board - semi-private 120 Per diem
Routine service charges incurred for
accommodations with two beds.

Physical therapy 420 15 minutes
Occupational therapy 430 15 minutes
Speech-language pathology 1440 15 minutes
All other ancillary services Various 15 minutes

9.51 Private duty nursing/skilled nursing services reimbursement

9511 Eligible services

* Patients must be homebound to be eligible for coverage. A patient is homebound if the patient:
1. Has a condition or injury restricting his or her ability to leave home
2. Has a condition or injury for which leaving the home is medically contraindicated
3. Would require the physical assistance and significant supervision of another person in order to leave the home
4. Transportation issues do not determine if a member is homebound
* PDN patients must require 4 or more hours of continuous skilled nursing care per day.
* All PDN services require certification for all BCBSNC Plans.

9.51.2 Eligible health care providers

* PDN services must be perf