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Welcome to UnitedHealthcare

Welcome to the UnitedHealthcare Care Provider Administrative Guide for Commercial and Medicare Advantage (MA) products.
This guide has important information on topics such as claims and prior authorizations. It also has protocol information for
health care professionals. This guide has useful contact information such as addresses, phone numbers and websites. More
policies and online solutions are available on uhcprovider.com.

¢ If you are looking for information about Bind, please see the Bind supplement to this guide.

e If you are looking for a Community and State manual, go to uhcprovider.com/guides > Community Plan Care Provider
Manuals By State and select the state.

* If you are a UnitedHealthcare or Optum® participating health care provider or facility with an active Department of Veterans
Affairs Community Care Network (VA CCN) agreement, you can find more information about VA CCN on the Optum VA
Community Care Network UnitedHealthcare Provider Portal at provider.vacommunitycare.com.

You may easily find information in this guide using these steps:

1. Hold keys CTRL+F.
2. Type in the key word.
3. Press Enter.

This 2022 UnitedHealthcare Care Provider Administrative Guide (this “guide”) applies to covered services you provide to our
members or the members of our affiliates’ through our benefit plans insured by or receiving administrative services from us,
unless otherwise noted.

This guide is effective April 1, 2022, for physicians, health care professionals, facilities and ancillary health care providers
currently participating in our Commercial and MA networks. It is effective now for health care providers who join our network
on or after Jan. 1, 2022. This guide is subject to change. We frequently update content in our effort to support our health care
provider networks.

Terms and definitions as used in this guide:

* “Member” or “customer” refers to a person eligible and enrolled to receive coverage from a payer for covered services as
defined or referenced in your Agreement.

e “Commercial” refers to all UnitedHealthcare medical products that are not MA, Medicare Supplement, Medicaid, CHIP,
workers’ compensation or other government programs. “Commercial” also applies to benefit plans for the Health Insurance
Marketplace, government employees or students at public universities.
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* “You,” “your” or “provider” refers to any health care provider subject to this guide. This includes physicians, health care
professionals, facilities and ancillary providers, except when indicated. All items are applicable to all types of health care
providers subject to this guide.

“Your Agreement,” “Provider Agreement” or “Agreement” refers to your Participation Agreement with us.

e “Us,” “we” or “our” refers to UnitedHealthcare on behalf of itself and its other affiliates for those products and services
subject to this guide.

* Any reference to “ID card” includes both a physical or digital card.

MA policies, protocols and information in this guide apply to covered services you provide to UnitedHealthcare MA members,

including Erickson Advantage members and most UnitedHealthcare Dual Complete members, excluding UnitedHealthcare

Medicare Direct members. We indicate if a particular section does not apply to such MA members.

If there is a conflict or inconsistency between a Regulatory Requirements Appendix attached to your Agreement and this guide,
the provisions of the Regulatory Requirements Appendix controls for benefit plans within the scope of that appendix.

If there is inconsistency between the terms of your Agreement and this guide, your Agreement controls. The exception to this
rule is when your Agreement defines a protocol that is specific to one of our affiliates and is inconsistent with a protocol in the
corresponding affiliate supplement to this guide. In that situation, the protocol in the applicable affiliate supplement to this
guide controls.

Per your Agreement, you must comply with protocols. Payment will be denied, in whole or in part, for failure to comply with
a protocol.

1 UnitedHealthcare affiliates offering commercial and Medicare Advantage benefit plans and other services, are outlined in Chapter 1: Introduction.
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Quick reference guide

Quick reference guide

Join our Network
and Credentialing

If you are interested in joining our network, visit uhcprovider.com/join. To view our credentialing
policies and procedures, visit uhcprovider.com > Menu > Resource Library > Join Our Network.

Credentialing application: Check on your application status by emailing networkhelp@uhc.com.

Digital Solutions

uhcprovider.com: uhcprovider.com is your home for health care professional information with 24/7
access to the UnitedHealthcare Provider Portal, medical policies and news bulletins. The website
offers great resources to support administrative tasks including eligibility, claims, referrals, and prior
authorizations and notifications.

uhcprovider.com/digitalsolutions: Going digital means less paper and more automation, faster
workflow between applications and quicker claims submission process to get you paid faster. Our 3
digital solutions, Electronic Data Interchange (EDI), Application Programming Interface (API) and the
UnitedHealthcare Provider Portal, help to make that a reality, and it’s not a one-size-fits-all approach.
There’s flexibility to choose the best approach for your practice, and there’s the ability to integrate with
the practice management systems you use today. This webpage will help you choose the right solution
to fit your practice’s needs.

uhcprovider.com/portal: Our portal allows you to quickly get the answers you need to claims
information like status updates, reconsiderations and appeals. You can also submit prior authorization
requests, check eligibility and benefits information, access items in Document Library (including
virtual card payment statements) and even track your work, all at no cost to you and without having to
make a phone call. To log in, click Sign In in the top right corner of uhcprovider.com.

uhcprovider.com/edi: Submit and receive data using HIPAA Electronic Data Interchange (EDI) X12
transactions for claim submissions, eligibility and benefits, claim status, authorizations, referrals,
hospital admission, discharge and observation stay notifications and electronic remittance advice. You
can submit single or batch transactions for multiple members and payers without manual data entry or
logging into multiple payer websites.

uhcprovider.com/api: Our Application Programming Interface (API) solutions allow you to access
comprehensive real-time data on a timetable you set. Data can be distributed to your practice
management system, proprietary software or any application you prefer. We have APIs for claim status
and payment, eligibility and benefits, reconsiderations and appeals, prior authorization, documents
and referrals.

Healthcare
Professional
Education and
Training

We provide a full range of training resources including interactive self-paced courses and instructor-
led sessions at uhcprovider.com/training. The training content is organized by categories to make it
easier to find what you need.

Access and New
User Registration

In order to access secure content on uhcprovider.com or to access the UnitedHealthcare Provider
Portal online solutions, you’ll need to create a One Healthcare ID (formerly Optum ID). Visit
uhcprovider.com/newuser.

UnitedHealthcare
Communications

Network News: Find health care professional news and updates for national and state Commercial,
Medicare and Medicaid plans at uhcprovider.com/news.

Policy and Protocol Updates: News and updates regarding policy, product or reimbursement
changes are posted online at uhcprovider.com/news. Updates are posted at the beginning of each
month. Sign up to receive notification of these updates by email at uhcprovider.com/subscribe.
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Contact
UnitedHealthcare

Most questions can be answered using our online solutions at uhcprovider.com. If you need to speak
with someone, we’re here to help. For state-specific contact information, visit uhcprovider.com > Menu
> Contact Us.

UnitedHealthcare Web Support
providertechsupport@uhc.com

Provider Services

Provider Services (Individual Exchange Plans)
Prior Authorizations

Prior Authorizations (Individual Exchange Plans) 1-888-478-4760
Optum Pay™ Helpdesk 1-877-620-6194

Provider Agreement questions: Contact your Network Management representative. To identify your
Network Management representative, go to uhcprovider.com > Menu > Contact Us > Find a Network
Contact and select your state.

Provider Advocate: To find your health care provider advocate, go to uhcprovider.com > Contact Us >
Find a Network Contact and select your state.

1-866-842-3278

1-877-842-3210
1-888-478-4760
1-877-842-3210

Find a health care
provider

uhcprovider.com > Find Dr.

 Search for doctors, clinics or facilities by plan type.
* Find dental providers by state, network or location.
¢ Locate mental health or substance use services.

Eligibility

Access benefit, coverage and identification card information:
Online: uhcprovider.com and click Sign In in the top right corner.
EDI: 270/271 transaction | uhcprovider.com/edi270

Phone: 1-877-842-3210

For Individual Exchange Plans, call 1-888-478-4760.

Advance
Notification/Prior
Authorization,
Admission
Notification,
Discharge
Notification,
Observation Stay
Notification and
Referrals

To notify us or request prior authorization:
API: Prior Authorization

* Submit and check the status of prior authorizations using API.
* View the implementation guide online at uhcprovider.com/apiguides.
EDI: Transactions 278 and 278N

e Submit prior authorization requests and referrals using EDI 278 transactions. Go to uhcprovider.
com/edi278 for more information.

* Submit hospital admission, discharge and observation stay notifications using EDI 278N
transactions. Go to uhcprovider.com/edi278n for more information.

* Check the status of prior authorization requests and notifications at uhcprovider.com/edi278i.

Online: uhcprovider.com/paan
Use the Prior Authorization and Notification Tool in the UnitedHealthcare Provider Portal to:

* Determine if notification or prior authorization is required.
* Complete the notification or prior authorization process.

* Select the Prior Authorization dropdown in the UnitedHealthcare Provider Portal landing page. You
will be directed to Prior Authorization and Notification capability to complete your requests.

* Upload medical notes or attachments.
* Check request status.

Information: uhcprovider.com/priorauth (information and advance notification/prior
authorization lists)

Phone: Call Care Coordination at the number on the member’s ID card (self-service available after
hours) and select “Care Notifications.”
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Claims EDI: uhcprovider.com/edi837 View our Claims Payer List to determine the correct Payer ID.
Online: uhcprovider.com/claimstool Click Sign In in the top right corner.
Information: uhcprovider.com/claims (policies, instructions and tips)
Phone: 1-877-842-3210 (follow the prompts for status information)
1-888-478-4760 (Individual Exchange Plans)
Reimbursement Policies:
uhcprovider.com > Policies and Protocols > Commercial Policies > Commercial Reimbursement
Policies
uhcprovider.com > Policies and Protocols > For Exchange Plans > Reimbursement Policies for
UnitedHealthcare Individual Exchange Plans
uhcprovider.com > Policies and Protocols > Medicare Advantage Policies > Medicare Advantage
Reimbursement Policies
uhcprovider.com > Policies and Protocols > Community Plan Policies > Reimbursement Policies for
Community Plan
Reimbursement policies may be referred to in your Agreement as “payment policies.” Refer to the
Medicare Advantage policies for DSNP members.
Claim API: Submit reconsiderations and appeals with attachments using our API solution. Get more
Reconsiderations  information online at uhcprovider.com/api.
and Appeals Online: uhcprovider.com. Click Sign In in the top right corner.
Report escalated or unresolved issues to your Provider Advocate by email. Submit an appeal as a
final resolution.
Medical Policies: Get copies of the medical policies and guidelines at uhcprovider.com/policies.
Timely Filing Refer to your internal contracting contact or Provider Agreement for timely filing information.
Guidelines

Paper Forms

Care Provider or Group Demographic Information Update forms:
uhcprovider.com/demographics > No Access to My Practice Profile?
Claims, Billing and Payment forms:

uhcprovider.com/claims > Need a Paper Form?

Prior Authorization and Notification forms:
uhcprovider.com/priorauth > Forms

Preferred Lab
Network

uhcprovider.com > Menu > Find a Care Provider > Preferred Lab Network

Specialty
Pharmacy
Program
(Commercial)

Specialty Pharmacy Program provides focused support to help better manage rare and complex
chronic conditions. Find details about the Specialty Pharmacy Program online at uhcprovider.com/

pharmacy > Specialty Pharmacy - Medical Benefit Management (Provider Administered Drugs).

Commercial medical benefit specialty prior authorizations are managed under the
Specialty Guidance Program (SGP).

Phone: 1-888-397-8129
Email: SpecialtyGuidanceProgram@optum.com
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Chapter 1: Introduction

Manuals and benefit plans referenced in this guide

Some benefit plans included under your Agreement may be subject to requirements found in other health care provider guides
or manuals or to the supplements found in the second half of this guide.

This section provides information about some of the most common UnitedHealthcare products. Your Agreement may use
“benefit contract types,” “benefit plan types” or a similar term to refer to our products.

Visit uhcprovider.com/plans for more information
- about our products and Individual Exchange
benefit plans offered by state.

If a member presents a health plan ID card with a product name you are not familiar with, use UnitedHealthcare’s Provider
Portal tools to quickly find information on the plan. You may also call us at 1-877-842-3210 or Exchange Provider Services at
1-888-478-4760.

You are subject to the provisions of additional guides when providing covered services to a member of those benefit plans, as
described in your Agreement and in the following table. We may make changes to health care provider guides, supplements
and manuals that relate to protocol and payment policy changes.

We may change the location of a website, a benefit plan name, branding or the member health plan ID card. We inform you of
those changes through one of our health care provider communications resources.
Benefit plans subject to this guide

Plan Name Location of most members
subject to additional guides

Location of plan information

All Savers: All markets All Savers Supplement to this

All Savers Insurance Company guide

myallsaversconnect.com

Empire Plan All markets outside of NY* and national health Empire Plan supplement to this
care providers; Primary concentrations in: AZ, guide
CA, CT, DE, FL, GA, MA, MD, NC, NJ, NV, PA,

SC.TN. TX VA uhcprovider.com
Health plan ID card indicates NYSHIP The
Empire Plan and references UnitedHealthcare
logo on the back

*In the NY markets, there are a limited number
of health care providers with the Empire Plan
specifically added to their UnitedHealthcare
Agreement. Otherwise, we have a separate
health care provider network for Empire Plan
members in NY.

Exchanges AL, AZ, FL, GA, IL, LA, MD, MI, NC, OK, TN, TX, Chapter 4: Individual Exchange
VA, WA Plans to this guide.
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Plan Name

MDIPA:

MD Individual Practice
Association, Inc.

Location of most members

subject to additional guides

DC, DE, MD, VA, WV
Some counties in: Southeastern PA

Location of plan information

Mid-Atlantic Regional Supplement
to this guide.

uhcprovider.com

Capitated and/or Delegated All markets Capitation and/or Delegation
Providers (Commercial and Supplement to this guide.

MA)

NHP: FL Neighborhood Health Partnership

Neighborhood Health
Partnership, Inc.

Supplement to this guide.

uhcprovider.com

OcCl:
Optimum Choice Inc.

DC, DE, MD, VA, WV
Some counties in: PA

Mid-Atlantic Regional Supplement
to this guide.

uhcprovider.com

OneNet PPO DC, DE, FL, GA, MD, NC, PA, SC, TN, VA, WV OneNet PPO Supplement to this
guide.
uhcprovider.com

Oxford: CT, NJ, NY (except upstate) Oxford Commercial Supplement

* Oxford Health Plans, LLC

» Oxford Health Insurance, Inc.

¢ Investors Guaranty Life
Insurance Company, Inc.

* Oxford Health Plans (NY), Inc.
e Oxford Health Plans (NJ), Inc.
* Oxford Health Plans (CT), Inc.

e Oxford Level Funded Plans
(NJ, CT)

Some counties in: PA.

to this guide.

For commercial benefits:
uhcprovider.com

For Medicare benefits:
uhcprovider.com

Preferred Care Network
(formerly Medica HealthCare)

FL counties: Broward and Miami-Dade

Preferred Care Network
Supplement to this guide.

uhcprovider.com

Preferred Care Partners

FL counties: Broward, Miami-Dade and
Palm Beach

Preferred Care Partners
Supplement to this guide.

uhcprovider.com
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Plan Name

River Valley:

¢ UnitedHealthcare Services
Company of the River
Valley, Inc.

¢ UnitedHealthcare Plan
of the River Valley, Inc.

e UnitedHealthcare Insurance
Company of the River Valley

Location of most members

subject to additional guides

Parts of AR, GA, IA, IL TN, WI, VA

Your UnitedHealthcare contract specifically
references River Valley or John Deere Health
protocols or guides; and

You are located in AR, GA, IA, TN, VA, WI

or these counties in lllinois: Jo Daviess,
Stephenson, Carroll, Ogle, Mercer, Whiteside,
Lee, Rock Island, Henry, Bureau, Putnam,
Henderson, Warren, Knox, Stark, Marshall,
Livingston, Hancock, McDonough, Fulton,
Peoria, Tazewell, Woodford, McLean; and

You are providing services to a River Valley
Commercial member and not a River Valley

Medicare Advantage, Medicaid or CHIP member.

Note: River Valley also offers benefit plans in LA,
NC, OH and SC, but the River Valley Additional
Guide does not apply to those benefit plans.

Location of plan information

River Valley Entities Supplement
to this guide.

uhcprovider.com

Sierra or Health Plan of
Nevada:

e Sierra Health and Life
Insurance Co., Inc.

¢ Health Plan of Nevada, Inc.

e Sierra Healthcare Options,

Outside NV only:

The health plan ID card identifies the Sierra or
Health Plan of Nevada members who access the
UnitedHealthcare network outside of Nevada,
and includes the following reference:

UnitedHealthcare Choice Plus Network

Services rendered outside of
Nevada to Sierra or Health Plan of
Nevada members with the health
plan ID card reference described
in this row are subject to your
UnitedHealthcare Agreement and
to this guide unless you are in

Inc. .
ne Outside Nevada. Arizona or Utah and have a contract
directly with Sierra or Health Plan of
Nevada.
UMR: All markets UMR supplement to this guide.
* UMR umr.com
¢ UnitedHealthcare Shared
Services (UHSS)

UnitedHealthcare Level
Funded

(previously sold under the name
All Savers® Alternate Funding)

December 2020: AL, SD, ND, DE
September 2021: All markets

UnitedHealthcare Level Funded
supplement to this guide.

uhcprovider.com
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Plan Name Location of most members

subject to additional guides

Location of plan information

UnitedHealthcare West: AZ, CA, CO, NV, OK, OR, TX, WA

(Formerly referenced in this
guide as “PacifiCare”)

¢ UHC of California dba
UnitedHealthcare of California
(hereinafter referred to
as UnitedHealthcare of
California)

¢ UnitedHealthcare Benefits
Plan of California

¢ UnitedHealthcare of
Oklahoma, Inc.

¢ UnitedHealthcare of
Oregon, Inc.

¢ UnitedHealthcare Benefits of
Texas, Inc.”

* PacifiCare of Arizona,
PacifiCare of Colorado
and PacifiCare of Nevada
are now referenced as
UnitedHealthcare Benefits of

UnitedHealthcare West
Supplement to this guide.

uhcprovider.com

Texas, Inc.
UnitedHealthOne: UnitedHealthOne Individual Plans
e Golden Rule All markets Supplement to this guide.
Insurance Company uhcprovider.com and
Group #705214 myUHOne.com

¢ Oxford Health Insurance, Inc. New Jersey
Group #908410

UnitedHealthcare Freedom NH, ME, VT
Plans

uhcprovider.com

'JJ 2022 UnitedHealthcare Care Provider Administrative Guide


https://www.uhcprovider.com/?cid=pdf-other-2022uhcprovideradminguide-jan22
https://www.uhcprovider.com/?cid=pdf-other-2022uhcprovideradminguide-jan22
http://myUHOne.com
https://www.uhcprovider.com/?cid=pdf-other-2022uhcprovideradminguide-jan22

Chapter 1: Introduction

Benefit plans not subject to this guide

Plan name Location of most Additional guide/ website

members subject to
additional guides

Rocky Mountain Health Plan (RMHP) CcO rmhp.org

Sierra: NV Benefit plans for Sierra Health and Life Insurance

Sierra Health and Life Insurance Co., Inc. Company, Inc.:

Sierra Healthcare Options, Inc sierrahealthandlife.com/provider

Health Plan of Nevada, Inc. Benefit plans for Sierra Healthcare Options, Inc:

Health Plan of Nevada Medicaid/
Nevada Check Up Benefit plans for Health Plan of Nevada, Inc.:

sierrahealthcareoptions.com

healthplanofnevada.com/provider
myhpnmedicaid.com/provider

UnitedHealthcare Community Plan Multiple states UnitedHealthcare Community Plan Physician, Health
Medicaid, CHIP and Uninsured Care Professional, Facility and Ancillary Administrative
Guide for Medicaid, CHIP, or Uninsured.

uhcprovider.com/communityplan and
uhcprovider.com

Online/interoperability resources and how to contact us

Going digital means less paper and more automation, faster workflow between applications and a quicker claims submission
process to help you get paid faster. Learn the differences by viewing our Digital Solutions Comparison Guide. You will
conduct business with us electronically. This means using electronic means, where allowed by law, to submit claims and
receive payment, and to submit and accept other documents, including appeals requests and decisions and prior authorization
requests and decisions. Using electronic transactions is fast, efficient, and supports a paperless work environment. Use EDI,
the UnitedHealthcare Provider Portal or API for maximum efficiency in conducting business electronically.

Application Programming Interface (API)

APl is becoming the newest digital method in health care to distribute information to health care professionals and business
partners in a timely and effective manner. APl is a common programming interface that interacts between multiple applications.
Our API solutions allow you to electronically receive detailed data on claims status and payment, eligibility and benefits, claim
reconsiderations and appeals (with attachments), prior authorization, referrals and documents. Information returned in batch
emulates data in the UnitedHealthcare Provider Portal and complements EDI transactions, providing a comprehensive suite
of services. It requires technical coordination with your IT department, vendor or clearinghouse. The data is in real time and can
be programmed to be pulled repetitively and transferred to your practice management system or any application you prefer. For
more information, visit uhcprovider.com/api.

Electronic Data Interchange (EDI)

EDI is a self-service resource using your internal practice management or hospital information system to exchange transactions
with us through a clearinghouse.

The benefit of using EDI is it permits health care providers to send batch transactions for multiple members and multiple payers
in lieu of logging into different payer websites to manually request information. This is why EDI is usually health care providers’
first choice for electronic transactions.

* Send and receive information faster.

¢ |dentify submission errors immediately and avoid processing delays.

* Exchange information with multiple payers.

'JJ 2022 UnitedHealthcare Care Provider Administrative Guide 5


https://www.rmhp.org/i-am-a-provider
http://sierrahealthandlife.com/provider
http://sierrahealthcareoptions.com
http://healthplanofnevada.com/provider
http://myhpnmedicaid.com/Provider
https://www.uhcprovider.com/en/resource-library/news/info-comm-plan-providers.html?cid=pdf-other-2022uhcprovideradminguide-jan22
https://www.uhcprovider.com/?cid=pdf-other-2022uhcprovideradminguide-jan22
https://www.uhcprovider.com/content/dam/provider/docs/public/resources/edi/Digital-Solutions-Comparison-Guide.pdf?cid=pdf-other-2022uhcprovideradminguide-jan22
https://www.uhcprovider.com/portal?cid=pdf-other-2022uhcprovideradminguide-jan22
https://www.uhcprovider.com/portal?cid=pdf-other-2022uhcprovideradminguide-jan22
http://www.UHCprovider.com/api?cid=pdf-other-2022uhcprovideradminguide-jan22

Chapter 1: Introduction

* Reduce paper, postal costs and mail time.

e Cut administrative expenses.

The following are EDI transactions available to health care providers:

* Claims (837)

* Eligibility and benefits (270/271)

* Claims status (276/277)

¢ Referrals and authorizations (278)

* Hospital admission, discharge and observation stay notifications (278N)

¢ Electronic remittance advice (ERA/835)

Visit uhcprovider.com/edi for more information. Learn how to optimize your use of EDI at uhcprovider.com/optimizeEDI.

Getting started

* If you have a practice management or hospital information system, contact your software vendor for instructions on how to
use EDI in your system.

» Contact clearinghouses to review which electronic transactions can interact with your software system.

Read our Clearinghouse Options page for more information.

Point of Care Assist™

When made available by UnitedHealthcare, you will do business with us electronically. Point of Care Assist integrates members’
UnitedHealthcare health data within the Electronic Medical Record (EMR) to provide real-time insights of their care needs,
aligned to their specific member benefits and costs. This makes it easier for you to see potential gaps in care, select labs,
estimate care costs and check prior authorization requirements, including benefit eligibility and coverage details. This helps you
to better serve your patients and achieve better results for your practice. For more information, go to uhcprovider.com/poca.

uhcprovider.com

uhcprovider.com is your home for health care provider information with access to Electronic Data Interchange (EDI),
Application Programming Interface (API), the UnitedHealthcare Provider Portal tools, medical policies, news bulletins, and great
resources to support administrative tasks including eligibility, claims, claims status and prior authorizations and notifications.

UnitedHealthcare Provider Portal

The UnitedHealthcare Provider Portal provides online resources to support your administrative tasks including eligibility,
claims and prior authorization and notifications.

To sign in to the UnitedHealthcare Provider Portal, go to uhcprovider.com and click on Sign In in the upper right corner. For
more information about all UnitedHealthcare Provider Portal online solutions, go to uhcprovider.com > Menu > Resource Library
> UnitedHealthcare Provider Portal.

Use the UnitedHealthcare Provider Portal to access information for the following:

* UnitedHealthcare Commercial

* UnitedHealthcare Medicare Advantage

* UnitedHealthcare Community Plan (as contracted by state)

* UnitedHealthcare West

* UnitedHealthcare of the River Valley

» UnitedHealthcare Oxford Commercial

* UnitedHealthcare Individual Exchange Plans

Available benefit plan information varies for each of our UnitedHealthcare Provider Portal tools.

Here are the most frequently used tools:

* Eligibility and Benefits —View patient eligibility and benefits information for most benefit plans. For more information, go to
uhcprovider.com/eligibility.
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* Claims—Get claims information for many UnitedHealthcare plans, including access letters, remittance advice documents and
reimbursement policies. For more information, go to uhcprovider.com/claims.

* Prior Authorization and Notification—Submit notification and prior authorization requests. For more information, go to
uhcprovider.com/paan.

» Specialty Pharmacy Transactions —Submit notification and prior authorization requests for certain medical injectable drugs
by selecting the Prior Authorization dropdown in the UnitedHealthcare Provider Portal landing page. You will be directed to
Prior Authorization and Notification capability to complete your requests.

e My Practice Profile—View and update’ your health care provider demographic data that UnitedHealthcare members see for
your practice. For more information, go to uhcprovider.com/mpp.

* Document Library—Access reports and correspondence from many UnitedHealthcare plans for viewing, printing or
download. For more information on the available correspondence, go to uhcprovider.com/documentlibrary.

* Paperless Delivery Options —Eliminate paper mail correspondence. In Document Library, you can set up daily or weekly
email notifications to alert you when we add new letters to your Document Library. With our delivery options, you decide when
and where the emails are sent for each type of correspondence. This tool is available to One Healthcare ID password owners

only.
You need a One Healthcare ID to access the UnitedHealthcare Provider Portal. To register for a One Healthcare ID, go to
uhcprovider.com/newuser.

1 For more instructions, visit uhcprovider.com/training.
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Watch for the most current information about our online resources by email (sign up at uhcprovider.com/subscribe), or online
at uhcprovider.com/edi or uhcprovider.com > Menu > Resource Library > UnitedHealthcare Provider Portal.

Online resources and how to contact us Where to go

How to Join Our Network

For instructions on joining the UnitedHealthcare provider network, go to
uhcprovider.com/join. There you will find guidance on our credentialing
process, how to sign up for online tools and other helpful information.

UnitedHealthcare Provider Website

uhcprovider.com
Resources:

* Access to health care provider policies and protocols, tools, training
and network news.

* Enroll in Optum Pay for direct deposit for covered services and
electronic remittance advice.

e Authorizations and referrals information, submissions and status.

* Verify eligibility and benefits.

* Verify your network and tier status for a member’s benefit plan.

* Claims management including filing, status information and claims
reconsiderations.

* Access virtual card payment statements.

UnitedHealthcare Web Support: providertechsupport@uhc.com or
1-866-842-3278, option 1. Monday-Friday, 7 a.m. - 9 p.m. CT

Advance Notification, Prior Authorization and
Admission, Discharge and Observation Stay
Notification

(To submit and get status information)

EDI: See EDI transactions and code sets on uhcprovider.com/edi
Online: uhcprovider.com/paan

Phone: 1-877-842-3210 (United Voice Portal)
1-888-478-4760 (Individual Exchange Plans)

See member’s ID card for specific service contact information.
For Individual Exchange Plans, call 1-888-478-4760.

Air Ambulance Non-Emergency Transport

Online: uhcprovider.com/findprovider

Appeal - (Clinical) Urgent Submission
(Commercial members)

(Medicare Advantage - follow the directions in
the customer decision letter)

All Savers, Golden Rule Insurance Company
and UnitedHealthcare Oxford Navigate
Individual

An expedited appeal may be available if the time needed to complete a
standard appeal could seriously jeopardize the member’s life, health or
ability to regain maximum function.

Urgent medical fax: 1-801-994-1083
Urgent pharmacy fax: 1-801-994-1058
Urgent appeal fax: 1-866-654-6323
For Individual Exchanges:

Urgent medical fax: 1-888-808-9123

Application Programming Interface (API)

Online: uhcprovider.com/api

Cardiology and Radiology

Notification/Prior Authorization
-Submission and Status

Online: uhcprovider.com/paan and select the specialty you need.
Phone: 1-866-889-8054

Chiropractic, Physical Therapy, Occupational
Therapy and Speech Therapy Providers

(Contracted with Optum Physical Health, a
UnitedHealth Group company)

Online: myoptumhealthphysicalhealth.com
Phone: 1-800-873-4575
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Chapter 1: Introduction

Online resources and how to contact us Where to go

Claims
(Filing, payments, reconsiderations)

EDI: uhcprovider.com/edi837 Learn more about the types of claims you
can file using EDI and view our claims payer list to identify the correct
Payer ID.

Online: uhcprovider.com. Click Sign In in the upper right corner.
Information: uhcprovider.com/claims (policies, instructions and tips)

Phone: 1-877-842-3210 (follow the prompts for status information)
1-888-478-4760 (Individual Exchange Plans)

Optum Pay

Online: optum.com/optumpay
Help Desk: 1-877-620-6194

Electronic Data Interchange (EDI)
and EDI Support

Online: uhcprovider.com/edi

Help: uhcprovider.com/edicontacts

Phone: 1-800-842-1109 (Monday-Friday, 7 a.m. - 9 p.m. CT)
UnitedHealthcare EDI Support

Online: EDI Transaction Support Form

Email: supportedi@uhc.com

Phone: 1-800-842-1109

UnitedHealthcare Community Plan EDI Support
Online: EDI Transaction Support Form

Email: ac_edi_ops@uhc.com

Phone: 1-800-210-8315

Fraud, Waste and Abuse

(Report potential fraud, waste
or abuse concerns)

Online: uhc.com/fraud, select the “Report A Concern” icon.
Phone: 1-844-359-7736
Phone: 1-877-842-3210 (United Voice Portal)

For more information on fraud, waste and abuse prevention efforts, refer
to Chapter 17: Fraud, Waste and Abuse.

Genetic and Molecular Testing

Online: uhcprovider.com/priorauth and select the specialty you need.

Member/Customer Care

Online: myuhc.com

Phone: 1-877-842-3210 or the number listed on the back of the member’s
ID card

Mental Health and Substance Use Services

See member’s ID card for carrier information and contact numbers.

Outpatient Injectable Chemotherapy and
Related Cancer Therapies

Online: uhcprovider.com/priorauth and select the specialty you need.
Phone: 1-888-397-8129

Pharmacy Services

Online: professionals.optumrx.com
Phone: 1-800-711-4555

Provider Advocates

For participating hospitals, health care, and
ancillary providers; Locate your physician or
hospital advocate

Online: uhcprovider.com > Contact Us > Find a Network Contact
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Chapter 1: Introduction

Online resources and how to contact us Where to go

Provider Directory

uhcprovider.com/findprovider

Referral Submission and Status

You can determine if a member’s benefit
plan requires a referral when you view their
eligibility profile.

EDI: 278 transaction

API: Referral API details are online at uhcprovider.com/api

Online: Sign in to the UnitedHealthcare Provider Portal at uhcprovider.
com and click Sign In in the upper right corner.

Information: uhcprovider.com/referrals

Note: Submitted referrals are effective immediately but may not be
viewable for 48 hours.

Skilled Nursing Facilities
(Free-standing)

Online: uhcprovider.com/skillednursing

Phone: 1-877-842-3210 (Provider Service)
1-888-478-4760 (Individual Exchange Plans)

Subrogation

Online: subroreferrals.optum.com
Fax: 1-800-842-8810

Mail: Optum
11000 Optum Circle
MN102-0300
Eden Prairie, MN 55344

Therapeutic Radiation Prior Authorization

For Commercial members:

Online: uhcprovider.com > Menu > Prior Authorization and Notification >
Oncology > Radiation Therapy Services

Phone: 1-888-397-8129
For Medicare Advantage members:

Online: uhcprovider.com > Prior Authorization and Notification >
Oncology > Medicare Advantage Therapeutic Radiation

Phone: 1-866-889-8054

Transplant Services

See member’s ID card for carrier information and contact numbers.

Vision Services

See member’s ID card for carrier information and contact numbers.
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Chapter 2:
Provider responsibilities and standards

Verifying eligibility, benefits and your network
participation status

Check the member’s eligibility and benefits prior to providing care. Doing this:
* Helps ensure you submit the claim to the correct payer.

* Allows you to collect copayments.

* Determines if a referral, prior authorization or notification is required.

* Reduces denials for non-coverage.

One of the primary reasons for claims rejection is incomplete or inaccurate eligibility information.

There are 4 easy ways to verify eligibility and benefits as shown in the Online/interoperability resources and how to contact
us section in Chapter 1: Introduction.

Eligibility grace period for Individual Exchange Plan members

When individuals enroll in a health benefit plan through the Health Insurance Marketplace (also known as Individual Exchange),
the plans are required to provide a 3-month grace period before terminating coverage. The grace period applies to those who
receive federal subsidy assistance in the form of an advanced premium tax credit and who have paid at least 1 full month’s
premium within the benefit year. Additionally, for individuals who do not receive federal subsidy assistance, plans are required
to provide a grace period consistent with state law (typically 30 or 31 calendar days) before terminating coverage.

You can verify if the member is within the grace period when you verify eligibility.

Refer to the Chapter 4: Individual Exchange Plans for more information.

Understanding your network participation status

Your network status is not returned on 270/271 transactions. Know your status prior to submitting 270 transactions. As our
product portfolio evolves and new products are introduced, it is important for you to confirm your network status (and tier status
for commercial tiered benefit plans) while checking eligibility and benefits in the UnitedHealthcare Provider Portal or by calling
us at 1-877-842-3210 or 1-888-478-4760 (Individual Exchange Plans). If you are not participating in the member’s benefit
plan or are outside the network service area for the benefit plan, the member may have higher costs or no coverage.

Commercial only

For more information about tiered benefit plans, visit uhcprovider.com/plans > Select your state > Commercial >
UnitedHealthcare Tiered Benefit Plans.

Health plan identification (ID) cards

Members may not have access to physical ID cards if they are not required by law. We are moving towards eliminating physical
ID cards. You may find UnitedHealthcare-specific member information that will help you identify the member’s health benefit
plan in the UnitedHealthcare Provider Portal.
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Chapter 2: Provider responsibilities and standards

View and download current ID cards for most

members when you verify eligibility and benefits in the
- UnitedHealthcare Provider Portal at uhcprovider.com >
Sign In. You can also view member ID cards using the
Eligibility and Benefits API solution.

You may download and keep a copy of both sides of the health plan ID card for your records. Possession of a physical ID card

is not proof of eligibility.

Commercial health plan ID card legend

Front Back

{gllunied ¥ 5, [ewemer]¥ P 01721 )
I 'JJ Healthcare  OPTUMR Logo h ]
1 1

! Vember:  MEMBER SMITH Here i 8 !
] n 1
H Member ID: 999999999 Group Number: 999999 I Members: We're here to help. Check benefits, view claims, find H
I pCP; Customer Name Line 1 2 3 a doctor, ask a question and more. I
| FIRSTNAME LASTNAME '~ 4 Customer Name Line 2 a Web: myuhc.com 1
! PCP Phone: ~ (999) 999-9999 Payer ID 87726 |1 :
i . R Bin: 8&8&79 ii Phone: 555-555-5555 i

opays: Rx PCN:
! office:$99  ER:$%9 B ReGo UHEALTH Il Providers: 877-842-3210 or  UHCprovider.com H
p H .

1 UrgCare: $99  Spec: $99 I Medical Claims: PO Box 740825, Atlanta GA 30374-0825 1
! Coing99% Ded INDIFAM  OOPM IND/FAM DedINDFAM  OOPMINDIFAY :
y Tier 1: $99999/$99999  $99999/$99999 [0 ] $99999/599999 7 9 Shared Savings 1
I INN: $99999/399999  $99999/$99999 Lo s e AiMultiPlan LVl
1 OON: $99999/$99999 $99999/$99999 Referrals Required it Fasly EREIgbe encesOry !
! UnitedHealthcare Navigate |1 Pharmacists: 888-290-5416 H
' DOI-0508 Underwritten by UnitedHealthcare Insurance Company /u\ Pharmacy Claims: OptumRx PO Box 650540 Dallas, TX 75265-0540 J

1. UnitedHealthcare brand: This includes UnitedHealthcare, All Savers, UnitedHealthcare Level Funded, UnitedHealthcare
Oxford Level Funded, Golden Rule, UnitedHealthcare Oxford, UnitedHealthOne, UMR and UnitedHealthcare Shared
Services (UHSS), UnitedHealthcare Freedom Plans.

2. Member Plan Identifier: This is a customized field to describe the member’s benefit plan (i.e., Individual Exchange, Tiere
Benefits, ACO).

3. Payer ID: Indicates claim can be submitted electronically using the number shown on card. Contact your vendor or
clearinghouse to set up payer in your system, if necessary.

d

4. PCP name and phone number: Included for benefit plans that have PCP selection requirements. For Individual Exchange
Members “PCP required” is listed in place of the PCP name and number. This section may also include Laboratory (LAB),

Preferred Lab Network (PLN) and Radiology (RAD) participant codes.

Copay information: If this area is blank, the member is not required to make a copay at the time of service.

Benefit plan name: identifies the applicable benefit plan name.

Referral requirements identifier: Identifies plans with referral requirements. Requires PCP to send electronic referrals.
For members section: Lists benefit plan contact information and, if applicable, referrals and notifications information.

© 0N o

For providers section: Includes the prescription plan name.
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Medicare Advantage (MA) member ID card

Front Back
[ UNITED HEALTH \ [ \
MRP | Medlcare Advantage Customer Service Hours: 8 am - 8 pm 7 days/week Printed:  xx/xx/xxxx
IJJJ UnitedHealthcare PASSPORT I ﬁgﬁ%ﬁ%ﬁﬁll
Health Plan (99999): 999-99999-99 For Members ' ' ;
Member ID: 999999999-00 Group Number: XXXXX Website: . www.MEMBERURL.com
Member: 9 Customer Service: 1-999-999-9999 TTY 711 7
MEMBER SAMPLE [UHC Dental Benefits] NurseLine: 1-999-999-9999 TTY 711
2 1 PayeriD: . — Behavioral Health: 1-999-999-9999 TTY 711
PCP Nam woox |, MedicareR [Dental: 1-999-999-0999 TTY 711]
SAMPLE, WD. » PROVIDER o For Providers www.PROVIDERURL.com 1-099-999-0999
PCP Phone: (999) 999-9999 Ei?%- 3 61888; Medical Claim Address: P.O. Box 99999, Healthcare, US 99999-9999
. . RXGrp: Ccos [UHC Dental Providers: www.DENTALURL.com 1-999-999-9999]
Copay: PCP $X; ER ¢ - -
pay Spec %X)\4 10a [Referral Required UHC [Fitness riera 10b 8
6 [AARP Medicare A ~antage (HMO) Logo] Logo] )
H9999-999-999 5 For Pharmacists 1-999-999-9999
\ / \Pharmacy Claims OptumRx P.O. Box 99999, Healthcare, US 99999 /
] o ™ ) (For Members: MEMBERURL.com Printed Date: XX/XX/XXXX \
UnitedHealthcare UCard Customer Service: 1-099.999-9999, TTY 711 [ Mogicars
[UnitedHealthcare Medicare 5 For Providers: PROVIDERURL.com 8 u NS:'J@Q?"
Advantage Assure (PPO)] Provider Service: 1-999-999-9999
Dental Providers: DENTALURL.cOm 1-999-999-9999 [Brand Logo]
Sample Member J [Provider Authorization 1-999-999-0999]
Member Number ’ [Medicare limiting o' _ ~es apply.]
99999999999 Payer ID:30000X | |
Medical Claim Address: P.O. Box 99999, STATE, US 99999
3 6N RxPCN  RxGRP Pharmacy Claims: OptumRX P.O. Box 99999, STATE, US 9999-9999
610097 9999 COS For Pharmacists: 1-999-999-0999
e P TR S
PCP: Sample, M.D., Provider N TP
Copay: PCP $XX/$XY - Specialist: $XXX/$XXX MedicareRe
4 J \_Card #: 9999 9999 9999 99999 Security Code: 9999 [Printer Code] _/

MA ID card legend:
1.

w

© 0N -

10a.

10b.
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Payer ID: Indicates claim can be submitted electronically using the number shown on card. Contact your vendor or
clearinghouse to set up payer in your system, if necessary.

PCP: Included for benefit plans that require a PCP selection.

Prescription information: If the benefit plan includes Part D prescription drug coverage, the Rx Bin, PCN and Group code
are visible. If Part D coverage is not included, this area lists information for Medicare Part B Drugs.

Copay information: Select plans do not list copay information or may have a variance.

Benefit plan name: Identifies the applicable benefit plan name.

Plan ID number: Identifies the plan ID number that corresponds to Centers for Medicare & Medicaid (CMS) filings.
For members: Lists benefit plan contact information for the member.

For providers: Lists benefit plan contact information for the health care provider.

Dental benefits: Included if routine dental benefits are part of the benefit plan and/or if the member purchased an optional
supplemental dental benefit rider.

Referrals required: |dentifies benefit plans with referral requirements. Refer to the Medicare Advantage (MA) Referral
Required Plans section in Chapter 6: Referrals for more detailed information.

No referrals required: If the benefit plan does not require referrals “No Referral Required” appears on the member’s ID
card.
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Chapter 2: Provider responsibilities and standards

Access standards

Covering physician

As a PCP, you must arrange for 24 hours a day, 7 days per week coverage of our members. If you are arranging a substitute
health care provider, use those who are in-network with the member’s benefit plan.

You must alert us if the covering health care provider is not in your medical group practice to prevent claim payment issues.
Use madifiers for substitute physician (Q5), covering physician (CP) and locum tenens (Q6) when billing services as a covering
physician. Collect the copay at the time of service.

To find the most current directory of our network physicians and health care professionals, go to
uhcprovider.com/findprovider.

Appointment standards

We have appointment standards for access and after-hours care to help ensure timely access to care for members. We use
these to measure performance annually. Our standards are shown in the following table.

Type of service Standard

Preventive care Within 30 calendar days
Regular/routine care appointment Within 14 calendar days

Urgent care appointment Same day

Emergency care Immediate

After-hours care 24 hours/7 days a week for PCPs

These are general UnitedHealthcare guidelines. State or federal regulations may require standards that are more stringent.
Contact your Network Management representative for help determining your state or federal regulations.

After-hours phone message instructions

If a member calls your office after hours, we ask that you provide emergency instructions, whether a person or a recording
answers. Tell callers with an emergency to do one of the following:

* Hang up and dial 911 or its local equivalent.

* Go to the nearest emergency room.

When it is not an emergency, but the caller cannot wait until the next business day, advise them to do one of the following:

* Go to a network urgent care center.
e Stay on the line to connect to the physician on call.

* Leave a name and number with your answering service (if applicable) for a physician or qualified health care professional to
call back within specified time frames.

* Call an alternative phone or pager number to contact you or the physician on call.

Timely access to non-emergency health care services (applies to Commercial in California)

* The timeliness standards require licensed health care providers to offer members appointments that meet the California time
frames. The applicable waiting time for a particular appointment may be extended if the referring or treating licensed health
care provider, or the health professional providing triage or screening services, as applicable, is:

- Acting within the scope of their practice and consistent with professionally recognized standards of practice.

- Has determined and noted in the relevant record that a longer waiting time will not have a detrimental impact on the
member’s health.
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* Licensed staff must triage or screen services by phone 24 hours a day, 7 days a week. Unlicensed staff shall not use the
answers to those questions in an attempt to assess, evaluate, advise or make any decision regarding the condition of a
member or determine when a member needs to be seen by a licensed medical professional.

* UnitedHealthcare of California managed care members and covered persons under UnitedHealthcare benefit plans have
access to free triage and screening services 24 hours a day, 7 days a week through the Optum NurseLine at 1-866-747-4325.
If a member is unable to obtain a timely referral to an appropriate health care provider, refer to the Out-of-Network Provider
Referrals (Commercial HMO and Medicare Advantage) section for further details. If still unable to obtain a timely referral to
a health care provider after following these steps, contact the following:

- For members with Department of Managed Healthcare regulated plans: 1-888-466-2219
- For members with California Department of Insurance regulated plans: 1-800-927-4357

Telehealth services

Under certain benefit plans, we provide coverage for telehealth services regardless of whether the member is located at a CMS-
designated originating site. For more information on telehealth services, see the Telehealth services protocol in Chapter 9:
Specific protocols.

Provider privileges

You must have privileges at participating facilities or an arrangement with another participating health care provider to admit
and offer facility services. This helps our members have access to appropriate care and lower their out-of-pocket costs.

Cultural competency

Provide services in a culturally competent manner. This includes members with limited English proficiency, those with diverse
backgrounds and/or disabilities.

Translation/interpretation/auxiliary aide services

You must provide language services and auxiliary aides, including, but not limited to, sign language interpreters to members as
required, to provide members with an equal opportunity to access and participate in all health care services.

If the member requests translation/interpretation/auxiliary aide services, you must promptly arrange these services at no cost to
the member.

Members have the right to a certified medical interpreter or sign language interpreter to accurately translate health information.
Friends and family of members with limited English proficiency, or members who are deaf or hard of hearing, may arrange
interpretation services only after you have explained our standard methods offered, and the member refuses. Document the
refusal of professional interpretation services in the member’s medical record.

Any materials you have a member sign, and any alternative check-in procedures (like a kiosk), must be accessible to an
individual with a disability.

If you provide Virtual Visits, these services must be accessible to individuals with disabilities. Post your Virtual Visits procedures
for members who are deaf or hard of hearing so they receive them prior to the Virtual Visit.

Network participating health care provider responsibilities

Primary care physicians (PCP)

As a PCP, you are responsible to provide medically necessary primary care services. You are the coordinator of our members’
total health care needs. You are responsible for seeing all members on your panel who need assistance, even if the member has
never been in for an office visit. Some benefit plans require PCPs to submit electronic referrals for the member to see another
network physician. Go to Chapter 6: Referrals for detailed information on referral requirements.
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Civil rights

Non-discrimination

You must not discriminate against any patient with regard to quality of service or accessibility of services because they are our
member. You must not discriminate against any patient on the basis of any of the following:

* Type of health insurance

* Race

* Ethnicity

* National origin

* Religion

* Sex or gender

* Age

* Mental or physical disability or medical condition

» Sexual orientation

* Gender identity

* Claims experience

* Medical history

* Genetic information

* Type of payment

You must maintain policies and procedures to demonstrate you do not discriminate the delivery of service and must accept
treatment for any members who need your service.

Complying with laws and regulations for individuals with disabilities

You must comply with applicable laws which include, but are not limited to, the Americans with Disabilities Act (ADA) and
Section 504 or 508 of the Rehabilitation Act.

Participating health care providers must have practice policies showing they accept any patient in need of the health care
they provide. The organization and its health care providers must make public declarations (i.e., through posters or mission
statements) of their commitment to non-discriminatory behavior in conducting business with all members. These documents
should explain that this expectation applies to all personnel, clinical and non-clinical, in their dealings with each member.

In this regard, you must undertake new construction and renovations, as well as barrier reductions required to achieve program
accessibility, following the established accessibility standards of the ADA guidelines. For complete details go to ADA.gov >
Featured Topics > A Guide to Disability Rights Laws.

We may request any of the following ADA-related descriptions of:

* Accessibility to your office or facility.

* The methods you or your staff use to communicate with members with disabilities. This may also include any electronic
communications.

* The training your staff receives to learn and implement these guidelines.

Care for members who are deaf or hard of hearing

You must provide a sign language interpreter if a member requests one. You must also have written office procedures for taking
phone calls or providing Virtual Visits to members who are deaf or hard of hearing.
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Consolidated Appropriations Act (CAA) requirements

Advanced EOB Network Considerations

Consistent with the Consolidated Appropriations Act (CAA), we must provide information to our members about costs related to
the services you provide them. You agree to help us provide them this information.

You will provide information about the rules on balance billing under this act, as well as any other state law that requires you to
advise our members about what you may charge them after we pay you. In addition, you agree to provide contact information
for appropriate state and federal agencies in case a member believes you have violated balance billing rules.

Continuity of Care

Health insurance issuers, plan sponsors and/or health care providers are required to comply with the Continuity of Care
requirements under the CAA unless your participation agreement states otherwise.

Continuity of Care is provided in the following circumstances:
1. Your participation agreement with us or between you and a downstream provider is terminated by us, a payer, you or a
downstream provider.

2. The terms of your network participation with us or a payer changed, and that change leads to certain members no longer
receiving in-network coverage for your care.

3. Afully insured group contract between us and a group health plan terminated and that termination leads to members no
longer receiving in-network coverage for your care.

Under the CAA, Continuity of Care must be offered to members in your care or the care of your downstream contracted
providers who are:

Undergoing treatment for a serious and complex medical condition.

Undergoing inpatient or institutional treatment.

Scheduled to undergo nonelective surgery, including receipt of postoperative care with respect to such a surgery.

P oON =

Pregnant and receiving treatment related to the pregnancy.
5. Terminally ill per the Social Security Act and receiving treatment for the terminal iliness.

In accordance with the CAA, you must accept payment from us or a payer based on your participation agreement and
negotiated rates for any services rendered pursuant to the Continuity of Care requirements under the CAA. Any care you render
to a member under Continuity of Care is subject to our or any payer’s applicable policies, procedures and quality standards.
You also acknowledge additional rights for Continuity of Care may be required under state or local law or as specifically
required in your participation agreement with us.

Provider directory

Consistent with the CAA, we will verify information in our provider directory. You will provide us with accurate information and
respond to our questions when you receive them. You will respond within any time period listed in the communication we send
to you. We may remove health care providers and facilities from the provider directory if we can’t verify information.

CAA prohibition on gag clauses

Your participation agreement may include a confidentiality provision that lists information that neither party may disclose to

a member, health care provider or other third party except as required by an agency of the government. You agree the CAA
constitutes such a requirement by an agency of the government, and nothing in your participation agreement will be interpreted
to supersede or conflict with the CAA. Specifically, your participation agreement will not be interpreted to directly or indirectly
restrict us (as a health insurance issuer offering group and individual health insurance coverage) or a group health plan from:

1. Providing provider-specific cost or quality of care information to referring health care providers or current and potential
members.
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2. Electronically accessing de-identified claims and encounter information for each member in the plan or coverage, upon
request and consistent with the privacy regulations related to section 264(c) of the Health Insurance Portability and
Accountability Act (HIPAA), the amendments made by the Genetic Information Nondiscrimination Act of 2008, and
American with Disabilities Act of 1990. This includes, on a per claim basis the following:

a. Financial information

b. Provider information

c. Service codes

d. Any other data included in claim or encounter transactions

3. Sharing information with a business associate as defined in section 160.103 of title 45, Code of Federal Regulations (or
successor regulations), consistent with HIPAAB, the amendments made by the Genetic Information Nondiscrimination Act
of 2008, and the Americans with Disabilities Act of 1990.

Cooperation with quality improvement and patient
safety activities

You must follow our quality improvement and patient safety activities and programs. These include:

* Quick access to medical records when requested.
* Timely responses to queries and/or completion of improvement action plans during quality of care investigations.

* Participation in quality audits, including site visits and medical record standards reviews, and Healthcare Effectiveness Data
and Information Set (HEDIS®) record review.

* Allowing use of practitioner and health care provider performance data.
* Notifying us when you become aware of a patient safety issue or concern.

Demographic changes

If you have access to My Practice Profile and have editing rights, you can access the My
- Practice Profile tool to make many of the updates required in this section. Facilities can use
—— the UnitedHealthcare Facility/Practice Profile tool. For more information, go to uhcprovider.
com/mypracticeprofile.

Physician/health care professional verification outreach

We are committed to providing our members with the most accurate and up-to-date information about our network. We are
currently undertaking an initiative to improve our data quality. This initiative is called Professional Verification Outreach (PVO).

Your office may receive a call from us asking to verify your data currently on file in our provider database. This information is
confidential and updated immediately in our database.

Provide official notice

Notify us, at the address in your Agreement, within 10 calendar days if any of these situations occur:

* Material changes to, cancellation or termination of liability insurance

* Bankruptcy or insolvency

* Any indictment, arrest or conviction for a felony or any criminal charge related to your practice or profession

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

* Loss, suspension, restriction, condition, limitation, or qualification of your license to practice (for physicians, any loss,
suspension, restriction, condition, limitation or qualification of staff privileges at any licensed hospital, nursing home, or
other facility)
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* Relocation or closure of your practice, and, if applicable, transfer of member records to another physician/facility
» External sanctions or corrective actions levied against you by a government entity

Provide timely notice of demographic changes

Primary care physicians

As a PCP, you are responsible for monitoring your office capacity based on member assignments and for notifying us if you
have reached your maximum capacity. A self-reporting tool is available for you to generate a PCP panel roster report using
uhcprovider.com/reports.

We have developed specific definitions for open, closed or existing-only practices to promote consistency throughout the
participating health care provider network related to acceptance of new or transferring members. For purposes of this section, a
new member may be a member who has switched health plans and/or coverage plans, such as a member who switches from a
Fee-For-Service (FFS) plan to a Commercial HMO/MCO plan.

Follow these definitions:

* Open status - the PCP’s practice is open to additional new members and transferring members.
 Closed status - the PCP’s practice is closed to all new members and transferring members.

 Existing-only status - the PCP’s practice is only open to new or transferring members who have an established chart with the
health care provider’s office.

Notification of changes must be proactive

Every quarter, you, or an entity delegated to handle credentialing activities on behalf of us (a “delegate”), are expected to
review, update and attest to the health care provider information available to our members. If you or the delegate cannot attest
to the information, correct it online or through the Provider Service Center. You or the delegate must tell us of changes to

the information at least 30 calendar days before the change is effective. This includes adding new information and removing
outdated information, as well as updating the information listed in the following paragraph.

You and the delegates are required to update all health care provider information, such as the following:

* Patient acceptance status

* Address(es) of practice location(s)

» Office phone number(s)

e Email address(es)

* Health care provider groups affiliation

* Facility affiliation

* Specialty

* License(s)

* Tax identification number

* NPI(s)

* Languages spoken/written by staff

* Ages/genders served

 Office hours

Delegates are responsible for notifying us of these changes for all of the participating health care providers credentialed by
the delegate. If you or a delegate fails to (1) update records, or (2) give 30 days prior notice of changes, or (3) attest to the
information, you, or the participating health care providers credentialed by the delegate, may be subject to penalties. Penalties
may include a delay of processing claims or the denial of claims payment, until the records are reviewed and attested to or
updated.

If a health care provider leaves your practice, notify us immediately. This gives us time to notify impacted members.

When you submit demographic updates, list only those addresses where a member may make an appointment and see the
health care provider. On-call and substitute health care providers who are not regularly available to provide covered services at
an office or practice location should not be listed at that address.
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California Commercial: The penalties do not apply to benefit plans issued or administered by UnitedHealthcare Benefit Plans
of California.

To change panel status (open/closed/existing-only)

If you wish to change your panel status (i.e., open to new patients, open to existing patients only, or closed), the request must
be made in writing 30 days in advance. Changes to panel status applies to all patients for all lines of business (LOB) and
products for which a health care provider is participating. If you feel that exceptional circumstances exist, you may request to
have a different panel status for an LOB or product. Include the exception in the written request. Approval is at our discretion.
We may notify you in writing of changes in our panel status including closures based on state and/or federal requirements,
current market dynamics and patient quality indicators. Access My Practice Profile in the UnitedHealthcare Provider Portal at
uhcprovider.com/mpp to update your information.

To change an existing TIN or to add a physician or health care provider

To submit the change, complete and email the Provider Demographic Change Form to the appropriate email address listed on
the form.

The Provider Demographic Change Form is available on uhcprovider.com/findprovider.

You can also submit detailed information about the change and the effective date of the change on your office letterhead. Send
it to us using the fax number on the bottom of the demographic change request form.

To update your practice or facility information
You can make demographic updates every quarter to your practice information by:

1. Using Provider Directory Snapshot within CAQH ProView.

2. Accessing the UnitedHealthcare Provider Portal and using My Practice Profile for health care providers; UnitedHealthcare
Facility/Practice Profile for facilities.

3. Emailing the completed Provider Demographic Change Form to the appropriate email address listed on the bottom of the
form.

4. Calling our Enterprise Voice Portal at 1-877-842-3210.

Partners, you must contact their Network Management department by email, pcp-
NetworkManagementServices@uhcsouthflorida.com, or call 1-877-670-8432. Changes
should not be made in the UnitedHealthcare Provider Portal.

ﬁ For Preferred Care Network (formerly Medica HealthCare) and Preferred Care

Notification of practice or demographic changes (applies to
Commercial benefit plans in California)

California Senate Bill 137 requires us to perform ongoing updates to our health care provider directories, both online and hard
copy. As a participating medical group, IPA or independent physician, you are required to update UnitedHealthcare within 5
business days if there are any changes to your ability to accept new patients.

As a participating medical group, IPA or independent physician, if a member or potential enrollee seeking to become a patient
contacts you, and you are no longer accepting new patients, you must direct them to report any inaccuracy in our health care
provider directory to:

* UnitedHealthcare for additional assistance in finding a health care provider, and, as applicable.

* Either the California Department of Managed Health Care or the California Department of Insurance.

You shall cooperate with and provide the necessary information to us so we may meet the requirements of Senate Bill 137.
We are required to contact all participating health care providers, including but not limited to, contracted medical groups or
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IPAs on an annual basis and independent physicians every 6 months. This outreach includes a summary of the information
that we have on record and requires you to respond by either confirming your information is accurate or providing us with
applicable changes.

If we do not receive a response from you within 30 business days, either confirming that the information on file is correct,

or providing us with the necessary updates, we have an additional 15 business days to make attempts for you to verify the
information. If these attempts are unsuccessful, we will notify you that, if you continue to be nonresponsive, we will remove you
from our health care provider directory after 10 business days.

If the final 10-business-day period lapses with no response from you, we may remove you from the directory. If we receive
notification that the provider directory information is inaccurate, the health care provider group, IPA, or physician may be
subject to corrective action.

In addition to outreach for annual or bi-annual attestations, we are required to make outreach if we receive a report of
inaccuracy for any health care provider data in the directories. We are required to confirm your information is correct. If we
attempt to contact you and do not receive a response, we will provide you a 10-business-day notice that we will suppress your
information from our health care provider directory.

Medical groups, IPAs, or independent physicians can submit applicable changes to:
For delegated providers: Email changes to Pacific_DelProv@uhc.com or delprov@uhc.com.

For non-delegated providers: Visit uhcprovider.com for the Provider Demographic Change Form and further instructions.

Administrative terminations for inactivity

Up-to-date directories are a critical element of providing our members with the information they need to take care of their health.
To offer more exact and up-to-date directories, we:

* Administratively terminate Agreements for health care providers who have not submitted claims for 1 year.

* Inactivate any TIN under which there have been no claims submitted for 1 year.

When health care providers tell us of practitioners leaving a practice, we make multiple attempts to get documentation of that
change.

We administratively terminate a health care provider if:

* We get oral notice that a practitioner is no longer with a practice.

* We make 3 attempts to obtain documentation confirming the practitioner’s departure, but do not receive the requested
documentation.

¢ The practitioner has not submitted claims under that practice’s TIN(s) for 6 months prior to our receipt of oral notice the
practitioner left the practice, or the effective date of departure provided to us, whichever is sooner. This does not apply to
Preferred Care Network and Preferred Care Partners.

Continuity of care following termination of your participation

If your Agreement ends for any reason, you may be required to help our members find another participating health care
provider. You may need to provide services at our contracted rate during the continuation period, per your Agreement and any
applicable laws. We are ready to help you and our members with the transition. We tell affected members at least 30 calendar
days prior to the effective date of your participation termination, or as required under applicable laws.

Member dismissals initiated by a PCP (Medicare Advantage)

We recognize there are certain instances a PCP may choose to terminate a patient relationship. While we will not interfere with
the PCP’s decision, we will:

* Remind the PCP of their obligation to terminate the relationship in accordance with applicable requirements.
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* Help ensure the PCP provides us a reason for making the decision.

* Require documentation that they have communicated this decision to the member.

Each dismissal should be carefully considered based on the facts and circumstances specific to the member.

In addition, PCPs who wish to terminate their relationship with a Medicare Advantage (MA) member and have a member
reassigned must:

* Comply with all applicable legal and regulatory requirements.

* Send a certified letter to the member (evidence that the letter was mailed is acceptable even if a letter comes back as
“undeliverable as addressed”).

* Provide continuity of care as required by applicable laws and regulations.
* Provide us written notice.

Required Information from the PCP
For member reassignment, we require the following information from the PCP:

* The reason for reassignment or termination.

* Member’s name, date of birth, address, and member ID number.

e PCP’s name, NPI, and TINs.

* Copy of certified letter the PCP sent to the member notifying them of the termination.

We use good faith efforts to reassign the member to another PCP within 90 days of receipt of request. Changes will not be
applied retroactively.

Medicare opt-out

We follow, and require our health care providers to follow, Medicare requirements for physicians and other practitioners who opt
out of Medicare. If you opt out of Medicare, you may not accept federal reimbursement. Health care providers who opt-out of
Medicare (and those not participating in Medicare) are not allowed to bill Medicare or its MA benefit plans during their opt-out
period for 2 years from the date of official opt-out. For our MA membership, we and our delegated entities do not contract with,
or pay claims to, health care providers who have opted-out of Medicare. Exception: In an emergency or urgent care situation, if
you have opted out of Medicare, you may treat an MA beneficiary and bill for the treatment. In this situation, you may not charge
the member more than what a non-participating health care provider is allowed to charge. You must submit a claim to us on the
member’s behalf. We pay Medicare-covered items or services furnished in emergency or urgent situations.

Additional MA requirements

As an MA organization, UnitedHealthcare and its network providers agree to meet all laws and regulations applicable to
recipients of federal funds.

If you participate in the network for our MA products, you must comply with the following additional requirements for services
you provide to our MA members.

* You may not discriminate against members in any way based on health status.

* You must allow members direct access to screening mammography and influenza vaccination services.

* You may not impose cost-sharing on members for the influenza vaccine or pneumococcal vaccine or certain other preventive
services. For additional information, refer to the Preventive Health Services and Procedures available on uhcprovider.com/
policies > Medicare Advantage Policies > Coverage Summaries for Medicare Advantage Plans.

* You must provide female members with direct access to a women’s health specialist for routine and preventive health
care services.

* You must make sure members have adequate access to covered health services.
* You must make sure your hours of operation are convenient to members.
* You must make sure medically necessary services are available to members 24 hours a day, 7 days a week.
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¢ PCPs must have backups for absences.

* You must adhere to CMS marketing regulations and guidelines. This includes, but is not limited to, the requirements to remain
neutral and objective when assisting with enroliment decisions, which should always result in a plan selection in the Medicare
beneficiary’s best interest. CMS marketing guidance also requires that providers must not make phone calls or direct, urge,
or attempt to persuade Medicare beneficiaries to enroll or disenroll in a specific plan based on the health care provider’s
financial or any other interest. You may only make available or distribute benefit plan marketing materials to members in
accordance with CMS requirements.

You must provide services to members in a culturally competent manner taking into account adjustments for members who
use English as a second language, hearing or vision impairment, and diverse cultural and ethnic backgrounds.

* You must cooperate with our procedures to tell members of health care needs that require follow-up and provide necessary
training to members in self-care.

You must document in a prominent part of the member’s medical record whether they have executed an advance directive.

You must provide covered health services in a manner consistent with professionally recognized standards of health care.

* You must make sure any payment and incentive arrangements with subcontractors are specified in a written agreement, that
such arrangements do not encourage reductions in medically necessary services, and that any physician incentive plans
comply with applicable CMS standards.

* You must comply with all applicable federal and Medicare laws, regulations, and CMS instructions, including but not limited
to: (a) federal laws and regulations designed to prevent or ameliorate fraud, waste, and abuse, including but not limited
to, applicable provisions of federal criminal law, the False Claims Act, and the Anti-Kickback Statute; and (b) HIPAA
administrative simplification rules at 45 CFR Parts 160, 162 and 164.

* The payments you receive from us or on behalf of us are, in whole or in part, from federal funds and you are therefore subject
to certain laws applicable to individuals and entities receiving federal funds.

* You must cooperate with our processes to disclose to CMS all information necessary for CMS to administer and evaluate
the MA program and disclose all information determined by CMS to be necessary to assist members in making an informed
choice about Medicare coverage.

* You must comply with our processes for notifying members if your Agreement terminates.

* You must submit all Risk Adjustment Data (see definition in glossary), and other MA program and commercial insurance
related information we may request, within the time frames specified and in a form that meets MA program requirements
as well as state and federal commercial insurance requirements. By submitting data to us, you represent to us, and upon
our request you shall certify in writing, that the data is accurate, complete, and truthful, based on your best knowledge,
information and belief.

* You must comply with our MA policy guidelines, coverage summaries, quality improvement programs, and medical
management procedures.

* You must cooperate with us in fulfilling our responsibility to disclose to CMS quality, performance, and other indicators as
specified by CMS.

* You must cooperate with our procedures for handling grievances, appeals and expedited appeals. This includes, but is not
limited to, providing requested medical records within 2 hours for expedited appeals and 24 hours for standard appeals,
including weekends and holidays.

* You must comply with the Medicare Advantage Regulatory Requirements Appendix (MARRA) in your Provider Agreement.

Member communication (CMS approval required)

Member communications require CMS approval. This includes:

* Anything with the MA and/or the AARP name or logo, including MA Dual Special Needs Plans.

e Correspondence that describes benefits.

* Marketing activities.

Approval is not necessary for communications between health care providers and patients that discuss:
* Their medical condition.

e Treatment plan and/or options.

e Information about managing their medical care.
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Once CMS approves, we send the letter to the member.

In addition to making sure the letter is approved by the governing regulatory body, we direct the letter to the correct audience.
For example, we may need to distinguish a mailing to MA plan individual members versus Medicare group retiree members, as
their benefits are distinctly different.

Part C reporting requirements

MA organizations are subject to additional reporting requirements. We may request data from you. This data is due by 11:59
p.m. PT on our established reporting deadline.

Some measures are reported annually, while others are reported quarterly or semi-annually. This includes, but is not limited to:

* Grievances.

* Organization determinations/reconsiderations including source data for all determinations and reopenings.
* Special needs plans care management.

* Rewards and incentive programs.

* Payments to health care providers.

* Telehealth benefits.

Filing of a lawsuit by a member

Lawsuits against a health care provider
We do not automatically move the member to another medical group/IPA because of a lawsuit.
We consider a transfer if:

* The complaint is about problems with quality of care or inappropriate behavior AND the health care provider requests
removal from their care.

¢ The transfer would not affect the member’s current treatment.
- The treating health care provider must confirm this.

- The treating health care provider must cooperate in the transfer of medical records and information to the new health care
provider.

* The member wants another health care provider who is part of the same medical group/IPA but located in a different office.

Lawsuits against a medical group/IPA

We do not deny the member access to health care providers within a medical group/IPA because of a lawsuit. We consider a
transfer if the member’s complaint is about problems with the general practices and procedures of the medical group/IPA.

Note: If you receive notification of a member’s plan to sue, notify your health care provider advocate.

New York (NY) Domestic and Sexual Violence Hotline (only applicable to NY health care
providers who see Commercial and Oxford Health Plan members)

New York state law requires that all NY health care providers post the Domestic and Sexual Violence Hotline information in
their office. You can download the information at uhc.com/legal > New York > Members with a New York UnitedHealthcare
insurance policy who may be in danger from another family member (pdf).
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We create new commercial products and networks to meet member needs for affordable and quality care. We offer a variety
of fully insured and self-funded commercial products for small and large groups. We also have individual benefit plans. These
products vary by network size and make-up, gated or non-gated requirements, and benefit structure.

Individual Exchange Plans

We offer commercial products on the Individual or Small Business Health Options Program (SHOP) Exchange in some states.
Commercial products on the Individual and SHOP Exchange follow the same policies and protocols within this guide, unless
otherwise stated in your Agreement.

For Individual Exchange in AL, AZ, FL, GA, IL, LA, MD, MI, NC, OK, TN, TX, VA and WA, refer to Chapter 4: Individual
Exchange Plans.

Understanding your network participation status

You are contracted to see all commercial members (including Exchange), unless your Agreement excludes you. This includes
new benefit plans brought into your market after the effective date of your Agreement. UnitedHealthcare Individual Exchange
Benefit Plans require you to be located in a limited geographic market called the Individual Exchange Benefit Plans network
service area. Verify the current Individual Exchange Benefit Plans network service area at uhcprovider.com/Plans.

Commercial networks

Each commercial product has a network of health care providers we work with to provide more affordable, quality health care.
Our commercial benefit plans include a subset of our commercial network providers: Navigate, Charter, Core, Compass,
Doctors Plan and NexusACO. A list of participating health care providers by benefit plan is on uhcprovider.com/findprovider.
Your Agreement requires you to coordinate care with other participating network providers. Do not engage non-network
providers in a member’s care.

Commercial product overview table

Product Name' How do members access physicians and health care Is a referral Is the treating
professionals?? required from the network physician
member’s PCP and/or facility
to the network required to give
specialist? notification when
providing certain
services?
UnitedHealthcare Members can choose any Choice network physician No, members have Yes, on selected
Choice and or health care professional without a referral and open access to a procedures as
Choice Plus without designating a PCP. national network described in
UnitedHealthcare Choice Plus provides out-of-network of Ch0|ce. health Chapter 7: Medical
benefits. UnitedHealthcare Choice does not cover out- €8¢ providers. mgngj’ig?ent of

of-network services (except for emergency services).
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Product Name'

UnitedHealthcare
Doctors Plan and
Doctors Plan Plus

How do members access physicians and health care
professionals??

Members choose, or are assigned, a Doctors Plan
network PCP for each family member. Members are
encouraged to see their PCP to coordinate their care,
but are not required to see that PCP, or to obtain a
referral from a PCP when accessing a Doctors Plan
network specialist or facility for care.

UnitedHealthcare Doctors Plan Plus provides out-
of-network benefits. UnitedHealthcare Doctors Plan
does not cover out of-network services (except for
emergency services).

Is a referral
required from the
member’s PCP
to the network
specialist?

No, members have
open access to a
limited network of
Doctors Plan health
care providers
available nationally.

Is the treating
network physician
and/or facility
required to give
notification when
providing certain
services?

Yes, on selected
procedures as
described in
Chapter 7: Medical
management of
this guide.

UnitedHealthcare
Select and
Select Plus

Members choose, or are assigned, a Select

network PCP for each family member. Members are
encouraged to see their PCP to coordinate their care,
but are not required to see that PCP, or to obtain a
referral from a PCP when accessing a Select network
specialist or facility for care.

UnitedHealthcare Select Plus provides out-of-network
benefits. UnitedHealthcare Select does not cover out-
of-network services (except for emergency services).

No, members have
open access to a
national network of
Select health care
providers.

Yes, on selected
procedures, as
described in
Chapter 7: Medical
management of
this guide.

UnitedHealthcare

Members can choose any network physician or

No, members have

Members are

Options PPO health care professional without a referral and without ~ open access to a responsible for
designating a PCP. national network of notifying us using
Options PPO provides out-of-network benefits. Options EPO health  the phpne number
care providers. on their health
plan ID card, as
described under
the member’s
benefit plan.
UnitedHealthcare Members can choose any physician or health No, members have No, members are
Indemnity care professional. open access to responsible for
any health care notifying us using
provider. the phone number
on their health plan
ID card.
UnitedHealthcare Members can choose any Core network physician or No, members have Yes, on selected
Core and Core health care professional without a referral and without ~ open access to a procedures as
Essential designating a PCP. limited network described in

Core provides out-of-network benefits. Core Essential
does not (except for emergency services).

of health care
providers available
nationally.

Chapter 7: Medical
management of
this guide.

UnitedHealthcare
Freedom Plans

Members can choose any physician or health plan,
however they must choose a PCP for the EPO plan.

No, referrals are not
required.

Yes, on selected
procedures as
described in
Chapter 7: Medical
management of
this guide.
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Product Name'

UnitedHealthcare
Navigate®,
Navigate
Balanced®,

Navigate Plus®

How do members access physicians and health care
professionals??

Members must see their PCP and have electronic
referrals submitted to UnitedHealthcare by their PCP
before seeing another Navigate network physician.
Navigate Balanced and Plus benefit plans provide
additional network coverage, at a higher member
cost-share, for services from a Navigate network
physician other than the member’s PCP without

a referral.

Navigate Plus provides out-of-network benefits®.
Navigate and Navigate Balanced do not (except for
emergency services).

Is a referral
required from the
member’s PCP
to the network
specialist?

Yes, an electronic
referral from

the member’s
PCP is required
prior to receiving
services from a
Navigate physician
participating

in this limited
Navigate network.
See Chapter 6:
Referrals of this
guide.

Is the treating
network physician
and/or facility
required to give
notification when
providing certain
services?

Yes, on selected
procedures as
described in
Chapter 7: Medical
management of
this guide.

UnitedHealthcare
NavigateNOW

NavigateNOW
Balanced

NavigateNOW Plus

Subject to specific benefit designs, a member in
NavigateNOW must choose a care team/PCP at
the time of their enroliment. If not, we assign one.
NavigateNOW members must see their virtual care
team or selected PCP, and have electronic referrals
submitted to UnitedHealthcare by their care team
or PCP before seeing another Navigate network
physician.

NavigateNOW Balanced and Plus benefit plans
provide additional network coverage, at a higher
member cost-share, for services from a Navigate
network physician other than the member’s PCP
without a referral.

NavigateNOW Plus provides out-of-network benefits®.
NavigateNOW and NavigateNOW Balanced do not
(except for emergency services).

Yes, an electronic
referral from

the member’s
PCP is required
prior to receiving
services from a
Navigate physician
participating

in this limited
Navigate network.
See Chapter 6:
Referrals of this
guide.

Yes, on selected
procedures as
described in
Chapter 7: Medical
management of
this guide.

UnitedHealthcare
Charter®, Charter®
Balanced,
Charter® Plus

Members must see their PCP and have electronic
referrals submitted by their PCP before seeing another
Charter network physician to receive the highest

level of coverage. Charter Balanced and Charter Plus
benefit plans provide additional network coverage,

at a higher member cost-share, for services from a
Charter network physician other than the member’s
PCP without a referral.

Charter Plus provides out-of-network benefits. Charter
and Charter Balanced do not (except for emergency
services).

Yes, an electronic
referral from the
member’s PCP is
required prior to
receiving services
from a Charter
health care provider
participating

in this limited
Charter network.
See Chapter 6:
Referrals of this
guide.

Yes, on selected
procedures as
described in
Chapter 7: Medical
management of
this guide.
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Product Name'

UnitedHealthcare
Compass,
Compass
Balanced,
Compass Plus

How do members access physicians and health care
professionals??

Members must see their PCP and have electronic
referrals submitted by their PCP before seeing another
Compass network physician within the Compass
network service area to receive the highest level of
coverage*. Compass Balanced and Plus benefit plans
provide network coverage at a higher member cost-
share for services from a network physician other than
the member’s PCP without a referral.

Compass Plus provides out-of-network benefits.
Compass and Compass Balanced do not (except for
emergency services).

Is a referral
required from the
member’s PCP
to the network
specialist?

Yes, an electronic
referral from the
member’s PCP is
required prior to
receiving services
from a health
care provider
participating

in this limited
Compass network.
See Chapter 6:
Referrals of this
guide.

Is the treating
network physician
and/or facility
required to give
notification when
providing certain
services?

Yes, on selected
procedures as
described in
Chapter 7: Medical
management of
this guide.

Individual
Exchange Plans

Plans are sold on the Exchange marketplace.
Members choose, or are assigned, a network PCP for
each family member. Members must see their PCP to
coordinate care. In most states, members must obtain
a referral from a PCP when accessing a network
specialist for care.

Individual exchange plans do not provide out-of-
network benefits (except for emergency services) and
members must stay within a defined service area to
access care.

Referrals are
required in most
states.

Yes, on selected
procedures as
described in
Chapter 7: Medical
management of
this guide.

UnitedHealthcare
NexusACO OA®

NexusACO OAP®

NexusACO OA is a tiered benefit plan where members
choose, or are assigned, a network PCP for each
family member. The member is encouraged to see
their PCP to coordinate their care but is not required
to see that PCP or obtain a referral when accessing
other network providers.

NexusACO OAP is a tiered benefit plan and
provides out-of-network benefits. NexusACO OA
does not cover out-of-network services (except for
emergency services).

No, members have
open access to a
national network
of health care
providers.

Yes, on selected
procedures as
described in
Chapter 7: Medical
management of
this guide.

UnitedHealthcare
NexusACO R®

UnitedHealthcare
NexusACO RB®
NexusACO RP®

NexusACO® is a tiered benefit plan where members
must see their assigned network PCP and have
electronic referrals submitted by their PCP before
seeing another network specialist to receive the
highest level of coverage.

NexusACO RP provides out-of-network benefits.?
NexusACO R and RB do not (except for
emergency services).

All NexusACO benefit plans are tiered.

Yes, an electronic
referral from the
member’s PCP is
required prior to the
member receiving
specialist services.
See Chapter

6: Referrals of

this guide.

Yes, on selected
procedures as
described in
Chapter 7: Medical
management of
this guide.

1 The UnitedHealthcare Network may be different among commercial products in your local market. Refer to your contract to determine whether you are part of that local network.

2 Physicians and health care professionals must be licensed for the health services provided and the health care services provided must be covered under the member’s benefit contract.

3 The benefit level for non-emergency services from out-of-network physicians and other health care providers is generally less than that for services from network physicians and other health care providers.

4 For more information about the Compass service area, go to uhcprovider.com/plans.
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Benefit plan types

Open access benefit plans: No referral or PCP approval is required for members to see other network providers. Prior
authorization and notifications are required for certain services, described in Chapter 7: Medical management, with the
exceptions noted in the previous table. Benefit plans vary in the type of coverage offered based on network and tier status (for
tiered benefit plans only).

Gated benefit plans: Members must select and see their assigned PCP. The PCP must submit electronic referrals before a
member sees another network physician; this helps ensure the highest level of coverage. Benefit plans vary in type of coverage
offered based on PCP and referral requirements, network status, and tier status (for tiered benefit plans only).

Tiered benefit plans: Plans define tier 1 health care providers differently. Check your tier status when verifying eligibility and
benefits in the UnitedHealthcare Provider Portal. Some of our commercial products feature tiered benefits. NexusACO is
always offered as a tiered benefit plan. Members may have lower out-of-pocket costs for services provided by a tier 1 health
care provider or facility. Members with a tiered benefit plan have a “Tiered Benefits” identifier on the front of their ID card.

W500 additional network benefits

Some benefit plans include additional network benefits referred to as W500 Emergent Wrap. We contract with network
providers, whose agreements exclude them from some products, to provide network coverage for urgent, emergent and
network gap exception services. This extends the network of health care providers available to members outside their primary
network for these services. Members with additional network benefits display W500 on the back of their ID card.

PCP selection

Members in a gated plan', and the open access products of Doctors Plan NexusACO OA and Select choose a network PCP
at the time of their enroliment. If a PCP is not selected by a member, we assign one. A PCP is a physician in family practice,
internal medicine, pediatrics, or general practice. Other specialties may be included if required by state law.

The PCPs designated by the member and enrolled dependent(s) do not need to be the same person or affiliated with the same
group. The member and enrolled dependent(s) must select a PCP within the geographic area where the subscriber lives.

You can verify a member’s PCP when you verify their eligibility, as shown in the Verifying eligibility, benefits and your network
participation status section in Chapter 2: Provider responsibilities and standards.

Consumer-driven health benefit plans

Consumer-driven health benefit plans are made to help members:

* Become more informed and careful about their health care choices.
* Take control over their health and health care purchases.
These benefit plans are listed on the ID card and by checking eligibility and benefits in the UnitedHealthcare Provider Portal.

These plans include an account that helps members pay their out-of-pocket costs on a pre-tax basis. The account can either be
a health savings account (HSA) or a health reimbursement account (HRA).

HRAs and HSAs are similar in many ways:

* They are both a type of medical savings account.

* The medical benefit includes a deductible. Members typically use their HSA or HRA to pay out-of-pocket expenses until they
meet the deductible or after they meet the deductible. The benefit plans include an out-of-pocket maximum and, once met,
they pay 100% of covered services, including pharmacy.

* They cover routine preventive care under the basic medical benefit. These services are not subject to the deductible.

1 Subject to specific benefit designs.
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Chapter 3: Commercial products

HRAs and HSAs differ in that:
* Employers most often fund HRAs.

* Employees most often fund HSAs.

* With HSAs, if members do not have sufficient funds in their account, or choose to save those funds for a later date, they pay

any remaining cost-share out-of-pocket. The HSA belongs to the account holder even if they change employers. The Internal
Revenue Service allows annual deposits that can equal the benefit plan’s deductible.
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UnitedHealthcare offers plans both on and off the Health Insurance Marketplace (Exchange). This chapter applies to the plans
we offer on the Health Insurance Marketplace for the states listed in the following table. Individual Exchange Benefit Plans are
also referred to as Individual and Family Plans. Additional plans may be offered in Nevada (administered by Sierra/Health Plan
of Nevada) and Colorado (administered by Rocky Mountain Health Plans). Those plans follow a separate administrative guide,
as indicated in the Benefit plans not subject to this guide section in Chapter 1: Introduction. Individual Exchange plans
offered in New York (Compass) and Massachusetts (Navigate) will follow the commercial plan guidelines in this administrative
guide.

What is the Individual Exchange?

The Patient Protection and Affordable Care Act (ACA) introduced a new option for consumers to access health insurance using
a Health Insurance Marketplace, also known as an Exchange. These online marketplaces let consumers research, compare and
enroll for health insurance plans offered by health insurers.

Individual vs. Small Business Health Options Program

The Individual Marketplace is where individuals and families can shop for a health plan and apply for federal subsidies. The
Small Business Health Options Program (SHOP) is where small businesses can select a plan or a range of plans from which
their employees can choose.

UnitedHealthcare participation in Exchanges

UnitedHealthcare evaluates each Exchange opportunity according to our ability to provide value and honor commitments to
our existing local customers, members and health care providers. In 2020, UnitedHealthcare participated in the Individual
Exchange Marketplace in 4 states: Colorado, Massachusetts, Nevada and New York. In 2021, we expanded our footprint in
Colorado and re-entered the marketplace in 7 more states: Arizona, Maryland, North Carolina, Oklahoma, Tennessee, Virginia,
and Washington. In 2022, we will be adding counties in Arizona, Colorado, Maryland, North Carolina, Oklahoma, Tennessee
and Virginia. We are also entering 7 additional states: Alabama, Florida, Georgia, lllinois, Louisiana, Michigan and Texas.
UnitedHealthcare does not participate in the SHOP Marketplace.
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2022 Exchange footprint

Network Marketplace

State Service Area
Alabama Baldwin, Geneva, Henry, l:-".‘.l"‘ Individual Individual Exchange
Houston, Limestone, Madison I-"Q‘ Exchange
and Mobile counties ‘.“"ﬁl“l Benefit
t"‘“‘l Plan
L P"’ ontgomery
NNy
.”""EI'
< 1l
Arizona Maricopa, Pinal and Pima Individual Individual Exchange
counties Exchange
Benefit
Phoenix Plan
Florida 14 counties Individual Individual Exchange
.“‘ Exchange
N\ Benefit
= %\ Plan
Tallahassee ?Eb“ﬁ
k-
w
. . Wiavrey . -
Georgia 28 counties '.ggih e Individual Individual Exchange
‘!. "‘?‘ et Exchange
Benefit
Plan
lllinois Cook, Dupage, Kane, Individual Individual Exchange
Kankakee, Lake and Will Exchange
counties Benefit
Plan
Louisiana 31 counties “)I'.'% Individual  Individual Exchange
“ "‘ Baton Rouge Exchanage
Comidy xchang
"‘“ﬁ’ Benefit
avy Plan
D\
Lol L 60 Y
S oy
B ¢
Maryland Statewide "' ',"&’1 Individual Individual Exchange
N Ia Exchange
Washington D.C. 9 3% " Benefit
"' Plan

Annapolis "\\

Vi
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State Service Area Network Marketplace

Michigan Kalamazoo, Macomb, Oakland Individual Individual Exchange
and Wayne counties Exchange
Benefit
Plan
North Carolina 38 counties Individual Individual Exchange
Exchange
,¢*£é§==fﬁ I"’?é‘&\\\ Benefit
“‘\Q’ﬂ..t?’q" g Plan
G e I8 A X T
Z an,s‘(‘Qaag
N
Oklahoma Canadian, Oklahoma, Rogers, Individual Individual Exchange
Tulsa and Cleveland counties Exchange
Benefit
Plan
Tennessee 57 counties Individual Individual Exchange
Exchange
Benefit
Plan
Texas 16 counties Individual Individual Exchange
Exchange
Benefit
Plan
- . », - .
Virginia 36 counties "“4\‘ Richmond Individual Individual Exchange
&.‘“}"_‘ Exchange
’g,"‘"¢ Ny J Benefit
”"“')zgg‘k, , Plan
absst e,
eSS lNRN
Washington Adams, Clallam, Jefferson, Charter Individual Exchange

King, Kittitas, Lincoln, Mason,
Pierce, Whitman and Yakima
counties
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Plan coverage and metal levels

Essential health benefits

Individual Exchange health insurance plans are required to cover essential health benefits or essential care and services as
defined by each state. To learn more about essential health benefits, go to healthcare.gov.

Metal level plans

Plans offered on the Exchange are grouped into 4 metal levels based on the actuarial value: Bronze, Silver, Gold, and Platinum.
Each level covers the same set of essential health benefits, but differs by how much the member pays in premium and total cost
share. UnitedHealthcare offers Bronze, Silver and Gold plans. We do not offer Platinum plans.

| |
Monthly premium $ $$ $$$ $$8$
Cost per visit/prescription $$$%$ $$$ $$ $
Plan pays 60% 70% 80% 90%
Member pays 40% 30% 20% 10%

Identifying metal levels

The member’s ID card will identify the metal level and plan name. See the Health plan ID card section of this chapter.

Premium tax credits

People who purchase coverage on the Individual Exchange may qualify for financial assistance to help lower their premium or
cost-share amounts. As a member’s qualifications change, so does their cost-share amount and their Medicaid eligibility. These
changes can occur within the same calendar year. Individuals must inform their state Exchange when financial changes occur,
so the government can adjust their subsidy accordingly. You should verify eligibility at the point of service to confirm coverage
and benefits.

The American Rescue Plan

The American Rescue Plan (ARP), signed into law by President Biden on March 11, 2021, made significant changes to bolster
the ACA. The ARP increases and expands premium tax credits for individuals and families enrolled in marketplace plans. On
average, premiums after tax credits are expected to decrease by $50 per person per month. Plus, 80% of enrollees will be able
to find a plan for $10/month or less.

3-month grace period

Individual Exchange members will have a monthly premium they are responsible to pay each month to maintain coverage. The
Patient Protection and Affordable Care Act (ACA) requires health insurers to provide a 3-month grace period before terminating
coverage for people who have not paid their premium. The grace period applies to those who receive an advanced premium
tax credit and have paid at least 1 full month’s premium within the benefit year. Members are required to pay the first month’s
premium before coverage goes into effect. Additionally, for individuals who do not receive federal subsidy assistance, plans are
required to provide a grace period consistent with state law (typically 30 or 31 days) before terminating coverage.
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How the 3-Month Grace Period Works

Month 1 UnitedHealthcare processes the claims.

Month 2 UnitedHealthcare pends the claims and sends a letter to the health care provider advising them of
the delinquency. The member receives a copy of the letter. You may not balance bill the member at
this time. Reminders are sent to the member to complete payment.

Month 3 UnitedHealthcare pends the claims and sends a letter to the health care provider advising of the
delinquency. The member receives a copy of the letter. You may not balance bill the member at this
time. If the premium is paid in full by the end of the grace period, claims are released.

OR

If the premium is not paid in full by the end of the grace period, the member’s coverage will
terminate to the end of the first month. Any claims received during the second and third month will
be processed and denied. You may bill the member for any unpaid amounts at the end of the grace
period.

Identifying members in a grace period
There are 3 ways to verify if the member is in a grace period:

1. EDI 271 Response Transactions - We will return the following information:
* Coverage Status
- 1st month: Active
- 2nd month: Active - Pending Investigation
- 3rd month: Active - Pending Investigation
* Period Start - First day of the first month of the grace period
* Period End - Last day of the third month of the grace period
* MSG - Individual Exchange Grace Period

USSU If the service date is 1 month after the
claim eligible through date, the member

is in the second grace period month.

2. UnitedHealthcare Provider Portal

The online secure UnitedHealthcare Provider Portal will indicate if the member is within a grace period and at what month.
The portal also includes an informational icon message where the user can hover to understand what each period means
to them and the member.

3. Contact Us
Verify member eligibility by calling Provider Services at 1-888-478-4760.
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UnitedHealthcare benefit plans for Individual Exchanges

Plan Names PCP Referral Required  Prior Auth Out-of-
Required Required Network/
Area Coverage
Alabama UHC Gold Advantage+Extra Yes No, not required Yes No'
UHC Gold Value+ for member to
UHC Silver Advantage+ have coverage.

UHC Silver Value+

UHC Silver Value+Saver
UHC Bronze Essential+
UHC Bronze Value+

Arizona UHC Gold Value+ Yes Yes, for the Yes No
UHC Gold Advantage+ member to have
UHC Gold Advantage+Extra coverage

UHC Silver Value+Saver
UHC Silver Value+

UHC Silver Value+Base
UHC Silver Advantage+Extra
UHC Silver Advantage+
UHC Bronze Value+

UHC Bronze Value+Saver
UHC Bronze Essential+

Florida UHC Gold Advantage+ Yes Yes, for the Yes No?
UHC Gold Advantage+Extra member to have
UHC Gold Value+ coverage

UHC Silver Value+

UHC Silver Virtual First

UHC Silver Value+Saver
UHC Silver Value+Base

UHC Silver Value+

UHC Silver Virtual First Saver
UHC Silver Advantage+Saver
UHC Silver Advantage+Base
UHC Silver Advantage+Extra
UHC Silver Advantage+Extra Saver
UHC Bronze Essential+

UHC Bronze Value+

UHC Bronze Value+Saver
UHC Bronze Virtual First

Georgia UHC Gold Advantage+Extra Yes Yes, for the Yes No*
UHC Gold Advantage+ member to have
UHC Gold Value+ coverage

UHC Gold Value+Saver
UHC Silver Virtual First

UHC Silver Advantage+
UHC Silver Advantage+Extra
UHC Silver Value+

UHC Silver Value+Saver
UHC Bronze Value+

UHC Bronze Essential+
UHC Bronze Virtual First
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lllinois UHC Gold Value+ Yes
UHC Gold Advantage+
UHC Gold Advantage+Extra
UHC Silver Value+
UHC Silver Advantage+
UHC Silver Advantage+Extra
UHC Silver Virtual First

Yes, for the
member to have
coverage

Yes

No*

Louisiana UHC Gold Value+ Yes
UHC Gold Advantage+
UHC Gold Advantage+Extra
UHC Silver Value+
UHC Silver Advantage+
UHC Silver Advantage+Extra
UHC Bronze Value+
UHC Bronze Essential+

No, not required
for the member to
have coverage

Yes

No*

Maryland UHC Gold Value+ Yes
UHC Gold Base+
UHC Gold Saver+
UHC Gold Advantage+Extra
UHC Silver Value+
UHC Silver Base+
UHC Silver Saver+
UHC Silver Extra+
UHC Bronze Value+
UHC Bronze
UHC Bronze Saver+
UHC Bronze Essential+

Yes, for the
member to have
coverage

Yes

No®

Michigan UHC Gold Advantage+Extra Yes
UHC Gold Value+
UHC Gold Advantage+
UHC Gold Advantage+Extra
UHC Silver Value+
UHC Silver Advantage+
UHC Silver Advantage+Extra
UHC Bronze Value+
UHC Bronze Essential+
UHC Bronze Essential+Saver

Yes, for the
member to have
coverage

Yes

North Carolina UHC Gold Value+ Yes
UHC Gold Advantage+
UHC Gold Advantage+Extra
UHC Silver Value+
UHC Silver Value+Saver
UHC Silver Advantage+
UHC Bronze Value+
UHC Bronze Essential+

No, not required
for the member to
have coverage

Yes

No*

Oklahoma UHC Gold Value+ Yes
UHC Gold Advantage+Extra
UHC Silver Value+
UHC Bronze Value+
UHC Bronze Value+Saver
UHC Bronze Essential+
UHC Bronze Value+

Yes, for the
member to have
coverage

Yes
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Tennessee

UHC Gold Value+ Yes
UHC Gold Advantage+Extra

UHC Silver Value+

UHC Silver Value+Saver

UHC Silver Advantage+Extra

UHC Bronze Value+

UHC Bronze Essential+

Yes, for the Yes
member to have
coverage

No*

Texas

UHC Gold Value+ Yes
UHC Gold Advantage+

UHC Gold Advantage+Extra

UHC Silver Value+

UHC Silver Virtual First

UHC Silver Advantage+

UHC Silver Advantage+Extra

UHC Bronze Value+

UHC Bronze Essential+

UHC Bronze Virtual First

Yes, for the Yes
member to have
coverage

No*

Virginia

UHC Gold Value+ Yes
UHC Gold Advantage+Extra

UHC Silver Value+

UHC Silver Value+Saver

UHC Silver Virtual First

UHC Bronze Value+Saver

UHC Bronze Value+

UHC Bronze Virtual First

UHC Bronze Essential+

Yes, for the Yes
member to have
coverage

No®

Washington

Cascade Select Gold Yes
Gold Value+

Silver Value+

Cascade Select Silver

Cascade Select Bronze

Bronze Value+

Yes, for the Yes
member to have
coverage

*Except for emergency services and related authorized admissions.

1 Alabama Individual Exchange members located in Limestone and Madison counties will have access to participating providers in the
following counties in the state of Tennessee: Giles and Lincoln. In addition, Alabama Individual Exchange members located in Baldwin
and Mobile counties will have access to participating providers in Escambia County, Florida. However, they must select a PCP in the

state of Alabama.

2 Florida Individual Exchange members located in Escambia County will have access to participating providers in the following counties in
the state of Alabama: Baldwin and Mobile. However, they must select a PCP in the state of Florida.

3 Maryland Individual Exchange members located in Frederick, Montgomery and Prince George counties will have access to participating
providers in the following counties in the state of Virginia: Fairfax, Fairfax City, Loudoun and Arlington. However, they must select a PCP
in the state of Maryland.

4 Tennessee Individual Exchange members located in Giles and Lincoln counties will have access to participating providers in the
following counties in the state of Alabama: Limestone and Madison. However, they must select a PCP in the state of Tennessee.

5 Virginia Individual Exchange members will have access to participating providers in the following counties in the state of Maryland:
Frederick, Montgomery and Prince Georges. However, they must select a PCP in the state of Virginia.

Understanding your network participation

You may already participate in benefit plans offered on the Individual Exchange if you participate in UnitedHealthcare’s
commercial benefit plans, unless the network is listed as an excluded benefit plan in your Agreement. For Individual Exchange
Benefit Plan and Charter Exchange networks, you must also have a location in the network service area to be eligible for in-
network coverage.
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As a participating health care provider, you agree to give UnitedHealthcare members equal access to the treatment they need.
This includes service or treatment for any Exchange member with plans in which you participate.

Reimbursement

Reimbursement for Individual Exchange plans is the same as your commercial rates, unless your Agreement includes a specific
Payment Appendix for the network name (Individual Exchange Benefit Plan, Charter).

Health plan ID card

Front Back

,', JJ United S \} |'/‘ --------------------------------------- P -rir;e-d:;;/;x-/z:\}
1 ¥)) Healthcare OPTUMR Pl | E i, " Al i
' B GG ] |
et VEMBER NAE R | ;
1 1

I Member ID: 999999999 Group Number:  XXONEX 1 I Members: We're here to help. Check benefits, view claims, find a doctor, ask a }
I PCP: Or. PCP Required Bronze Plan 1o question and more. PCP to send electronic referrals. !
! Provider Name 3 1 Exp Date: 12/31/22 2 | %Pe“nq éArcggurv'?geS' 6 myuhc.com/excggg e 1

P ID 87726 : -000-

! Eff Dt 04/1.1/2021 2 « 1 24-hour hysician access: 8888880088 :
U o Sx Eg\l . ;3;%79 1 1 Mental Health: 000-000-0000 !
! PCP: $35 Spec $250 o ' 1 Providers: 877-478-4760 UHCprovider.com :
i UC: $100 ER. §75 Rearp:  EXCXX i i Modica Claims: PO Box 5280 Kingston, NY 154028280 1 E
! DED INDV/FAM OOPM INDV/FAM L] H -
! Innetwork:  $3300/$6600  $6600/$13000 4 - i H
1 o PCP Referrals Reguwed Lo ists: 844-560-4143 !
'yl Insured 5 XXIndividual Exchange Benefit Plan ' | armacists: :
" DOLa508 Underwritten by UnitedHealthcare of XXXXXXX, Inc. 5 Pharmacy Claims:  OptumRx PO Box 650540, Dallas, TX 75265-0540 J

This sample ID card is for illustration only. Actual information varies depending on payer, plan and other requirements.

Name of the state Exchange

Payer ID used for electronic data interchange
PCP information or “PCP Required” reference
Referral required indicator (if applicable)
Member’s network name

Referral requirement statement (if applicable)

No kb=

Claims mailing address

Verifying eligibility and benefits

Check the member’s eligibility and benefits before providing care. Health plans and coverage can change within a single
enrollment year.

When checking eligibility, be sure you:

1. Verify your network participation in the member’s health plan using the UnitedHealthcare Provider Portal.
2. Confirm whether the member is in the grace period.
3. Know the member’s financial liabilities at the time of service.

Plan requirements/features

PCP recommendation

Members enrolled in Individual Exchange benefit plans are assigned a PCP to manage their health care needs. Members may
change their PCP by calling the member services number listed on the back of their ID card or through their online account at
myuhc.com/exchange. This process is outlined in Chapter 3: Commercial products. PCPs can view a panel roster report
at uhcprovider.com.
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Out-of-network / out-of-area benefit coverage

Individual Exchange members do not have out-of-network or out-of-area benefit coverage, except for
emergency services and related admissions, unless specifically approved by UnitedHealthcare. Members
must receive eligible services at participating health care provider locations within the service area to

be covered. Members may be responsible for full cost of services rendered by out-of-network or out-of-area
providers. Members can search for in-network health care providers by logging into their online account at
myuhc.com/exchange.

Specialist referral requirements

Where applicable, the PCP must submit referrals on uhcprovider.com when the member needs additional care by a network
specialist. Any eligible service provided by a specialist, in any setting, requires a referral to a participating network specialist’.
Once the referral end date has passed, or the number of visits is exhausted, the member must contact their PCP to request
a new referral before receiving additional care. Specialists should confirm a valid referral is on file before each office visit.
Members seen without a valid referral on file may have no coverage.

Referral impacts on hospital claims

Individual Exchange benefit plans that require specialist referrals also apply to planned inpatient and outpatient procedures
where the specialist is the admitting physician. The member must have a referral on file to see a network specialist for planned
services in any setting, including in the hospital. The specialist referral requirement is in addition to notification requirements.

Members without a valid referral on file with the admitting physician for planned inpatient or outpatient services will have no
coverage for both the admitting physician’s claim and the hospital claim. This does not apply to non-physician hospital services,
such as radiology and lab testing.

Eligible services that do not require a referral

* PCPs within the same tax ID as the member’s assigned PCP. Note: Specialists within the same TIN as the member’s assigned
PCP require referrals.

* Network OB/GYNs, including perinatologists.

* Network urgent care centers.

* Routine refractive eye exams from a network provider.

* Mental health disorders/substance use from network behavioral health clinicians.

 Pathologists, radiologists or anesthesiologists.

* Emergency room or emergency ambulance.

* Physician for emergency/unscheduled admissions.

* Network, facility-based inpatient/outpatient consulting physicians, assisting surgeons, co-surgeons or team surgeons.
- Non-physician services, including but not limited to durable medical equipment (DME), home health, prosthetic devices,

hearing aids, outpatient lab, X-ray or diagnostics, physical therapy, speech therapy, occupational therapy, chiropractic care,

pulmonary rehabilitation services, cardiac rehabilitation services, post cochlear implant aural therapy, cognitive rehab - with
the exception of vision therapy (e.g., physician services). Services performed by a specialist will require a referral.

- Other network services for which applicable laws do not require a referral.

Important facts about referrals

1. Unless otherwise allowed by law, electronic referrals are required.
2. Referrals can be backdated up to 5 days prior to the date of entry.
3. Referrals are valid for up to 6 months or 6 visits, whichever comes first.

+ Referrals are NOT required for Individual Exchange Benefit Plans in AL, LA and NC.
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Prior authorizations

Prior authorization and natification requirements apply to Individual Exchange members and are posted at uhcprovider.com.
Make sure you and your staff are familiar with the Exchange-specific prior authorization list.

Unless otherwise allowed by law, you must submit prior authorizations electronically. We will not accept them by phone or fax.
We will not accept prior authorization or notification requests that also require a referral unless a completed referral is on file. If
you do not meet the referral requirements, we may deny the physician’s and hospital’s claim for planned inpatient admissions.
Additionally, admission notification and authorization is not a guarantee of coverage or payment (unless mandated by law).

Note: Prior authorization is not required for chiropractic services. However, prior authorization is required for physical

therapy, occupational therapy and speech therapy in most states. Go to uhcprovider.com/exchanges for state-specific
information. In addition, submit behavioral health services from in-network health care providers requiring prior authorization on
providerexpress.com, or you can call the provider services phone number on the back of the member’s ID card.

Patient care coordination and case management

Complex Care Management (CCM) and Transitional Case Management (TCM)

UnitedHealthcare case managers are registered nurses who engage the appropriate internal, external or community-based
resources to support the specific Individual Exchange member’s needs. Our complex care nurses are trained to identify and
assist individuals with complex medical conditions who need long-term care support, have unmet access or who have care
plan, psycho-social, or knowledge needs.

Our transitional case managers will collaborate, evaluate and coordinate post-hospitalization needs for Individual Exchange
members who are at risk of re-hospitalization or frequent users of high-cost services.

To refer Individual Exchange members to CCM or TCM, complete the referral form at uhcprovider.com and email it
to provider_referral@optum.com. You will receive a status update on the referral within 7 business days. Members must meet
program criteria to receive complex care management.

Helping members stay in the network

You play a leading role in helping members stay within their plan’s network. This helps members get the best level of coverage
for the highest quality of care. Remember to:

» Use the online provider directory to find other in-network providers when members require additional care. Go to uhcprovider.
com > Find Dr.
e Submit electronic referrals at uhcprovider.com/referrals.

* Refer patients to participating lab providers. For more information, go to uhcprovider.com/exchanges > Article: Help Your
Patients Save Money.

¢ Search for in-network health care providers at myuhc.com/exchange.

Coordinating care for new patients

We understand there can be challenges when a member changes their plan or PCP assignment while undergoing treatment.
Here is how you can help:
* Help the individual become an established patient in your practice.

* Issue referrals for care that requires immediate attention, especially for those undergoing treatment or who have previously
scheduled procedures.

¢ Check online to confirm network participation status for the member’s plan.
» Secure valid referrals and/or prior authorizations before each visit.
 Partner with UnitedHealthcare regarding member referrals, requests for information or case management opportunities.

* An out-of-network provider may continue to treat the patient under certain circumstances if pre-approved
by UnitedHealthcare.

'JJ 2022 UnitedHealthcare Care Provider Administrative Guide 41


https://www.uhcprovider.com/en/prior-auth-advance-notification.html?cid=pdf-other-2022uhcprovideradminguide-jan22
http://www.UHCprovider.com/exchanges?cid=pdf-other-2022uhcprovideradminguide-jan22
http://providerexpress.com
https://www.uhcprovider.com/en/referrals.html?cid=pdf-other-2022uhcprovideradminguide-jan22
mailto:provider_referral@optum.com
https://www.uhcprovider.com/en/find-a-provider-referral-directory.html?cid=pdf-other-2022uhcprovideradminguide-jan22
http://www.UHCprovider.com/?cid=pdf-other-2022uhcprovideradminguide-jan22
https://www.uhcprovider.com/en/resource-library/news/featured-news-2021/iex-patients-save-money.html?cid=pdf-other-2022uhcprovideradminguide-jan22
https://www.uhcprovider.com/en/resource-library/news/featured-news-2021/iex-patients-save-money.html?cid=pdf-other-2022uhcprovideradminguide-jan22
http://www.myuhc.com/exchange
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Coordinating care between medical and behavioral health care

To support coordination of medical and behavioral services, our CCM nurses are trained to identify and assist individuals
with complex medical conditions who may also have behavioral health conditions that need follow-up with a behavioral
health provider. Additionally, our Live and Work Well website is available to all members as a resource to support individual
self-management and to educate and assist members in accessing medical and behavioral services. Learn more at
liveandworkwell.com.

Health Risk Assessments (HRA)

Upon enrollment in our Individual Exchange plan, we will ask members to complete an annual health risk assessment (HRA).
The purpose of the HRA is to identify and engage members with high-risk needs or conditions to connect them with programs
and benefits that will help them navigate care and manage their health. Encourage your patients to complete their HRA. They
can do so by phone, email or online.

Virtual Care

Individual Exchange plans include access to virtual care. Members can use virtual visits for urgent or primary care services. The
virtual visit benefit has a separate defined copayment. Members may access virtual visits from their online account at myuhc.
com/exchange or by connecting with local in-network health care providers who offer virtual care.

Individual Exchange members may also use virtual visits to access behavioral health services. With this benefit, members can
talk to an Optum participating licensed therapist or psychiatrist for the evaluation and treatment of behavioral health conditions
such as depression and anxiety. Members can schedule their appointment online with some providers or call the health care
provider directly to schedule.

Billing for virtual care services

UnitedHealthcare will consider reimbursement for eligible virtual care services when they are given by audio and video with a
place of service POS 02. The Distant Site is where the rendering health care provider is housed during a virtual care encounter
and is reported on the claim with POS 02 in Box 24B on the 1500 claim form.

We do not require you to report one of the virtual care-associated modifiers (GT, GQ, GO or 95) when performing a service, but
modifiers are accepted as informational if reported on a claim with eligible virtual services. For additional coding guidelines,
refer to UnitedHealthcare Telehealth and Telemedicine Policy, Professional on uhcprovider.com.

Pharmacy

For information about pharmacy benefits for the Exchanges, go to uhcprovider.com/pharmacy.

* View and search the Prescription Drug List (PDL).

* Learn about pharmaceutical management procedures for prior authorization requirements, supply limits and step
therapy protocols.

* View medications requiring notification and prior authorization.

To request authorization for outpatient self-administered medications, call 1-800-711-4555 or online at uhcprovider.com or
professionals.optumrx.com.

For authorization for provider-administered medications, go to uhcprovider.com/paan.

Members can access pharmacy benefit information, including PDLs, drug costs and in-network pharmacies within their online
account at myuhc.com/exchange.
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Chapter 4: Individual Exchange Plans

Specialty services (hearing, vision, dental, transplant,
behavioral health, chiropractor, skilled nursing facility)

Follow the standard processes for specialty services for Individual Exchange members. See the following Quick Reference
Guide for contact information.

Claims process

Refer to Chapter 10: Our claims process for more information about our claims process, including claim submission tips,
claim reconsiderations and appeals processes, and more. For the Individual Exchange plans included in this chapter, use the
following claim addresses and electronic Payer ID.

Paper Claims, Initial Submissions:

UnitedHealthcare
P.O. Box 5280
Kingston, NY 12402

Electronic Payer ID: 87726

Member and Provider Appeals and Reconsiderations:

UnitedHealthcare
P.O. Box 6111
Cypress, CA 90630

Fax: 1-888-404-0940 (standard requests)
1-888-808-9123 (expedited requests)

Policies and protocols

For policies and protocols, go to uhcprovider.com > Policies and Protocols > For Exchange Plans.
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Chapter 4: Individual Exchange Plans
Quick reference guide

Resource Where to Go

Breast Pump National Providerst Acelleron Breast Pumps Edgepark Medical Supplies
Phone: 1-877-932-6327 1-855-504-2099
Fax: 1-978-738-9801 edgepark.com (mail order)

acelleron.com Medline Industries

AdaptHealth 1-800-633-5463
1-844-PCS-MOMS (727-6667) medline.com
adapthealth.com

Byram Healthcare
1-877-773-1972
byramhealthcare.com (mail order)

Cardiology Online: uhcprovider.com/paan

Diagnostic catheterization, electrophysiology = Phone: 1-866-889-8054
implants, echocardiogram and stress

. Request prior authorization in the Outpatient cardiology notification/prior
echocardiogram 9 P P )} /p

authorization protocol section of Chapter 7: Medical management.

Claims Submission Electronic Claims Submission
Payer ID: 87726

Paper Claims Submission
UnitedHealthcare

P.O. Box 5280

Kingston, NY 12402

Reconsideration and Appeals
UnitedHealthcare

P.O. Box 6111

Cypress, CA 90630

Dental uhcdental.com
Provider Services: 1-800-822-5353
Electronic Payer ID: 521337971

Claims Address:

UnitedHealthcare Dental - Claims Unit
P.O. Box 30567

Salt Lake City, UT 84130-0567

'JJ 2022 UnitedHealthcare Care Provider Administrative Guide 44


http://www.acelleron.com
https://www.adapthealth.com/
https://www.byramhealthcare.com/
https://www.edgepark.com/
https://www.medline.com/
http://www.UHCprovider.com/paan?cid=pdf-other-2022uhcprovideradminguide-jan22
https://uhcdental.com/

Chapter 4: Individual Exchange Plans

DME/Cardiac, Respiratory and
Commodity Services National Providerst

Advanced Respiratory
Respiratory high frequency chest
compression vest
1-800-426-4224
respiratorycare.hill-rom.com

Alere Home Monitoring (Aceiis)
Home PT/INR

1-877-262-4669

alerecoag.com

Apria Healthcare
Standard DME
1-800-277-4288
apria.com

Bioventus

Bone growth stimulator
1-800-396-4235
bioventus.com

Cardionet

Cardiac diagnostic monitoring
1-888-577-6846

gobio.com

Cranial Technologies
Cranial helmets
1-844-447-5894
cranialtech.com

DJO

Bone growth stimulator
1-800-321-9549
djoglobal.com

DynaSplint Systems

Dynamic splinting, braces, orthotics
1-800-638-6771

dynasplint.com

EBI

Bone growth stimulator
1-800-526-2579
biomet.com

ElectroMed

Respiratory high frequency chest
compression vest
1-800-462-1045

smartvest.com

Electrostim Medical Svcs
TENS units
1-800-588-8383
wecontrolpain.com

Gordian Medical

Wound care supplies (SNF only)
1-800-568-5514
amtwoundcare.com

Hoveround Corp.

POV and power wheelchairs
1-800-701-5781 or 1-800-771-6565
hoveround.com

InfuSystem, Inc.
Ambulatory infusion pumps
1-800-962-9656
infusystem.com

Insulet Corporation
Omnipod and supplies
1-800-591-3455, #4
myomnipod.com

KCI USA

Negative pressure wound pump
1-800-275-4524
acelity.com/about-kci

Kinex Medical

CPM, ThermoComp, TENS
1-800-845-6364
kinexmedical.com

Liberator Medical Supply
Incontinence, ostomy and urologic
supplies

liberatormedical.com

Lincare
Standard DME
1-727-530-7700
lincare.com

Linkia Orthotics and Braces (aka
Hanger)

Orthotics/Braces

1-877-754-6542

linkia.com

MDINR (a Lincare company)
Home PT/INR monitor
1-800-877-4910

mdinr.com

Medline Industries

Enterals - adults and children
1-833-718-2229
medline.com
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DME/Cardiac, Respiratory and

Commodity Services National Providerst

(continued)

Medtronic

Diabetic insulin pump
1-800-646-4633
medtronicdiabetes.com

National Biological Corporation
Ultraviolet light therapy
1-216-831-0600

natbiocorp.com

National Seating and Mobility
Technology mobility products,
custom wheelchairs
nsm-seating.com/findus

Novocure
Optune brain stimulator
novocure.com

Numotion

Mobility products, custom
wheelchairs
1-888-232-1333
numotion.com/locations

Orthofix

Bone growth stimulator
1-800-535-4492
orthofix.com

Otto Bock Healthcare
CPM

1-800-736-8276
ottobockus.com

Prentke Romich

Speech generating devices
1-800-268-5224
prentrom.com

RespirTech

Respiratory high frequency chest
compression vest
1-800-793-1261

respirtech.com

Roche Diagnostics

Home INR monitor/test strips
1-800-428-5076
diagnostics.roche.com

Rotech Healthcare
Standard DME
1-877-254-1725
rotech.com

Tactile Systems

Pneumatic compression devices
1-866-435-3948
tactilemedical.com

Tandem Diabetes Care
Tandem diabetic insulin pump
1-877-801-6901
tandemdiabetes.com

Tobii Dynavox

Speech generating device
1-866-588-4548
tobiidynavox.com

Virtuox

Home sleep testing
1-877-337-7111
virtuox.net

Watermark Medical
Home sleep testing
1-877-710-6999
watermarkmedical.com

ZOLL LifeVest

AED - wearable defribrillator
1-800-543-3267

zoll.com

Zynex Medical
TEN units
1-800-495-6670
zynexmed.com

EDI Support

Online: uhcprovider.com/edi
Phone: 1-800-842-1109

Eligibility and Benefits

EDI: Transactions 270 and 271
Online: uhcprovider.com
Phone: 1-800-210-5315

Hearing

Provider Services: 1-888-478-4760
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Resource Where to Go

Home Health Services National Providers'  Heartland Healthcare Bayada Home Health Care
1-800-736-4427 1-800-305-3000
hcr-manorcare.com bayada.com
Brookdale Home Health PSA Healthcare
brookdaleliving.com 1-770-441-1580

Maxim Health Care Services psahealthcare.com

1-800-899-9525
maximhomecare.com

Home Infusion National Providers? Accredo Option Care Health

*Ambulatory Infusion Suites 1-800-803-2523 1'8616'827'8203
Accredo.com Optioncare.com
Basic Home Infusion Optum Infusion Services
1-888-822-7428 1-877-306-4036
Basichomeinfusion.com Briovarxinfusion.com
*Infusion Express (IVX Health) *Palmetto Infusion Services
1-800-746-8147 1-615-367-1444
Infusionexpress.com Palmettoinfusion.com
*Metro Infusion Services *Precision Health Healthcare
1-888-330-6432 1-866-655-1444
Midcusa.com precision.com

Insulin Pumps and Supplies National MiniMed Distribution Group (Medtronic)

Providers? 1-800-933-3322

Minimed.com

Insulate Corporation
1-800-591-3455
Myomnipod.com

Intensity Modulated Radiation Therapy Online: uhcprovider.com/paan

(IMRT) Information: uhcprovider.com/oncology > Commercial Intensity Modulated

Radiation Therapy Program
Phone: 1-888-478-4760

Medical Supply National Providers’ Byram Medical Medline
. . . 1-877-902-9726 1-800-633-5463

Disposable supplies, ostomy, urological, g

incgntinence S%T)plies i g byramhealthcare.com medline.com
Edgepark Medical Liberator Medical Supply
1-888-394-5375 1-888-244-0789
edgepark.com liberatormedical.com

Mental Health and Substance Use Online: providerexpress.com

Prior Authorization Phone (Provider Services): 1-888-478-4760

Optum Care Solutions Online: myoptumhealthphysicalhealth.com

Physical, occupational, speech therapy and Phone: 1-800-873-4575

chiropractic services Fax: 1-248-733-6070

Outpatient Injectable Chemotherapy and Online: uhcprovider.com/priorauth > Oncology

related cancer therapies Phone: 1-888-397-8129
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Resource Where to Go

Optum Rx Phone: 1-800-711-4555

Pharmacy services and self-administered
medications benefit information

Preferred Lab Network Online: uhcprovider.com > Find a Care Provider > Preferred Lab Network
Prior Authorization and Notification Online: uhcprovider.com/paan
(includes provider-administered Information: uhcprovider.com/priorauth

medications)

Provider Advocates Online: uhcprovider.com > Contact Us > Find a Network Contact

For participating hospitals, health care and
ancillary providers

Provider Services Online: uhcprovider.com Confirm member eligibility, provide
Phone: 1-888-478-4760 care coordination notification,
one check claim status, update facility/
practice data

Radiology/Advanced Outpatient Imaging Online: uhcprovider.com/paan Request prior authorization for
Procedures Phone: 1-866-889-8054 Zervicgs as dejprlibed in tqc? _
CT scans, MRIs, MRAs, PET scans and l,’tpat'et’:t r_a Ito ogy n:)t' |clat|on/
nuclear medicine studies including nuclear prior authorization protoco
: section in Chapter 7: Medical
cardiology
management
Referrals EDI: Transaction 278R
Online: uhcprovider.com/referrals
Skilled Nursing Facilities Online: uhcprovider.com/skillednursing
(free-standing) Phone: 1-888-478-4760
Specialty Pharmacy National Providers® Accredo Option Care Health
1-800-803-2523 1-866-827-8203
accredo.com optioncarehealth.com
Biologics Optum Pharmacy
1-800-856-1984 1-866-218-7398
biologicsinc.com briovarx.com
Caremark Orsini Pharmaceutical
1-877-287-1234 1-800-950-3963
cvsspecialty.com orsinihealthcare.com
Eversana PANTHERX
1-866-336-1336 1-855-726-8479
eversana.com pantherspecialty.com
Genoa Healthcare US Bioservices
1-800-519-1139 1-888-518-7246
genoahealthcare.com usbioservices.com
Transplant Resource Services and Phone: 1-888-936-7246 Request prior authorization
Ventricular Assist Devices Fax: 1-855-250-8157
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Resource Where to Go

Vision Online: spectera.com
Electronic Payer ID: 00773

Phone: 1-800-638-3120 (Monday - Friday, 8 a.m. - 11 p.m. ET;
Saturday 9 a.m. - 4:30 p.m. ET)

Paper Claims Address:
UnitedHealthcare

P.O. Box 30978

Salt Lake City, UT 84130

T May be subject to change without notice.
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Chapter 5: Medicare products

Visit uhcprovider.com, AARPMedicarePlans.com
- or uhcMedicareSolutions.com for more information
about our Medicare products in your area.

UnitedHealthcare Medicare products offer Medicare Advantage (MA) benefit plans for Medicare eligible individuals and
employer group retirees. If a member presents a member ID card with a product name with which you are not familiar, verify
the member’s eligibility and benefits in the UnitedHealthcare Provider Portal at uhcprovider.com > Sign In. Use the My Practice
Profile tool in the UnitedHealthcare Provider Portal to view your practice’s accepted health insurance plans and effective
dates. For more information and to login, visit uhcprovider.com/mpp. Product lists provided for your convenience are subject
to change at any time.

This guide does not apply to UnitedHealthcare MedicareDirect, our MA Private Fee-for-Service product, which does not use a
contracted Medicare health care provider network. For information about UnitedHealthcare MedicareDirect, go to: uhcprovider.
com/plans > Select your state > Medicare > UnitedHealthcare® MedicareDirect (PFFS).
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Chapter 5: Medicare products

Medicare product overview tables

MA - Products for individuals

Product Name

Medicare
Member’s
Eligibility

How do members
access physicians
and health care
professionals?

Does a primary
care physician
have to make
areferral to a
specialist?

Is the treating
physician

and/or facility
required to give
notification
when providing
certain services?

HMO and HMO-POS plans (Each Members who Members A referral may Yes, see
plan name below is preceded by are Medicare choose a primary or may not be guidelines
either the AARP or UnitedHealthcare eligible for care provider required to see in Chapter
brand name): Part A and (PCP) from the a specialist, 7: Medical
HMO B, and reside Medicare network depending onthe = management.
Medicare Advantage in the plan’s ofhphysicir.]anls benefit plan.**
¢ Medai service area. who can he
* Medicare Advantage Access coordinate P !:or furth'er
* Medicare Advantage Focus their care. mformgtlon,
* Medicare Advantage Patriot ) g0 onhne. to
* Medicare Advantage Prime HMO benefit see Medicare
e Medicare Advantage Walgreens plans do not cover  Advantage
* The Villages Medicare Advantage out-gf-network (MA) Beferral
services, except Required Plans,
HMO-POS for emergency or call 1-877-842-
* Medicare Advantage services, urgently 3210.
* Medicare Advantage Ally needed services Have the member
* Medicare Advantage Focus and out-of-area ID and your TIN
* Medicare Advantage Patriot renal dialysis. available.
* Medicare Advantage Plus HMO-POS benefit
* Medicare Advantage Profile lans provide PCPs ,ShOUId
: P P coordinate
* Medicare Advantage Value out-of-network .
* Medicare Advantage Walgreens coverage for some care W'th the
N appropriate
covered benefits. Medicare network
specialists.
Local PPO and Regional PPO Members who Members No, a referral is Yes, see
(RPPO) plans (Each plan name below are Medicare should choose not needed. guidelines
is preceded by either the AARP or eligible for a PCP from the in Chapter
UnitedHealthcare brand name): Part A and Medicare network 7: Medical
Medicare Advantage Assure B and resi,de of physicians management.
in the plan’s who can help

Medicare Advantage Choice
Medicare Advantage Focus
Medicare Advantage Headwaters
Medicare Advantage Lakeshore
Medicare Advantage Mosaic Choice
Medicare Advantage Open
Medicare Advantage Open Premier
Medicare Advantage Patriot
Medicare Advantage Premier
Medicare Advantage Riverbank
Medicare Advantage Value Care
Medicare Advantage Walgreens

service area.

coordinate their
care.

PPO benefit plans
provide out-of-
-network coverage
for all covered
network benefits.*

* The plan will cover services from in-network and out-of-network providers, as long as the services are covered benefits and medically necessary. However, a member’s cost-share may be higher for covered

out-of-network services.

** Most services rendered to members in referral-required benefit plans require referrals and/or authorizations from the PCP or Physician Hospital Organization, dependent upon contractual arrangement.
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Product Name

Medicare
Member’s
Eligibility

How do members
access physicians
and health care
professionals?

Does a primary
care physician
have to make
areferraltoa
specialist?

Is the treating
physician

and/or facility
required to give
notification
when providing
certain services?

Institutional Special Needs Plans Members reside Members choose No, a referral is Yes, see
(HMO, HMO-POS, PPO) in a contracted a PCP from the not needed. guidelines
* UnitedHealthcare Assisted Living Plan Sk”.k,ed nursing Medicarg network in Chagter
* UnitedHealthcare Nursing Home Plan faC|]|ty or of phy3|g|ans 7: Medical
assisted living to coordinate management.
facility and their care.
require an PPO and HMO-
institutional level POS benefit
of care. plans provide
out-of-network
coverage.”
HMO benefit
plans do not cover
out-of-network
services, except
for emergency
services, urgently
needed services
and out-of-area
renal dialysis.
Dual Special Needs Plans Members Members choose A referral may Yes, see
HMO, HMO-POS, PPO, RPPO who are both a PCP from the or may not be guidelines
Medicare Medicare network required to see in Chapter
UnitedHealthcare Dual Complete and Medicaid of physicians, to a specialist, 7: Medical
HMO: eligible. coordinate their depending onthe = management.

UnitedHealthcare Dual Complete Ally
UnitedHealthcare Dual Complete Focus

UnitedHealthcare Senior Care Options
(Massachusetts)

PPO, RPPO:

UnitedHealthcare Dual Complete Choice

UnitedHealthcare Dual Complete Select

care.

HMO-POS and
PPO benefit
plans provide
out-of-network
coverage.”

HMO benefit
plans do not cover
out-of-network
services, except
for emergency
services, urgently
needed services
and out-of-area
renal dialysis.

benefit plan.” *

For further
information, call
1-877-842-3210.

Have the member
ID card and your
TIN available.
PCPs should
coordinate

care with the
appropriate
Medicare network
specialists.

* The plan will cover services from in-network and out-of-network providers, as long as the services are covered benefits and medically necessary. However, a member’s cost-share may be higher for covered

out-of-network services.

** Most services rendered to members in referral-required benefit plans require referrals and/or authorizations from the PCP or Physician Hospital Organization, dependent upon contractual arrangement.
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Product Name Medicare How do members access Does a primary care Is the treating
Member’s physicians and health physician have to physician
Eligibility care professionals? make areferral to a and/or facility
specialist? required
to give
notification
when
providing
certain
services?
Chronic Special Needs Plans Members Members choose a A referral may or Yes, see
HMO: who have 1 PCP from the Medicare may not be required guidelines
) ) or more of network of physicians who  to see a specialist, in Chapter
UnitedHealthcare the following can help coordinate their ~ depending on the 7: Medical
Chronic Complete qualifying care. benefit plan.* * management.
UnitedHealthcare Medicare chr%rli.c . HMO-POS and PPO For further
Advantage Assist g?anbeltlfsns. benefit plans provide out-  information, call
UnitedHealthcare Medicare chronic heart of-network coverage. 1-877-842-3210.
Advantage Walgreens failure, and/or ~ HMO benefit plans do Have the member
HMO-POS: cardiovascular  hot cover out-of-network ID card and your
. . disorders. services, except for TIN available.
UnitedHealthcare Chronic emergency services, PCPs should
Complete Ally urgently needed coordinate care
PPO: services and out-of-area with the appropriate
UnitedHealthcare Chronic renal dialysis. Medicare network
Complete Assure specialists.
UnitedHealthcare Medicare
Advantage Assist
RPPO:
UnitedHealthcare Medicare Gold
UnitedHealthcare Medicare Silver
Erickson Advantage Plans Members Members are assigned No, a referral is Yes, see
(HMO-POS) who reside in a PCP from the Erickson not needed. guidelines
Erick A F an Erickson Health Medical Group in Chapter
rfc son Advantage .reedom' Retirement network of physicians. 7: Medical
Erickson Advantage Liberty with Community. The primary physician management.

Drugs

Erickson Advantage Liberty
without Drugs

Erickson Advantage Signature
with Drugs

Special Needs Plans:

Erickson Advantage Champion
(Chronic)

Erickson Advantage Guardian
(Institutional)

coordinates their care.

HMO-POS benefit plans
provide out-of-network
coverage for some
covered benefits.”

* The plan will cover services from in-network and out-of-network providers, as long as the services are covered benefits and medically necessary. However, a member’s cost-share may be higher for covered

out-of-network services.

** Most services rendered to members in referral-required benefit plans require referrals and/or authorizations from the PCP or Physician Hospital Organization, dependent upon contractual arrangement.

'JJ 2022 UnitedHealthcare Care Provider Administrative Guide

53



Chapter 5: Medicare products

Medicare products for groups

Product Name

Member’s
Eligibility

How do members access
physicians and health care
professionals?

Does a primary care
physician have to make a
referral to a specialist?

Is the treating
physician and or
facility required
to give notice
when providing
certain services?

UnitedHealthcare Members Members choose a PCP A referral may or may Yes, see
Group Medicare must meet from the Medicare network not be required to see a guidelines
Advantage (HMO) all Medicare of physicians. The primary specialist based on the in Chapter
eligibility physician coordinates their care.  benefit plan.”* 7: Medical
requirements HMO benefit plans provide out- For further information, m_alnagement of
as well as the of-network coverage for some go online to see this guide.
(raemﬁli(r)griresnts covered benefits.” Medicare Advantage
a HMO benefit plans do not cover (MA) Referral Required
out-of-network services, except Plans, or call the number
for emergency services, urgently on the member ID card.
needed services and out-of-area  Have the member ID
renal dialysis. card and your TIN
available. PCPs should
coordinate care with the
appropriate Medicare
network specialists.
UnitedHealthcare ~ Members Members may choose a No, a referral is Yes, see
Group Medicare must meet primary care physician from the not needed. guidelines
Advantage all Medicare Medicare network of physicians. in Chapter
(Regional PPO) eligibility If a primary physician is 7: Medical
requirements chosen, the primary physician management of
as well as the coordinates their care. this guide.
empl_oyer S Regional PPO plans provide out-
requirements. of-network coverage.”
UnitedHealthcare ~ Members Members are encouraged but No, a referral is Yes, see
Group Medicare must meet not required to see a primary not needed. guidelines
Advantage (PPO) all Medicare care physician from the in Chapter
eligibility Medicare network of physicians 7: Medical
requirements to help coordinate their care. management of
as well as the this guide.

employer’s

requirements.

* The plan will cover services from in-network and out-of-network providers, as long as the services are covered benefits and medically necessary. However, a member’s cost-share may be higher for covered

out-of-network services.

** Most services rendered to members in referral-required benefit plans require referrals and/or authorizations from the PCP or Physician Hospital Organization, dependent upon contractual arrangement.
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MA products

Individual HMO, HMO-POS and PPO plans

These plans provide all of the benefits covered under Original Medicare and more. Our plans do not have limits for pre-existing
conditions, and they do not require physical exams. The member may have multiple choices of health plans depending on
where they live.

While exact benefits may vary, these plans may give:

* Access to medical care through a trusted network of health care providers.
» Coverage for many preventive services with no copays.

¢ Help with financial protection with annual out-of-pocket limits.

* Worldwide emergency care coverage.

* Medicare Part D prescription drug coverage.

» Coverage for additional benefits like routine vision and hearing exams.

Some plans do not require an additional monthly premium for this coverage. The member simply continues to pay the Medicare
Part B premium unless the member has coverage through Medicaid or another third party.

Dual special needs plans

This Special Needs Plan (SNP) meets the needs of individuals enrolled in Medicare who also qualify for Medicaid (called dual
eligible). This plan combines the benefits of Medicare and Medicaid.

Chronic special needs plans

This SNP is for members who have 1 or more severe or disabling chronic conditions. We help members manage their condition
as well as their overall health and well-being.

Institutional special needs plans

These SNPs are for members who reside in a contracted skilled nursing facility or assisted living facility and require an
institutional level of care.

UnitedHealthcare Group MA

We offer these plans to employer groups for their retired Medicare-eligible employees. They have benefits similar to the
individual plans. (Note: We do not currently offer Group special needs plans.) The member’s ID card has the employer group
name and number on it.

PCP selection

For most plans, members are required to select a Medicare network PCP (some plan exclusions may apply). If not, we assign
one automatically.

Changing PCP

Members may change their network PCP at any time. Changes are generally effective on the first day of the following month.
The change does not affect referrals previously submitted by their PCP as long as the member remains in the same network.
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Coverage summaries and policy guidelines for MA members

Hierarchy of references/resources

We develop our MA Coverage Summaries and Policy Guidelines with the help of:

1. National Coverage Determination (NCD) or other Medicare guidance, e.g., Medicare Policy Benefit Manual, Medicare
Managed Care Manual, Medicare Claims Processing Manual, Medicare Learning Network (MLN) Matters Articles.

2. Local Coverage Determination (LCD) and Local Policy Articles (A/B MAC and DME MAC).

3. UnitedHealthcare Commercial Medical Policies/Coverage Determination Guidelines.

Coverage summaries and policy guidelines

Our MA plan Evidence of Coverage (EOC) and Summary of Benefits (SOB) list the member’s covered benefits, limitations and
exclusions. We use our MA Coverage Summaries and Policy Guidelines to interpret benefits for our members. The policies are
subject to change based on Medicare’s coverage requirements, clinical evidence, technology and evolving practice patterns.
You are responsible for reviewing the CMS Medicare coverage guidance documents. If there is a conflict between our policies
and the guidance documents, the CMS information controls. Our MA Coverage Summaries and Policy Guidelines are available
on: uhcprovider.com/policies > Medicare Advantage Policies.

Coverage summary and policy guideline updates

We publish monthly editions of the Medicare Advantage Coverage Summary and Policy Guideline Update Bulletins. These
online resources provide notice to our network providers of changes to MA Coverage Summaries and Policy Guidelines. The
bulletins are posted on the first calendar day of every month on:

* uhcprovider.com/policies > Medicare Advantage Policies > Coverage Summaries for Medicare Advantage Plans > Medicare
Advantage Coverage Summary Update Bulletins

* uhcprovider.com/policies > Medicare Advantage Policies > Policy Guidelines for Medicare Advantage Plans > Medicare
Advantage Policy Guideline Update Bulletins

A supplemental link to the policy updates announced in the Medicare Advantage Coverage Summary and Policy Guideline
Update Bulletins is also available at uhcprovider.com/news.

Dual special needs plans managed by Optum

UnitedHealthcare Dual Special Needs Plans (DSNPs) are one type of Medicare Advantage Special Needs Plan. This protocol is
applicable to:

¢ PCPs in UnitedHealthcare’s network for DSNPs.
* Members of UnitedHealthcare DSNPs managed by our affiliate Optum.

It does not apply to members who are assigned to an Accountable Care Organization based upon the member’s PCP or whose
PCP participates in a global capitation or risk-sharing arrangement with UnitedHealthcare.

This protocol establishes the guidelines and process for clinical integration, cooperation, and collaboration of and with respect
to the care of members of UnitedHealthcare DSNPs managed by Optum. UnitedHealthcare or Optum will advise PCPs and
members in those plans.

UnitedHealthcare DSNPs managed by Optum include the Optum At Home Program, which is an integrated care delivery
program that coordinates the delivery and provision of clinical care of members in their place of residence. When members
participate in this program, their health care providers must follow a communications structure that helps ensure better
coordination of their medical care.

To promote the best possible outcomes, the program supports:

» Sharing information between care team members, including performance reviews.
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* Tracking clinical outcomes.
e Communicating evidence-based guidelines.
The Optum At Home Program’s Interdisciplinary Care Team includes an Optum-trained advanced practice clinician (ARNP/

PA), the member’s PCP and other health care providers as appropriate, in addition to the member and the member’s family.
Together, they provide care customized to the member’s needs and goals of care.

Optum clinicians:

e Conduct annual evaluations.

* Provide longitudinal care management for high-risk members to address medical, behavioral and socioeconomic concerns.
* Help ensure care coordination for members experiencing a care transition.

We do member evaluations, care management and care coordination along with the member’s PCP, as well as other members
of the Interdisciplinary Care Team.

The Optum At Home Program supplements care provided by our members’ PCPs. It is not intended to replace the care
provided by our members’ PCPs.

Protocols for UnitedHealthcare DSNPs managed by Optum

If these protocols differ from or conflict with other protocols in connection with any matter pertaining to members of
UnitedHealthcare DSNP plans managed by Optum, these protocols govern unless statutes and regulations dictate otherwise.

As the PCP of UnitedHealthcare DSNP members managed by Optum, you must:

1. Collaborate and cooperate with the Optum At Home Program, including Optum advanced practice clinicians and other staff
assigned to UnitedHealthcare DSNP members managed by Optum.

2. Attend PCP meetings when requested by Optum.

3. Take part in the review of information provided by Optum, including health care provider performance reviews, tracking of
clinical outcomes and the communication of evidence-based guidelines to team members.

4. Work with other members of the Interdisciplinary Care Team designated by UnitedHealthcare and other treating
professionals to provide and arrange for the provision of covered services to our UnitedHealthcare DSNP members
managed by Optum.

Medicare supplement benefit plans

AARP Medicare Select benefit plans

This Medicare Supplement product is available only to AARP members who reside within the service area of a participating
hospital in our Medicare Select network.

What is Medicare Select?

Medicare was not designed to cover all health care expenses incurred by older adults.
* Medicare Supplement plans cover many of the out-of-pocket costs that Original Medicare (Part A and B) does not cover,
which can provide consumers with a greater sense of security.

* Medicare Select plans offer consumers the benefits of a standard Medicare Supplement plan at a lower price. Unlike a
standard Medicare Supplement plan, Medicare Select requires members to use a Medicare Select network hospital to
receive their full benefits.

Members must use a Medicare Select network hospital for inpatient services. They can seek services from the Medicare Select

network physician of their choice and retain full Medicare benefits.

Network hospitals agree to waive the Part A Inpatient Hospital Deductible ($1,484 in 2021). While a network hospital waives
the Part A Deductible, the hospital still receives the remaining reimbursement from Medicare. UnitedHealthcare reimburses all
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other Medicare-eligible expenses not paid by Medicare other than the Part A deductible amounts waived under the terms of the
hospital Agreement. Hospitals can arrange for automatic deposits or reimbursements.

UnitedHealthcare uses these savings to offer a Medicare Supplement plan with a lower premium. If an insured member receives
inpatient services outside of the Medicare Select network, the member is responsible for the Part A deductible, unless:

* The services were emergency related.

* The service was not available from a participating hospital.

* The member was more than 100 miles from home.

No prior authorization for medical services is required.

Medicare Select plans C, F, G and N
These Medicare plans reduce member expenses by covering some or all of the following:

* Part A inpatient hospital deductible

* Part A inpatient hospital coinsurance for days 61-90 in a Medicare benefit period
 Part A inpatient hospital coinsurance for days where lifetime reserve days are used
* Part A eligible expenses for a lifetime maximum of 365 days after all Medicare Part A benefits are exhausted
 Part B coinsurance

 Part B deductible (Select Plans C and F only)

* Daily coinsurance for days 21-100 for Skilled Nursing Facility stays

* Part A and B blood deductible for the first 3 pints of un-replaced blood

* Foreign travel emergencies

* Hospice and respite care copayments and coinsurance

¢ Part B excess charges for Medicare approved services (Select Plans F and G only)

Claims submission information

To submit a claim electronically, contact your Clearinghouse and provide our electronic Payer ID (36273). This number is
specific to AARP Supplemental and Personal Health Plans.

To submit a Part A or Part B claim by mail, send a standard billing form along with a Part A or B Remittance Advice to:

UnitedHealthcare
P.O. Box 740819
Atlanta, GA 30374-0819

To promote timely processing on all claim submissions, follow standardized Medicare billing practices. Be sure to include the
member’s 11-digit AARP membership number.

Free Medicare education for your staff and patients

Medicare Made Clear (MMC) is our public service campaign that gives consumers the information they need to select a
Medicare benefit plan that is right for them. Consumers can easily access important information on topics such as the parts
of Medicare, enrollment timing, what’s covered (and what’s not) and what they need to know to make good choices on our
reference website MedicareMadeClear.com.
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Referrals vs. advance notification and/or prior authorization

The referral process, advance notification process, and prior authorization process are separate processes. You must follow the
requirements when providing a service that requires a notification and/or prior authorization.

A referral does not replace the notification and/or prior authorization process.

Referral submission requirements’

Referrals must be submitted by the member’s PCP or by a PCP within the same provider group and tax ID number. Specialists
can’t enter referrals in our system. They must ask the member’s PCP to enter a referral. Referrals are accepted to network
physicians only.

The member’s assigned PCP must:

* Submit referrals electronically, prior to the service being rendered, using:
- API | uhcprovider.com/api.
- EDI Transaction 278 | uhcprovider.com/edi278.
- UnitedHealthcare Provider Portal | Click Sign In in the top right corner of uhcprovider.com.
- Delegated entity’s website listed on the member’s ID card.

* Enter a start date within 5 calendar days of submission date.
- Referrals are effective immediately, but may take up to 2 business days to be viewable in the portal system. They may be
backdated up to 5 calendar days before the date of entry.
* Follow all requirements.
- If you provide services when a referral is not on file, see the product-specific details in the following section for the impact
to your reimbursement and the member benefits, as this varies by product.
Referrals are effective immediately. They are viewable online within 48 hours.

If you need to refer a member to an out-of-network provider because there are no available network providers in the area,
request prior authorization by calling the Provider Services number on the member’s ID card. You can also sign into the
UnitedHealthcare Provider Portal by going to uhcprovider.com and clicking on Sign In in the top right corner. Then, select Prior
Authorizations from the drop-down menu in the portal.

Maximum referral visits

The PCP determines the number of visits, up to the allowed max, needed for each referral in a 6-month period. They may submit
another referral after the member uses the visits or they expire. Services done under a new referral are established patient visits.

Commercial products referrals

These referral requirements apply to covered services given to commercial members enrolled in the following plans:
* Navigate, Navigate Balanced, Navigate Plus

* NavigateNOW

¢ Charter, Charter Balanced, Charter Plus

* Compass, Compass Balanced, Compass Plus

* Most Individual Exchange Plans (for more information, refer to Chapter 4: Individual Exchange Plans)

¢ NexusACO R, NexusACO RB, NexusACO RP

' Delegated may follow different referral submission requirements.

'JJ 2022 UnitedHealthcare Care Provider Administrative Guide 59


http://www.UHCprovider.com/api?cid=pdf-other-2022uhcprovideradminguide-jan22

https://www.uhcprovider.com/en/resource-library/edi/edi-278i.html/?cid=pdf-other-2022uhcprovideradminguide-jan22

https://www.uhcprovider.com/?cid=pdf-other-2022uhcprovideradminguide-jan22

https://www.uhcprovider.com?cid=pdf-other-2022uhcprovideradminguide-jan22


Chapter 6: Referrals

Not obtaining a referral for a required service means that:

* Navigate, NavigateNOW, Charter, Compass and NexusACO R — The service is not covered, and the member is responsible
for the charges.

* NexusACO RB, NexusACO RP, and Balanced and Plus versions of Navigate, NavigateNOW, Charter and Compass — There is
a higher out-of-pocket cost for the member.

Commercial members of gated benefit plans have “PCP to send electronic referral” printed on the back of their ID card and
“Referrals Required” on the front of the ID card.

Specialist referrals

The member’s assigned PCP manages their care. The member’s PCP needs to submit electronic referrals to us before the
member sees another network provider (a network provider that is not within the same provider group and tax ID number as
the member’s PCP). Referrals are valid for any health care provider within the same provider group and tax ID number as the
specialist listed. It is best practice to communicate clinical findings to the referring PCP.

Direct PCP referrals (ME only)

If a member needs covered health care services, you must accept a referral from a direct PCP and they are treated the same
regardless of whether the referring physician is a PCP or DPC provider. UnitedHealthcare may require a direct PCP making a
referral (who is not a member of the carrier’s provider network) to provide information demonstrating the health care provider is
a direct PCP through a written attestation or a copy of a direct primary care agreement with a member. To request a referral to
an in-network health care provider, call the member phone number on the member health plan ID card.

Referral submission and status verification
There are multiple ways to submit referrals electronically to UnitedHealthcare:

1. API | uhcprovider.com/api
2. EDI: Transaction 278 | uhcprovider.com/edi278
3. Online: UnitedHealthcare Provider Portal | Click Sign In in the top right corner of uhcprovider.com

Managing referrals

Specialists and facilities must check the status of a referral for the admitting physician’s TIN before each visit. For planned
admissions and health care provider outpatient services, facilities must check that the servicing physician has a referral to
see the member. If not, the facility claim may not be covered, or the member may have a higher cost-share. Referrals are
for the specialist rendering the service or for the facility. You should review a list of referrals related to the member in the
UnitedHealthcare Provider Portal when verifying the member’s eligibility.

» Referrals are only valid for the authorized number of visits or through the indicated referral end date. Any unused visits are not
valid after the end date.

* If a referral is no longer valid, but the member requires additional care, the member or specialist must contact the member’s
PCP to request a new referral. The PCP then decides whether to issue an additional referral.

* If a network specialist sees a need for a member to go to another specialist, the specialist must ask the member’s PCP to
issue an additional referral.

Online submissions of referrals

- Referral submissions are separate from both notification and
— prior authorization requests. Use the Referrals tool on the
UnitedHealthcare Provider Portal to submit referrals.
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Commercial benefit plan services not requiring a referral

Members in these plans do not need a referral for:

* Services from network physicians in the same provider group and TIN as the member’s PCP or their covering network
physicians.

* Services from network OB/GYN specialists, nurse practitioners, nurse midwives, and physicians assistants.

* Routine refractive eye exam from a network provider.

* Network optometrists.

* Mental health/substance use services with network behavioral health clinicians.

» Services rendered in any emergency room, network urgent care center or network convenience care clinic.

* Services performed by a designated virtual care network provider (e.g., Teladoc) for primary or urgent care needs.

* Services billed as observation.

* Admitting physician services for emergency/unscheduled admissions.

 Services from facility-based inpatient/outpatient network consulting physicians, network assisting surgeons, network co-
surgeons, or network team surgeons.

 Services from a network pathologist, network radiologist or network anesthesia physician.

* Qutpatient network lab, network X-ray, or network diagnostic services.
- Services billed by a network specialist require referral.

* Network rehabilitative services with exception of manipulative treatment and vision therapy (physician services).
- Services billed by a network specialist require referral.

* Other services for which applicable law does not allow us to impose a referral requirement.

Referral submission requirements

* Submit electronic referrals to UnitedHealthcare before rendering services.

* Referrals are effective immediately.

* They are viewable online within 48 hours.

* We do not accept referrals by phone, fax or paper, unless state law requires us to.

* The PCP can backdate them up to 5 calendar days from the date of submission.

* Web users must have access to the Referral Submission role on their user profile to submit and verify referrals.

* Only the member’s PCP, or other PCP practicing under the same provider group and TIN, can submit referrals for the
member to see a network specialist. A specialist cannot enter a referral.

Maximum referral visits

The PCP may submit up to 6 visits on a referral. Unused visits expire after 6 months. For members with the following chronic
conditions, the PCP may submit up to 99 visits for up to 6 months per referral:
e AIDS/HIV

* Anemia

» Cancer

 Cystic Fibrosis

¢ Schizophrenia spectrum and other psychotic disorders

e Parkinson’s Disease

* Amyotrophic Lateral Sclerosis

* Multiple Sclerosis

* Epileptic seizure

* Myasthenia Gravis

* Glaucoma
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* Retinal detachment

* Thrombotic Microangiopathy
* Allergic Rhinitis

* Renal failure (acute)

* Seizure

e Fracture care

Non-participating health care providers (all Commercial
plans)

In non-emergent circumstances, you are required to refer our members to an in-network provider. You can confirm if a health
care provider is in our network at uhcprovider.com, or call 1-877-842-3210 or 1-888-478-4760 (Individual Exchange Plans).

For an exception to this requirement, you must do one of the following:

1. Follow the prior approval process outlined in the next paragraph.
2. Get the member’s written consent to involve an out-of-network provider.

To get prior approval to involve an out-of-network provider, submit a request by calling the number on the back of the member’s
ID card. We review the request and network providers available. If approved, we will apply the network benefits to the services
done by the out-of-network provider. We will mail our decision to the requesting health care provider and the member.

To get a member’s written consent to involve an out-of-network provider, you must use the Member Consent for Referring
Out-of-Network form. This form is located on uhcprovider.com > Policies and Protocols > Protocols > Member Consent for
Referring Out-of-Network form. The member must acknowledge that you:

1. Summarized the reason you are referring them to an out-of-network provider.

2. Disclosed whether you have a financial interest in, or relationship with, the health care provider to whom you are referring
the member.

3. Explained the member may have no coverage or additional costs as a result of your referral.

- Some members may have additional costs for services they receive from out-of-network providers. Some members don’t
have any out-of-network benefits, which means the out-of-network provider will bill the member for the entire cost of the
referred service.

For referrals to an out-of-network laboratory, go to eligibility and benefits in the UnitedHealthcare Provider Portal to provide us
with the completed Member Consent for Referring Out-of-Network form.

If you violate this protocol, and do not confirm the member’s consent for the referral, you will be in violation of our Agreement.
As a result, we may:

1. Disqualify you from any rewards or incentive program.

2. Decrease your fee schedule.

3. Hold you financially responsible for any costs collected from a member by a non-participating health care provider.

4. Terminate your agreement.

Before submitting a request for network benefits for services from a non-participating
health care provider:

1. See if there is a network provider available by searching on the Physician Directory.
2. If a network provider is not available, see if the W500 icon appears on the back of the member’s ID card.
- If W500 is indicated, search for a network provider in the W500 Emergent Wrap directory.

> If you find a W500 Emergent Wrap health care provider, submit a request for coverage for the member to see that
health care provider.

- If W500 is not on the member’s ID card or you cannot find a network provider in the W500 Emergent Wrap Directory,
continue submitting your request.
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To find a list of health care providers participating in the W500 network, go to uhcprovider.com/findprovider > Search for Care
Providers in the General UnitedHealthcare Plan Directory > Medical Directory > All UnitedHealthcare Plans > Shopping Around
>W500 Emergent Wrap.

Medicare Advantage referral required plans

Some Medicare Advantage (MA) benefit plans require referrals to specialists and rehabilitation centers. These plans focus on
coordination of care through the PCP. These plans are network-only benefit plans. Members must have a referral to receive
network benefits for services from specialists. If members see a specialist without a referral, we will not pay for it. You are
responsible for confirming there is a referral. If there is no referral, you are liable for the charges; you cannot bill the member.
These plans require notification and prior authorization for some services as well. A referral does not replace a notification or
prior authorization.

Check the member’s ID card for referral language to see if the plan requires referrals. You can also check eligibility and benefits
or referrals in the UnitedHealthcare Provider Portal to see if referrals are required.

For more detailed information and to see a sample ID card, refer to the Health plan identification (ID) cards section of Chapter
2: Provider responsibilities and standards.

MA services not requiring a referral’

These services do not require a referral. However, they may require notification and/or prior authorization. For information on
authorization requirements, refer to uhcprovider.com/priorauth.

* Any service provided by a network PCP

* Any service provided by a network physician practicing under the same tax ID as the member’s PCP

* Any service from a network OB/GYN, chiropractor, optometrist, ophthalmologist, optician, podiatrist, audiologist, oncologist,
nutritionist, or disease management and infectious disease specialist

 Services performed while in an observation setting

 Allergy immunotherapy injections

* Mental health/substance use services with behavioral health clinicians

* Any service from a pathologist or anesthesiologist

* Any service from an inpatient consulting physician including hospitalists

» Services rendered in an emergency room, emergency ambulance, or a network urgent care center or convenience clinic
 Telehealth (virtual visits) for medical and mental health services

* Medicare-covered preventive services, kidney disease education or diabetes self-management training

* Routine annual physical exams, vision or hearing exams

* Any lab services and radiological testing service, excluding radiation therapy

* DME, home health, prosthetic/orthotic devices, medical supplies, diabetic testing supplies and Medicare Part B drugs

* Additional benefits that may be covered by some MA benefit plans but are not covered by Medicare, such as hearing aids,
routine eyewear, fithess memberships, or outpatient prescription drugs

* Services obtained while accessing the UnitedHealthcare Medicare National Network or UnitedHealth Passport®, which allows
for services while traveling

Individual exchange referral required plan

Refer to Chapter 4: Individual Exchange Plans for referral requirements for Exchanges in AL, AZ, FL, GA, IL, LA, MI, MD, NC,
OK, TN, TX, VA and WA.

1 Delegated benefit plans may follow a separate referral exclusion list. For Preferred Care Network and Preferred Care Partners of Florida plans, refer to the Preferred Care Network and Preferred Care Partners
supplements.
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The purpose of the UnitedHealthcare Medical Management Program is to determine if medical services are:

* Covered under the member’s benefit plan.
* Clinically necessary and appropriate.
* Performed at the most appropriate setting for the member.

Advance notification/prior authorization protocol

For additional details on prior authorization requirements and processes unique to the Bind plan, see the Bind supplement to
this guide.

Benefit plans not subject to this protocol

Some benefit plans may have separate notification or prior authorization requirements. Refer to the Benefit plans subject
to this guide table in Chapter 1: Introduction and to the supplements of this guide for additional information for the plans
listed.

» UnitedHealthcare Options PPO health care providers are not required to follow this protocol for Options PPO benefit plans
because members enrolled in these benefit plans are responsible for providing notification/requesting prior authorization.

* UnitedHealthcare Indemnity

e UnitedHealthOne - Golden Rule Insurance Company (“GRIC” group number 705214) only

e M.D.IPA, Optimum Choice or OneNet PPO

» Benefit plans subject to the Neighborhood Health Partnership (NHP) Supplement

* Benefit plans subject to the Oxford Commercial Supplement, except for UnitedHealthcare Oxford Navigate Individual
benefit plans (group number 908410)

* Benefit plans subject to the River Valley Entities Supplement

* Benefit plans subject to the UnitedHealthcare West Supplement

* Medicare Advantage (MA) plans that have delegated arrangements with medical groups/IPAs - in these arrangements, the
delegate’s protocols must be followed. Submit prior authorizations as directed on the member’s ID card.

* Benefit plans subject to an additional guide or supplement (refer to the Benefit plans subject to this guide table).

¢ Other benefit plans such as Medicaid, CHIP and Uninsured that are neither Commercial nor MA.

The advance notification requirements outlined in this protocol do not apply to services subject to the following protocols, each
are addressed in separate sections later in this guide:

¢ Outpatient cardiology notification/prior authorization protocol.

¢ Outpatient radiology notification/prior authorization protocol.

¢ Laboratory services protocol.

Advance notification vs. prior authorization

Advance notification is the first step in determining coverage. We also use it for case and condition management program
referrals. The information we receive about planned medical services helps support the pre-service clinical coverage review and
care coordination. Advance notification helps assist members from pre-service planning to discharge planning.

Advance notification is required for services listed on the Advance Notification/Prior Authorization List located at uhcprovider.
com/priorauth > Advance Notification and Plan Requirement Resources.

We require prior authorization for all MA benefit plans and some commercial benefit plans. Prior authorization requests allow
us to verify if services are medically necessary and covered. After you notify us of a planned service listed on the Advance
Notification/Prior Authorization List, we tell you if a clinical coverage review is required, as part of our prior authorization
process, and what additional information we need to proceed. We notify you of our coverage decision within the time required
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by law. Just because we require notification for a service, does not mean
it is covered. We determine coverage by the member’s benefit plan.

If there is a conflict or inconsistency between applicable regulations and
the notification requirements in this guide, the applicable regulations
govern.

Advance notification/prior
authorization requirements

Physicians, health care professionals and ancillary health care providers
are responsible for:

* Providing advance notification or requesting prior authorization for
services on the Advance Notification/Prior Authorization List, including
for non-emergent air transport services.

* Directing members to use health care providers within their network.
Members may be required to obtain prior authorization for out-of-
network services.

Facilities are responsible for:

* Obtaining prior authorization for non-emergent, fixed-wing
transportation services and using in-network, fixed-wing air
ambulance providers.

* Obtaining prior authorization for inpatient admission to skilled nursing
facility, acute inpatient rehabilitation and/or long-term acute care.

» Confirming coverage approval is on file (for services requiring advance
notification/prior authorization) prior to the date of service.

* Providing admission and discharge notification for inpatient services,
even if coverage approval is on file.

If you perform multiple procedures for a member in 1 day, and at least 1
service requires prior authorization, you must obtain prior authorization
for any of the services to be paid.

If you do not follow these requirements, we may deny claims. In

that case, you cannot bill the member. Advance notification or prior
authorization is valid only for the date of service or date range listed on
it. If services have not been rendered and the specified date of service
or date range has passed, you must contact us to update the date of
service or date range. When you contact us, we will advise if submission
of a new request is required.

* Giving us advance notification, or receiving prior authorization from
us, is not a guarantee of payment, unless required by law or Medicare
guidelines. This includes regulations about health care providers
on either a sanctions and excluded list, the Medicare preclusion list
and/or health care providers not included in the Medicare Provider
Enrollment Chain and Ownership System (PECOS)! list. Payment of
covered services is based on:

- The member’s benéefit plan.

1 PECOS is the CMS online enrolliment system where health care providers and health care entities are required to
register so they can manage their Medicare provider file and establish their Medicare specialty as eligible to order and
refer services/items.
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Prior Authorization
and Notification Tool

Enhanced functionality in the Prior
Authorization and Notification tool in the
UnitedHealthcare Provider Portal that may
provide improved response times for all
plans.

Check requirements by ¢ Radiology, cardiology and

member or procedure oncology transactions
* Submit requests ¢ Specialty pharmacy
» Upload medical notes transactions
* Check status * Admission notification,

discharge notification and
observation stay notification

Update cases

Save time Reduce costs
No need to call, fax or mail Online solutions are the most
information so you can efficient and cost-effective
spend time on other things. way to manage these

transactions.

Get information Intuitive and accurate
Check if prior authorization Required information is
or notification is required by highlighted and fields
member or procedure code. automatically adjust as data

is entered. Error messages
alert corrections needed
before submitting.

Superior
documentation Find and check status

Obtain a Decision ID for Many search options are

inquiries and a reference available to check the

number for submissions. status of your submissions,
Save PDF confirmation files regardless of the submission
or print records as you wish. method you used.

Resources:

New User Registration
¢ uhcprovider.com/newuser

* New User Registration Guide

Interactive Guide for Prior Authorization and Notification in the

UnitedHealthcare Provider Portal

* Use this guide for more details on how to verify requirements,
create submissions and check status.

Resource Page

* Go to uhcprovider.com/paan for more resources. You'll
find self-paced modules, live-webinar training registration
information and more.

UnitedHealthcare Web Support
providertechsupport@uhc.com
1-866-842-3278, Option 1, Monday - Friday, 7 a.m.-9 p.m. CT
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- If you are eligible for payment.
- Claim processing requirements.
- Your Agreement.
See Coverage and utilization management decisions section for additional details.

Information required for advance notification/prior authorization requests
Your request must have the following information:

* Member name and member health plan ID number

* Ordering health care provider name and TIN or NPI

* Rendering health care provider name and TIN or NPI

* |CD-10-CM diagnosis code

* All applicable procedure codes

¢ Anticipated date(s) of service

* Type of service (primary and secondary) procedure code(s) and, if relevant, the volume of service
* Place of service

 Facility name and TIN or NPI where service will be performed (when applicable)

* Original start date of dialysis (End Stage Renal Disease [ESRD] only)

If the member’s benefit plan requires a clinical coverage review, we may request additional information, as described in more
detail in the Clinical coverage review section.

Advance notification/prior authorization list

The list of services that require advance notification and prior authorization is the same. The process for providing notification
and submitting a prior authorization request is the same. Services that require prior authorization require a clinical coverage
review based on medical necessity.

View the most current and complete advance notification requirements,
- including procedure codes and associated services, at uhcprovider.com/
priorauth > Advance Notification and Plan Requirement Resources.

Advance notification/prior authorization lists are subject to change. We will inform you of changes on uhcprovider.com/news.
Sign up to receive email updates at uhcprovider.com/subscribe.

If you need a paper copy of the requirements, contact your UnitedHealthcare Network Management representative or
provider advocate at uhcprovider.com > Contact Us.

When to submit advance notification or prior authorization requests

We recommend that you submit advance notification with supporting documentation as soon as possible, but at least 2 weeks
before the planned service (unless the Advance Notification Requirements states otherwise). Following a facility discharge,
advance notification for home health services and DME is required within 48 hours after the start of service.

After submitting your request, you get a service reference number. This is not an authorization. When we make a coverage
determination, we issue it under this reference number.

It may take up to 15 calendar days (14 calendar days for standard MA requests and 72 hours for expedited requests) for us to
make a decision. We may extend this time if we need additional information. Submitting requests through the Prior Authorization
and Notification tool in the UnitedHealthcare Provider Portal assists in timely decisions.
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We prioritize case reviews based on:

* Case specifics.

* Completeness of the information received.

¢ CMS requirements.

e State or federal requirements.

If you require an expedited review, call the number listed on the member’s ID card. You must explain the clinical urgency. You
will need to provide required clinical information the same day as your request.

We expedite reviews upon request when the member’s condition:

¢ Could, in a short period of time, put their life or health at risk.
* Could impact their ability to regain maximum function.
» Causes severe, disabling pain (as confirmed by a physician).

DME

DME provides therapeutic benefits to a member because of certain medical conditions and/or illnesses. DME consists of items
which are:

* Primarily used to serve a medical purpose.

* Not useful to a person in the absence of iliness, disability, or injury.

e Ordered or prescribed by a health care provider.

* Reusable.

* Repeatedly used.

* Appropriate for home use.

* Determined to be medically necessary.

Refer to our Commercial Coverage Determination Guideline for DME, Orthotics, Medical Supplies and Repairs/Replacements
at uhcprovider.com/policies > Commercial Policies > Medical & Drug Policies and Coverage Determination Guidelines

for UnitedHealthcare Commercial Plans or our Medicare Advantage Coverage Summary for DME, Prosthetics, Corrective
Appliances/Orthotics and Medical Supplies on uhcprovider.com/policies > Medicare Advantage Policies > Coverage
Summaries for Medicare Advantage Plans.

Facilities: Standard notification requirements*

Confirming coverage approvals

Before providing a service on the Advance Notification/Prior Authorization List, the facility must confirm coverage approval is
on file. This promotes an informed pre-service discussion between the facility and member. If the service is not covered, the
member can decide whether to receive and pay for the service.

If the facility performs the service without confirming a coverage approval is on file, and we decide the service is not a covered
benefit, we may deny the facility claim.

The facility may not bill the member or accept payment from the member due to the facility’s non-compliance with our
notification protocols.

*For state-specific variations, refer to uhcprovider.com/priorauth > Advance Notification and Plan Requirement Resources.
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Admission notification requirements

Benefit plans not subject to this protocol

Some benefit plans may have separate notification or prior authorization requirements. Refer to the Benefit plans subject
to this guide table in Chapter 1: Introduction and to the supplements of this guide for additional information for the plans
listed.

* UnitedHealthcare Options PPO health care providers are not required to follow this protocol for Options PPO benefit plans
because members enrolled in these benefit plans are responsible for providing notification/requesting prior authorization.

e UnitedHealthcare Indemnity

* UnitedHealthOne - Golden Rule Insurance Company (“GRIC” group number 705214) only

* M.D.IPA, Optimum Choice or OneNet PPO

* Benefit plans subject to the Neighborhood Health Partnership (NHP) Supplement

* Benefit plans subject to the Oxford Commercial Supplement, except for UnitedHealthcare Oxford Navigate Individual
benefit plans (group number 908410)

» Benefit plans subject to the River Valley Entities Supplement

* Benefit plans subject to the UnitedHealthcare West Supplement

* Medicare Advantage (MA) plans that have delegated arrangements with medical groups/IPAs - in these arrangements, the
delegate’s protocols must be followed. Submit prior authorizations as directed on the member’s ID card.

e Erickson Advantage

* Benefit plans subject to an additional guide or supplement (refer to the Benefit plans subject to this guide table).

* Other benefit plans such as Medicaid, CHIP and Uninsured that are neither Commercial nor MA.

Facilities are responsible for admission naotification for the following inpatient admissions. We need admission notification, even
if the physician provided advance notification and pre-service coverage approval is on file:
* Planned/elective admissions for acute care
* Acute inpatient rehabilitation
* Long-term acute care
* Unplanned admissions for acute care
* SNF admissions
* Admissions following outpatient surgery
* Admissions following observation
* Newborns admitted to Neonatal Intensive Care Unit (NICU)
* Newborns who remain hospitalized after the mother is discharged
- Notice is required within 24 hours of the mother’s discharge.
Weekday admissions, you must notify us within 24 hours, unless otherwise indicated.

Weekend and holiday admissions, you must notify us by 5 p.m. local time on the next business day.
Emergency admissions (when a member is unstable and not capable of providing coverage information), you must:
* Notify us within 24 hours, or the next business day if on a weekend/holiday, from the time coverage information is known.

* When notifying us, you must communicate the extenuating circumstances.
Payment is not reduced due to notification delay in an emergency.

Receipt of an admission notification does not ensure payment. Payment for covered services depends on the member’s
benefits, facility’s contract, claim processing requirements, and eligibility for payment.

You must include these details in your admission notification:

* Member name, health plan ID number, and date of birth

* Facility name and TIN or NPI

* Admitting/attending physician name and TIN or NPI
 Description for admitting diagnosis or ICD-10-CM diagnosis code
* Actual admission date

¢ Extenuating circumstances, if an emergency admission
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All SNF admissions for UnitedHealthcare Nursing Home and Assisted Living plan members must be authorized by an Optum
nurse practitioner or physician’s assistant. Claims may be denied if authorizations are not coordinated through Optum.

Discharge notification requirements

Hospitals must notify us of discharge from acute facility stays within 24 hours after weekday discharge (or by 5 p.m. local time
on the next business day if the 24-hour limit would require notification on a weekend or holiday). For weekend and holiday
discharges, we must receive the notification by 5 p.m. local time on the next business day.

Emergency services

Decisions regarding whether services met the definition of an “emergency” may be made by our Medical Director (or designee)
or another process. This determination is subject to appeal. You can find a definition of “emergency” in the Glossary.

Reimbursement reductions for lack of timely admission notification

Facilities must provide timely admission notification (even if the physician provided advance notification and pre-service
coverage approval is on file) as follows or claims payments are denied in full or in part:

Notification time frame Reimbursement reduction

Admission notification received after it was due,  100% of the average daily contract rate' for the
but not more than 72 hours after admission. days preceding notification.

Admission notification received after it was due,  100% of the contract rate (entire stay).
and more than 72 hours after admission.

No admission notification received. 100% of the contract rate (entire stay).

" The average daily contract rate is calculated by dividing the contract rate for the entire stay by the number of days for the entire length of stay.

Note: We do not apply reductions for maternity admissions. We apply reductions for post-acute inpatient admissions on our
Commercial plans, but we do not apply them on our MA plans.

Maryland state-specific notification requirements for facilities

If advance notification or prior authorization is required for an elective inpatient procedure, the physician must get the approval.
The facility must notify us within 24 hours (or the following business day if the admission occurs on a weekend or holiday) of
the elective admission. If the physician gets the approval, but the facility does not get theirs within a timely manner, we reduce
payment to only room and board charges.

If the physician received coverage approval, we pay the initial day of the inpatient admission unless any of the following are true:

1. The information submitted to us regarding the service was false or intentionally misrepresentative.

2. Critical information requested by us was missing and our determination would have been different had we known
the information.

3. A planned course of treatment approved by us was not followed.

4. On the date the pre-authorized or approved service was delivered: (i) the individual was not covered by UnitedHealthcare,
(i) a member eligibility verification system was available to the health care professional by phone or internet, and (iii) the
member eligibility verification system in the UnitedHealthcare Provider Portal shows no coverage.

Inpatient review: clinical information

We determine the medical necessity of inpatient admissions during either concurrent or retrospective review. We require you to
comply with our requests:

* For information, documents or discussions related to our reviews and discharge planning. This includes primary and
secondary diagnosis, clinical information, treatment plan, admission order, patient status, discharge planning needs, barriers
to discharge and discharge date. When available, provide access to electronic medical records (EMR).
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* From our interdisciplinary care coordination team and/or Medical Director. This includes our requests that you help us
engage our members directly face-to-face or by phone.
- If you receive the request before 1 p.m. local time:
> Supply all requested information within 4 hours

- If you receive our request after 1 p.m. local time:
> Provide the information within the same business day, but no later than 12 p.m. local time the next business day

Facility denial process

We issue a denial letter if the level of care or any inpatient bed days are not medically necessary. We decide this through
concurrent or retrospective review. We use nationally recognized criteria and guidelines to determine if the service/care was
medically necessary under the member’s benefit plan. We can provide the criteria to you upon request.

A facility denial letter is sent to the member and copied to the admitting physician, the PCP (if applicable) and the facility, as
required.
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How to submit advance notification/prior authorization,
admission notification, discharge notification and
observation stay notification

You can submit notifications and prior authorizations many ways. After receiving confirmation, do not resubmit your request.
Submit prior authorization for SNF, acute inpatient rehabilitation and long-term acute care through the UnitedHealthcare
Provider Portal (preferred) or phone. For markets where naviHealth manages post-acute care, notification and prior

authorization follows the naviHealth process.

EDI 278 transactions Online Live call
uhcprovider.com

Method Electronic Electronic Electronic Non-Electronic
uhcprovider.com/api uhcprovider.com/edi278 uhcprovider.com/paan Advance notification
Advance Notification and prior authorization,
and Prior Authorization admission and
(278) and uhcprovider. discharge notification
com/edi278n Admission and observation stay
Notification, Discharge notification; notification
Notification, Observation status for previously
Stay Notification (278N). submitted notifications.
Description  Referral submission and 12 different EDI Submit, update or Phone submission
status is available. submissions check the status of an directly to
available directly to advance notification, UnitedHealthcare through
UnitedHealthcare or prior authorization or 1-877-842-3210 (option
through a clearinghouse. admission notification, 3) or dial the number
discharge notification provided on member’s ID
or observation stay card.
notification request. For Erickson Advantage,
call Erickson Campus
customer service number
on the member’s ID card.
Business uhcprovider.com: Monday - Friday: uhcprovider.com: Monday - Friday: 7 a.m.
hours Generally available 24 7am.-2am. Generally available 24 -8 p.m.
(all times hours per day, 7 days a Saturday: 7 a.m. - 6 p.m. hours per day, 7 daysa  Saturday: 9 a.m. - 6 p.m.
Eastern) week. Maintenance is Sunday: 7 a.m. - 6 p.m. week. Maintenance is Sunday: 9 a.m. - 6 p.m.

scheduled outside of the
following hours:

Monday - Friday:
6:30am. - 12a.m.
Saturday: 7 a.m. - 6 p.m.
Sunday: 7 a.m. - 5 p.m.
Holidays: Same as above

Holidays: Same as above

scheduled outside of the
following hours:

Monday - Friday:

6:30 am. - 12a.m.
Saturday: 7 a.m. - 6 p.m.
Sunday: 7 a.m. - 5 p.m.
Holidays: Same as
above

Holidays: 9 a.m. - 6 p.m.

Some plans have a state requirement for fax capability for prior authorization requests and will continue to use their existing fax number for their members. However, you can still use the Prior Authorization and
Notification tool in the UnitedHealthcare Provider Portal to submit requests for those plans. A listing of active fax numbers as well as information regarding retired and retiring fax numbers can be found at
uhcprovider.com/priorauth.
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Updating advance notification or prior authorization requests

Before services are rendered, you may make certain updates to your notification/prior authorization request, depending on the
status of the request and whether the service date has passed.

You may contact us at uhcprovider.com/paan, by phone at 1-877-842-3210, 1-888-478-4760 (Individual Exchanges) or the
number provided on the member’s ID card, and we will let you know whether we updated your notification/prior authorization
request.

If, during the service, you perform an additional or different procedure than what was originally approved, you are not required
to modify the existing notification/prior authorization request, or request a new notification/prior authorization record for code
combinations on the Prior Authorization Crosswalk table available at uhcprovider.com.

For code combinations not listed on the Prior Authorization Crosswalk table, you must contact us within 5 business days of
rendering the service to advise of the changed or added procedure. If you do not contact us within 5 business days to advise of
the changed or added procedure for code combinations not listed on the Prior Authorization Crosswalk table, and if the added
or changed service is reduced or denied for lack of pre-service naotification, you can request a clinical review by submitting
records indicating why the original procedure code was changed or a new procedure code was added.

If we do not approve the notification/prior authorization request, you cannot make updates to it. You may submit an appeal by
following the instructions listed in the adverse determination letter we send you.

This section applies to Commercial members only. It does not apply to notification/prior authorization requests for genetic and
molecular testing, BRCA, oncology, radiology, cardiology and injectable medications.

Coverage and utilization management decisions

We base coverage decisions, including medical necessity decisions, on:

* Member’s benefits.

 State and federal requirements.

* The contract between us and the plan sponsor.

* Medicare guidelines including national coverage determination (NCD) and local coverage determination (LCD) guidelines.

* Medicare Benefit Policy Manual (MA members).

» UnitedHealthcare medical policies, medical benefit drug policies, coverage determination guidelines, utilization review
guidelines and MA coverage summaries.

Our employees, contractors, and delegates do not receive financial incentives for issuing non-coverage decisions or denials.

We and our delegates do not offer incentives for underutilization of care/services or for barriers to care/service. We do not hire,

promote or terminate employees or contractors based on whether they deny benefits.

We use tools such as UnitedHealthcare medical policies, and third party resources (such as InterQual® criteria and other
guidelines), to assist us in administering health benefits and determining coverage.

These tools and resources are not equivalent to the practice of medicine or medical advice and you should use them in addition
to independent, qualified medical judgment.

Clinical coverage summaries and policy guidelines for Medicare Advantage

We follow CMS guidance (including NCD and LCD guidelines) if the tools and resources we use contradict CMS guidance. If we
do not perform a pre-service clinical coverage review, we may use Medicare guidelines, including NCD and LCD guidelines to
perform a clinical review when we receive the claim.

The complete libraries of our MA policy guidelines and coverage summaries are on uhcprovider.com/policies > Medicare
Advantage Policies.
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Coverage decisions

Some plans require prior authorization through a pre-service clinical coverage review. Once you notify us of any planned
service, item or drug on our Advance Notification/Prior Authorization List, we will inform you of any required information
necessary to complete the clinical coverage review as part of our prior authorization process. We will notify you of the coverage
decision within the time frame required by law.

You and our member must be aware of coverage decisions before you render services. If you provide the service before a
coverage decision is made, and we determine the service is not covered, we may deny the claim. The member cannot be billed.
If you provide services prior to our decision, the member cannot make an informed decision about whether to pay for and
receive the non-covered service.

Clinical coverage review

You can review a list of required information by service on uhcprovider.com/protocols > Medical Record Requirements for
Pre-Service Reviews. If you submit required information with the advance notification/prior authorization, your review will go
faster. You must:

* Return calls from our care management team and/or Medical Director.

¢ Submit the most correct and specific code available for the services.

* Comply with our request for additional information or documents and discussions, including requests for medical records
and imaging studies/reports:
- If you receive our request before 1 p.m. local time, provide the information within 4 hours.

- If you receive our request after 1 p.m. local time, provide the information no later than 12 p.m. local time the next
business day.

Medical & drug policies and coverage determination guidelines for commercial members

A complete library of our medical policies and guidelines is available
- on uhcprovider.com/policies > Commercial Policies > Medical & Drug
Policies and Coverage Determination Guidelines.

We develop medical policies, medical benefit drug policies, coverage determination guidelines, and utilization review guidelines
to support the administration of medical benefits. You may request a copy of our medical policies and guidelines by calling

our care management team at 1-877-842-3210 or 1-888-478-4760 (Individual Exchange Plans). They are only for informational
purposes; they are not medical advice. You are responsible for deciding what care to give our members. Members should

talk to their health care providers before making medical decisions. Drug policies for commercial members covered under the
pharmacy benefit are on uhcprovider.com/pharmacy.

Benefit coverage is determined by the following:
* Laws that may require coverage
* The member’s benefit plan document

- Summary Plan Description

- Schedule of Benefits

- Certificate of Coverage

The member’s benefit plan document identifies which services are covered, which are excluded, and which are subject to
limitations. If there is a conflict, the member’s benefit plan document supersedes our policies and guidelines.

We develop our policies and guidelines as needed. We regularly review and update them. They are subject to change. We
believe the information in these policies and guidelines is accurate and current as of the publication date. We also use tools
developed by third parties, such as InterQual criteria, to help us manage health benefits. If you believe we should consider new
or additional clinical evidence pertaining to a specific medical policy, complete this form for UnitedHealthcare medical policy
review. Do not submit protected health information using this form. If you have questions or concerns about a specific service
for a member, refer to the appropriate benefits, claims or prior authorization/naotification process.

'JJ 2022 UnitedHealthcare Care Provider Administrative Guide 73


https://www.uhcprovider.com/content/dam/provider/docs/public/policies/protocols/Medical-Record-Requirements-for-Pre-Service.pdf?cid=pdf-other-2022uhcprovideradminguide-jan22
https://www.uhcprovider.com/content/dam/provider/docs/public/policies/protocols/Medical-Record-Requirements-for-Pre-Service.pdf?cid=pdf-other-2022uhcprovideradminguide-jan22
https://www.uhcprovider.com/en/policies-protocols/commercial-policies/commercial-medical-drug-policies.html?cid=pdf-other-2022uhcprovideradminguide-jan22

https://www.uhcprovider.com/en/policies-protocols/commercial-policies/commercial-medical-drug-policies.html?cid=pdf-other-2022uhcprovideradminguide-jan22

http://www.uhcprovider.com/pharmacy?cid=pdf-other-2022uhcprovideradminguide-jan22

https://uhcdr.co1.qualtrics.com/jfe/form/SV_6JAyYN7GFULzjro

Chapter 7: Medical management

Medical policy updates

For more information on medical policy updates, refer to the Network News section of Chapter 18: Provider communications.

Clinical trials, experimental or investigational services

Experimental items and medications have limited coverage. We do not delegate utilization management for experimental or
investigational services or clinical trials.

Commercial

Members with cancer may have coverage for routine costs related to the cancer clinical trial. It depends on the state. You
should consider recommending the clinical trial if there is a potential for the member to benefit.

Medicare Advantage (MA)

Experimental and investigational procedures, items and medications are not a covered MA benefit. Call us at 1-877-842-3210
or 1-888-478-4760 (Individual Exchanges) for a clinical coverage review.

Certain clinical trials are a benefit of MA plans. You should bill Medicare directly. Members can get additional information on
clinical trials by calling 1-800-MEDICARE.

Approval or denial of clinical trials

After a clinical review, we send a determination notice to the member and health care provider. An experimental/investigational
denial requires a disclosure of additional rights. It also requires information regarding the independent external review process.
This includes:

* An Independent Medical Review (IMR) packet.

* Physician certification form (commercial only).

* One-page application form and addressed envelope that the member returns to the Department of Managed Health Care to
request the IMR (CA only).

Evaluations prior to entry into a clinical trial

Evaluations, tests, and consultations are benefits of both the commercial and MA plans. Coverage for these does not change
if the member does not qualify for a clinical trial. For capitated health care providers, the member’s health care provider is
responsible for these tests, unless stated differently in your contract.

You can find more information on clinical trials and experimental procedures in:
* Commercial: The Coverage Determination Guideline for Clinical Trials available on uhcprovider.com/policies > Commercial
Policies > Medical & Drug Policies and Coverage Determination Guidelines.

* MA: The Coverage Summary for Experimental Procedures and ltems, Investigational Devices, and Clinical Trials is available
on uhcprovider.com/policies > Medicare Advantage Policies > Coverage Summaries for Medicare Advantage Plans.

¢ Individual Exchange Plans: The Coverage Determination Guideline for Clinical Trials is available on uhcprovider.com/policies
> For Exchange Plans > Medical & Drug Policies and Coverage Determination Guidelines for UnitedHealthcare Individual
Exchange Plans > [search for] Clinical Trials.
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Medical management denials/adverse determinations

We may issue denials/adverse determinations. We issue these when:

* The service, item, or drug is not medically necessary.
* The service, item, or drug is not covered.
* We receive no supporting (or incomplete) information.

If you disagree with our determination, you may appeal on behalf of the member. Appeal information is on the determination
letter we send you. Our medical reviewers are able to discuss the denial with the treating or attending health care provider.

We make our authorization determination and communicate it based on the nature of the member’s medical condition and
following state and federal law.

We base our decisions on sound clinical evidence. This includes:

* Medical records review.
» Consultation with the treating health care providers.
* Review of nationally recognized criteria; for example, Medicare Coverage Criteria.

Denials, delays or modifications

Requests that do not meet the criteria for immediate authorization are reviewed by the Medical Director or the Utilization
Management Committee (UMC), designated health care provider, or presented to the collective UMC or subcommittee.

Only a health care provider (MD or DO, psychiatrist, doctoral level clinical psychologist or certified addiction medicine specialist,
as appropriate) may delay, modify or deny services to a member for reasons of medical necessity. We use board-certified
licensed health care providers from appropriate specialty areas to help determine medical necessity.

* Health care providers will not review their own referral requests.

e Our qualified staff members review referral requests being considered for denial.

* Any referral request where the medical necessity or the proposed treatment plan is not clear can be clarified by discussion
with the health care provider thereafter. Complex cases go to the UMC/Medical Director for further discussion and decision.

* Individual(s) who meet the qualifications of holding financial ownership interest in the organization may not influence the
clinical decision making regarding payment or denial of a service.

* Prior authorization determinations may include the following decision:
- Approved as requested — No changes.

- Approved as modified — Referral approved, but the requested health care provider or treatment plan is modified. Denial
letter must be sent if requested health care provider is changed or specific treatment modality is changed (e.g., requested
chiropractic, approved physical therapy).

- Extension — Delay of decision regarding a specific service (e.g., need additional documentation, information, or require
consultation by an expert reviewer).

- CMS allows delays of decision (extensions) for MA members when the extension is justified and in the member’s interest:

> Due to the need for medical evidence from a non-contracted health care provider that may change the decision to deny
an item or service.

> Due to extraordinary, exigent, or other non-routine circumstances and is in the member’s interest.
- Delay in Delivery — Access to an approved service postponed for a specified period or until a specified date will occur. This
is not the same as a modification. A written notification in the denial letter format is required.

- Denied — Non-authorization of a request for health care services. Reasons for denials of requests for services include, but
are not limited to, the following:

> Not a covered benefit — the requested service(s) is a direct exclusion of benefits under the member’s benefit plan — you
must note a specific benefit exclusion.

> Not medically necessary or benefit coverage limitation — specify criteria or guidelines used in making the determination
as it relates to the member’s health condition.

> Member not eligible at the time of service.
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> Benefit exhausted — include specific information as to what benefit was exhausted and when.
> Not a network provider — a network provider/service is available.

> Experimental, investigational or unproven procedure/treatment.

> Self-referred/no prior authorization (for non-emergent post-service).

> Services can be provided by the PCP.

We have aligned reimbursement policy on Wrong Surgical or Other Invasive Procedure Events Professional Reimbursement
Policy to be consistent with CMS.

We do not reimburse for a surgical or other invasive procedure when the health care provider performs:

* A different procedure altogether.

* The correct procedure, but on the wrong body part.

* The correct procedure, but on the wrong member.

We do not reimburse facilities or professional services related to these wrong surgical or other invasive procedures.

Pre-service appeals

A pre-service appeal is a request to change a denial of coverage for a planned health care service. The member’s rights in the
member’s benefit plan govern this process. To submit a normal pre-service appeal request, follow the information in the pre-
service denial letter. A peer-to-peer review is highly recommended before you file a pre-service appeal.

Expedited or urgent appeals

If you have already provided the service, an expedited or urgent appeal is not available. Submit a claim based on the service
provided. See the appeal section for more information.

To request an urgent pre-service appeal on behalf of the member, follow the information in the pre-service denial letter. We
consider requests urgent when:

* The standard review time frame risks the life or health of the member.

* The member’s ability to regain maximum function is jeopardized.

* The member’s severe pain is not able to be managed without the care or treatment requested.

Medical records request submission time frame

If we request medical records to process an appeal, you must provide the information within the following time frames. This
includes providing a copy of the denial notice.

« Expedited appeal: Within 2 hours' of receipt of request

 Standard appeal: Within 24 hours' of receipt of request

MA Part C reopenings

CMS requires us to adhere to the appropriate handling of reopenings of our determination. A reopening is a remedial action
taken to change a final determination or decision, even though the determination or decision was correct based on the evidence
of record.

Reopening reason categories:

* New and Material Evidence — documentation not previously available or known during the decision making process that
could possibly result in a different decision.

1 Time frames may change based on applicable law or your Agreement.
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e Clerical Error — includes such human and mechanical errors as mathematical or computational mistakes, inaccurate coding
and computer errors, inaccurate data entry, and denial of claims as duplicates.

* Fraud or Similar Fault — post-service decision when reliable evidence shows the decision was procured by fraud or similar
fault when the claim is auto-adjudicated in the system.

Reopening requests made by a member, member’s authorized representative, or a non-contracted health care provider, must
be:

e Clearly stated.

* Include the specific reason for the reopening.

* In writing or verbal.

¢ Filed within the prescribed periods.

The request does not have to use the actual term “reopening.” We must process a clerical error as a reopening, instead of

an appeal.

A request for a reopening may occur under the following conditions:

* A binding determination or decision has been issued.

* The 60-calendar-day time frame for filing a reconsideration has expired.

* There is no active appeal pending at any level.

Types of determinations or requests that cannot be reopened are as follows:

* A pre-service determination cannot be reopened for any reason other than for a clerical error, unless the 60-calendar-day
period to file a reconsideration has expired.

* Upon receipt of previously requested documentation for a pre-service determination denied due to lack of information, the
delegate must consider and submit to us as a reconsideration, unless there is a clerical error.

* A pre-service determination made as part of the appeals process.

* Upon request for a peer-to-peer review following an adverse pre-service determination, if the member, member’s
representative, or non-contracted health care provider provides new and material evidence not previously known or available,
which changes the decision or the rationale for the prior decision, we will not review as a reopening and will provide
instructions on how to file a reconsideration.

Impact on peer-to-peer requests

We offer a peer-to-peer discussion with the medical director that made the pre-service determination. Once a pre-service
adverse determination has been made, Medicare does not allow the decision to be changed as a result of the peer-to-peer
discussion. You must submit any additional information from the post decision discussion if you want to submit a Medicare
appeal.

To allow for a change in decision as a result of a peer-to-peer discussion, we have a pre-decision peer-to-peer window for
standard clinical denials (excludes expedited and administrative denials). This is for outpatient and inpatient pre-service
requests. We reach out to offer a 24-hour window, prior to finalizing a potential adverse determination, to allow for the
discussion between the physician and the medical director. If we receive additional information during this pre-decision peer-
to-peer window, it can change the final decision of the determination. If the discussion does not happen before the end of the
24-hour window, the decision is finalized and any peer-to-peer discussion that follows is informational only.

Outpatient cardiology notification/prior authorization protocol

This protocol applies to commercial members and MA members. It does not apply to the following commercial or MA benefit
plans, or other benefit plan types including Medicaid, CHIP, or uninsured benefit plans. The following benefit plans may

have separate cardiology notification or prior authorization requirements. Refer to Chapter 1: Introduction for additional
supplements or health care provider guides that may be applicable.
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Commercial benefit plans not subject to these requirements

UnitedHealthcare Options PPO: Health care providers are not required to follow this protocol for Options PPO benefit plans
because members enrolled in these benefit plans are responsible for providing notification/requesting prior authorization.

UnitedHealthOne - Golden Rule Insurance Company
(“GRIC”) group number 705214 only

M.D.IPA, Optimum Choice, (See the Mid-Atlantic Regional Supplement), or OneNet PPO

Oxford (USA, New Jersey Small Group, certain NJ public Sector groups, CT public Sector, Brooks Brothers (BB1627) and
Weil, Gotshal and Manages (WG00101), any member at VAMC facility.)

UMR and UnitedHealthcare Shared Services (UHSS)

UnitedHealthcare Indemnity / Managed Indemnity

Benefit plans sponsored or issued by certain self-funded employer groups

MA benefit plans may not be subject to these requirements

In some instances, we have delegated prior authorization services to a provider group. Call the number listed on the member’s
ID card. If you are a network provider who is contracted directly with a delegated medical group/IPA, then you must follow the

delegate’s protocols. Delegates may use their own systems and forms. They must meet the same regulatory and accreditation

requirements as UnitedHealthcare. Delegated plans include:

Arizona: The following groups are delegated to OptumCare: AARP Medicare Advantage Choice Plan 1 (PPO) - Groups
920083, 92004; AARP Medicare Advantage Choice Plan 2 (PPO) - Groups 90024, 92007; AARP Medicare Advantage Patriot
(PPO) - Groups 92008, 92015; AARP Medicare Advantage Plus (HMO-PQOS) - Groups 90108, 90109; AARP Medicare
Advantage Walgreens Plan 1 (PPO) - Groups 90021, 92001, 92002; AARP Medicare Advantage Walgreens Plan 2 (PPO) -
Groups 92005, 92006, 92009; AARP Medicare Advantage Walgreens Plan 3 (PPO) - Group 92010

Colorado: The following groups are delegated to OptumCare: AARP Medicare Advantage Choice Plan 1 (PPO) - Groups
90091, 90092, 90093, 90094; AARP Medicare Advantage Choice Plan 2 (PPO) - Groups 90097, 90133, 90134, 90135; AARP
Medicare Advantage Choice Plan 3 (PPO) - Groups 90039, 90057; AARP Medicare Advantage Walgreens (PPO) - Groups
90095, 90096

Connecticut: The following groups are delegated to OptumCare: UnitedHealthcare Dual Complete (PPO D-SNP) - Group
09116; AARP Medicare Advantage Choice (Regional PPO) - Groups 90150, 90151; UnitedHealthcare Medicare Advantage
Plan 1 (HMO) - Group 27062, 27151; UnitedHealthcare Medicare Advantage Plan 2 (HMO) - Group 27064, 27153;
UnitedHealthcare Medicare Advantage Patriot (HMO) - Groups 27155, 27156; UnitedHealthcare Medicare Advantage Plan 3
(HMO) - Groups 27100, 27150, AARP Medicare Advantage Walgreens (PPO) - Group 90125

Florida: The following groups are delegated to WellMed: AARP Medicare Advantage (HMO) - Groups 82969, 90028;

AARP Medicare Advantage (HMO-POS) - Groups 82980, 82958, 82960, 82977, 82978, 90073, 90078, 90079; AARP
Medicare Advantage Focus (HMO-POS) - Groups 70341, 82970; AARP Medicare Advantage Plan 2 (HMO) - Group 82962;
UnitedHealthcare The Villages Medicare Advantage 1 (HMO) - Group 82940; AARP Medicare Advantage Choice Plan 2
(Regional PPO) - Group 72811; AARP Medicare Advantage Choice Patriot (Regional PPO) Group 72790; AARP Medicare
Advantage Choice (PPO) - Groups 70342, 70343, 70344, 70345, 70346, 70347, 70348, 80192, 80193, 80194, 90086, 90089;
UnitedHealthcare Medicare Advantage Walgreens (HMO C-SNP) - Groups 95115, 95116, 95117, 95118

Florida: The following groups are delegated to WellMed Pf: Preferred Care Networks MedicareMax (HMO) Groups - 98151,
98152; MedicareMax Plus (HMO D-SNP) Groups - 98153, 98155; MedicareMax Plus 1 (HMO D-SNP) - 98154; MedicareMax
Plus 2 (HMO D-SNP) Group - 90163; Preferred Choice Broward (HMO) Group - 99791; Preferred Choice Dade (HMO)
Groups - 99790; Preferred Choice Palm Beach (HMO) Group - 99797; Preferred Complete Care (HMO) Groups - 98156;
Preferred Medicare Assist Palm Beach (HMO D-SNP) Groups - 99798, 99799, 99800; Preferred Medicare Assist Plan 1
(HMO D-SNP) Groups - 99792, 99793, 99796; Preferred Medicare Assist Plan 2 (HMO D-SNP) Groups - 90030, 90061;
Preferred Special Care Miami-Dade (HMO C-SNP) Groups - 99795
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Hawaii: The following groups are delegated to MDX: AARP Medicare Advantage Choice (PPO) - Groups 77026, 77027,
AARP Medicare Advantage Choice Plan 1 (PPO) - Groups 77000, 77007; AARP Medicare Advantage Choice Plan 2 (PPO) -
Groups 77024, 77025; AARP Medicare Advantage Choice Patriot (PPO) - Groups 77003, 77008

Indiana: The following groups are delegated to OptumCare/American Health Network Indiana: AARP Medicare Advantage
Choice (PPO) - Groups 90103, 90105, 90106; AARP Medicare Advantage Choice Plan 1 (PPO) - Groups 67026, 67030,
67034, 90101, 90102; AARP Medicare Advantage Choice Plan 2 (PPO) - Groups 90126, 90127, 90128 92018, 92019, 92020,
92021; AARP Medicare Advantage Focus (PPO) - Group 74000; AARP Medicare Advantage (HMO-POS) - Groups 00744,
00745, 00748, 00749, 00750, 00751, 00755, 00756, 00758, 00761, 00762; AARP Medicare Advantage Profile (HMO-POS)

- Groups 00746, 00747; AARP Medicare Advantage Patriot (PPO) - Group 9004 1; UnitedHealthcare Dual Complete (PPO
D-SNP) - Group 90006

Kentucky: The following groups are delegated to WellMed: AARP Medicare Advantage Choice - Group 90137; AARP
Medicare Advantage Plan 1 (HMO) - Group 90076; AARP Medicare Advantage Plan 3 (HMO) - Group 90044; AARP
Medicare Advantage Plan 2 (HMO) - Group 90047, 90077; AARP Medicare Advantage Plan 6 (HMO) - Group 90075; AARP
Medicare Advantage Patriot (PPO) - Group 90002, 90141; AARP Medicare Advantage Walgreens (PPO) - Group 90139

Nevada: The following groups are delegated to OptumCare: AARP Medicare Advantage Choice (PPO) - Groups 90025,
92011, 92012; AARP Medicare Advantage Walgreens Plan 2 (PPO) - Groups 90027, 92013; UnitedHealthcare Dual
Complete (HMO D-SNP) - Groups 90008, 90009 and Intermountain Healthcare Group 90011

New Jersey: The following groups are delegated to OptumCare: AARP Medicare Advantage Choice (PPO) - Groups 92014,
92016; AARP Medicare Advantage Patriot (HMO) - Group 09101; AARP Medicare Advantage Plan 1 (HMO) - Groups 90066,
90067; AARP Medicare Advantage Plan 2 (HMO) - Groups 09102, 09103; AARP Medicare Advantage Plan 3 (HMO) - Groups
90068, 90069; AARP Medicare Advantage Plan 4 (HMO) - Groups 90071, 90072

New Mexico: The following groups are delegated to WellMed or OptumCare: AARP Medicare Advantage (HMO) - Groups
17087, 38011, 38013, 38018; AARP Medicare Advantage Choice (PPO) - Groups 79718, 79735; AARP Medicare Advantage
Choice Plan 1 (PPO) - Groups 90035, 90036, 90037, 90038; Advantage Choice Plan 2 (PPO) - Groups 79710, 79711; AARP
Medicare Advantage Patriot (PPO) - Group 74062; UnitedHealthcare Medicare Advantage Assure (PPO) - Group 77016;
UnitedHealthcare Chronic Complete Assure (PPO C-SNP) - Group 90132

New York: The following groups are delegated to OptumCare: AARP Medicare Advantage Value Care (PPO) -

Groups 09117, 09118; UnitedHealthcare Medicare Advantage Choice Plan 1 (Regional PPO) - Groups 90142, 90143;
UnitedHealthcare Medicare Advantage Choice Plan 3 (Regional PPO) - Groups 90146, 90147; UnitedHealthcare Medicare
Advantage Choice Plan 4 (Regional PPO) - Groups 90148, 90149; UnitedHealthcare Medicare Advantage Patriot (Regional
PPO) - Groups 90144, 90145

Ohio: The following groups are delegated to OptumCare: AARP Medicare Advantage Choice (PPO) - Groups 90049, 90136;
AARP Medicare Advantage Plan 4 (PPO) - Group 92017; AARP Medicare Advantage Patriot (PPO) - Group 90001; AARP
Medicare Advantage Walgreens (PPO) - Groups 90138, 90140; AARP Medicare Advantage Plan 1 (HMO) - Group 90007;
AARP Medicare Advantage Plan 2 (HMO) - Groups 90046, 90048; AARP Medicare Advantage Plan 3 (HMO) - Group 90045;
AARP Medicare Advantage Plan 5 (HMO) - Group 90043; AARP Medicare Advantage Plan 6 (HMO) - Group 90074; AARP
Medicare Advantage Plan 7 (HMO) - Group 90005; AARP Medicare Advantage Plan 8 (HMO) - Group 90063

Oregon: The following groups are delegated to OptumCare: AARP Medicare Advantage Choice (PPO) - Groups 90081,
90082; AARP Medicare Advantage Patriot (PPO) - Group 90085; AARP Medicare Advantage Walgreens (PPO) - Groups
90083, 90084
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Texas: The following groups are delegated to WellMed: AARP Medicare Advantage (HMO) Groups - 00300, 00304, 00306,
00309; AARP Medicare Advantage Ally (HMO-POS) - Group 90129; AARP Medicare Advantage Choice (PPO) Groups -
17063, 17064, 17065, 17066, 72806, 72807, 72814, 72815, 79717, 79730, 90112, 90113, 90114, 90115; AARP Medicare
Advantage Patriot (HMO-POS) Groups - 00308, 96000; AARP Medicare Advantage Plan 1 (HMO) Groups - 90122, 90123;
AARP Medicare Advantage Plan 2 (HMO) Groups - 90116, 90117; AARP Medicare Advantage Walgreens (PPO) Groups -
90110, 90111; UnitedHealthcare Chronic Complete (HMO C-SNP) Groups - 90118, 90119, 90120, 90121; UnitedHealthcare
Chronic Complete Ally (HMO-POS C-SNP) - 90130; UnitedHealthcare Dual Complete (HMO D-SNP) Group - 00305;
UnitedHealthcare Dual Complete Ally (HMO D-SNP) Group - 90131; UnitedHealthcare Dual Complete Focus (HMO D-SNP)
Group - 00310; UnitedHealthcare Dual Complete Plan 1 (HMO D-SNP) Groups - 00303, 00307; UnitedHealthcare Dual
Complete Plan 2 (HMO D-SNP) Group - 00012; UnitedHealthcare Medicare Gold (Regional PPO C-SNP) Group - 99951;
UnitedHealthcare Dual Complete Choice (Regional PPO D-SNP) Group - 99952; UnitedHealthcare Medicare Advantage
Choice (Regional PPQO) Group - 99955; UnitedHealthcare Medicare Silver (Regional PPO C-SNP) Group - 99950;
UnitedHealthcare Gold (Regional PPO C-SNP) Group - 99954; UnitedHealthcare Medicare Advantage Choice (Regional
PPQO) Group - 99953

Utah: The following groups are delegated to OptumCare: AARP Medicare Advantage Choice (PPO) - Group 90034;
UnitedHealthcare Dual Complete Choice (PPO D-SNP) - Groups 90064, 90065; AARP Medicare Advantage Plan 1 (HMO) -
Group 42000; AARP Medicare Advantage Plan 2 (HMO) - Group 42022; AARP Medicare Advantage Patriot (HMO) - Group
42004; AARP Medicare Advantage Walgreens (HMO) - Group 42030; UnitedHealthcare Medicare Advantage Assist (HMO
C-SNP) - Group 90055

Washington: The following groups are delegated to OptumCare: AARP Medicare Advantage Choice (PPO) - Groups 90157,
90158, 90161, 90162; AARP Medicare Advantage Choice Plan 1 (PPO) - Groups 90159, 90160; AARP Medicare Advantage
Choice Plan 2 (PPO) - Group 90059; AARP Medicare Advantage Patriot (HMO) - Group 90058; AARP Medicare Advantage
Plan 1 (HMO-PQOS) - Groups 90153, 90154; AARP Medicare Advantage Plan 2 (HMO-POS) - Group 90155; AARP Medicare
Advantage Patriot (HMO-POS) - Group 90156

For the Preferred Care Network (formerly Medica HealthCare) and Preferred Care Partners of Florida groups, refer to
the Preferred Care Network and Preferred Care Partners Prior Authorization Requirements located at uhcprovider.com >
Prior Authorization and Notification > Advance Notification and Plan Requirement Resources > Plan Requirements and
Procedure Codes.

Erickson Advantage Plans

This protocol applies to all participating health care providers who order or render any of the following cardiology procedures:
* Diagnostic catheterizations

* Electrophysiology implant procedures

* Echocardiograms

* Stress echocardiograms

Notification/prior authorization is required for certain cardiology procedures listed above.

A cardiology procedure for which notification/prior authorization is required is referred to as a “Cardiac Procedure.”
Notification/prior authorization is required under this protocol for outpatient and office-based services only.

Cardiology procedures done in and appropriately billed with any of the following places of service do not require notification/
prior authorization:

* Emergency room visits

* Observation unit

* Urgent care

e Inpatient stays

If you do not complete the entire notification/prior authorization process before you do the procedure, we will reduce or deny
the claim. You cannot bill the member if claims are denied in this instance.

For the most current listing of notification/prior authorization CPT codes, refer to uhcprovider.com/cardiology > Specific
Cardiology Programs. Note: For MA benefit plans, prior authorization is not required for echocardiograms.
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Prior authorization and notification process for cardiac procedures

Ordering health care provider

The health care provider ordering the cardiac procedure must contact us prior to scheduling the procedure. Once we receive
procedure notification and if the member’s benefit plan requires medical necessity to cover services, we conduct a clinical
coverage review, based on our prior authorization process, to determine if the service is medically necessary. You do not need
to determine if a clinical coverage review is required because once we receive notification, we will let you know if a clinical
coverage review is required.

You must notify us, or request prior authorization, by contacting us:

* Online: UnitedHealthcare, UnitedHealthcare West, UnitedHealthcare Oxford Navigate Individual, All Savers, UnitedHealthcare
Level Funded, UnitedHealthcare Oxford Level Funded, Neighborhood Health Partnership, UnitedHealthcare of the River Valley
Commercial and Medicare Advantage benefit plans subject to this protocol: uhcprovider.com/paan.

¢ Phone: 1-866-889-8054

Non-participating health care providers can provide notification, and complete the prior authorization process if applicable,
either through the UnitedHealthcare Provider Portal (once registered) at uhcprovider.com, or by calling 1-866-889-8054.
We may request the following information at the time you notify us:

* Member’s name, address, phone number and date of birth

* Member’s health plan ID number and group number

* The examination(s) or type of service(s) being requested, with the CPT code(s)

* The working diagnosis with the appropriate ICD code(s)

* Ordering health care provider’s name, TIN/NPI, address, phone and fax number, and email address

* Rendering health care provider’s name, address, phone number and TIN/NPI (if different)

* The member’s clinical condition, which may include any symptoms, treatments, dosage and duration of drugs, and dates for
other therapies

* Dates of prior imaging studies performed

* Any other information the ordering health care provider believes would be useful in evaluating whether the service ordered
meets current evidence-based clinical guidelines, such as prior diagnostic tests and consultation reports

MA benefit plans and certain commercial benefit plans require covered services be medically necessary.

If the member’s plan requires covered services to be medically necessary, and if the service is determined to be medically
necessary, we issue an authorization number to the ordering health care provider. To help ensure proper payment, the ordering
health care provider must communicate the authorization number to the rendering health care provider.

If it is determined the service is not medically necessary, we issue a clinical denial. If we issue a clinical denial for lack of
medical necessity, the member and health care provider receive a denial notice outlining the appeal process.

Certain commercial benefit plans do not require covered health services to be medically necessary.
If the member’s benefit plan does not require covered health services to be medically necessary and:

* If the service is consistent with evidence-based clinical guidelines, we issue a notification number to the ordering
health care provider.

* If the service is not consistent with evidence-based clinical guidelines, or if we need additional information to assess the
request, we will let the ordering health care provider know what we need from them, including whether a physician-to-
physician discussion is required.

* If a physician-to-physician discussion is required, you must complete that process to help ensure eligibility to receive
payment. Upon completion of the discussion, the health care provider confirms the procedure ordered and we issue a
notification number. The purpose of the physician-to-physician discussion is to support the delivery of evidence-based health
care by discussing evidence-based clinical guidelines. This discussion is not a prior authorization, pre-certification or medical
necessity determination unless applicable state law dictates otherwise.

Receipt of a notification number or authorization number does not guarantee or authorize payment unless state regulations

(including regulations pertaining to a health care provider’s inclusion in a sanction and excluded list and non-inclusion in the
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Medicare Provider Enrollment Chain and Ownership System [PECOS]* list, or Medicare Preclusion List), and MA guidelines
require it. Payment for covered services depends upon:

» Coverage with an individual member’s benefit plan.

* If you are eligible for payment.

» Claims processing requirements.

* Your participation with UnitedHealthcare.

The notification/prior authorization number is valid for 45 calendar days. It is specific to the cardiac procedure requested, to be
performed 1 time, for 1 date of service within the 45-day period. When we enter a procedure notification/authorization number,
we use the date issued as the starting date for the 45-day period. The procedure must be performed within the 45 days. If you
do not do the procedure within 45 calendar days, you must request a new notification/authorization number.

Urgent requests during regular business hours

The ordering health care provider may make an urgent request for a notification/prior authorization number if they determine
the service is medically urgent. Make urgent requests by calling 1-866-889-8054. The ordering health care provider must state
the case is clinically urgent and explain the clinical urgency. We respond to urgent requests within 3 hours of our receipt of all
required information.

Retrospective review process for urgent requests outside of regular business hours

If the ordering health care provider determines a cardiac procedure is medically required on an urgent basis, and the ordering
health care provider cannot request a notification/prior authorization number because it is outside of our normal business
hours, they must make a retrospective notification/authorization request using the following guidelines:
* Within 2 business days of the date of service for:
- Echocardiograms.
- Stress echocardiograms.
* Within 15 calendar days of the date of service for:
- Diagnostic catheterizations.
- Electrophysiology implants.
Request the retrospective review by calling 1-866-889-8054 based on the following process:
* Documentation must explain why the procedure must be done on an urgent basis and why a notification/authorization
number could not have been requested during our normal business hours.

* Once we receive cardiac procedure retrospective notification, and if the member’s benefit plan requires medical necessity for
services to be covered, we will conduct a clinical coverage review to determine whether the service is medically necessary. If
we determine the service was not medically necessary, we will issue a denial and we will not issue an authorization number.
The member and health care provider will receive a denial notice outlining the appeal process.

* Once we receive cardiac procedure retrospective notification and if the member’s benefit plan does not require medical
necessity for services to be covered:

- We issue a notification number to the ordering health care provider if the service is consistent with evidence-based
clinical guidelines.

- If the service is not consistent with evidence-based clinical guidelines, or if we need additional information to assess the
request, we will let the ordering health care provider know if they must have a physician-to-physician discussion to explain
the request, to give us more clinical information, and to discuss alternative approaches. After the discussion is completed,
the ordering health care provider will confirm the procedure ordered and we will issue a notification number.

Rendering health care provider

Prior to performing a cardiac procedure, the rendering health care provider must confirm a notification/authorization number is
on file. If the member’s benefit plan requires medical necessity to cover health services, the rendering health care provider must
validate they completed the prior authorization process and was issued a coverage determination.

If the rendering health care provider finds a coverage determination has not been issued, and the ordering health care provider
does not participate in our network and is unwilling to complete the notification/prior authorization process, the rendering
health care provider is required to complete the notification/prior authorization process. The rendering health care provider
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must verify we have issued a coverage decision based on this protocol, prior to performing the service. Contact us at the
online address or phone number listed in the Ordering health care provider section above if you need to notify us, request
prior authorization, confirm that a notification number has been issued or confirm whether a coverage determination has been
issued.

If the member’s benefit plan does not require that services be medically necessary to be covered and:

* If you render a cardiac procedure and submit a claim without a notification number, we will deny or reduce payment. You
cannot bill the member for the service in this instance.

* If you determine there is no notification number on file, and the ordering health care provider participates in our network, we
use reasonable efforts to work with you to urge the ordering health care provider to complete the notification process and
obtain a notification number prior to the rendering of services.

¢ If you determine there is no notification number on file, and the ordering health care provider does not participate in our
network, and is not willing to obtain a notification number, you are required to obtain a notification number.

* If you do not obtain a notification number for the procedure ordered by a non-participating health care provider, we will deny
or reduce payment for failure to provide notification. You cannot bill the member for the service in this instance.

If the member’s benefit plan does require services to be medically necessary to be covered and:

* If you determine we have not issued a coverage determination, and the ordering health care provider participates in
our network, we use reasonable efforts to work with you to urge the ordering health care provider to complete the prior
authorization process and obtain a coverage decision prior to the rendering of services.

* If you determine we have not issued a coverage determination, and the ordering health care provider does not participate in
our network and is not willing to complete the prior authorization process, you are required to complete the prior authorization
process and verify that we have issued a coverage decision prior to rendering the service.

* If you provide the service before a coverage decision is issued, we may deny or reduce your claim payment. You cannot bill
the member for the service in this instance.

 Services not medically necessary are not covered under the member’s benefit plan. When we deny services for lack of
medical necessity, we issue the member and ordering health care provider a denial notice with the appeal process outlined.
We do not issue an authorization number if we determine the service is not medically necessary. We issue an authorization
number to the ordering health care provider if the service is medically necessary.

Crosswalk table

You are not required to modify the existing notification/prior authorization request, or request a new notification/prior
authorization record for the CPT code combinations in the Cardiology Notification/Prior Authorization CPT Code List and
Crosswalk table available online on uhcprovider.com/cardiology > Specific Cardiology Programs.

For code combinations not listed on the Cardiology Notification/Prior Authorization CPT Code List and Crosswalk table, you
must follow the Cardiology Notification/Prior Authorization Protocol process.

Outpatient radiology notification/prior authorization protocol

This protocol applies to commercial members and MA members. It does not apply to the following commercial or MA benefit
plans or other benefit plan types including Medicaid, CHIP, or uninsured benefit plans. The following benefit plans may have
separate radiology notification or prior authorization requirements. Refer to Chapter 1: Introduction for additional supplements
or health care provider guides that may be applicable.

Commercial benefit plans not subject to these requirements

UnitedHealthcare Options PPO: Health care providers are not required to follow this protocol for Options PPO benefit plans
because members enrolled in these benefit plans are responsible for providing notification/requesting prior authorization.

UnitedHealthOne - Golden Rule Insurance Company
(“GRIC”) group number 705214 only
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M.D.IPA, Optimum Choice, (See the Mid-Atlantic Regional Supplement), or OneNet PPO

Oxford Health plans

UMR and UnitedHealthcare Shared Services (UHSS)

UnitedHealthcare Indemnity / Managed Indemnity

Benefit plans sponsored or issued by certain self-funded employer groups

MA benefit plans may not be subject to these requirements

In some instances, we have delegated prior authorization services to a provider group. In these cases, the “For Providers”
section on the member’s ID card will list the delegated group managing the prior authorization process. Call the number listed
on the member’s ID card. If you are a network provider who is contracted directly with a delegated medical group/IPA, then you
must follow the delegate’s protocols. Delegates may use their own systems and forms. They must meet the same regulatory and
accreditation requirements as UnitedHealthcare. Delegated plans include:

Arizona: The following groups are delegated to Optumcare: AARP Medicare Advantage Choice Plan 1 (PPO) - Groups
920083, 92004; AARP Medicare Advantage Choice Plan 2 (PPO) - Groups 90024, 92007; AARP Medicare Advantage Patriot
(PPQO) - Groups 92008, 92015; AARP Medicare Advantage Plus (HMO-PQOS) - Groups 90108, 90109; AARP Medicare
Advantage Walgreens Plan 1 (PPO) - Groups 90021, 92001, 92002; AARP Medicare Advantage Walgreens Plan 2 (PPO) -
Groups 92005, 92006, 92009; AARP Medicare Advantage Walgreens Plan 3 (PPO) - Group 92010

Colorado: The following groups are delegated to OptumCare: AARP Medicare Advantage Choice Plan 1 (PPO) - Groups
90091, 90092, 90093, 90094; AARP Medicare Advantage Choice Plan 2 (PPO) - Groups 90097, 90133, 90134, 90135; AARP
Medicare Advantage Choice Plan 3 (PPO) - Groups 90039, 90057; AARP Medicare Advantage Walgreens (PPO) - Groups
90095, 90096

Connecticut: The following groups are delegated to OptumCare: UnitedHealthcare Dual Complete (PPO D-SNP) - Group
09116; AARP Medicare Advantage Choice (Regional PPO) - Groups 90150, 90151; UnitedHealthcare Medicare Advantage
Plan 1 (HMO) - Groups 27062, 27151; UnitedHealthcare Medicare Advantage Plan 2 (HMO) - Groups 27064, 27153;
UnitedHealthcare Medicare Advantage Patriot (HMO) - Groups 27155, 27156; UnitedHealthcare Medicare Advantage Plan 3
(HMO) - Groups 27100, 27150, AARP Medicare Advantage Walgreens (PPO) - Group 90125

Florida: The following groups are delegated to WellMed: AARP Medicare Advantage (HMO) - Groups 82969, 90028;

AARP Medicare Advantage (HMO-POS) - Groups 82980, 82958, 82960, 82977, 82978, 90073, 90078, 90079; AARP
Medicare Advantage Focus (HMO-POS) - Groups 70341, 82970; AARP Medicare Advantage Plan 2 (HMO) - Group 82962;
UnitedHealthcare The Villages Medicare Advantage 1 (HMO) - Group 82940; AARP Medicare Advantage Choice Plan 2
(Regional PPO) - Group 72811; AARP Medicare Advantage Choice Patriot (Regional PPO) Group 72790; AARP Medicare
Advantage Choice (PPO) - Groups 70342, 70343, 70344, 70345, 70346, 70347, 70348, 80192, 80193, 80194, 90086, 90089;
UnitedHealthcare Medicare Advantage Walgreens (HMO C-SNP) - Groups 95115, 95116, 95117, 95118

Florida: The following groups are delegated to WellMed Pf: Preferred Care Networks MedicareMax (HMO) Groups - 98151,
98152; MedicareMax Plus (HMO D-SNP) Groups - 98153, 98155; MedicareMax Plus 1 (HMO D-SNP) - 98154; MedicareMax
Plus 2 (HMO D-SNP) Group - 90163; Preferred Choice Broward (HMO) Group - 99791; Preferred Choice Dade (HMO)
Groups - 99790; Preferred Choice Palm Beach (HMO) Group - 99797; Preferred Complete Care (HMO) Groups - 98156;
Preferred Medicare Assist Palm Beach (HMO D-SNP) Groups - 99798, 99799, 99800; Preferred Medicare Assist Plan 1
(HMO D-SNP) Groups - 99792, 99793, 99796; Preferred Medicare Assist Plan 2 (HMO D-SNP) Groups - 90030, 90061;
Preferred Special Care Miami-Dade (HMO C-SNP) Groups - 99795

Hawaii: The following groups are delegated to MDX: AARP Medicare Advantage Choice (PPO) - Groups 77026, 77027;
AARP Medicare Advantage Choice Plan 1 (PPO) - Groups 77000, 77007; AARP Medicare Advantage Choice Plan 2 (PPO) -
Groups 77024, 77025; AARP Medicare Advantage Choice Patriot (PPO) - Groups 77003, 77008
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Indiana: The following groups are delegated to OptumCare/American Health Network Indiana: AARP Medicare Advantage
Choice (PPO) - Groups 90103, 90105, 90106; AARP Medicare Advantage Choice Plan 1 (PPO) - Groups 67026, 67030,
67034, 90101, 90102; AARP Medicare Advantage Choice Plan 2 (PPO) - Groups 90126, 90127, 90128 92018, 92019,
92020, 92021; AARP Medicare Advantage Focus (PPO) - Group 74000; AARP Medicare Advantage (HMO-POS) - Groups
00744, 00745, 00748, 00749, 00750, 00751, 00755, 00756, 00758, 00759, 00761, 00762; AARP Medicare Advantage Profile
(HMO-POS) - Group 00746; AARP Medicare Advantage Patriot (PPO) - Group 90041; UnitedHealthcare Dual Complete (PPO
D-SNP) - Group 90006

Kentucky: The following groups are delegated to WellMed: AARP Medicare Advantage Choice - Group 90137; AARP
Medicare Advantage Plan 1 (HMO) - Group 90076; AARP Medicare Advantage Plan 3 (HMO) - Group 90044; AARP
Medicare Advantage Plan 2 (HMO) - Groups 90047, 90077; AARP Medicare Advantage Plan 6 (HMO) - Group 90075; AARP
Medicare Advantage Patriot (PPO) - Groups 90002, 90141; AARP Medicare Advantage Walgreens (PPO) - Group 90139

Nevada: The following groups are delegated to OptumCare: AARP Medicare Advantage Choice (PPO) - Groups 90025,
92011, 92012; AARP Medicare Advantage Walgreens Plan 2 (PPO) - Groups 90027, 92013; UnitedHealthcare Dual
Complete (HMO D-SNP) - Groups 90008, 90009 and Intermountain Healthcare Group 90011

New Jersey: The following groups are delegated to OptumCare: AARP Medicare Advantage Choice (PPO) - Groups 92014,
92016; AARP Medicare Advantage Patriot (HMO) - Group 09100; AARP Medicare Advantage Plan 1 (HMO) - Groups 90066,
90067; AARP Medicare Advantage Plan 2 (HMO) - Groups 09102, 09103; AARP Medicare Advantage Plan 3 (HMO) - Groups
90068, 90069; AARP Medicare Advantage Plan 4 (HMO) - Groups 90071, 90072

New Mexico: The following groups are delegated to WellMed or OptumCare: AARP Medicare Advantage (HMO) - Groups
17087, 38011, 38013, 38018; AARP Medicare Advantage Choice (PPO) - Groups 79718, 79735; AARP Medicare Advantage
Choice Plan 1 (PPO) - Groups 90035, 90036, 90037, 90038; Advantage Choice Plan 2 (PPO) - Groups 79710, 79711; AARP
Medicare Advantage Patriot (PPO) - Group 74062; UnitedHealthcare Medicare Advantage Assure (PPO) - Group 77016;
UnitedHealthcare Chronic Complete Assure (PPO C-SNP) - Group 90132

New York: The following groups are delegated to OptumCare: AARP Medicare Advantage Value Care (PPO) -

Groups 09117, 09118; UnitedHealthcare Medicare Advantage Choice Plan 1 (Regional PPO) - Groups 90142, 90143;
UnitedHealthcare Medicare Advantage Choice Plan 3 (Regional PPO) - Groups 90146, 90147; UnitedHealthcare Medicare
Advantage Choice Plan 4 (Regional PPO) - Groups 90148, 90149; UnitedHealthcare Medicare Advantage Patriot (Regional
PPO) - Groups 90144, 90145

Ohio: The following groups are delegated to OptumCare: AARP Medicare Advantage Choice (PPO) - Groups 90049, 90136;
AARP Medicare Advantage Plan 4 (PPO) - Group 92017; AARP Medicare Advantage Patriot (PPO) - Group 90001; AARP
Medicare Advantage Walgreens (PPO) - Groups 90138, 90140; AARP Medicare Advantage Plan 1 (HMO) - Group 90007;
AARP Medicare Advantage Plan 2 (HMO) - Groups 90046, 90048; AARP Medicare Advantage Plan 3 (HMO) - Group 90045;
AARP Medicare Advantage Plan 5 (HMO) - Group 90043; AARP Medicare Advantage Plan 6 (HMO) - Group 90074; AARP
Medicare Advantage Plan 7 (HMO) - Group 90005; AARP Medicare Advantage Plan 8 (HMO) - Group 90063

Oregon: The following groups are delegated to OptumCare: AARP Medicare Advantage Choice (PPO) - Groups 90081
90082; AARP Medicare Advantage Patriot (PPO) - Group 90085; AARP Medicare Advantage Walgreens (PPO) - Groups
90083, 90084

Texas: The following groups are delegated to WellMed: AARP Medicare Advantage (HMO) Groups - 00300, 00304, 00306,
00309; AARP Medicare Advantage Ally (HMO-PQOS) - Group 90129; AARP Medicare Advantage Choice (PPO) Groups -
17063, 17064, 17065, 17066, 72806, 72807, 72814, 72815, 79717, 79730, 90112, 90113, 90114, 90115; AARP Medicare
Advantage Patriot (HMO-POS) Groups - 00308, 96000; AARP Medicare Advantage Plan 1 (HMO) Groups - 90122, 90123;
AARP Medicare Advantage Plan 2 (HMO) Groups - 90116, 90117; AARP Medicare Advantage Walgreens (PPO) Groups -
90110, 90111; UnitedHealthcare Chronic Complete (HMO C-SNP) Groups - 90118, 90119, 90120, 90121; UnitedHealthcare
Chronic Complete Ally (HMO-POS C-SNP) - 90130; UnitedHealthcare Dual Complete (HMO D-SNP) Group - 00305;
UnitedHealthcare Dual Complete Ally (HMO D-SNP) Group - 90131; UnitedHealthcare Dual Complete Focus (HMO D-SNP)
Group - 00310; UnitedHealthcare Dual Complete Plan 1 (HMO D-SNP) Groups - 00303, 00307; UnitedHealthcare Dual
Complete Plan 2 (HMO D-SNP) Group - 00012; UnitedHealthcare Medicare Gold (Regional PPO C-SNP) Group - 99951;
UnitedHealthcare Dual Complete Choice (Regional PPO D-SNP) Group - 99952; UnitedHealthcare Medicare Advantage
Choice (Regional PPO) Group - 99955; UnitedHealthcare Medicare Silver (Regional PPO C-SNP) Group - 99950;
UnitedHealthcare Gold (Regional PPO C-SNP) Group - 99954; UnitedHealthcare Medicare Advantage Choice (Regional
PPO) Group - 99953
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Utah: The following groups are delegated to OptumCare: AARP Medicare Advantage Choice (PPO) - Group 90034;
UnitedHealthcare Dual Complete Choice (PPO D-SNP) - Groups 90064, 90065; AARP Medicare Advantage Plan 1 (HMO) -
Group 42000; AARP Medicare Advantage Plan 2 (HMO) - Group 42022; AARP Medicare Advantage Patriot (HMO) - Group
42004; AARP Medicare Advantage Walgreens (HMO) - Group 42030; UnitedHealthcare Medicare Advantage Assist (HMO
C-SNP) - Group 90055

Washington: The following groups are delegated to OptumCare: AARP Medicare Advantage Choice (PPO) - Groups 90157,
90158, 90161, 90162; AARP Medicare Advantage Choice Plan 1 (PPO) - Groups 90159, 90160; AARP Medicare Advantage
Choice Plan 2 (PPO) - Group 90059; AARP Medicare Advantage Patriot (HMO) - Group 90058; AARP Medicare Advantage
Plan 1 (HMO-POS) - Groups 90153, 90154; AARP Medicare Advantage Plan 2 (HMO-POS) - Group 90155; AARP Medicare
Advantage Patriot (HMO-POS) - Group 90156

For the Preferred Care Network (formerly Medica HealthCare) and Preferred Care Partners of Florida groups, refer to
the Preferred Care Network and Preferred Care Partners Prior Authorization Requirements located at uhcprovider.com >
Prior Authorization and Notification > Advance Naoitification and Plan Requirement Resources > Plan Requirements and
Procedure Codes.

Erickson Advantage Plans

This applies to all participating health care providers that order or render any of the following advanced imaging procedures:
* Computerized Tomography (CT)

* Magnetic Resonance Imaging (MRI)

* Magnetic Resonance Angiography (MRA)

* Positron-Emission Tomography (PET)

* Nuclear medicine

* Nuclear cardiology

Notification/prior authorization is required for certain advanced imaging procedures listed above.

An advanced imaging procedure for which notification/prior authorization is required is called an “Advanced Outpatient
Imaging Procedure.”

Notification/prior authorization is required for outpatient and office-based services only.

Advanced imaging procedures done in and appropriately billed with any of the following places of service do not require
notification/prior authorization:

* Emergency room visits

* Observation unit

* Urgent care

* Inpatient stay.

If you do not complete the entire notification/prior authorization process before you do the procedure, we will reduce or deny
the claim. Do not bill the member for denied claims in this instance.

For the most current listing of CPT codes for which notification/prior authorization is required based on this protocol, refer to:
uhcprovider.com/radiology > Specific Radiology Programs. Note: For MA benefit plans, prior authorization is not required for
CT, MRI, or MRA.

Prior authorization and notification process for advanced outpatient imaging procedures

Ordering health care provider

The health care provider ordering the advanced outpatient imaging procedure must contact us before scheduling the
procedure. Once we receive procedure notification and if the member’s benefit plan requires covered health services to
be medically necessary, we conduct a clinical coverage review, based on our prior authorization process, to determine if
the service is medically necessary. You do not need to determine if a clinical coverage review is required. Once we receive
notification, we will let you know if we require a clinical coverage review.
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You must notify us, or request prior authorization, by contacting us:

* Online: UnitedHealthcare, UnitedHealthcare West, UnitedHealthcare Oxford Navigate Individual, All Savers, UnitedHealthcare
Level Funded, UnitedHealthcare Oxford Level Funded, Neighborhood Health Partnership, UnitedHealthcare of the River
Valley, commercial and MA benefit plans subject to this protocol: uhcprovider.com/paan.

* Phone: 1-866-889-8054

Non-participating health care providers can provide notification, and complete the prior authorization process if applicable,
either through the UnitedHealthcare Provider Portal (once registered) at uhcprovider.com or by calling 1-866-889-8054.
We may request the following information at the time you notify us:

* Member’s name, address, phone number and date of birth

* Member’s health plan ID number and group number

* The examination(s) or type of service(s) requested, with the CPT code(s)

* The working diagnosis with the appropriate ICD code(s)

* Ordering health care provider’s name, TIN/NPI, address, phone and fax number, and email address
* Rendering health care provider’s name, address, phone number and TIN/NPI (if different)

* The member’s clinical condition, including any symptoms, treatments, dosage and duration of drugs, and dates for
other therapies

» Dates of prior imaging studies performed

* Any other information the ordering health care provider believes would be useful in evaluating whether the service ordered
meets current evidence-based clinical guidelines, such as prior diagnostic tests and consultation reports

MA benefit plans and certain commercial benefit plans require covered health services to be medically necessary.
If the member’s plan requires covered services to be medically necessary, and if the service is medically necessary, we issue

an authorization number to the ordering health care provider. To help ensure proper payment, the ordering health care provider
must communicate the authorization number to the rendering health care provider.

If it is determined the service is not medically necessary, we issue a clinical denial. If we issue a clinical denial for lack of
medical necessity, the member and health care provider receive a denial notice outlining the appeal process.

Certain commercial benefit plans do not require covered health services to be medically necessary.

If the member’s benefit plan does not require health services to be medically necessary to be covered and:

* If the service is consistent with evidence-based clinical guidelines, we issue a notification number to the ordering
health care provider.

* If the service is not consistent with evidence-based clinical guidelines, or if we need additional information to assess the
request, we let the ordering health care provider know what we need from them, including whether a physician-to-physician
discussion is required.

* If a physician-to-physician discussion is required, you must complete that process to help ensure eligibility to receive
payment. Upon completion of the discussion, the health care provider confirms the procedure ordered and we issue a
notification number. The purpose of the physician-to-physician discussion is to support the delivery of evidence-based health
care by discussing evidence-based clinical guidelines. This discussion is not a prior authorization, pre-certification or medical
necessity determination unless applicable state law dictates otherwise.

Notification or authorization number receipt does not guarantee or authorize payment unless state regulations (including

regulations pertaining to a health care provider’s inclusion in a sanction and excluded list and non-inclusion in the Medicare

PECOS™ list) and MA guidelines require it. Payment for covered services depends upon:

» Coverage with an individual member’s benefit plan.

* The health care provider being eligible for payment.

* Claims processing requirements.

¢ The health care provider’s participation with UnitedHealthcare.

The notification/authorization number is valid for 45 calendar days. It is specific to the advanced outpatient imaging procedure
requested, to be performed 1 time, for 1 date of service within the 45-day period. When we enter a notification/authorization
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number for a procedure, we use the date we issued the number as the starting date for the 45-day period you must perform the
procedure. If you do not do the procedure within 45 calendar days, you must request a new notification/authorization number.

Urgent requests during regular business hours

The ordering health care provider may make an urgent request for a notification/prior authorization number if they determine
the service is medically urgent. Make urgent requests by calling 1-866-889-8054. The ordering health care provider must state
the case is clinically urgent and explain the clinical urgency. We respond to urgent requests within 3 hours of our receipt of all
required information.

Retrospective review process for urgent requests outside of regular business hours

If the ordering health care provider determines an advanced outpatient imaging procedure is medically required on an urgent
basis and they cannot request a natification/prior authorization number because it is outside of our normal business hours, the
ordering health care provider must make a retrospective notification/prior authorization request within 2 business days after the
date of service. Request the retrospective review by calling 1-866-889-8054, based on the following process:

* Documentation must explain why:
- The procedure must be done on an urgent basis.
- You could not request a notification/authorization number during our normal business hours.

* Once we receive retrospective notification of an advanced outpatient imaging procedure, and if the member’s benefit plan
requires medical necessity for services to be covered, we conduct a clinical coverage review to determine medical necessity.
If we determine the service was not medically necessary, we issue a denial and do not issue an authorization number. The
member and health care provider receive a denial notice outlining the appeal process.

* Once we receive retrospective notification of an advanced outpatient imaging procedure and if the member’s benefit plan
does not require medical necessity for services to be covered:

- We issue a notification number to the ordering health care provider if the service is consistent with evidence-based
clinical guidelines.

- If the service is not consistent with evidence-based clinical guidelines, or if we need additional information to assess the
request, we let the ordering health care provider know if they must have a physician-to-physician discussion to explain
the request, to give us more clinical information, and to discuss alternative approaches. After the physician to physician
discussion, the ordering health care provider confirms the procedure ordered and we issue a notification number.

Rendering health care provider

Before performing an advanced outpatient imaging procedure, the rendering health care provider must confirm a notification/
authorization number is on file. If the member’s benefit plan requires medical necessity for health services to be covered,

the rendering health care provider must validate they completed the prior authorization process and was issued a coverage
determination. If the rendering health care provider finds a coverage determination has not been issued, and the ordering health
care provider does not participate in our network and is unwilling to complete the notification/prior authorization process, the
rendering health care provider is required to complete the notification/prior authorization process. The rendering health care
provider must verify we have issued a coverage decision based on this protocol, before performing the service. Contact us at
the online address or phone number listed in the Ordering health care provider section above if you need to notify us, request
prior authorization, confirm that a notification number has been issued or confirm whether a coverage determination has been
issued.

If the member’s benefit plan does not require covered services be medically necessary and if you:

* Render an advanced outpatient imaging procedure and you submit a claim without a notification number, we will deny or
reduce payment. You cannot bill the member for the service in this instance.

* Determine there is no notification number on file, and the ordering health care provider participates in our network, we use
reasonable efforts to urge the ordering health care provider to complete the notification process and obtain a notification
number before rendering services.

* Determine there is no notification number on file, and the ordering health care provider does not participate in our network,
and is not willing to obtain a notification number, you are required to obtain a notification number.

* Do not obtain a notification number for the procedures ordered by a non-participating health care provider, we will deny or
reduce payment for failure to provide notification. You cannot bill the member for the service in this instance.
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If the member’s benefit plan does require medical necessity for covered services and:

e If you determine we did not issue a coverage determination and the ordering health care provider participates in our network,
we use reasonable efforts to work with you to urge the ordering health care provider to complete the prior authorization
process and obtain a coverage decision before rendering services.

* |f you determine we did not issue a coverage determination, and the ordering health care provider does not participate in our
network and is not willing to complete the prior authorization process, you are required to complete the prior authorization
process and verify that we issued a coverage decision before rendering service.

* If you provide the service before we issue a coverage decision, we may deny or reduce your claim payment. You cannot bill
the member for the service in this instance.

» Services not medically necessary are not covered under the member’s benefit plan. When we deny services for lack of
medical necessity, we issue the member and ordering health care provider a denial notice with the appeal process outlined.
We do not issue an authorization number if we determine the service is not medically necessary. We issue an authorization
number to the ordering health care provider if the service is medically necessary.

Provision of an additional or modified advanced outpatient imaging procedure

If, during the delivery of an advanced outpatient imaging procedure, the rendering health care provider determines an additional
advanced outpatient imaging procedure should be delivered above and beyond the approved service(s) assigned a notification/
prior authorization number, then the ordering health care provider must request a new notification/prior authorization number
before rendering the additional service, based on this protocol.

If, during the delivery of an advanced outpatient imaging procedure for which the health care provider completed the
notification/prior authorization processes, the physician modifies the advanced outpatient imaging procedure, and if the CPT
code combination is not on the CPT Code Crosswalk Table, then follow this process:

* Contiguous body part - If the procedure is for a contiguous body part, the ordering or rendering health care provider must
modify the original naotification/authorization number request online or by calling within 2 business days after rendering the
procedure.

* Non-contiguous body part - If the procedure is not for a contiguous body part, the ordering health care provider must submit

a new notification/authorization number request and must have a coverage determination before rendering the procedure.
Crosswalk table

You are not required to modify the existing notification/prior authorization request, or request a new notification/prior
authorization record for the CPT code combinations in the UnitedHealthcare Radiology Notification/Prior Authorization
Crosswalk Table available online at uhcprovider.com/radiology > Specific Radiology Programs.

For code combinations not listed on the UnitedHealthcare Radiology Notification/Prior Authorization Crosswalk Table, you must
follow the Radiology Notification/Prior Authorization Protocol process.

Medication-assisted treatment (MAT)

Medication-assisted treatment (MAT) combines behavioral therapy and medications to treat opioid use disorders (OUD). The
Food and Drug Administration (FDA) approved medications for OUD including Buprenorphine, Methadone, and Naltrexone.

To prescribe Buprenorphine, you must complete the waiver through the Substance Abuse and Mental Health Services
Administration (SAMHSA) and obtain a unique identification number from the United States Drug Enforcement
Administration (DEA).

As a medical health care provider, you may provide MAT services even if you don’t offer counseling or behavioral health
therapy in-house. However, you must refer your patients to a qualified health care provider for those services. If you need help
finding a behavioral health provider, call the number on the member’s ID card or search for a behavioral health professional on
liveandworkwell.com.

To find a medical MAT provider in a state:

1. Go to uhcprovider.com.
2. Select “Find Dr.” in the top right corner of the home page.
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Select “Search for Care Providers in the General UnitedHealthcare Plan Directory.”
Click on “Medical Directory.”

Choose a type of plan.

Select applicable plan.

No o ks

Refine the search by typing “Medication Assisted Treatment” in the search bar.

For more SAMHSA waiver Information:
samhsa.gov

If you have questions about MAT, call Provider Services at 1-877-842-3210, enter your TIN, then say “Representative’” then
“Representative” a second time, then “Something Else” to speak to a representative.

Trauma services

Trauma services are medically necessary, covered services given at a state-licensed, designated trauma facility or a facility
designated to receive trauma cases. Trauma services must meet identified county or state trauma criteria.

We may retrospectively review trauma service claims and medical records to verify that they met the trauma criteria. We may
also confirm the trauma facility has an active trauma license.

We consider these criteria when authorizing trauma services:

* Trauma team activated.

* Trauma surgeon is the primary treating health care provider.

* Member’s clinical status meets the county’s current EMS protocols for designating a trauma member.

» Trauma services, once rendered, apply to the first 48 hours post-facility admission, unless there is documented evidence of
medical necessity indicating that trauma level services are continuing delivery.

* Trauma service status should no longer apply when, based on medical necessity, the member is stable and/or medically
appropriate for transfer out of the critical care area.

* Clinical management of a member(s) by the trauma team is not the sole criterion used to determine and authorize continued
trauma services care.

Air ambulance licensure

UnitedHealthcare may request licensure for in-network and out-of-network air ambulance and all servicing medical personnel.
To help ensure timely and proper air ambulance claim review and processing, submit this information with the claim.

You must obtain prior authorization for air ambulance service. See the Advance notification/prior authorization requirements
section for more information.
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Commercial pharmacy

For information related to commercial pharmacy benefits:

Online: uhcprovider.com/pharmacy

* View and search the PDL and a current list of participating specialty pharmacy providers that apply to the use of certain
pharmaceuticals.

* Learn about pharmaceutical management procedures for prior authorization requirements, supply limits and step
therapy protocols.

* View medications requiring notification and prior authorization.
For pharmacy notification, prior authorization or questions on utilization management procedures, call:

Phone: 1-800-711-4555

Specialty pharmacy requirements for certain medical benefit
specialty medications (commercial plans - not applicable to
UnitedHealthcare West)

The Optum specialty medication guidance program manages prior authorization process for
certain outpatient medical benefit specialty medications

Optum manages prior authorization requests for certain medical benefit injectable medications for these commercial plan
members. This includes the affiliate plans UnitedHealthcare of Mid-Atlantic, Inc., Neighborhood Health Partnership and
UnitedHealthcare of the River Valley. You will be notified when other commercial plans and lines of business migrate to this
new process.

How the process works

Click on the Specialty Pharmacy Transactions tool on your UnitedHealthcare Provider Portal dashboard. The system
will document clinical requirements during the intake process and prompt you to provide responses to the clinical criteria
questions. Attach medical records, if requested. For additional questions, call 1-888-397-8129.

Coverage of self-infused/injectable medications under the pharmacy benefit

This protocol applies to the provision and billing of self-infused/injectable medications, such as Hemophilia Factor products,
under the pharmacy benefit.

Under most UnitedHealthcare products, self-infused/injectable medications are generally excluded from coverage under

the medical benefit. A pharmacy rider can provide coverage for a self-infused/injectable medication. This exclusion from

the medical benefit does not apply to self-infused/injectable medications due to their characteristics, as determined by
UnitedHealthcare, that are typically administered or directly supervised by a qualified physician or licensed/certified health care
professional in an outpatient setting.

If medications are subject to this exclusion, participating physicians, health care professionals, home infusion providers,
hemophilia treatment centers or pharmacies fulfilling, distributing, and billing for the provision of self- infused/injectable
medications to members are required to submit claims for reimbursement under the member’s pharmacy benefit.
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Prohibition of provision of non-contracted services

* This protocol applies to the provision and billing of specific specialty pharmacy medications covered under a member’s
medical benefit.

* Specialty pharmacy or home infusion health care providers may not provide non-contracted services for a therapeutic
category, even if the specialty pharmacy or home infusion health care provider is contracted for other medical benefit
medications and services, and billing us as a non-participating or non-contracted specialty pharmacy or home infusion health
care provider.

* This protocol does not apply when a physician or other health care professional, who procures and bills us directly for
specific specialty mediations, administers specialty medications in an office setting.

Requirement of specialty pharmacy and home infusion providers to be a network provider

We have contracted with a network of specialty pharmacy and home infusion health care providers by therapeutic category to
distribute specialty medications covered under a member’s medical benefit. We selected the contracted specialty pharmacy
and home infusion health care providers by therapeutic category for network inclusion based on their distribution, contracting,
clinical capabilities, and member services. This national network provides fulfillment and distribution of the specialty
medications on a timely basis to meet the needs of our members and our network. Full program participation requirements are
identified in the contracted specialty pharmacy or home infusion health care provider’s Agreement.

Requirement to use a participating specialty pharmacy health care provider for certain
medications

This requirement applies to the specialty medications listed on uhcprovider.com/pharmacy > Specialty Pharmacy Program

- Commercial > Specialty Pharmacy - Medical Benefit Management (Provider Administered Drugs) > Administrative Guide
Medication Sourcing. The drug list identifies those drugs for which sourcing requirements apply to all outpatient health care
providers and those for which the requirements only apply to outpatient facilities.

The medications subject to our sourcing requirement are subject to change. The requirement does not apply when Medicare or
another health benefit plan is the primary payer and we are the secondary payer.

We have contracted health care providers for the distribution of these specialty medications. Our participating specialty
pharmacy health care providers give fulfillment and distribution services to meet the needs of our members and our health
care providers. Our participating specialty pharmacy health care providers provide reviews consistent with our drug policies
for these drugs. They work directly with the clinical coverage review unit to determine whether treatment is covered. Our
National Pharmacy & Therapeutics Committee (NPTC) periodically reviews and updates our drug policies for these drugs.
The committee helps ensure the policies are consistent with published clinical evidence and professional specialty society
guidance. Our participating specialty pharmacy health care providers report clinical data and related information and are
audited on an ongoing basis to support our clinical and quality improvement activities. You must acquire these specialty
medications from a participating specialty pharmacy health care provider in our specialty pharmacy network, except as
otherwise authorized by us.

Overview of submission, administration and billing processes

To fill a prescription through a contracted specialty pharmacy health care provider, submit a prescription request and
enrollment form found at uhcprovider.com/pharmacy > Specialty Pharmacy Program > Enrollment Forms directly to the
specialty pharmacy. The specialty pharmacy will advise the member of any medication cost-share responsibility and arrange for
collection of any amount due before dispensing the medication to the service location. The specialty pharmacy will dispense
these medications to you in compliance with the UnitedHealthcare Drug Policy and the member’s benefit plan and eligibility. It
will bill UnitedHealthcare for the medication. You may bill for administration of the medication. You cannot bill us or the member
for the medication itself.

For a list of the medications and participating specialty pharmacy provider(s), refer to the sourcing drug list.
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For more information about the sourcing requirement and participating specialty pharmacies, go to uhcprovider.com/pharmacy
> Specialty Pharmacy Program.

Administrative actions for acquisition of certain specialty medications from
non-participating pharmacies

We anticipate that all health care providers will be able to procure certain medications from a participating specialty
pharmacy health care provider.

We may deny, in whole or in part, any claim from the use of non-participating specialty pharmacy health care providers,
wholesalers or direct purchase from the manufacturers by you or any other health care professional without prior approval from
us. You may also be subject to other administrative actions as provided in your Agreement.

Contact your local UnitedHealthcare network management representative if you have any questions.

MA pharmacy

Pharmacy network
A member may fill prescriptions from any network pharmacy in the pharmacy directory or online at optumrx.com.

Reimbursement for prescriptions from a non-network pharmacy is available to some members in limited circumstances.

MA prescription drug formulary
We use the United States Pharmacopoeia’s drug classification system for development of the Formulary for MA.

The Pharmacy & Therapeutics Committee conducts formulary development and oversight. The committee is also responsible
for identifying safe, cost-effective and medically appropriate drug therapies that reflect community and national standards
of practice.

MA formulary tier structure
The MA Prescription Drug Formulary is a list of drugs covered as a pharmacy plan benefit for MA members.
For non-group plans, we categorize medications into 5 tiers:

e Tier 1: Preferred generic drugs

e Tier 2: Generic drugs

* Tier 3: Preferred brand-name drugs

* Tier 4: Non-preferred drugs

e Tier 5: Specialty drugs

Note: Tiers 2-4 may include higher-cost generic drugs as well.

For group plans, several formularies are available. Medications are often categorized into 4 tiers:

e Tier 1: Preferred generic drugs

e Tier 2: Preferred brand-name drugs

* Tier 3: Non-preferred drugs

e Tier 4: Specialty drugs

Note: Tiers 2 and 3 may include higher-cost generic drugs as well.

For MA Prescription Drug Formulary information, see AARPMedicarePlans.com, uhcMedicareSolutions.com, uhcprovider.
com/communityplan, or uhcprovider.com. If a drug is not on our formulary, you might be able to switch the member to a

different drug that we do cover, or you can request a formulary exception. While we are evaluating the exception, we may
provide members with a temporary supply.
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MA prescription drug benefit

UnitedHealthcare offers several prescription drug coverage plans based on the member’s county of residence and the
member’s prescription drug needs. The benefit structure follows the CMS model:

* Prescription drug deductible — Some benefit plans have a deductible the member must meet before getting access to the
prescription drug benefit. In some plans, this deductible will only apply to specific drug tiers (e.g., Tier 3, Tier 4 and Tier 5
only).

* Initial coverage limit — During this period, the member is responsible for a specific copayment or coinsurance for
prescription drugs.

* Coverage gap — While in the coverage gap, the member will pay 25% of the total cost of brand name and generic drugs in
2022. Coverage plans vary, and the member may pay a different amount.

 Catastrophic coverage level — Members who reach this level may have a significantly lower copayment/coinsurance for
prescription drugs until the end of the year. Coverage plans vary, and the member may pay a different amount

Prescriptions for a non-formulary or non-covered drug are not covered unless the member or the member’s health care provider

requests and receives an approved formulary exception through the prior authorization process.

The member pays 100% of our contracted rate with the pharmacy if this amount is less than the member’s applicable
copayment/coinsurance for the prescription. This process does not apply to excluded medications.

Refer to the exceptions process included in the following section for the coverage criteria of a non-formulary or non-covered
drug.

MA Part D members

Prior authorization requests

OptumRx® follows the coverage determination timelines as established by CMS. We must complete standard coverage
determinations within 72 hours of receipt of request or prescriber’s supporting statement for exceptions. OptumRx must
complete expedited coverage determinations within 24 hours of receipt of request or prescriber’s supporting statement
for exceptions.

OptumRx may ask for more information from the prescriber or their designee. We may also ask the member if needed and send
notification of the resulting case decision.

Different types of requests include:

* Prior authorization (PA).
* Medicare Part B vs Medicare Part D.
* Non-formulary exception (NF).
 Step therapy (ST).
* Quantity limit (QL).
» Opioid safety edits.
e Tier cost-sharing exception (TCSE).
TCSE rules vary by specific benefit plan and available alternatives. Criteria for copayment reduction TCSE are:
* The requested drug is FDA-approved for the condition being treated.
* One of the following:
- Diagnosis is supported as a use in American Hospital Formulary Service (AHFS), under the Therapeutic Uses section.

- Diagnosis is supported in the Therapeutic Uses section in DRUGDEX Evaluation with a Strength of Recommendation rating
of llb or better.

- Diagnosis is listed in the Therapeutic Uses section in DRUGDEX Evaluation and carries a Strength of Recommendation of
Il or Class Indeterminate; and Efficacy is rated as “Effective” or “Evidence Favors Efficacy.”

- History of failure, contraindication or intolerance to all applicable formulary alternatives in the lower qualifying tiers.
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Coverage limitations

For some drugs, we may require authorization before the drug can be prescribed (prior authorization), limit the quantity that can
be prescribed per prescription (quantity limits) or require that you prescribe drugs in a sequence (step therapy), trying one drug
before another drug.

We provide an exception process to allow for the chance the formulary may not accommodate the unique medical needs
of a member. To make an exception to these restrictions or limits, or to initiate a prior authorization, submit a coverage
determination request:

Online: professionals.optumrx.com/prior-authorization
Phone: 1-800-711-4555

More information about requirements is available at professionals.optumrx.com > Resources > Formulary Lists or by calling the
OptumRx Prior Authorization department at the number above.

Part B covered drugs

Drugs covered under Part B are typically administered and obtained at the health care provider’s office (e.g., certain cancer
drugs, administered by a physician in their office). Some drugs covered under Part B are dispensed by outpatient pharmacies
(e.g., certain oral cancer drugs, insulin when administered by a pump, immunosuppressants for Medicare-covered transplants,
and diabetic test supplies).

MA diabetes monitoring supplies

Some plans have a Preferred Diabetic Supply program for members who have diabetes (insulin and non-insulin users). Covered
services include supplies to monitor blood glucose (blood glucose monitor, blood glucose test strips, lancet devices and
lancets) and glucose control solutions for checking the accuracy of test strips and monitors.

UnitedHealthcare only covers the following brands of blood glucose monitors and test strips:

Blood glucose monitors: OneTouch Verio Flex®, OneTouch Verio Reflect®, OneTouch® Verio, OneTouch®Ultra 2, Accu-Chek®
Guide Me and Accu-Chek® Guide. Test strips: OneTouch Verio®, OneTouch Ulira®, Accu-Chek® Guide, Accu-Chek® Aviva Plus
and Accu-Chek® SmartView.

Other brands are not covered.

The Preferred Diabetic Supply program is a Part B covered benéefit. It is also available through OptumRx as well as through
some of our DME providers.

Drugs covered under Part B or Part D

Some drugs can fall under either Part B or Part D. We base our coverage determination on if the drug is Part B or Part D on
several factors, such as diagnosis, route of administration and method of administration. For a list of medications in each
category, refer to the CMS website at cms.gov > Medicare > Prescription Drug Coverage - General Information > Downloads
and select the appropriate document. You may also call 1-800-711-4555.

Long-term care facility (includes mental health facilities) pharmacies

We provide convenient access to network long-term care (LTC) pharmacies for all members residing in LTC and mental health
facilities. For a list of network pharmacies covering long-term care facilities, refer to the provider directory on uhcprovider.com/
findprovider.

Home infusion

Our plan will cover home infusion therapy drugs for home infusion services provided by a home infusion therapy network
pharmacy. However, Medicare Part D does not cover the supplies and equipment needed for administration. For information on
home infusion therapy, call our Pharmacy department at 1-877-306-4036.
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Vaccines

Part D covers most vaccines and the associated administration fees. Our plan provides coverage of a number of vaccines.
Some vaccines are medical benefits (Part B medications) and others are Part D drugs.

Part D covers most preventive vaccines; Part B covers flu, pneumococcal, hepatitis B (for intermediate or high-risk individuals),
and some other vaccines (e.g., rabies) for intermediate or high-risk individuals when directly related to the treatment of an injury
or direct exposure to a disease or condition.

The rules for coverage of vaccinations are complex and dependent on a number of factors. If you are unsure of the member’s
benefit coverage for vaccines, call 1-877-842-3210.

For a current list of vaccines and how they are covered, visit professionals.optumrx.com > Resources > Formulary.

Injectable medications

We may require prior authorization for injectable medications administered in your office or self-administered medications from
a specialty pharmacy supplier. Refer to the Drug Utilization Review Program section for more information.

Request these authorizations 1-2 weeks in advance of the service date to allow for eligibility, coverage review and shipping.

Call 1-800-711-4555 for details on the rules governing injectable medications or to submit a prior authorization request for
injectable medications obtained by the pharmacy. For medications provided and administered in the office (i.e., buy and bill),
call 1-877-842-3210.

Drug utilization review program

We conduct drug utilization reviews to help ensure members are getting safe and appropriate care. These reviews are
especially important for members who have more than one doctor prescribing their medications.

We review member drug utilization each time members fill a prescription and by regularly reviewing our records.
We look for medication problems such as:

* Possible medication errors.

* Duplicate drugs unnecessary because the member is taking another drug to treat the same medical condition.
* Drugs inappropriate because of age.

* Possible harmful interactions between drugs.

e Drug allergies.

* Drug dosage errors.

If we identify any problems, we share our findings with you and discuss other alternatives. You may receive calls or faxes from
our pharmacy department following up on findings. If you have questions, contact the pharmacy department.

Drug management program (DMP)

We have a program that can help ensure members safely use their prescription opioid medications and other medications that
are frequently abused. If members use opioid medications from several doctors or pharmacies, we may talk to you to make
sure opioid medications are appropriate and medically necessary. Working with you, if we decide the use of prescription opioid
medications is not safe, we may limit how the member can get those medications. The limitations may include:

* Requiring the member to get all prescriptions for opioid medications from certain pharmacies.

* Requiring the member to get all prescriptions for opioid medications from certain doctors.

e Limiting the amount of opioid medications we will cover for the member.

The DMP may not apply to members who have certain medical conditions, such as cancer. It may not apply to members
receiving hospice, palliative, or end-of-life care, or who live in a long-term care facility.

If you have questions about the program, contact Optum Case Management at 1-855-218-3456.
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Electronic prescribing of controlled substances

To help address the misuse and abuse of opioids and other controlled substances, OptumRx home delivery pharmacy requires
electronic prescribing for controlled substances. Several resources are available at professionals.optumrx.com/epcs to help
you get started.

This only affects OptumRx home delivery services. If e-prescribing is not an option, members still have access to the retail
pharmacy network.

Exceptions process

We delegate prior authorization services to OptumRx. OptumRx staff adhere to CMS requirements, NPTC practice guidelines
and other professionally recognized standards.

We offer a formulary exception process to allow for cases where the formulary or its restrictions may not accommodate the
unique medical needs of members. To request an exception, submit a prior authorization request as described in the following
paragraphs. If you request an exception, you must also submit a supporting statement explaining why you are requesting an
exception.

Generally, we will only approve your request for an exception if alternative drugs included on our formulary list, a lower-tiered
drug or additional utilization restrictions would not be as effective in treating the member’s condition or would cause the
member to have adverse medical effects.

New members taking drugs not on our formulary list, or for which there are restrictions, should talk with you to decide if they
should switch to another appropriate drug we do cover, or if you should request an exception.

You can request an authorization or exception by:

* Online: professionals.optumrx.com/prior-authorization

This online service enables health care professionals to submit a real-time prior authorization request 24 hours a day, 7 days a
week. After logging on at optumrx.com with a unique NPI number and password, a physician or health care professional can
submit patient details securely online, enter a diagnosis and medical justification for the requested medication, and, in many
cases, receive authorization instantly.

¢ Phone: 1-800-711-4555

Generic substitution

Our network pharmacies may recommend or give members the generic version of a drug unless you tell us otherwise. Brand
name drugs may require our approval if the generic equivalent is covered.

Therapeutic interchange

The pharmacy may contact you by phone, letter or fax to request a member be switched to a preferred alternative drug.

Medication therapy management

The Medication Therapy Management (MTM) program is a free service we offer to members. We conduct reviews on
members who:

¢ Have multiple chronic conditions.

 Are taking multiple Part D drugs.

* Incur an annual cost of at least $4,696 for all covered Part D drugs.

* Are locked into a specific pharmacy or health care provider in the Drug Management Program.

We use the MTM program to help ensure our members are using appropriate drugs to treat their medical conditions

and to identify possible medication errors. We attempt to educate members of drugs currently on the market, making
recommendations for lower-cost or generic drugs where applicable. In addition, provide members in the MTM program with
information on the safe disposal of unused medications, including controlled substances.
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We may relay this information to you as well with the option to change drug therapies, as appropriate. You may receive calls or
faxes from our pharmacy department following up on any interventions discussed with your patient.

Transition policy

Our transition policy allows for a 1-month coverage for members who have an immediate need for a drug not on our formulary,
subject to restriction or no longer covered. You should switch the member to a different drug or request a formulary exception.
We may provide the member with a temporary transition supply while you pursue an exception. The drug must be a Part D drug
purchased at a network pharmacy.

The following table summarizes the rules for receiving a transition supply of a drug. Members should read their plan’s evidence
of coverage (EOC) for details.

Transition eligible situations Temporary transition supply amount

New members: During the first 90 days of membership in the plan. At least a 1-month supply, as

Continuing members: During the first 90 days of the calendar year if the drug described in member's EOC.

encountered a negative formulary change

For members who have been in the plan for more than 90 days and reside in a LTC At least a 31-day supply, as described

facility and need a supply right away in the member’s EOC.
Members who have unplanned transitions such as hospital discharges (including At least a 1-month supply, as
psychiatric hospitals) or level of care changes (i.e., changing long-term care described in member’s EOC.

facilities, exiting and entering a long-term care facility, ending Part A coverage
within a skilled nursing facility or ending hospice coverage and reverting to
Medicare coverage) at any time during the plan year

To request a formulary exception, you may use the online tool at professionals.optumrx.com or call our Pharmacy Department
at 1-800-711-4555.

'JJ 2022 UnitedHealthcare Care Provider Administrative Guide 98


https://professionals.optumrx.com

Chapter 9: Specific protocols

Non-emergent ambulance ground transportation

Non-emergent ambulance transportation is appropriate if it is documented that the member’s condition is such that other
means of transportation could endanger the member’s health, and ambulance transportation is medically required.

There is no referral required for in-network health care providers.

Interoperability protocol

To help encourage the exchange of real-time health information, you are required to communicate with us electronically through
the use of near real-time data exchange services, based on Health Level Seven (HL7) standards inside your Electronic Health
Record (EHR) workflow. This includes services, such as:

e Eligibility inquiries: HL7 Fast Healthcare Interoperability Resources (FHIR).

* Patient care opportunities.

* Admission, discharge and transfer (ADT) notifications: HL7 ADT.

* High-performing provider referral with cost estimation.

* |dentification of preferred labs and/or diagnostic radiology locations.

* Prior authorization for medical and pharmacy services.

As a result of this protocol, we are expanding our medical records standards and requirements. If asked, you’ll work with us to
develop a clinical data exchange and integration plan within 60 days of outreach to provide us with remote access to your EHR
for UnitedHealthcare members. This clinical data exchange and integration plan will support near real-time data exchanges with
UnitedHealthcare in an automated fashion. To support this initiative, we’ll work with you to establish EHR access to decrease
administrative burden for programs that aren’t currently supported by interoperability standards. These capabilities are in
addition to the medical records requirements in your Participation Agreement. If we can’t access the medical records in your

EHR system, or the information contained in your EHR system is unclear or insufficient, you’ll need to submit paper copies of
medical records for UnitedHealthcare members upon request.

For more information, go to uhcprovider.com > Policies and Protocols > Under Additional Resources, choose Protocols >
Provider Interoperablity Protocol.

Laboratory services protocol

Clinical information submission

To comply with state and federal data collection and reporting requirements, we require clinical data from you. It helps us
measure quality of care for our members. It helps us collaborate with you to address gaps in care. You must submit all clinical
data including laboratory test results. Give us this data within 30 calendar days from the date of service or within the time
specified by law.

When giving us clinical data, you must follow state and federal laws, and obtain prior consent to give us the clinical data when
state or federal law requires it. We need to provide the source of the data to satisfy National Committee for Quality Assurance
(NCQA) audits or other compliance requirements. You must confirm that the information given to us is accurate and complete.

We verify that security measures, protocols and practices are compliant with:

* HIPAA regulations.
* UnitedHealthcare data usage, governance and security policies.
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We use the clinical data to:

* Perform treatment.

* Payment.

* Follow state and federal law.

* Health care operations, as defined in HIPAA.
Health care operations may include:

1. Compliance with state and federal data collection and reporting requirements, such as:
- Healthcare Effectiveness Data and Information Set (HEDIS).
- Consumer Assessment of Healthcare Providers and Systems (CAHPS).
- Health Outcomes Survey (HOS).
- NCQA accreditation.
- Centers for Medicare and Medicaid Services (CMS) or Star Ratings.
- CMS Hierarchical Condition Category Risk Adjustment System.

2. Care coordination and other care management and quality improvement programs such as:
- Physician performance.
- Pharmaceutical safety.

- Member health risks using predictive modeling and the subsequent development of disease management programs
used by UnitedHealthcare.

— Other member and health care provider health awareness programs.

3. Quality assessment and benchmarking data sets.
We will work with you to help ensure all clinical data values are being transmitted effectively. This allows for lawful identification
and use of the clinical data.

We define the HIPAA minimum necessary data requirements defined in specific documents related to the method of clinical
data acquisition. The companion guides that contain these requirements are on uhcprovider.com/edi.

Self-referral and anti-kickback

This protocol applies to all participating physicians and health care professionals. It also applies to all laboratory services,
clinical and anatomic, ordered by physicians and health care professionals.

We do not allow our health care providers to earn money from referring members to a lab. This includes profits from:

* Investments in an entity where the referring health care provider generates business.
* Profits from collection, processing and/or transporting of specimens.
* Cost reductions such as:
- Free Wi-Fi.
- Free urine cups.
If you do not follow this rule, we may:
* Decrease your fee schedule.
* Terminate your network participation.
* Prosecute.

Structured exchange of clinical data

Our protocols require electronic submission of lab results within 30 days of a lab test. This supports HEDIS closure rates and
significantly reduces the burden of manual chart requests for our health care providers.

Health care providers are required to submit an expanded set of clinical data following a physician visit, as well as a discharge
summary within 7 days of an inpatient discharge. Failure to comply with this clinical data exchange may result in penalties to
your practice.
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When you share this data with us electronically, we can:

* Promote timely engagement between you and our members.
* Reduce the administrative burden of manual information sharing.
* Drive quality outcomes for you and our members by closing gaps and improving coordination of care.

To begin sharing the required information, visit uhcprovider.com/ediconnect to find the best solution for your practice. Health
care providers have different data transfer capabilities, and we will work with you to find the best method of data transmission.

Nursing home and assisted living plans

UnitedHealthcare nursing home plans and assisted living plans are Medicare Advantage Institutional Special Needs Plans.
These protocols are only applicable to PCPs, nurse practitioners (NP), and physician assistants (PA) who participate in the
network for the nursing home plan and/or the assisted living plan care team, which includes both an onsite advance practice
clinician (ARNP/PA) and a registered nurse (RN) who cooperate with and are bound by these additional protocols.

If these protocols conflict with other protocols in connection with any matter pertaining to UnitedHealthcare Nursing Home Plan
or Assisted Living Plan members, these protocols apply, unless statutes and regulations dictate otherwise.

Nursing home plan PCP protocols
As the PCP, you cooperate with and are bound by these additional protocols:

1. Attend PCP orientation session and annual PCP meetings.

2. Conduct face-to-face initial and ongoing assessments of the medical needs of our members, including those mandated by
regulatory requirements.

3. Deliver health care to our members at their residence with the primary care team.

4. Participate in family care conferences with responsible parties, family and/or legal guardian to discuss the member’s
condition, care needs, overall plan of care and goals of care, including advance care planning.

5. Collaborate with other members of the primary care team designated by us and other treating professionals to provide and
arrange for the provision of covered services to our nursing home plan members. This includes making joint visits with
other primary care team members and participating in formal and informal conferences with primary care team members
and/or other treating professionals following a scheduled member reassessment, significant change in plan of care and/or
condition.

6. Collaborate with us when a change in the primary care team is necessary.
7. Give us at least 45 calendar days prior notice when stopping services at a facility where our members live.

8. When admitting our member to a hospital, immediately notify the PCP and UnitedHealthcare nursing home plan or payer of
the admission and reasons for the admission.

Nursing home plan and assisted living plan protocols for other provider types

The nursing home plan NP, PA and/or assisted living plan care team member (i.e., RN or ARNP/PA), must follow these
additional protocols:

1. Attend training and orientation meetings as scheduled by the plan.

2. Deliver health care to our members at their place of residence in collaboration with a PCP.

3. Communicate with the member’s responsible parties, family and/or legal guardian on a regular basis. Participate in
conferences with responsible parties to discuss the member’s condition, care needs, overall plan of care and goals of care.

4. Collaborate with other members of the primary care team and other health care providers to provide and arrange for the
provision of covered services for our members. This includes:

- Making joint visits with others on the primary care team to our members.

- Participating in conferences with primary care team members and/or other treating professionals following a scheduled
member reassessment, significant change in plan of care and/or condition.
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5. Collaborate and communicate with the Director of Clinical Operations to coordinate all inpatient, outpatient and facility care
for our members. Forward copies of the required documentation to our office. Work with the director to develop a network
of health care providers who are aware of the special needs of the frail elderly.

6. Conduct a complete initial assessment for all of our nursing home plan members within 30 calendar days of enrollment (90
days for assisted living plan members), that includes:

* History and physical examination, including mini-mental status and functional assessment.
* Review previous medical records.

* Prepare problem list.

* Review medications and treatments.

* Review lab and X-ray results.

* Review current therapies (e.g., physical therapy, occupational therapy and speech therapy).
* Update treatment plan.

* Review advance directive documentation including Do Not Resuscitate: Do Not Intervene (DNR/DNI) and use of other
life-sustaining techniques.

» Contact the family/responsible party within 30 calendar days of enroliment to:
- Schedule a meeting at the facility, if possible.
- Obtain further history.
- Agree on type and frequency of future contacts.
- Discuss advance directives.
* Perform clinical and quality initiative documentation as directed.

7. Provide care management services to coordinate all the covered services outlined in our member’s benefit plan.
Examples include:

 All medically necessary and appropriate facility services.

e Qutpatient procedures and consultations.

¢ Inpatient care management.

* Podiatry, audiology, vision care and mental health care provided in the facility:

- When a member is admitted, notify the PCP and UnitedHealthcare or payer immediately if it is for an emergency or
observation.

- If contact information is not available, call the local office or coordinate communication through the nursing facility
clinical staff.

8. Give us at least 45 calendar days’ notice when discontinuing services at any facility where our members live.

Social determinants of health protocol

We strongly encourage you to document social determinants of health (SDoH) using ICD-10 diagnostic code(s) (or successor
diagnostic codes) in the member’s medical record. Unless prohibited by federal or state law, this protocol applies to all
UnitedHealthcare members, including Medicare Advantage and individual and group market plans.

As a result of this protocol, we strongly encourage you to routinely screen, document and submit the corresponding ICD-10
code(s). Although the list of ICD-10 codes is not comprehensive of all social determinants, it is a step we can take together in
improving the lives of our members. We encourage you to remain current on the utilization of these SDoH ICD-10 codes, as they
may be updated.

For more information, go to uhcprovider.com > Policies and Protocols > Under Additional Resources choose Protocols > Social
Determinants of Health ICD-10 Coding Protocol.
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Telehealth services protocol

UnitedHealthcare will consider reimbursement for telehealth services performed while the member was at home or another
originating site under certain commercial and MA benefit plans.

To be eligible for payment, you must meet the following telehealth service requirements:

* Comply with the American Medical Association (AMA) and Federation of State Medical Board guidelines, which require
all telemedicine visits use live interactive audio and video and visual transmission of a physician-patient encounter. For
UnitedHealthcare individual and fully-insured group market plans, some state-specific variations may apply.

* Use a secure technology platform that meets federal and state requirements for security and confidentiality of electronic
member information.

* Comply with all applicable federal and state laws concerning the security and confidentiality of member information, including
HIPAA and its governing regulations.

* Maintain member records related to telehealth services in a secure medium that meets federal and state requirements for

encryption and security of electronic member information. Additionally, records should include the application/service used
to conduct the telehealth visit.

 Offer telehealth services in a clean, private space and not in vehicles or public spaces.
¢ Code the telehealth services in accordance with applicable reimbursement policies.
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For information on submitting claims using Electronic Data Interchange (EDI), go to uhcprovider.com/edi837.

You can learn more about the many tools available to help you prepare, submit and manage
- your UnitedHealthcare claims on uhcprovider.com/claims. These include Claim Estimator
—— with bundling logic, training tools and resources such as frequently asked questions
(FAQs), quick references, step-by-step instructions and tutorials.

Prompt claims processing

We know you want prompt payment. We work hard to process your claims timely and accurately. This is what you can do to
help us:

1. Submit the claim to the correct payer by reviewing the member’s eligibility as outlined in Verifying eligibility, benefits and
your network participation status.

Note: When we give you eligibility and benefit information, we are not guaranteeing payment or coverage in any specific
amount. Actual reimbursement depends on many factors, such as compliance with administrative protocols, date(s) of
services rendered, and benefit plan terms and conditions. For Medicare Advantage (MA) benefit plans, reimbursement
also depends on CMS guidance and claims processing requirements.

2. Follow the instructions in the How to submit advance notification/prior authorization, admission notification, discharge
notification section.

3. Prepare complete and accurate claims (see Claims and Encounter Data Submissions section or use our reference guides
found on uhcprovider.com/claims).

4. Submit claims electronically with EDI for fast delivery and confirmation of receipt.

a. Electronic submissions are preferred for sending claims to UnitedHealthcare. View our Claims Payer List to determine
the correct Payer ID to use.

b. Our contracts generally require you to conduct business with us electronically. They contain specific requirements
for electronic claim submission. Review your Agreement and follow the requirements. While some claims may require
supporting information for initial review, we have reduced the need for paper attachments. We request additional
information when needed.

c. For helpful resources and tips on submitting claims electronically, visit uhcprovider.com/edi.

d. Check the status of a claim using EDI 276/277 Claim Status Inquiry and Response transactions. Contact your vendor
or clearinghouse if these transactions are not available or activated in your system.

e. Learn how to elevate your productivity and savings using EDI at uhcprovider.com/optimizeedi.
f. If you need assistance using EDI, visit our EDI Contacts page.

g. For EDI connectivity options, go to uhcprovider.com/ediconnect to learn more. You can use Claim Submission in the
UnitedHealthcare Provider Portal to submit claims online. View uhcprovider.com/claims for more information.

HIPAA claim edits and Smart Edits

When claims are submitted using EDI, HIPAA edits are applied by the clearinghouse to help ensure claims contain specific
information. Any claims not meeting requirements are rejected and returned back to the health care provider to make
corrections and resubmit electronically.

Smart Edits are an EDI capability that auto-detects claims with potential errors. Smart Edits may also be applied to help reduce
claim denials and improve the claim processing time. You have 5 calendar days to correct claims flagged or identified by Smart
Edits before they are automatically processed.

For more information on HIPAA claim edits, go to uhcprovider.com/claimedits. For more information on Smart Edits, go to
uhcprovider.com/smartedits.
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Optum Pay™

Optum Pay offers electronic funds transfer (ACH)/direct deposit and electronic remittance advice (ERA) services. Optum Pay
is the preferred method of receiving ACH/direct deposit payments from us. Printable and downloadable provider remittance
advice (PRA) documents related to those ACH/direct deposit payments are also accessible in the Optum Pay portal.

Optum Pay delivers electronic payments and provides online remittance advice and 835 files to health care providers, hospitals
or facilities.

If you use a billing service company, Optum Pay created a new portal just for third-party billing service companies. The billing
service first needs to enroll for access to Optum Pay.

After your billing service enrolls, it can setup users on its Optum Pay account and then associate its Optum Pay account with
your practice. This enables the service to access the claim payment information needed to post and close claims.

You may choose to receive electronic payments by direct deposit/ACH into your organization’s bank account. The ACH

initial set-up, or a change in banking information will take approximately 10 business days for processing and bank account
validation. If ACH/direct deposit is not chosen, a virtual card payment (VCP) will be issued. This method does not require bank
account information, as you would process your payments using your credit card point of sale terminal. Your current credit card
processing fees apply. You can confirm those rates with merchant processor directly.

In certain unique situations or where required by applicable law, you may be entitled to request payment by paper check. For
a list of health care providers who may qualify for an exemption, and how to request one, go to uhcprovider.com/claims >
Electronic Payment Solutions > EPS Frequently Asked Questions.

Optum Pay posting and balancing with direct deposit

We will not mail PRAs once you enroll in Optum Pay and consent to electronic delivery of your remittance and PRA documents.
However, there are a few options for you to access them electronically:
1.  With the basic level of Optum Pay, you can access the last 13 months of your PRAs in PDF format on Optum Pay.

2. You can also access the last 24 months of most UnitedHealthcare commercial, Medicare and Medicaid PRAs from the
Document Library at no cost.

3. PRAs from UnitedHealthcare-affiliated networks are generally available at no cost on their portals, such as OxfordHealth
and UMR.

4. If you are using the premium level of Optum Pay, you can access the last 36 months of your PRAs on Optum Pay.
To sign up, visit uhcprovider.com/payment.

Virtual card payments

Process VCPs using the same method that your organization uses to process credit card payments. Your current credit card
processing fees apply. You can confirm those rates with the merchant processor directly. If your practice does not want to
receive VCPs, the alternative process is to register for ACH/direct deposit as described above. Note: The VCP process does not
require that you share your banking information.

Posting and balancing with VCP

1. Asingle use VCP will be issued and provided with each payment you receive.

2. |If you are receiving paper correspondences, you will receive a paper remittance and paper virtual card statement in the
mail.

3. If you receive your correspondences electronically, your remittance and virtual card statement will be available online within
Document Library.

4. Process your payment the same way you process a “card not present” transaction from a member. Enter:
- The exact amount of the payment.
- The 16-digit account number found on your virtual card statement.

'JJ 2022 UnitedHealthcare Care Provider Administrative Guide 105


https://myservices.optumhealthpaymentservices.com/chooseEnrollmentType.do?EXTRA3=y&EntryType=Reset
https://www.uhcprovider.com/content/dam/provider/docs/public/claims/electronic-payment-solutions/EPS-Frequently-Asked-Questions.pdf?cid=pdf-other-2022uhcprovideradminguide-jan22

http://UHCprovider.com/payment?cid=pdf-other-2022uhcprovideradminguide-jan22


Chapter 10: Our claims process

- The expiration date.
- The card validation code (CVC).
- The payer’s zip code if prompted by your point of sale terminal.

All the information you’ll need to process your VCP can be found on the virtual card statement.

Credit card processing fees may apply to virtual cards. Contact your merchant processor or financial institution for information

on specific costs.

Unspent funds for VCPs are subject to state unclaimed property laws. OptumHealth Financial Services, a UnitedHealthcare-
affiliated company, provides payment services to the health care industry and offers various claim payment options.
UnitedHealthcare-affiliated companies may receive transaction fees or other compensation related to some payment options.

Enroll and learn more about Optum Pay

To enroll with Optum Pay to receive direct deposit payments,
visit optum.com/enroll. To complete the enroliment, upload an

image of a voided check and an image of your organization’s
Internal Revenue Service (IRS) Form W-9, Request for Taxpayer
Identification Number (TIN) and Certification.

If you have questions about Optum Pay or direct deposit, call us
at 1-877-620-6194 to speak with an Optum Pay representative.

Claims and encounter data
submissions

You must submit a claim and/or encounter for your services,
regardless of whether you have already collected the
copayment, deductible or coinsurance from the member. If you
have questions about submitting claims to us, call us at the
phone number listed on the member’s ID card.

It is important to accurately code the claim because a
member’s level of coverage under their benefit plan may vary
for different services. To help correctly code your claims, use
Claim Estimator in the UnitedHealthcare Provider Portal. It
includes a feature called Professional Claim Bundling Logic.
This helps you determine allowable bundling logic and other
commercial claims processing edits for a variety of procedure
codes. This is not available for all products.

Pricing and payment calculations for professional commercial
claims are available under the Pre-Determination of Benefits
option. Allow 45 calendar days for us to process your claim,
unless your Agreement says otherwise. Check claims in the
UnitedHealthcare Provider Portal before sending second
submissions or tracers. If you do need to submit a second
submission or a tracer, submit the claim electronically no
sooner than 45 days after original submission.

Complete claims by including the information listed under
the Requirements for complete claims and encounter data

Simplify your administrative workflow with

Claims in the
UnitedHealthcare
Provider Portal

Get the most up-to-date claims status and
payment information, and submit your claim
reconsideration and appeal requests.

B E

View claims information Access letters, remittance
for multiple advice documents and
UnitedHealthcare® plans reimbursement policies
Submit additional Flag claims for
information requested future viewing

on pended claims

Submit claim Receive instant
reconsideration and printable confirmation
appeal requests for your submissions

Learn more:

For more information—including quick reference guides
and videos—go to uhcprovider.com > Menu > Resource
Library > UnitedHealthcare Provider Portal.

UnitedHealthcare Web Support
providertechsupport@uhc.com
1-866-842-3278, Option 1, Monday - Friday, 7 a.m.-9 p.m. CT

submission section. We prefer to receive claims electronically,
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Chapter 10: Our claims process

but we do accept claims submitted on paper. Send the completed and appropriate forms to the claims address listed on the
back of the member’s ID card.

If we receive a claim electronically with missing information or invalid codes, we may reject the claim, not process it or, if
applicable, not submit it to CMS for consideration in the risk adjustment calculation.

If we receive a similar claim using the paper form, we may pend it to get the correct information. We may also require additional
information for particular types of services or based on particular circumstances or state requirements.

To order CMS 1500 and CMS-1450 (also known as UB-04) forms, contact the U.S. Government