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Purpose of the
Managed Care Provider Workshop

The purpose of today’s Managed Care Provider webinar training is
to provide clarity and understanding for Mississippi Division of
Medicaid, MississippiCAN and CHIP processes for both member and
providers.

Mission Statement: The Mississippi Division of Medicaid

responsibly provides access to quality health coverage for
vulnerable Mississippians.



Agenda

Welcome & Introductions
Medicaid Overview

Prior Authorizations
(Telligen, Molina, United, Magnolia)

---REFRESHMENT BREAK 10 Mins---

Claims
(Gainwell, United, Magnolia, & Molina)

---LUNCH ON YOUR OWN ---

Provider Contracting & Enrollment
(Gainwell, Magnolia, Molina, & United)

Questions & Answer Session
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Division of Medicaid Managed Care Team

;%r g

Lucretia Causey Michelle Robinson Charlotte McNair
Deputy Director of Managed Care Managed Care - Provider Services Managed Care - Member Service Managed Care Enrollment & Eligibility

.

Ajanda Thomas Takia Robinson Nicky Odomes Katrina Merriwether
Webinar Navigator Managed Care - Document Review Gainwell Technologies- Provider Service Rep ~ Education Manager, State Health Solutions




Molina Health Provider Service Team

Robin Thomas Terri Smith

LaShundra Lewis Chris Cuthen Candice McCook



Magnolia Health Provider Service Team
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Angela Brown Anna Owens

Tarkan Weston
Senior Utilization Management Provider Network Specialist Provider Engagement Administrator Behavioral Health Unitization Management Provider Engagement Administrator

Katherine St. Paul

b

Bethany Peters Brittany Cole Kiri Parson Stacy McGrew

Provider Engagement Administrator  provider Network Support Specialist Provider Engagement Administrator Provider Engagement Administrator




UnitedHealth Provider Service Team

Rhona Waldrep Curtis Burroughs
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How Providers can Access the Provider
Workshop Resources

2024 Provider Workshops set for April, May

o 2024 Provider Workshop Presentation

*  Provider Contracting & Enrollment
*  Prior Authorizations

* C(Claims

» 2024 Provider Workshops set for April, May

Workshops to be held both in-person and as virtual webinars

Mississippi Medicaid is holding a series of provider workshops throughout April and May designed to educate providers on
issues such as contracting, prior authorizations and claims. For convenience, three of the workshops will be offered as B E . R N 1 bty AR
virtual webinars, and two will be held in-person. To learn more about the sessions and to register, open the flyer or click on @) MISSISSIPPI Medlcald Ellglblllty
the image below.
2024 MANAGED CARE
PROVIDER WORKSHOP TRAININGS

o Comparison Chart
*  MississippiCAN
e CHIP

f

o Managed Care Org Chart

o Managed Care Contact List

2024 Provider Workshop Resources O Gainwell & CCO PI‘OVideI' RepS

1. MSCAN Org Chart Vendors
2. Eligibility Resource Document

https://medicaid.ms.gov/2024-provider-workshops-set-for-april-ma
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https://medicaid.ms.gov/2024-provider-workshops-set-for-april-may/

Managed Care
Overview
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Provider Enrollment &

Fiscal Agent UM/QIo Advanced Imaging Credentialing NET
Gainwell Telligen, Inc. Telligen, Inc. Gainwell MTM
Technologies

Technologies

‘ Managed Care r

l CHIP

1 | |

MississippiCAN
J UnitedHealthcare | Molina
[ Community Plan ] Healthcare ]

magnolia health. MY w UnitedHealthcare

Behavioral Health Fharmacy Behavioral Health Pharmacy Behawvioral Health Pharmacy
Magnolia Health m“:nfﬂ_!—m Molina Healthcare CVS Caremark UEH - Optum Healthcare Optum Rx
——————— e — e —
Dental I Non-Emergency Transportation Dental Non-Emergency Transportation Dental Non-Emergency Transportation
Envolve Benefit MTM Molina Dental Service-Skyzen MTM Skygen MTM
— ————————————————
——————— e —
DME Vision DME Vision DME Vision
Magznclia Health Envolve Benefit Molina Healthcare March Vision UnitedHealthcare March Vision
24 /7 Nursa Advanced Imaging Nurse Advice Line Advanced Imaging } Advanced Imaging
Advice Line NLA Behavioral Health Crisis Molina Healthcare Nurse Line EviCore
Care Management Disease Management Care Man Di M Care Management Disease Management
Magnolia Health Envolve PeopleCare Molina Healtheare Molina Healthcare Optum Healtheare UnitedHealthcare
Hearing Therapy - OT, PT, Speech Hearing Therapy, OT, PT, Speech Hearing Therapy, OT, PT, Speech
Maﬁ'nnlia Health NI1A Molina Healthecare Molina UnitedHealthcare UHC
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Medicaid Fee For Service
Enrollment Statistics

Medicaid Enrollment
o Total Children - 429,164 (Medicaid and CHIP)
o Total Adults - 371,375
Total Enrollment - 800,539 (includes Medicaid and CHIP)

Medicaid Beneficiaries
o 381,494 - below age 19
o 371,375 -19 and above in age
Medicaid Beneficiaries - 752,869 (excluding CHIP)
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MississippiCAN and CHIP
Enrollment Statistics

428,250
MississippiCAN

49,537

CHIP beneficiaries

Managed Care is 58% of
Medicaid Population

As of April 2024
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Managed Care Eligibility

SSI - Supplemental Security Income 19 - 65 Mandatory
SSI - Supplemental Security Income 0-19 Optional
DCLH Disabled Child Living at Home 0-19 Optional
CPS - Foster Care Children IV-E 0-19 Optional
CPS - Foster Care Children CWS 0-19 Optional
Working Disabled 19 - 65 Mandatory
Breast and Cervical Cancer 19 - 65 Mandatory
Parent and Care Takers (TANF) 19-16 Mandatory
Pregnant Women 8-65 Mandatory
Newborns 0-1 Mandatory
Children 1-19 Mandatory
CHIP 0-19 Mandatory
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MississippiCAN Enrollment

Optional Population:

* Beneficiaries in the optional population do not have to join the MississippiCAN program. They
may choose to keep regular Medicaid.

* Beneficiaries that do not want to join, they must put a check mark by “Opt Out” on the form on
the back of their letter.

* If DOM does not receive an enrollment form in 30 days selecting a choice, a CCO will be picked
for them.

* Beneficiaries will have 90 days to pick a different CCO or to “opt out” of the program.

« After the 90 days they will be locked into the program and will not be eligible to change from
CCOs or “opt out” except during annual open enrollment.



MississippiCAN Enrollment

Mandatory Population:

e Beneficiaries in the mandatory population are required to enroll in the program.

e Beneficiaries are encouraged to check with their doctor to see which plan they accept. Then the
beneficiary’s selection is made on the back of the enrollment letter of the CCO of his/her choice.

« If DOM does not receive the enrollment form within 30 days of the member’s enrollment, a CCO
will be picked for them. Beneficiaries will have 90 days from the initial enrollment date into
MSCAN, to switch CCOs.

e After 90 days, they will be locked into the program and will not be able to change from CCOs or
“opt-out”, except during the annual open enrollment.



Open Enrollment
MississippiCAN & CHIP

MississippiCAN and CHIP Open enrollment is available to members annually from October 1 to
December 15. Members may choose 1 of 3 CCOs.

Beneficiaries can only switch once. DOM will only acknowledge the first open enrollment form
submitted.

Members can only change health plans during their initial 90-day window or during open
enrollment.

If a Medicaid beneficiary is at your office requesting to change or needing an enrollment form,
direct them to Office of Coordinated Care:

Toll Free: 1-800-421-2408
Local: 601-359-3789
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Member Recertification and
How it Effects Eligibility

Mississippi Medicaid Members are required to respond to recertification and
redetermination requests from DOM annually to ensure continued Medicaid coverage for
health services.

Mississippi Medicaid Members are required to provide updated address information, as
well as demographic, household, and income changes to the DOM.

This is to ensure that accurate information is on file, and notices are mailed to correct
member address.

If a member does not complete their recertification this will lead to the member losing
Medicaid eligibility and their managed care CCO plan.



How Can a Members Plan Change?

* [famember loses Medicaid coverage, then they will also lose MississippiCAN coverage.

o If a beneficiary has a temporary loss of eligibility of less than 60 days, then DOM will
automatically re-assign the member back to the CCO they were previously assigned to.

o If a beneficiary has a temporary loss of eligibility of more than 60 days, then DOM will not
automatically re-assign the beneficiary to the CCO they were previously assigned to.

* The beneficiary will be sent a new enrollment form to select a CCO. The beneficiary will may
or may not choose to select the CCO they were previously with.

o Each managed care member/beneficiary has 90 days to make a change from their initial
enrollment.

* Providers are required to verify member eligibility at the time of service and verify payer because
members may be terminated or retroactively enrolled.



Services covered by the Health Plan

The health plans will pay for the following:

All services currently covered by Medicaid are included but the limits may be different for some services.

= Physician Office Visits (more than what Medicaid provides)

* Durable Medical Equipment (DME)

» Vision (more than what Medicaid provides)

* Dental (limited over 21)

* Therapy Services

* Hospice Services

= Pharmacy Services

= Mental Health Services

= Qutpatient hospital services (Chemotherapy, ER visits, x-rays, etc.)

All MississippiCAN beneficiaries must always present your new health plan card and your Blue Medicaid card for
all health plan services.

§/\iEpicain



Beneficiaries Not Eligible for MississippiCAN

Not Eligible for MSCAN

Dual Eligible (Medicare/Medicaid)

Waiver Program Enrollees (ex. HCBS, TB], IL, etc.)

Institutionalized Residents (ex. Nursing Facility, ICF-MR, Correctional Facilities)

American Indians (They may choose to opt into the program)
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Pregnant Women

As of April 2023, pregnant women receive benefits twelve months postpartum.

Any child born to a Medicaid eligible mother will automatically receive benefits for one
subsequent year.

Newborns born to a Medicaid mom who is currently enrolled in MississippiCAN will
automatically be placed in the same plan as the mother.

o Deemed Newborns - Retroactively enroll newborn to the first of the month in which
Medicaid at the time of birth.

o Non-Deemed Newborns - Newborns whose mothers are not enrolled in Medicaid, may be
retroactively enrolled up to 3 months from date of application.



Public Health Emergency

Medicaid Continuous Coverage and Enrollment

Near the start of the COVID-19 pandemic, Congress enacted a federal requirement that states
continue to cover every person who became eligible for Medicaid on or after March 18, 2020, until
the federal public health emergency (PHE) ended, even if the person’s income or other circumstances
changed. This requirement became known as the continuous coverage or continuous enrollment
condition.

Medicaid members remained enrolled during the PHE, and were not terminated from coverage, even
though no longer qualified.

Medicaid members could only be disenrolled from Medicaid for the following reasons:
o Death,

o Moved Out of State, or

o Member asked to be removed from Medicaid.

May 11, 2023 - The federal government declared under the Public Health Service (PHS) Act to end
the PHE on this date, May 11, 2023.



Member Rights and Responsibilities

Member Payments
 AsofMay 1, 2023, Medicaid FFS members are not required to pay a co-pay to providers.

MississippiCAN members are also not required to pay a co-pay for covered services. DOM
encourages the member to contact their CCO for further assistance.

« If amember receives an outstanding bill for covered services, DOM encourages the member
to contact the provider to verify whether claims were filed correctly. If not, member must
contact CCO or Division of Medicaid for assistance.

 The member cannot be balance billed for any covered charges, including but not limited to,
failure to obtain a notification or prior authorization, either prospectively or retrospectively,

clinical or administrative denial of the claim or service.

Please refer to DOM Administrative Code, General Provider Information. Rule 3.8

Charges Not Beneficiary’s Responsibility states:
the Medicaid Provider agrees to accept as payment in full the amount paid by the Medicaid program for Medicaid
covered services with the exception of authorized deductibles, co-insurance, and co-payments.



Managed Care Member Services

Prior Authorizations

e Service authorization requests are submitted by providers to CCOs for approval of
services ordered for members.

* CCOs must respond to requests with an approval or denial within 3 business days, and
respond to expedited authorization requests within 1 business day.

* CCOs cannot require authorizations for emergent care. CCOs may process Retroactive
Eligibility Reviews and Retrospective Inpatient Hospital Reviews.

e (CCO prior authorization policies cannot be more stringent than DOM authorization policies.



MississippiCAN Provider Enrollment

Difference between Credentialing and Contracting

Credentialing

Credentialing is the process of review and verification of the information of a health care provider

who is interested in participating with a managed care organization.

 Review and verification includes: current professional license(s), current DEA certificates,
verification of education, post-graduate training, hospital staff privileges and levels of liability
insurance.

* Delegated Credentialing Providers include large health systems, who contract with DOM and
managed care organizations to perform credentialing for their providers. These Delegated
Credentialing Providers are audited annually by the managed care organizations.

Contracting
A managed care contract is an agreement between a healthcare professional and a managed care
organization that defines the relationship (both financially and care-wise).
* Healthcare professionals contracting include, individual practitioners, private practices, FQHCs,
RHCs, Hospitals, and individual practitioners.
* The Mississippi CCOs primarily contract with groups and facilities, and require



Medicaid Member Cards
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Name & ID Number

New Blue Medicaid ID Card New Yellow Family Planning Waiver ID Card



Identifying MississippiCAN Member Cards
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Note: Providers are required to check eligibility for each date of service. DOM encourages all beneficiaries to present their

blue Medicaid card and CCO card.
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Identifying CHIP Member Cards

( o0 GERGENCY SERVICES: Call $11 or go to the nearest emergency room or other \
[ ] MO Ll N K appropriate setting. If you are not sure whether you need to go to the emergency room,
l HEALTHCARE call your Primary Care Provider (PCP). Follow up with your PCP after all emergency room
188 E. Capitol Street, Suite 700 viits.
Member: John Doe Jackson, MS 39201 MEMBERS
Member Services: (844) 809-8438
® Member ID #: 00000999999999 Program: MHMS CHIP 24-Hour Nurse Advice Line: (844) 794-3638
. M O I I N A 24-Hour Behavioral Health Crisis Line: (844) 794-3638
For Dental, Transportation, Vision: (844) 809-8438
Egm:-rﬁ oﬁﬁrgg;ovlder (PCP) For Deaf and Hard of Hearing: TTY/TDD 711
HEALTHCARE B 2 5
PROVIDERS
Effective Date of Coverage: 10/01/2019 Medical Claims | PO BOX 22618 | Long Beach, CA. 90801
Copay: Office/ER Out of Pocket Maximum: $xxx For prior authorizations, eligibilty, ciaims or benefts call (844) §26-4335 o visit
$axIFAX the Provider Portal at provider.molinahealthcare.com.
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Note: Providers are required to check eligibility for each date of service. DOM encourages all beneficiaries to present
their blue Medicaid card and CCO card.
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DOM Spring Provider Workshops




Contact Us

4ﬁTeIIigen“’

Education Manager - Primary Point of Contact
Katrina Merriwether

Website: https://msmedicaid.telligen.com/

Mississippi Call Center & Provider Help Desk
* Email: msmedicaidum@telligen.com

» Toll-Free Phone: 855-625-7709

« Fax: 800-524-5710

Mailing Address:
/15 South Pear Orchard Rd, Suite 400
Ridgeland, MS 39157

Assistant Program Manager
AJae Devine



https://msmedicaid.telligen.com/
mailto:msmedicaidum@telligen.com

Prior Authorization and Retrospective Review Process )\r . )
Telligen

Prospective Review - Includes the review of medical necessity for the performance of services or
scheduled procedures before the service is rendered or before admission. Also referred to as prior
authorization or precertification

Concurrent Review - Includes a review of medical necessity decisions made while the patient is
currently in an acute or post-acute setfting or when an episode of care needs to continue beyond the
inifial authorization period. Also referred to as a continued stay review or continuing authorizations,
which may include Member authorizations obtained from a Coordinated Care Organization (CCO).

Retrospective Review - Reserved for medical emergent conditions or situations where the provider has
insufficient information required to submit a prospective review. Retrospective reviews shall include
review of service documentation to confirm medical emergent condition or situation along with
medical necessity

Reviews related to Retroactive Eligibility - Includes a review for a beneficiary that was not eligible for
Medicaid benefits at the time of service in which the authorization request is submitted within ninety
(?0) days of the system add date of the eligibility determination, in accordance with Administrative
Code Part 200, Rule 3.3.




Overview ‘ ‘i Tell g en’

To verify if the service being rendered requires prior authorization, please consult the MS Prior Authorization
list available at the following link: https://msmedicaid.telligen.com/

Telligen complies with the guidance listed in the Mississippi Medicaid Administrative Code.
https://medicaid.ms.gov/providers/administrative-code/

Prior authorizations for members enrolled in MississippiCAN and CHIP will continue to be handled by the
respective coordinated care organization. If we receive an authorization request for a MississippiCAN or
CHIP member, providers will receive a decision of Qutcome Not Rendered. The authorization will then
need to be submitted to the respective coordinated care organization.

Important: Prior Authorization is not a guarantee of payment for services. Payment is made in accordance
with a determination of the memiber’s eligibility, benefit limitation/exclusions, evidence of medical
necessity and other applicable standards during the claim review process.



https://msmedicaid.telligen.com/
https://medicaid.ms.gov/providers/administrative-code/

Avuthorization Processing Timelines

Telligen’

Review Processing Times for Medical Services

Review Type Time Standard (based on business days) Review Processing Times for Behavioral Health Medical Services

General Services Prospective Concurrent Retrospective

Inpatient Hospital Medical/Surgical 1 1 20 General Services Prospective Concurrent Retrospective
Outpatient Services and Surgical Inpatient Psychiatric 1 1 10
Procedures : 2 N/A 10 Hospital Outpatient Mental Health 2 2 10
Organ Transplant Services 3 3 10

Hospice Services 3 3 N/A Community Mental Health and Substance 3

Durable Medical Equipment, Appliances, Use Disorder Services * (Crisis

Medical Supplies, and Orthotics and *(Crisis Residential) Residential:1) 2 10
Prosthetics 2 N/A 10 Psychiatric Residential Treatment Facility

Vision Services 2 N/A 10 Services 3 2 10
Hearing Services 2 N/A 10 Autism Spectrum Disorder Services 3 2 10
Outpatient Physical Therapy, Opioid Treatment Program Services 3 2 10
Occupational Therapy and Speech

Therapy 2 2 10

EPSDT 2 N/A 10

Expanded Physician Services/Office Visits 2 N/A 10

Expanded Home Health Services 2 2 10

Private Duty Nursing 3 10 10

Prescribed Pediatric Extended Care 3 10 10

Physician Administered Drugs and . : :
Im:-IantabIe Drug System o , N i General Services Prospective Concurrent Retrospective
Molecular (Genetic) Testing 3 N/A 10 General Dental 7 NA 10
Continuous Glucose Monitoring Service

and Remote Patient Manitoring Services 3 N/A 10 Dentai Surgerv 7 NA 10
Diabetes Self-Management Training 3 N/A 10 Orthodontia 7 NA 10
Cardiac Rehabilitation Services 3 N/A 10

Mon-Emergency Qutpatient Advanced

Imaging Services 2 N/A 5

Innovative Programs, Services, or Items 3 N/A 10

*Turn Around Times Based on Receipt of Requested and/or Necessary Information*




Reconsiderations: 1st Level Appeal & Peer-to-Peer Review

Telligen’

Reconsideration: When a prospective, concurrent or retrospective review has an initial
determination of denied or partially denied, the provider can submit a request for a 15" Level & Utilization Managsment

T TR
] beaga |

Appeal (Reconsideration).
inow 10 T | esires Search I—
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Submitting a Reconsideration (15' Level Appeal) To submit a reconsideration for a denied LIS - 1ol Lavel Appen

review: 1. Go to the UM Panel in the member hub 2. Click on the blue ellipsis within the —
denied case to open the action menu 3. Once there, select 1t Level Appeal from the
menu. 4. Follow the system prompts to complete.

1st Level Appeal

Peer to Peer Review: If the reconsideration determination was upheld or any portion was not ADE: YOU 2006 YOU Wil 10 SO 2. 131 Lewi Appear?
approved as requested, the provider can request a Peer to Peer Review. A second
physician not involved in the initial decision reviews the reconsideration request, the original Caiont

information, and any additional information submitted. The provider will have 30 calendar
days from the date and fime of the inifial determination being rendered to submit the

request.

& Utilization Management | view Cosas | e |
Submitting a Peer to Peer: 1. Go to the UM Panel in the member hub 2. Click on the denied . : .
review 3. Click on the blue ellipsis within the denied case to open the action menu. 4. Once D ——— R
there, select Peer to Peer from the menu. 4. Follow the system prompts to complete. 5. If the e ow 0 Tres Timine | rrowenys.”  racwny san  ° Ene  Oweeme Action
provider desires to request a peer-to-peer via phone, they need to call Customer Service at 0™ asera  zsemo Lovelof oo MARBOUR.  CLOTr tirizozs Daciea
1-855-625-7709. They will need the case or member ID when they callin and the customer I o s
service rep will be able to create the task in the system. A representative will contact the Il SRR s Cora ™ Concumem [ARSOUR. mEGIONAL  oamtz024 Remse e
requesting provider with scheduling details within five business days of making the request. SR s

*Written notification will be provided of reconsideration determinations within 10 business days of receipt of the request for a standard reconsideration.*




Prior Authorization Types — Requirements and Documentation

Outpatient Physician Administered Therapy
Drugs (PAD)

Telligen’

Inpatient Medical-Surgical
* Inpatient Psychiatric
+ Crisis Residential
« PRTF

+ Emergent admissions and urgent
admissions must be authorized on
the next working day after
admission.

* Inpatient hospital stays that
exceed the DRG Long Stay
Threshold (19 days) require a
continued stay/concurrent review
for the additional inpatient days
that exceed the threshold.

DOCUMENTATION

Prospective/Concurrent

= Emergencyroom notes and/or
admission assessment

= Physician orders

Continued Stay Reviews

+ Dates of service

= Comprehensive History and

Physical Exam

Diagnoses

Diagnostic studies and results

Documentation of any consults

Medication listing including route,

dose frequency and indication

= Discharge planning and
instructions

Medical Services
Advanced Imaging
Surgical procedures

DOCUMENTATION

Results of recent
clinical evaluation
Diagnosis or clinical
condition which the
imaging eval is
being ordered
Treatment history
related to the
stated diagnosis or
clinical condition
Treatment plan
related to the
stated diagnosis or
clinical condition

Previous imaging
results related to the
stated diagnosis or
clinical

All documentation
must include 2
patient identifiers

For example — patient
name and Medicaid ID
number or patient
name and date of birth
(DOB).

DOCUMENTATION

Report all admissions for deliveries
to DOM and Telligen via the
Newborn Enrollment form.

A prior authorization is required

for maternal-infant admissions

when:

= obstetrical deliveries: vaginal
deliveries with a length of stay
of three (3) or more days
cesarean deliveries with a
length of stay of five (5) or
more days

= sick newborns with a length of
stay six (6) or more days

Obstetrical deliveries and sick
newborn stays that exceed
nineteen (19) days require a
continued stay/concurrent
review.

DOCUMENTATION

Patient Demographics

History and Physicall
Diagnostic studies and
results

Treatment plan

Any medications that have
already been tried and
documentation of why it
was ineffective, if
applicable

All documentation must be
dated and signed
(electronic signatures are
accepted).

All documentation must
include 2 patient identifiers
For example - patient name
and Medicaid ID number or
patient name and date of
birth (DOB).

Prior Authorization for outpatient therapy services is
only required for certain codes when the services
fall into one of the following categories:

1.

2.

3.

Therapy services are provided in an individual
therapist office or in a therapy clinic.

Therapy services are provided in outpatient
departments of hospitals.

Therapy services are provided in physician
offices/clinics.

Therapy services are provided in nursing
facilities.

Therapy services covered under regular benefits

and provided to beneficiaries also enrolled in
Home and Community-Based Services (HCBS)
waiver programs

ID/DD Waiver: All therapy requests would
require a PA. Exceptions: For persons over the
age of 21 who receive therapy in their home.
Therapy services should only be provided in
the beneficiary’s home when the beneficiary
is home bound or there is a medical reason
that services cannot be rendered in a
provider's office, clinic, or hospital setting
Therapy services provided to beneficiaries
covered by Medicare and Medicaid, if the
Medicare benefits have exhausted

Therapy services billed by school providers

DOCUMENTATION

Certificate of Medical Necessity

Plan of Care

Documented face-to-face encounter

Copy of the Initial or Re-evaluation

Progress notes which include treatment
modalities and progress towards goals
Discharge summairy, if applicable Each discipline
requires a separate request.

All documentation must include 2 patient
identifiers

DOCUMENTATION

Date of service

History taken on inifial visit
Chief complaint on each
visit

Test, radiographs and
results must have the
beneficiary’'s name, the
date, must be legible, and
must be maintained on file
with the beneficiary’s
dental records.

Diagnosis

Treatment, including
prescriptions

Signature or initials of
dentist after each visit
Copies of hospital and/or
emergency room records if
available

Orthodontic criteria
checklist, if applicable
Dental Scoring tool, if
applicable.

**All forms can be found on
the provider website:
https://msmedicaid.telligen.co

m/
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Prior Authorization Types — Requirements and Documentation

Telligen’

DOCUMENTATION

Signed notice of election

Signed Physician Certification/Recertification of
Terminal lliness

Clinical/medical information supporting the
terminal diagnosis

Physician orders
Current medication list
Hospice provider plan of care

Election forms and supporting
documentation must be submitted within five
(5) calendar days of a beneficiary's
admission fo hospice.

Discharge nofices should be submitted within
five (5) calendar days after the effective
date of discharge.

All forms can be found on the provider website
at: https://msmedicaid.telligen.com/

All documentation must be dated and signed
(electronic signatures are accepted).

All documentation must include 2 patient
identifiers For example — patient name and
Medicaid ID number or patient name and date
of birth (DOB).

Additional documentation requested by
Telligen that is not received timely will result in
the effective date beginning when completed,
required documentation is received.

DOCUMENTATION

A signed and dated treatment plan
Initial evaluation

Goals

3-5 Progress notes for a confinued stay
review

All progress notes for a retrospective
review

Progress notes must include
therapeutic interventions and
documented progress or lack of
progress fowards goals.

All documentation must be dated and
signed (elecftronic signatures are
accepted).

All documentation must include 2
patient identifiers

Wraparound:

Prospective/Concurrent

An initial generic treatment plan with
goals should be provided prior to
service provision.

Continued Stay Requests

The Wrapround Plan - a treatment
plan tailored specifically to the
child/youth and family.

DOCUMENTATION

Documentation of a Face-to-Face
Encounter

A copy of the completed Certificate of
Medical Necessity & Plan of care for each
item

A copy of the original signed prescription
for each item

Copies of any specialized documentation,
such as: An environmental assessment, if
needed Teaching, training or instruction
given to beneficiary/caregiver & their
response

Records of any maintenance supplies
delivered and/or used

Documentation that the beneficiary’'s need
for the DME is reviewed annually by a
Medicaid enrolled physician

*All documentation must include 2 patient
identifiers (Medicaid ID and DOB)

Other Services

DOCUMENTATION

Vision (Date of service = Medical history = Examination and/or
freatment = All diagnostic studies and results = Prescriptions must
include lens specifications such as power, size, curvature, flexibility,
and gas permeability for contact lenses = Contact lenses request must
reflect why eyeglasses are not an acceptable method of correction =
Orders for lens coating must include appropriate diagnosis and/or
narrative diagnosis)

Hearing

Molecular (Genetic) Testing (An overview of the medical condition
and medical history of any conditions caused or aggravated by the
condition ,Detailed discussion of how the results could have a direct
and significant impact on patient’s care going forward, A description
of the procedure being requested including any plan fo perform the
procedure if it requires a staged process, Clinical documentation to
support the medical necessity of service(s), Appropriate diagnosis
code for service(s) requested, Detailed discussion of genetic
counseling provided to the patient/family, Proof of completion of
conventional diagnostic studies, Has there been prior genetic testing,
Did the patient give informed consent)

Continuous Glucose Monitoring Service and Remote Patient
Monitoring Services

Diabetes Self-Management Training
Cardiac Rehabilitation Services
Innovative programs, Services, or ltems
EPSDT

Expanded Physician Services/Office Visits
Expanded Home Health Services

Private Duty Nursing

Prescribed Pediatric Extended Care
Organ Transplant
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Prior Authorizations Referrals

Prior Authorization is a request for prospective review. It is designed to:

* Assist in benefit determination

» Prevent unanticipated denials of coverage

» Create a collaborative approach to determining the appropriate level of care for Members receiving services
 |dentify Case Management and Disease Management opportunities

* Improve coordination of care

Referrals

+ Made when medically necessary services are beyond the scope of the PCP’s practice.
* Most referrals to in-network specialists do not require an authorization from Molina. Information is to be

exchanged between the PCP and Specialist to coordinate care of the patient.




Prior Authorizations Submissions

Prior Authorization is required for non-covered codes, all elective service/procedure performed in the inpatient setting,
some outpatient surgery and identified procedures, elective inpatient admissions to Acute Hospitals, Skilled Nursing
Facilities (SNF), or Rehabilitation Facilities, hospice, some durable medical equipment, miscellaneous codes, and
Out-of-Network Professional Services.

Molina requires notification of all emergent inpatient admissions within twenty-four (24) hours of admission or by the
close of the next business day when emergent admissions occur on weekends or holidays.

* For emergency admissions, notification of the admission shall occur once the patient has been stabilized

in the emergency department.

* Notification of admission is required to verify eligibility, authorize care, including level of care (LOC), and

initiate inpatient review and discharge planning.

« Emergent inpatient admission services performed without meeting notification and Medical Necessity
requirements or failure to include all of the needed documentation to support the need for an inpatient

admission will result in a denial of authorization for the inpatient admission.

Requests for services listed on the Molina Healthcare Prior Authorization Online Look-Up Tool and Prior

Oi.‘ MOLINA® Authorization Guide are evaluated by licensed nurses and clinicians that have the authority to approve services.
BEE HEATTHCARE



Request 2 Web Portal

https://www.availity.com/molinahealthcare

S u b m iss i O ns - Note: Molina’s preferred method for Prior Authorization submission.
for MSCAN | © Phone: (844)826-4335

Note: For telephonically submitted requests, it may be necessary to submit

additional documentation before the authorization can be processed.

& CHIP

= Fax

Prior Authorization requests may be faxed to the Healthcare Services Department

using the Molina Healthcare Service Request Form which is available on our website
at: MolinaHealthcare.com

Prior Authorizations: Behavioral Health Authorizations:
Phone: 1 (844) 826-4335 Phone: 1 (844) 826-4335

Inpatient Requests Fax: 1 (844) 207-1622 Inpatient Requests Fax: 1 (844) 207-1622
All Non-Inpatient Fax: 1 (844) 207-1620 All Non-Inpatient Fax: 1 (844) 206-4006

Note: Please indicate on the fax if request is non-urgent or expedited/urgent. Please see the MHMS Provider Manual for
definition of expedited/urgent.

@ I\ Qil: 1020 Highland Colony Parkway
—— Suite 602

Ridgeland, MS 39157




Prior Authorization Review
MSCAN & CHIP

Guide
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For Access Visit:

https://www.molinamarketplace.com/marketplace/ms/en-

us/Providers/~/media/Molina/PublicWebsite/PDF/providers/ms/Marketplace/prior authorization request form mp.pdf

MOLINA

HEALTHCARE



https://www.molinahealthcare.com/providers/ms/medicaid/forms/%7E/media/Molina/PublicWebsite/PDF/Providers/ms/medicaid/CHIP-Prior-Authorization-Form_190910_3.pdf
https://www.molinahealthcare.com/providers/ms/medicaid/forms/%7E/media/Molina/PublicWebsite/PDF/Providers/ms/medicaid/CHIP-Prior-Authorization-Form_190910_3.pdf

MOLINA

HEALTHCARE

PA Look Up Tool

Our Prior Authorization Look Up Tool allows providers to search specific
CPT codes to determine if prior authorization is required.

mﬁwh"ﬁ“““h’ Mississippi »  English v TypeSizer 4

'I.l.l MOLINA e =

HEALTHCARE Sitemap Register

Doctor or

Become a Member Members Brokers About Molina

Welcome health care
professionals!

Select a line of business below for more information.

Molina's Utilization Management Depariment will allow retro-review authorization services rendered by providers during emergency operations that are impacted
by a disaster area, as declared by the Governor of the State of Mississippi due to Huricane Ida

Please contact your Provider Services Representative if you have questions and/or need assistance.

Please note: When submitting a prior authorization for a service performed during disaster operations, please include the words RETRO and DISASTER AREA
on the Prior Authorization request to help expedite the review of the case. Please contact the Molina Utilization Depariment for any questions when submitting a
retro Prior Authorization Form for a service provided during emergency operations,

Alert! - covID-19

= NEWS

The COVID-19 pandemic is rapidly evolving. Molina would like to share resources and updates with our provider pariners. Leam
More.



PA Look Up Tool

Need a Prior Authorization?

Code LookUp Tool

Medicaid Professionals CHIP Professionals

Find forms and resources for Medicaid Find forms and resources for CHIP

. providers. providers.
[ Learn More. Learn More.
&
Marketplace Professionals Join Our Network

Find forms and resources for
Marketplace providers

Find out how to join our Provider Network.

Learn More

Need a Prior Authorization?

Code LookUp Tool

* Medicaid & Marketplace 844-312-6371

Healthcare Administered Drug Requests faxed to:

State Health Plan Benefit LOB
Mississippi v | Molina Healthcare of Mississi v | Medicaid v

CPT / HCPCS Code

Prior Authorization Status: Required

Code Description Notes
MRI BREAST WITHOUT and WITH CONTRAST W/CAD For advanced imaging authorization requests - you may submit a request by faxate
BILATERAL

To check the status of a request please use the Provider Portal for quick access.

L X
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Post-Service Review

Post-Service Review applies when a Provider fails to seek authorization from Molina for services that require authorization.

» Failure to obtain authorization for an elective service that requires authorization may result in an administrative denial. Emergent service

do not require authorization.

» Post service reviews related to retroactive eligibility (90 days from enrollment completion) are reviewed for medical necessity and will not

be denied for failure to obtain prior authorization.

» Coverage of emergent services up to stabilization of the patient will be approved for payment. If the patient is subsequently admitted

following emergent care services, authorization is required within one (1) business day or post stabilization stay will be denied.

» Failure to obtain authorization when required will result in denial of payment for those services.

» The only potential exception for payment as a result of post-service review is if information is received indicating the provider did not
know nor reasonably could have known that patient was a Molina member or in the case of an error by Molina, a medical necessity review
will be performed.
» Decisions, in this circumstance, will be based on the following:

* medical need; and

» appropriateness of care guidelines defined by UM policies and criteria;

* regulation and guidance; and

+ evidence based criteria sets.

o0
’.‘l MOLINA
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MCG Criteria

- MCG has provided Cite Guideline Transparency tool that allows providers to view all MCG
guidelines that Molina currently uses:

With MCG for Cite Guideline Transparency, Molina can share the clinical indications with the providers. The tool operates
as a secure extension of Molina’s existing MCG investment and helps meet regulations around transparency for care

delivery.

By following the instructions located at this link, you will have access to view MCG guidelines via the Legacy Provider
Portal:

https://www.molinahealthcare.com/providers/ms/medicaid/comm/-/media/31A167A891774EE79669203E292C8FAD .ashx

By following the instructions located at this link, you will have access to view MCG guidelines via Availty:

https://www.molinahealthcare.com/providers/ms/medicaid/comm/-/media/31A167A891774EE79669203E292C8FAD.ashx

For additional information, please contact your Provider Representative or Molina Provider
Contact Center at (844) 826-4335.

(X
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https://www.molinahealthcare.com/providers/ms/medicaid/comm/-/media/33FFC0684FB94F4E8AE5CD1F9641330B.ashx

Progeny - NICU

Molina Healthcare of Mississippi is happy to announce a partnership with ProgenyHealth, a company which specializes in
Neonatal Care Management Services throughout the first year of life. This is an exciting opportunity. ProgenyHealth’s care
management program will enhance services to our members and support our mission to make a lasting difference in our
members’ lives by improving their health and well-being.

Under the agreement that began 7/1/2021, ProgenyHealth’s Neonatologists, Pediatricians and Neonatal Nurse Care
Managers are working closely with Molina Healthcare of Mississippi members, as well as attending physicians and nurses,
to promote healthy outcomes for Molina Healthcare of Mississippi premature and medically complex newborns.

The benefits of this partnership to you:
» The support of a team who understands the complexity and stress of managing infants in the NICU and

will work with you to achieve the best possible outcomes.

A collaborative and proactive approach to care management that supports timely and safe discharge to

home.

» A company that believes in sharing best practices and works with NICUs nationwide to improve the health

outcomes of our next generation.

(X
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Progeny - NICU
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Under the agreement that began 7/1/2021, ProgenyHealth’s Neonatologists, Pediatricians and Neonatal Nurse Care
Managers are working closely with Molina Healthcare of Mississippi members, as well as attending physicians and nurses,
to promote healthy outcomes for Molina Healthcare of Mississippi premature and medically complex newborns.

The benefits of this partnership to you:
» The support of a team who understands the complexity and stress of managing infants in the NICU and

will work with you to achieve the best possible outcomes.

A collaborative and proactive approach to care management that supports timely and safe discharge to

home.

» A company that believes in sharing best practices and works with NICUs nationwide to improve the health

outcomes of our next generation.
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' NICU Services - Management and Admissions

For NICU admissions, notification to ProgenyHealth must occur within one (1) business day for all sick newborns requiring
inpatient hospitalization. Notification of admission is required to:

* Verify member eligibility;

 Authorize care, including level of care; and

* Initiate inpatient review and discharge planning.

Molina requires that notification includes Member demographic information, facility information, date of admission,
requested level of care, and clinical information sufficient to document the Medical Necessity of the admission.

Hospitals are required to notify ProgenyHealth within one (1) business day of any sick newborn admission, regardless of
the inpatient setting or length of stay.

All elective and emergent readmissions of members managed by ProgenyHealth that occur within 60 days of the initial
discharge will be referred ProgenyHealth for utilization management.

NICU readmissions of members NOT managed by ProgenyHealth during the initial stay that occur within 30 days of the
initial discharge will be referred to ProgenyHealth for utilization management and case management.

MOLINA

HEALTHCARE



Progeny - NICU

Your process for notifying Molina Healthcare of Mississippi of infants
admitted to a NICU or special care nursery remains the same. Molina
Healthcare of Mississippi will notify ProgenyHealth of admissions and
their clinical staff will contact your designated staff to perform utilization
management and discharge planning throughout the inpatient stay.

To learn more about ProgenyHealth’s programs and services, call
1-888-832-2006 or visit progenyhealth.com. You may also call Molina
at (844) 826-4335.




Inpatient Services - Review & Status
'Determinations

O Molina performs concurrent reviews in order to ensure:
» Patient safety;
» Medical Necessity of ongoing inpatient services; and
» Adequate progress of treatment and development of appropriate
discharge plans.

O Performing these functions requires timely clinical information updates
from the provider. We will request updated clinical records from the
inpatient facility at regular intervals during the member’s inpatient
admission and ask that updates are provided within (1) business day of
the request to better serve you and our members.

O Molina’s Utilization Management staff determines if the collected medical
records and requested clinical information are “reasonable and
necessary for the diagnosis or treatment of an illness or injury or to
improve the functioning of malformed body member” by meeting all
coverage, coding and Medical Necessity requirements.




Prior Authorization - Appeals

Requests for authorization not meeting criteria must be reviewed by a designated Molina Medical Director

or other appropriate clinical professional. Only a licensed physician (or pharmacist, psychiatrist, doctoral
level clinical psychologist or certified addiction medicine specialist as appropriate) may determine to delay,

modify or deny services to a Member for reasons of Medical Necessity.

Board certified licensed Providers from appropriate specialty areas must be utilized to assist in
making determinations of Medical Necessity, as appropriate. All utilization decisions must be made in a
timely manner to accommodate the clinical urgency of the situation, in accordance with regulatory

requirements and NCQA standards.

Providers can contact Molina’s Healthcare Services Utilization Management team at (844) 826-
4335 to obtain Molina’s UM Criteria or may access criteria through MCG Cite Guideline Transparency

as discussed earlier in this presentation.

o0
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Peer-to-Peer Review Process

» Peer to Peer review of an adverse determination may be requested if the
Provider directing the Member’s care wishes to provide additional information

related to the authorization request.

* The requesting Provider has five (5) business days from the receipt gof the

denial notification to schedule the review.

« Requests can be made by contacting Molina at: (844) 826-4335

o0
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Prior Authorization - Appeals

A Provider may file a formal Appeal orally or in writing, requesting Molina to review an Adverse Benefit

Determination related to a Provider.

Appeals must be filed within thirty (30) calendar days from the Adverse Benefit Determination or denial.
A written acknowledgement letter mut be sent within ten (10) calendar days of receipt of the Appeal.

Appeals must be resolved as expeditiously as possible, and no later than thirty (30) calendar days from

receipt.

For decisions not resolved wholly in the Provider’s favor, Providers have the right to request a State

Administrative Hearing from the Division of Medicaid.

MOLINA

HEALTHCARE



TOP 5 Reasons
Our #1 Goal is to ensure your PA Request is accurate and < : for De I ay I n PA

returned to your office as soon as possible.

Incorrect Fax Number on the Submitted PA Request

Not Enough clinical information to make a medical determination.

Call to UM department to change dates of service or add CPT codes.

Unreadable PA request or insufficient information (i.e. NPl #, CPT codes, TIN#)

Incorrect use of URGENT/STANDARD PA request type.

The lack of critical information can create multiple phone calls or outreach attempts
that can cause delays in obtaining a Prior Authorization number.

o0
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Prior Authorization



Medical

*  Phone: 866—604-3267
 Fax: 888-310-6858

* Online: UHCprovider.com/Prior Auth & Notification
* PA Form: UHCprovider.com/Provider Forms

Behavioral/Therapy Services

e Phone: 877-743-8734
* Online: providerexpress.com/BehavioralHealthPA

Dental

*  Phone: 800-508-4862
* Online: uhcdentalprovider.com

Pharmacy

«  Phone Gainwell: 833—660—-2402
+ Fax: 866—644-6147

 Online: Pharmacy Prior Authorization - Mississippi Division of Medicaid (ms.qov)

!JJJ © 2024 United HealthCare Services, Inc. All Rights Reserved.


https://www.uhcprovider.com/en/prior-auth-advance-notification.html
https://www.uhcprovider.com/en/health-plans-by-state/mississippi-health-plans/ms-comm-plan-home/ms-cp-forms-refs.html
http://www.providerexpress.com/Behavioral%20Health%20PA
http://www.uhcdentalprovider.com/
https://medicaid.ms.gov/pharmacy-prior-authorization/
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Add the appropriate documentation within 5 days to this claim and resubmit
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Prior Authorizations/Notifications

Benefits and Features

» Determine if notification or prior
authorization is required

» Submit a new request
» Check the status or update a request

» Upload clinical notes or attach medical
records

» Provide pertinent clinical information
 And more



Retrospective Review

@ Online: UHCprovider.com
@ Phone: 866—604-3267
Fax: 888—310-6858
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Newborn Authorization

» Coverage is mandatory for infants born to Medicaid eligible mothers. The infant is deemed eligible for one (1) year from
the date of birth. Deemed infants are enrolled with MississippiCAN from the date of birth.

* UHC accepts newborn member assignments from Medicaid. It should not be assumed that the baby will always follow
the mother.

* Newborn Notification is required within one (1) business day for NICU admissions, if mother is covered by UHC
MSCAN

- Online: UHCprovider.com/PriorAuthorization&Notifications
- Phone: 866-604-3267
- Fax: 888-310-6858

!JJJ © 2024 United HealthCare Services, Inc. All Rights Reserved.


http://www.uhcprovider.com/Prior%20Authorization%20&%20Notifications
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Training & Support Alerte  Practice Management Tracklt 8 Michelle
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[ " Page @ ew Flagged Claims and Tickets @ -
< Clalm Number: 012101210 J Smith * Mermber ID: 98T9BTIST * Paient Ascount Number: 0007000TRAU Mew Search
Current Claim Statuz: @ Finalized » First Date of Sendce: 06/09/2020 » Total Blled: $4,962.50 | | Adjugication Statusl In-Network ‘
| Claim Details | Line tems | Payments | Related Documents | a

View Patlent's Eligibliity & Benefits .

= Related Documents (~)

Remittance Advice Documents @

There are no letters associated with the claim at this time 07/02/2020
Note: L for UnitedHealthcare commercial and Medicare
Advant
P
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) NS 5 Not avanaoie 1or this claim.
Corrected Claim eubmit Corrected Clain

Claim Reconsideration
o Craate Claim Reconsideration

File Appeal/Dispute
s b S File Appeal/Dispute



Contact Us

Medical, Behavioral/Therapy

* Phone: 800-557-9933

* Fax: 801-994-1082

* Mailing Address:
UnitedHealthcare Community Plan
ATTN: Appeals

P.O. Box 31364
Salt Lake City, UT 84131-0364

!JJJ © 2024 United HealthCare Services, Inc. All Rights Reserved.

O

Dental
* Phone: 800-508—-4862

* Mailing Address:
UnitedHealthcare
P.O. Box 1391
Milwaukee, WI| 53201

E
FP
TOoZ

Vision
* Phone: 844-606-2724
* Online: forms.marchvisioncare.com

* Mailing Address:
UnitedHealthcare | March Vision Care
ATTN: Medicaid Vision Appeals
P.O. Box 30988
Salt Lake City, UT 84130

64


https://forms.marchvisioncare.com/Forms/PDR
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'JJJ United .
Healthcare Peer-to-Peer Scheduling Request Form

What to know before making your request

Estimated time to complete:

@ 5-10 minutes

= Peer to peer requests can only be made prior to submitting an appeal. Don't fill out this form If your appeal has already been initiated.

Peer-to-Peer Scheduling Reguest Form

« |fyou are submitting on behalf of a physician, please ensure they're willing to speak with the UnitedHealthcare clinical director that reviewed the prior
authorization request
o You will need to provide an actively monitored phone number that will be picked up by a member of your team leading up to and on the
designated day and time
o Please ensure the physician is aware of and available for the peer to peer review during the confirmed day and time

What's needed to request a review
Before beginning a peer to peer request, please have the following information ready:

= Member name and date of birth (DOB)
= Physician phone and email
« Physician availability (dates and times)

Start request


https://providerforms.uhc.com/PeertoPeerRequestForm.html

PA — Chat Support



. Training & Support ~ Practice Management Tracklt 9 v
'JJ United
Y)) Healthcare . .

Search Q, ) Payer (STTzs—UnItedHealthcare v) Provider

Eligibility Claims & Payments Prior Authorizations Clinical & Pharmacy v Documents & Reporting v Additional Tools
Admin / Home / Prior authorzations & notifications = Print
Notification/prior authorization case: A226 R
O £ o
View and update Verify Confirm

0 A decision has already been rendered on this case, though some updates are permitted as indicated in the enabled fields below. To request an additional
service for this member, please submit a new notification/prior authorization request for the member.

Case detalls -
Motification/prior authorization number Case status Case status reason Primary care physician ?if
A226 Closed Case was managed and is now - §
complete g
a

Advance notify date/time

01/24/2024, 2:14 PM CST

Coverage status 2
Test code Test code review type Overall coverage status Decision date
94372 Unproven Not Covered/Not Approved 01/29/2024

Procedure code associated with the test

Back to top Cancel



. Training & Support ~ Practice Management Tracklt 9 v
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(‘search q :. Payer (STTzs—UnItedHealthcare v) Provider

Eligibility Claims & Payments Prior Authorizations Clinical & Pharmacy v Documents & Reporting v Additional Tools
Admin / Home / Prior authorzations & notifications ™ Print
Notification/prior authorization case: A226 R
O £ o
View and update Verify Confirm Message us eV

Today

0 A decision has already been rendered on this case, though some updates are permitted as indicated in the enabled fields below. To request an
service for this member, please submit a new notification/prior authorization request for the member.

HI, I'm your United Healthcare virtual

asslstant.

Case detalls Toget st_ar:ed please select the toplc
you need help with.

Motification/prior authorization number Case status Case status reason Primary care physician §

. Clai Benefits & Eligibilit)
A226 Closed Case was managed and is now - Aims Enetis aioiy §
complete g

Prior Authorization Portal Tech Support : |

Advance notify date/time A
Provider Onboarding

01/24/2024,2:14 PM CST

Coverage status

Test code Test code review type Overall coverage status Decision date
94372 Unproven Not Covered/Not Approved 01/29/2024
Procedure code associated with the test B

/- [ Lr |{-;_':\|
Back to top Cancel Request case c __.E“:_‘ .-.; | @ Type your message ()




magnolia health.

2024 Division of Medicaid
Provider Workshops

Prior Authorizations

“Transforming the health of the community one person at a time.”

5/15/2024




Prior Authorizations

magnolia health.

Standard prior authorization requests should be submitted for medical necessity review at least five (5) business days before the scheduled service delivery date or as

soon as the need for service is identified.

Prior Authorization Form(s) can be located on our website at:

http://www.magnoliahealthplan.com/for-providers/provider-resources/

Authorization requests should include all necessary clinical information. Urgent requests for prior authorization should be called in as soon as the need is identified.

Medical

Authorizations can be submitted the following ways:
Inpatient Fax: 1-877-291-8059

Outpatient Fax: 1-877-650-6943

Secure Web Portal: www.provider.magnoliahealthplan.com

Phone: 1-866-912-6285
Email: magnoliaauths@centene.com

Behavioral Health

Authorizations can be submitted the following ways:

BH Inpatient and Qutpatient Fax:1.866.694.3649

Secure Web Portal: www.magnoliahealthplan.com

Phone:
BH Outpatient: 1.866.912.6285
BH Inpatient: 1.800.864.1459

Email: AUGMississippium@cenpatico.com



http://www.magnoliahealthplan.com/for-providers/provider-resources/
https://www.magnoliahealthplan.com/providers/preauth-check.html
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Inpatient
All hospital inpatient stays require notification within one (1) business day following the admission.

Facilities are required to submit a request for authorization within two (2) business days following the date of inpatient admissions that are not elective.
Please initiate the authorization process at least five (5) calendar days in advance for elective inpatient services.

Determination Timeframes

Standard pre-service inpatient review decisions and notifications occur within 24 hours or 1 business day IF all necessary information is received with the request.
Urgent pre-service review decisions and notifications occur within 24 hours IF all necessary information is received with the request.

If additional information is needed to make a determination, the above timeframes may be extended.

Emergency Services

Prior Authorization is NOT required for emergent services.

If these services result in an inpatient admission, Magnolia must be notified within one (1) business day and authorization must be requested within two (2) business days of
admission as previously noted.

Discharge Planning

Concurrent review staff will work closely with hospital staff to ensure a comprehensive discharge plan is developed and in place prior to discharge.

For members in Care Management, the Concurrent Review Nurse or designated staff will engage the member’s Care Manager to ensure appropriate discharge planning and follow-
up.

Post Service Review - Requests for post service review will only be considered when prior authorization was not obtained due to extenuating circumstances such as retro active
eligibility or natural disasters.

Post service review decisions and notifications occur within 20 business days from the receipt of the request.

Concurrent Review - Concurrent review decisions and notifications occur within 24 hours of the next review date. The next review date is communicated via the notification of
approval letter.

Coordination of Benefits - In the event a member is transferring to Magnolia from another payer, Magnolia shall be responsible for the costs of continuation of medically necessary
services.

Magnolia will honor authorizations from Medicaid and MSCAN CCO’s. Please submit a copy of the approval with the request for authorization to Magnolia.
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Outpatient Hospital Services

Outpatient
Prior to rendering services, check our Pre-Auth Tool at www.magnoliahealthplan.com to verify if prior-authorization is required for the service being performed.

Please initiate the Authorization process at least five (5) calendar days in advance for non-emergent outpatient services.

Determination Timeframes

» Standard pre-service outpatient review decisions and notifications occur within 2 business days or 3 calendar days IF all necessary information is received with the request.
* Urgent pre-service review decisions and notifications occur within 24 hours IF all necessary information is received with the request.
* If additional information is needed to make a determination, the above timeframes may be extended.

Emergency Services

* Prior Authorization is NOT required for emergent services.

* If these services result in an inpatient admission, Magnolia must be notified within one (1) business day and authorization must be requested within two (2) business days of
admission as previously noted.

Discharge Planning

* Concurrent review staff will work closely with hospital staff to ensure a comprehensive discharge plan is developed and in place prior to discharge.

* For members in Care Management, the Concurrent Review Nurse or designated staff will engage the member’s Care Manager to ensure appropriate discharge planning and
follow-up.

Prior to rendering services, check our Pre-Auth Tool at www.magnoliahealthplan.com to verify if prior-authorization is required for the service being performed.



http://www.magnoliahealthplan.com/
https://www.magnoliahealthplan.com/providers/resources/forms-and-resources.html
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Effective 7/1/2021, routine maternity delivery stays with an admission date of 7/1/2021 or after no longer require an authorization regardless of the DRG on the claim as
mandated by the DOM.

Newborn Prior Authorization

Authorizations continue to be required for:

. Maternity delivery stays that exceed the length of stay for the delivery type (3 days for vaginal, 5 days for c-section)
. Elective delivery before 39 weeks gestational age,

. Member requires higher level of care such as ICU.

Providers should wait to file a claim for the above stays until receiving a determination letter.

The Division of Medicaid (DOM) will continue to require providers to submit newborn enroliment forms 5 days of delivery. Magnolia will continue to review newborn
enrollment forms for deliveries that require an authorization, as noted above. If additional information is needed to complete the medical necessity review, we will make
outreach.

Please note, Magnolia requires authorizations for scheduled deliveries (inductions of labor or C-sections) prior to 39 weeks gestation in alignment with the Mississippi
Division of Medicaid Administrative Code Title 23: Medicaid Part 222 Maternity Services, Chapter 1, Rule 1.1.

Providers can contact the authorization department by contacting Provider Services at 1-866-912-6285
https://www.magnoliahealthplan.com/providers/resources/forms-and-resources.html



https://www.magnoliahealthplan.com/providers/resources/forms-and-resources.html
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Retrospective review is an initial review of services provided to a member, for which authorization and/or timely notification to Magnolia was not obtained, due to extenuating

Retrospective Reviews

circumstances related to the member (i.e., member was unconscious at presentation, member did not have their Magnolia ID card or indicate Magnolia coverage, services
authorized by another payer who subsequently determined member was not eligible at the time of service, or natural disasters).

Retro authorizations should be requested if any of the qualifiers are met.
Requests can be submitted in the following ways:
Medical:
. Inpatient Fax: 1-877-291-8059
. Outpatient Fax: 1-877-650-6943
. Secure Web Portal: www.provider.magnoliahealthplan.com
. Phone: 1-866-912-6285

o Email: magnoliaauths@centene.com

Behavioral Health:

. BH Outpatient Fax:1.833.840.0479

. BH Inpatient Fax : 1.833.840.0463

. Secure Provider Portal : www.provider.magnoliahealthplan.com
. BH Outpatient: 1.866.912.6285

. BH Inpatient: 1.800.864.1459

. BH Inpatient Email: AUGMississippium@cenpatico.com



http://www.provider.magnoliahealthplan.com/
mailto:magnoliaauths@centene.com
http://www.provider.magnoliahealthplan.com/
mailto:AUGMississippium@cenpatico.com
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If the member does not agree with the authorization determination, the member or anyone they designate can request an appeal within 60 calendar days from the date on the
notification of adverse benefit determination letter.

Prior Authorization Pre-Service Appeal and Peer to Peer Process

Appeals for pre-service authorization determinations can be submitted by phone or in writing to:
Magnolia Health
Attention: Prior Auth Appeals Coordinator
1020 Highland Colony Pkwy Ridgeland, MS 39157
Phone: 1-866-912-6285/ Fax: 1-877-264-6519

*Post service appeals (If services have already been rendered) should be submitted via the claims reconsideration process and mailed to P.O. Box 3090 Farmington, MO 63640

Peer to Peer - If the treating practitioner does not agree with the authorization determination, the practitioner may discuss the decision with the Medical Director who rendered
the decision by contacting Provider Services. Providers have 14 calendars from the denial date to request a peer to peer.

Contact information:
1-866-912-6285
Request to speak to the UM Department to set up a Peer to Peer
More information can be found in the Magnolia Health provider manual:

https://www.magnoliahealthplan.com/providers/resources.html




Pharmacy Prior Authorizations

Express Scripts serves as Magnolia’s Pharmacy Benefit Manager (PBM). Certain drugs require prior authorization to
be approved for payment by Magnolia. These include:

. All medications listed as non-preferred on the PDL
. Some DOM preferred drugs (designated “prior authorization” on the PDL)

Pharmacy PA Requests:
1. Providers may submit pharmacy PA requests electronically or by fax.

2. Submit electronic PA requests through the CoverMyMeds online portal at https://www.covermymeds.com

Submit PA requests via fax following these steps:

1. Complete the Magnolia/Centene Pharmacy Services Medication Prior Authorization Request form, which can
be found on the Magnolia Health website at www.magnoliahealthplan.com. Choose “For Providers” -
“Pharmacy” - and then select MISSISSIPPICAN (MEDICAID).

2. Fax completed forms to Centene Pharmacy Services at 1-844-205-3387.

Once approved, Centene Pharmacy Services notifies the prescriber by fax. If the clinical information provided does
not explain the reason for the requested prior authorization medication, Centene Pharmacy Services responds to
the prescriber by fax, offering DOM PDL alternatives. For urgent or after-hours requests, a pharmacy can
provide up to a seventy-two (72) hour supply of most medications by calling the Centene Pharmacy Services
Pharmacy Help Desk at: 1-833-750-2773 .
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Centene Pharmacy Services Contacts:
Prior Authorization Fax: 1-844-205-3387
Prior Authorization Phone: 1-866-399-0928
Pharmacy Help Desk Phone: 1-833-750-2773

Clinical Hours: Monday through Friday, 7:30a.m. - 6:00 p.m.
(CST)

Centene Pharmacy Mailing Address
Centene Retail Pharmacy
(Coverage Determination/Prior Authorization)
PO Box 31397
Tampa FL, 33631 - 3397



https://www.covermymeds.com/
http://www.magnoliahealthplan.com/

Vendor Prior Authorizations

Envolve Vision- https://visionbenefits.envolvehealth.com
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Find a Provider ~ For Members ~ For Providers ~ Eligibility

magnolia health.
Envolve Dental- https://www.envolvedental.com/
For Providers
Evolent/National Imaging Associates (NIA)- (866) 912-6285 Login
Online: www.RADMD.com Become a Provider
Physical Therapy, Occupational Therapy, Speech Therapy, Interventional Pain Pre-Auth Check

Management (IPM), Left Heart Catheterization, Complex imaging, MRA, MRI, PET, and CT Ambetter Pre-Auth

Scans Medicaid Pre-Auth

Pharmacy
Turning Point- hitps://www.myturningpoint-healthcare.com/

Pravider Resources
Musculoskeletal Services Procedures Ol rogram

Provider News

Coronavirus Information for
Providers

Email Sign Up

Medicaid Pre-Auth

DISCLAIMER: All attempts are made to provide the most current information on the Pre-Auth Meeded Teol. However,
this does NOT guarantee payment. Payment of claims is dependent on eligibility, covered benefits, provider contracts,
correct coding and billing practices. For specific details, please refer to the provider manual. If you are uncertain that
prior authorization is needed, please submit a request for an accurate response.

Vision services, including all services rendered by an Optician, Ophthalmelogist or Optemeirist need to be verified
by Envolve Vision
Dental services need to be verified by Envolve Dental
Physical Therapy, Occupational Therapy, Speech Therapy, Interventional Pain Management (IPM), Left Heart
Catheterization, Complex imaging. MRA. MRI, PET, and CT Scans need to be verified by NIA
I ices P need to be verified by TumingPoint,
Community Support Services need to be verified by MS Division of Medicaid

Basic laboratory chemistries and basic radiclogy do NOT require prior autherizafion for participating or non-participating
providers.

Are Services being performed in the Emergency Department or Urgent Care Center, FQHC
or RHC, or Family Planning services billed with a V25 to V25.9 diagnosis?

[ Yes [ Mo

Types of Services YES NO
Is the member being admitted to an inpatient facility ?

Are anesthesia services being rendered for pain t or dental surgeries?

Is the member receiving hospice services?

Are semvices other than DME, orthofics, prosthetics, and supplies, being rendered in the home?

*You must answer all questions above in order for the Prier Auth Tool to configure the accurate response.



https://visionbenefits.envolvehealth.com/
https://www.envolvedental.com/
http://www.radmd.com/
https://www.myturningpoint-healthcare.com/
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Clinical and Payment Policies

Clinical policies are one set of guidelines used to assist in administering health plan benefits, either by prior authorization or payment rules. They include but are not limited to
policies relating to evolving medical technologies and procedures, as well as pharmacy policies. Clinical policies help identify whether services are medically necessary based on
information found in generally accepted standards of medical practice; peer-reviewed medical literature; government agency/program approval status; evidence-based guidelines
and positions of leading national health professional organizations; views of physicians practicing in relevant clinical areas affected by the policy; and other available clinical
information.

Payment policies are guidelines used to assist in administering payment rules based on generally accepted principles of correct coding. They are used to help identify whether
health care services are correctly coded for reimbursement. Each payment rule is sourced by a generally accepted coding principle. They include, but are not limited to claims
processing guidelines referenced by the Centers for Medicare and Medicaid Services (CMS), Publication 100-04, Claims Processing Manual for physicians/non-physician
practitioners, the CMS National Correct Coding Initiative policy manual (procedure-to-procedure coding combination edits and medically unlikely edits), Current Procedural
Technology guidance published by the American Medical Association (AMA) for reporting medical procedures and services, health plan clinical policies based on the
appropriateness of health care and medical necessity, and at times state-specific claims reimbursement guidance.

Clinical policies can be found on Magnolia Health’s website at: https://www.magnoliahealthplan.com/providers/resources/clinical-payment-policies.html

Payment policies can be found on Magnolia Health’s website at: https://www.magnoliahealthplan.com/providers/resources/clinical-payment-policies.html



https://www.magnoliahealthplan.com/providers/resources/clinical-payment-policies.html
https://www.magnoliahealthplan.com/providers/resources/clinical-payment-policies.html

Prior Authorization Issue Resolution
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Issue Resolution:

v

To prevent authorization denials, submit all necessary clinical information with the authorization request and/or respond to the Health Plan’s outreach attempts for the
necessary clinical information in order to make a determination on the authorization request.

Prior to rendering services, check our Pre-Auth Tool at www.magnoliahealthplan.com to verify if prior-authorization is required for the service being performed.

Please initiate the Authorization process at least five (5) calendar days in advance for non-emergent outpatient services.

It is beneficial to send demographic information for the member when requesting a prior authorization request and when sending medical records. This will assist Case
Management in prompt care of the member.

Benefits of Case Management for the Provider and Member:
-Reach out to the member within 3 days post-discharge to ensure follow up appointment(s) are made.
-Ensure the member has medications, address any home health needs, consider the need for critical care management, and provide further member education.
-Provide additional resources for any social determinants of health.

Check Member Eligibility prior to and day of appointment via
-Secure Provider Portal at: Provider.MagnoliaHealthPlan.com
- Magnolia Health Provider Services at 866-912-6285
-Eligibility can also be accessed on: Medicaid Envision web portal https://medicaid.ms.gov/mesa-portal-for-providers/



https://www.magnoliahealthplan.com/providers/resources/forms-and-resources.html
https://provider.magnoliahealthplan.com/sso/login?service=https%3A%2F%2Fprovider.magnoliahealthplan.com%2Fcareconnect%2Fj_spring_cas_security_check
https://medicaid.ms.gov/mesa-portal-for-providers/

Break & Refreshments
10 minutes
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DOM Website
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Medicare Claim Processing

Common Edits
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Mississippi Division of
Medicaid Websit




Division of Medicaid Website

Late Breaking News
Provider Portal
Administrative Code
Taxonomy Lookup Tool
Forms

Fee Schedule

Paper Billing Manual

EDI Companion Guide

Mississippi Medicaid to remove all Medicaid copayments effective May 1, 2023. Click here for more information.

Select Language v [RESUETRE I o

F{ MEDTCATD

About Services

Quiality Late Breaking News Job Openings

MESA Portal for Providers | W 3

Contact Q search

S (0071 {=018 Click here to update contact information, or find latest updates & resources)

How to Apply

See If you qualify for Mississippi
Medicaid health benefits
Apply for Medicaid

.

.

View covered sernvices

Locate a Medicaid regional office

MEMBER

PORTAL

Member Services

* Locate a Medicaid Provider

Managed care and MississippiCAN

Children’s Health Insurance Program

Nursing Facility Information

Member Advisory Board

Overview of the Disabled Child Living
at Home Program

PROVIDER
PORTAL

Providers

* MESA Portal for Providers
Provider Six-Month Recredentialing

Due List

Provider Six-Month License Due List
Pravider Search Tool

Pharmacy Information

Fee Schedules and Rates
Procedure Code PA Requirement
National Correct Coding Initiative
Prescribing Provider Listing

Forms
Late Breaking News
Pravider Enroliment Application Fee

PROVIDER PORTAL

WEBINARS

Resources

.

Public Notices

State Plan

CHIP State Plan

Walvers

Administrative Code

Paper Claims Billing Manual

ED1 Claims Companion Guides
Mississipp Medicaid Explanation of
Benefits (with Claim Adjustment
Reason Codes)

TPL Carrier Information

Taxonomy Lookup Tool

Electronic Visit Verification (EVV)
Timely Filing Review Request Form
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Mesa Web
Portal




Provider
Portal ) LOGIN

= Eligibility Resource Docurnent

Mesa Ti pPS MESA Tips (Newly Added)

ME5A Tip: Add Program — Added 1112724

ME5A Tip: Provider Revalidation — Added 1072723

ME 5A Tip: Provider Recredentialing — Added 10V1323

MES5A Tip: How to Partially S5ave a Recredentialing or Revalidation Application, and ldentify and Resolve Ermors
ME5A Tip: Provider Portal Processes — Updated 31823

PROVIDER

TRAINING

VIDEOS

ME5A Tip: Provider Enrollment Application Needing Signatures of An Authorized Person
MESA Tip: Dental Claims Submission

St e p > by_ Ste p h OW'tO MES#A Tip: Long Term Care Claims Submission — Updated 7/24/23
ME5A Tip: Home Health Claims Submission — Updated 7/24/23

g u | d es ONn va r‘i ous ME 54 Tip: Pharmacy Claims Submission — Updated 7/24/23
ME5A Tip: Provider Enrollment Panels — Updated 12020023

p ro C e S S e S ME5A Tip: Remittance Advice Financial Transaction Page — Provider Portal
MESA Tips

MESA Tip: Inpatient Claim Submission — Updated 724123

ME5A Tip: Inpatient Claim Submission — Updsted 72423

MES5A Tip: TPL Claims Submission

ME 5A Tip: Treatment History Mavigation and Search — Updated 831723
ME5A Tip: Professional Claim Submission — Updated 7/24/23

MESA Tip: TPID Linking for Outside Service — Updated TI24/23

MESA Tip: TPID Linking for Self Service — Updated 7/24/23

MESA Tip: Delegate Accounts (Updated)

ME5A Tip: Eligibility, Benefit 'sage Verification and Retro Eligibility — Updated 9/19/23
ME5A Tip: Professional Crossaver Claim Submission — Updated 7724123

ME 5A Tip: Inpatient Crossover Claim Submission — Updated 724723

ME5A Tip: Outpatient Crossowver Claim Submission — Updated 7/24/23
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Claim Submission Methods

Gainwell Technologies Proprietary and Confidential

Mesa Web Portal / EDI / Paper Submission

>

Mesa Web Portal — Utilizing Gainwell’s Provider portal to submit claims for various provider
types. See link: Mississippi Medical Assistance Portal for Providers > Home (ms-medicaid-
mesa.com)
EDI — Submitting claims through clearinghouse or software vender directly to Gainwell’s
system. See link: EDI Technical Documents - Mississippi Division of Medicaid (ms.gov)
Paper (Hardcopy) — Submitting claims by mailing in to Gainwell.

2.3. Mailing Contact Information

Providers may contact Gainwell via the mail at the addresses listed in Table 2. These post office
boxes should be used for claim submittals, adjustments, and void requests. Correspondences
should be sent to the appropriate post office box to lessen the chance for errors and shorten the
time required to complete transactions.

Table 2. PO Box by Mail Type - Jackson

Jackson — Post Office™ Mail Type

PO Box 23076 Paper Claims CMS-1500, UB-04, and Dental (including
Jackson, MS 39225 crossover claims)

PO Box 23077 Paper AdjustmentVoid Requests

Jackson, MS 39225
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https://portal.ms-medicaid-mesa.com/ms/provider/Home/tabid/135/Default.aspx
https://portal.ms-medicaid-mesa.com/ms/provider/Home/tabid/135/Default.aspx
https://medicaid.ms.gov/edi-technical-documents/

*User ID

g In

Forgot User ID?
Register Now

Where do I enter my password?

Protect Your Privacy!

Always log off and close all of your
browser windows

Privacy Policy

Provider Enrollment Access
Enrollments Forms

3408 Program Information
Trading Partner Enrollment

Late Breaking News
Provider Bulletins

UM/QI0
Provider Rates

Report Fraud

Search Providers
Search Fee Schedule

Other Resources
OIG Excluded Providers

Resources Links
Provider Appeals

Advanced Imaging Prior Authorization

reguests should be submitted to

‘What you can do in the Medicaid Portal for Providers
Through this secure and easy to use internet portal, health care providers can submit claims
and inguire on the status of their claims, inquire on a patient’s eligibility, upload files, and

search for other providers. In addition, health care providers can use this site to locate claim
forms, provider participation materials and other Medicaid information and resources.

Call Center Hours!
8:00 a.m. - 5:00 p.m.
1-800-884-3222

Did you know?
The Mississippi Division of Medicaid values all types of health care providers enrolled in the Medicaid program. Medicaid is a

federal and state program created to provide medical assistance to eligible, low income populations. This service is in place to
provide access to quality health care coverage for vulnerable Mississippians. To enroll as a Mississippi Medicaid provider, click
here.

Website Requirements
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Medicare Primary Claims
Paper Claim Submission-CMS 1500

49.  Filing Medicare Crossover Claims on the CMS-

Beneficiaries that are both Medicare and Medicaid eligible require a slightly different appraach [t [ o [t [ o[ R | ]
io claims submission. Complying with the following insiructions expedites claims adjudication: T e i G Bt i | G
« InEL 1 [Figure 11, enter X in the box labeled “Medicare” when submitting a crossover - . El.w. a5k _uiE i ——
claim and enter X in the box labeled “Medicaid® for non-crossover claims. RS > el s : i |
+ Ensure that the beneficiary’s nine-digit Medicaid number is in FL 1a (Figure 2). e i L o e | S i i
« Enler the NPl number of the billling provider who is the one to which Medicaid payment T — Wi — o o g g o PR l
will be made in FL_33 (Figure 57). If FL 33 contains a group NP1 provider number, enter [ TR0 U | 0w s uace g | B VN LA 1D gt e ) !i
the ten-digit NP| of the servicing/ rendering provider in EL 24 (Figure 48). SRS — R T S ;E
» Circle the comesponding claim information on the Explanation of Medicare Benefits e L '
» The claim detad infarmation should match the individual EQMB datail level information. — o s v
; A : U Sy L A i ) KONGRS L, oy | A s gy once g ety (L
The Medicare EOMB must be completely legible and copied in its entirety. The only acceptable e Vs Ml IOM—— . - = B Sl Bl v Bt
alterations or entries on a Medicare EOMB are as follows: - oo T| ¥ _“I‘f
i ADHNT L L A [y WL TR L § i
» The provider may ling out patient data not applicable to the claim submitted. R —— .m:.;."" —
» The provider may fine out any claim line that has been previcusly paid by Medicaid that . al i Y - A A
the provider chooses not to bill Medicaid, or that has been paid in full by Medicare. Wk, ey T e i o | b s -
« If the claim lines on the EOMB have been lined out, the “claim totals” line on the EOME 1) ' ' Tl

must be changed to reflect the deleted line(s).

« The claim lines or “recipient section” on the ECOMB that are being submitted for
reimbursement must be circled and never highlghted.

The MISSISSIPFI CROSS0OVER CLAIM FORM will no longer be accepled.

;o bk W N -
L | |
FRTEICLAN OF SUPFLIER BEFORMATION.

Please mail claim forms to: v o TS R |5 s T i
. Lacd ¥ ¥
MIESEE”]FH 'ﬂ-ﬂd";ﬂ“j Fw&m ﬂ.-_‘h-i'w-“ﬂ: | BB AP FADRLITY LA I TR TH | L PO B [ , .

T T T W Skt i Tt P
i i o el ) e i . e |

PO Bax 23076 | | | i
Jackson, MS 38225-3076 - g ———1— - e ramn.0 PLEAE PRWT OB TVPE -

91



Medicare Primary Claims

Paper Claim Submission-UB04

5.9. Filing Medicare Part, A Crossover Claims on the
UB-04

Beneficiaries that are both Medicare and Medicaid eligible require a slightly different approach
to claims submission. Complying with the following instructions expedites claims adjudication:

« The word "Medicare™ should be enterad in FL 38 (Figure 83).

+ The beneficiary’s Medicare number should be entered in FL 60 (Figure 103

« The beneficiary’s nine-digit Medicaid number should be entered in EL 60 (Figure 93).
# The ten-digit NP| number should be entered in FL 56 (Fiqure 29).

s« Optional: The nine-digit Medicaid provider number should be entered in EL 57 (Figura
100).

« The comesponding claim information should be crcled on the EOME and the EOMB
altached to the back of the claim.

+« The claim detail information should match the individual EOMB detail level information.
s Any prior payer payments should be reported in FL 54 (Figure 97) of the UB-04.

The Medicare EOMB must be completely legible and copied in its entirety. The only acceptable
alterations or entries on a Medicare EOMB are as follows:

« The provider may line out patient data not applicable 1o the claim submitted.

« The provider may line cul any claim line that has been previously paid by Medicaid that
L the provider chooses not to bill Medicaid, or that has been paid in full by Medicare.

+ |f the claim lines on the EOMB have been lined out, the “claim tolals” line on the EQOMB
muest be changed to reflect the deleted line(s).

I

L)

=T = « The claim lines or *recipient section” on the EOMB that are being submitted for
- r l": . reimbursement must be circled and never highlighted.
= - Note: The MISSISSIPPI CROSSOVER CLAIM FORM is no longer accepted.
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Secondary Claim Reminders

* Professional Crossover Claims * TPL (Commercial Primary) Claims

(Medicare and Medicaid) — Submit as usual under professional or

* Institutional Crossover Claims institutional with Ol

(Medicare and Medicaid) (other insurance information entered).

— Attach EOB

* Attach EOMB (Unless submitted via EDI) Indicator Cl
(Unless submitted via EDI)
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Common Issues
and Edits




Common Edits

1945/1347 (EOB)

Billing Provider Number is not found or is not valid

for Dates of Service
NPI on provider file
Taxonomy of provider file
Billing 5-digit zip code
Billing +4 added to 5-digit zip code

The system will seek to find a unique match using the
4 data elements above submitted on your claim to a

specific record in our system.

1946/1504 (EOB)

Performing Provider Number Not found
NPI on provider file
Taxonomy on provider file

Essentially, the system will seek to find a unique
match using the two data elements (see above) that
were submitted on your claim to a specific provider
record in our system. If a unique match is not found —

the edit is set, and you will receive the EOB code.



Common Edits iontnues

ECB

Description

2480
4302
4304
4305
4312
4322
4332

EOME INFORMATION 1S UNDER REVIEW

MEDICARE EOMBE IS MISSING CR DOES NOT MATCH THE SERVICES CN THE CLAIM. RESUBMIT
MEDICARE EOME INFORMATICON 15 MISSING AT THE CLAIM DETAIL RESUEMIT THE CLAIM WI

THE CLAIM ATTACHMENT IS CORRUPTED OR UNREADAELE. RESUBMIT THE CLAIM WITH VALID
MEDICARE EOME HAS MORE DETAILS THAM ON CLAIM OR MEMEBERS LISTED DO NCT MATCH. C
MEDICARE EOME PROCEDURE/REVENUE CODE/DOS, MEDICARE PAID DATE OR MEMBER'S NAME D
MEDICARE EOME SUBMITTED AMOUNTS ON THE CLAIM DO NOT MATCH THE SUBMITTED MEDICAR

(Please see EOB codes on RA which give more detail as why the

claim denied)




Key Contacts




Key Contacts

Provider/Beneficiary Services 1-800-884-3222
Provider Services Fax Number 1-866-644-6148
Member Services Fax Number 1-866-644-6050
Automated Voice Response System (AVRS) 1-800-884-3222
Electronic Data Interchange (EDI) 1-800-884-3222
Pharmacy Call Center 1-833-660-2402
Pharmacy Service Fax Center 1-866-644-6147
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Field
Representative

Regional Map

Claudia (Nicky)
Odomes
769-567-9660

Latrece Pace
601-345-3479

Jasmine Wilkerson
601-937-0559

Justin Griffin
601-874-4296

Latasha Ford
601-292-9352

Tuwanda Williams
601-345-1558

Erica Guyton
601-345-3619

Jonathan Dixon
501-603-5219

Dominquea Anderson
601-345-3271

Gainwell Technologies Proprietary and Confidential
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Claims




Contact Us

Medical, Behavioral/Therapy

* Electronic:
UHCprovider.com/ClaimsBilling&Payments

* Mailing Address:

UnitedHealthcare
P.O. Box 5032
Kingston, NY 12402-5032

!JJJ © 2024 United HealthCare Services, Inc. All Rights Reserved.

O

Dental

Online:
UHCdentalprovider.com

Mailing Address:
Claims

P.O. Box 481
Milwaukee, W1 53201

TOZ

Vision
 Online: providers.eyesynergy.com
* Mailing Address:
UnitedHealthcare — March Vision Care
ATTN: Medicaid Vision Claims
P.O. Box 30989
Salt Lake City, UT 84130
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Claim Submission

Physician Claims (1500)




Training & Support » Practice Management ~  Trackit 9 Michelle

(Search

r payer information and provider information in the top right corner of the page are correct.

Referrals Prior Authorizations

Select Task
(® Look Up a Claim (O search Single PRA

Select Your Claims or Ticket Search Criteria *

Clinical & Pharmacy

Payer (8??26 - UnltedHealthcare V) Provider

Documents & Reporting Additional Tools

Claims & Payments Resources

*Required Fields Tool resources [

Member 1D & Date of Birth

W

. TIN Provider
Search By: @ 133333308 Edit Grace Edit

Member ID * Date of Birth *

Interactive training guide [

Electronic payment solutions [

New York health plan [}

|| 8
. . MDD, .
Quick Links & Tools

Select Range: @ Custom Date O Predefined Date
You may search for claims up to 18 months in the past. Optum Pay Z
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UnitedHealthcare Claim Estimator [/

Direct Connect [/}

Customize Tabs

Claims
Benefits and Features

View claims information for multiple
UnitedHealthcare® plans

Access letters, remittance advice
documents and reimbursement policies

Submit additional information
requested on pended claims

Flag claims for future viewing

Submit corrected claims or claim
reconsideration requests

Receive instant printable confirmation
for your submissions

And more
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Healthcare <Search Q) Payer CB??26-UnltedHealthcare v) Provider

Eligibility Claims & Payments Referrals Prior Authorizations Clinical & Pharmacy v Documents & Reporting Additional Tools

[ ]
Welcome, Michelle!
Before you get started, make sure your payer information and provider information in the top right corner of the page are correct.
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Claims: /. 7 Require Action @
TrackIt
Smart Editsi 0
- Medicare Pendin 7 Rebduilre Acthon 12
Benefits and Features ’
] . Reconsiderations 55
« Serves as your daily to-do list
* Your personal assistant where you manage email notifications Pended Tickets !
« An automatic reminder tells you we are missing some information Appeal Tickets 8
* View appeal decision letters, prior authorization and clinical letters "~ = o o
» Take action on claims, prior authorizations, referrals _ _ |
Prior Authorizations & Motifications:
« Upload documents 0 Require Action &
* And more O Referrals: ©
* Access from your Action Required Bar or the Tracklt icon Document Library Toams View: & 0 Romure Avion ©
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Claim Reconsideration




o oign in at UHCprovider.com

9 select Claims & Payments from the
Provider Portal

* |f not yet registered, consult
UHCprovider.com/access

9 Enter the criteria and Submit Search
@ Select a claim from the Search Results

@ Review the claim

Training & Supporl « Preolos Messjemenl «  Trsokil E‘ Michalla -
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UnitedHealthcare

Reconsideration
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J/

Reconsideration

If desired, under Take Action select the
Create Claim Reconsideration button.

Complete the following:

A. Contact Information
B. Request Details

« Amount Requested - enter the
full amount you expect, not the
difference between expected and
received

+ Request Reason

C. Request Comments
» State how the claim was processed

» Give your evidence of why it should
be processed differently

D. Add documents

= Mo limit to the number of
attachments

= Each file must be less than 50 MB

E. Submit

= You will immediately receive a
confirmation

» The standard reprocessing time is
30 calendar days,/20 business days

© 2023 United HealthCare Services, Inc. All Rights Reserved.

Create Claim Reconsideration

Lregte a Heconsiderallan

Thizform l= ko be completsd by physldans, hospitals or other beaith care prodessionals o mouest a calm eooreldention for member= enrclled v Careil oam acimiriztsred by Unitsdbeathcas.
A =eparabe reques] must be filled out for each claim reconsideration. Don't wes this fomm foe appeai or dispubes. Continue to use your standard appeals process for formal appeals and
dicpaine

e
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Add Documentis)
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TEY IS N0 COmbng aLSOmes when SHsaiane,

ﬁ Dreg and Drep a Document Hars ] C Browss and Upload Document )
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Digital Solutions



Digital Solutions Overview

Electronic Data Interchange (EDI) [ UnitedHealthcare Provider Portal Application Programming Interface (API)

@ = =3

Electronic interchange of information Public and secure website to obtain Automated solution accessing real-time data in a
between partners using an industry information and conduct transactions secure environment
* Fully automated  Partially automated * Fully automated
* Integrate through clearinghouse » Access with One Healthcare ID  Direct automated data requests returned real-time
» HIPAA industry standard information  Detailed information with extended attributes  Detailed information with extended attributes
* Medium to high volume * Low volume * Medium to high volume
» Cost — Varies » Cost - Free « Cost — Free

E# | earn more at UHCprovider.com. Go Digital!

!JJJ © 2023 United HealthCare Services, Inc. All Rights Reserved. 114
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Claim Resolution Service Model




Step 1 Submit your claim reconsideration online or by phone.

e Obtain the online ticket or call reference number of your original claim
—Online (preferred method): Sign in to the Provider Portal at UHCprovider.com/claims
—Phone: Call Provider Services at 877-842-3210

e Allow up to 30 days for processing

Step 2

Check the status of your reconsideration request.
e You should receive notice of our decision within 30 days
e |If you haven’t received a notice, check its status at UHCprovider.com/claims

Step 3 Don’t agree? Contact Provider Relations via chat function.
e Get real-time answers to your questions about your claim reconsideration. To chat with a live advocate, go to
UHCprovider.com and click Sign In at the top-right corner. Chat is accessed from the Contact Us page and is available 6 a.m.—
6 p.m. MT, Monday—Friday.
e Please have the following information ready for the chat:
—Member name, date of birth, ID number and plan name
—Claim number, date of service and billed amount
—Reason for escalation
—Rendering care provider name, tax ID number
—Call reference or online ticket number

e Allow up to 30 days for processing

Step 4 Don’t agree? Submit a final appeal.

e |f you don’t agree with the response from Provider Relations, you may submit a final appeal
—Use the File Appeal button in the Claims tool at UHCprovider.com/claimsportal
—Attach all supporting materials

e Allow up to 60 days for processing



http://uhcprovider.com/claims
http://uhcprovider.com/claims
https://www.uhcprovider.com/
https://www.uhcprovider.com/en/claims-payments-billing/claimslink-self-service-tool.html

Unlock the Power of Chat

Do you need answers quickly but not sure where to find them? Are you looking for

a way to lessen the time you spend on administrative tasks, so you can free up more
time to focus on your patients? Our chat feature in the UnitedHealthcare Provider
Portal has you covered.

Our knowledgeable advocates are ready to offer support when you’re not sure of your
next steps or need help finding information. When you pop into chat, not only will you
get the support you need, you also may streamline your administrative processes.

Our chat feature currently offers  ° Claims  Credentialing N | _
support - the following- « Eligibility & benefits » Technical support Support is just a click away at UHCprovider.com/chat.

* Prior authorization

How and where to access chat

To sign in to the portal, go to UHCprovider.com and click Sign In at the top-right corner. Then, enter your

One Healthcare ID. Have a team member who doesn’t have a One Healthcare ID yet? Have them go to
UHCprovider.com/access to get started.

After signing in to the portal, chat can be accessed on the Contact Us page, 7 a.m.-7 p.m. CT, Monday-Friday.

!JJJ © 2023 United HealthCare Services, Inc. All Rights Reserved.



UnitedHealthcare
Provider Advocate Account Managers

B Jamille Bernard
jamille_bernard@uhc.com

[ ] Adrian Hagan
adrian_d_hagan@uhc.com

[] Jenny Ford
jennyt_ford@uhc.com

|:| Tekima Beamon
fekima_beamon@uhc.com
] Ashley Clarke
ashley_clarke@uhc.com
FQHC | RHC Statewide

Curtis Burroughs
curtis_burroughs@uhc.com
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Claim Filing

“Transforming the health of the community one person at a time.”
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Clean Claim and Claim Rejection

Clean Claim: A clean claim is a claim received by Magnolia for adjudication in a nationally accepted format in compliance with standard coding guidelines and
which requires no further information, adjustment, or alteration by the provider for services to be processed by Magnolia.

Claim Rejection: A rejection is an unclean claim that contains invalid or missing data elements required to accept the claim in Magnolia’s claim processing
system. Rejected claims should be resubmitted after making proper corrections as an original claim and must meet a new clean claim submission timeframe of
180 days from the service date.

Examples of rejected claims:
. Invalid member ID number
. Invalid Provider ID
. Invalid Member Date of Birth
. Invalid or Missing NPI
. Incorrect type of bill for the service or location
. Missing or invalid modifier
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Claim Filing

. First time claims should be submitted within 180 days from DOS

. If the member has primary insurance, claims should be submitted within ninety (90) days from the primary payer’s EOP

. All requests for corrected claims and claim reconsiderations (optional) must be received within ninety (90) days of the last written notification of the denial or original submission date.
. Claim appeals must be received within thirty (30) days of the denial or outcome of reconsideration request.

First time, corrected, and reconsideration requests can be submitted in the following ways:

Magnolia Health Secure Web-Portal (preferred method) www.provider.magnoliahealthplan.com

Provider Services can assist most Provider Related Inquiries
Electronic Claim Submission via one of our EDI trading partners on www.magnoliahealthplan.com
Paper Claims Medical By calling 1.866.912.6285 (TTY: 711) between the hours of
Magnolia Health 7:30 a.m. - 5:30 p.m., providers can access real time

Attn: CLAIMS DEPARTMENT assistance including, but not limited to:

* Claim resolution guidance
P.0. Box 3090 (MSCAN) * Credentialing/Network Participation Status

Farmington, MO 63640  Claims Status Inquires

Magnolia Health Provider Manual https://www.magnoliahealthplan.com/providers.htm| * Facilitate request for adding/deleting physicians to an
existing group

* Magnolia Health website review and portal questions
including registration help

* Facilitate inquiries related to administrative policies,

ATTN: BH Claims procedures, and operational issues

P.O. Box 7600 Farmington, MO 63640-3834 * Accept Referrals for Care Management

* Navigating prior authorizations

Paper Claims Behavioral Health
Magnolia Health



http://www.provider.magnoliahealthplan.com/
http://www.magnoliahealthplan.com/
https://www.magnoliahealthplan.com/providers.html
https://www.magnoliahealthplan.com/providers.html

Claim Reconsideration

All requests for corrected claims or claim reconsiderations must be received within ninety (90) days of the last written denial/adjudication notification, example: Date of EOP.

The preferred submission method for a claim reconsideration is through Magnolia Health’s secure portal at: www.provider.magnoliahealthplan.com. The secure portal will allow
attachments and supporting documentation to accompany your request.

Claim reconsiderations submitted in writing or mail are accepted, but not preferred. When submitting a mailed reconsideration please include the following:

* Written communication (i.e. letter) outlining disagreement of claim determination

* Indicate “Reconsideration of (original claim number)”

Medical Claim Reconsideration
Magnolia Health Plan

Attn: Reconsideration

PO BOX 3090 Farmington, MO 63640

magnolia health.

A claim reconsideration is an optional step in Magnolia’s claim dispute process. Providers may choose to bypass the reconsideration process by submitting a claim
appeal in lieu of a reconsideration. If a provider chooses to submit a claim appeal in lieu of a reconsideration, the reconsideration step will be exhausted, and the
provider cannot request a reconsideration after the submission of an appeal

Behavioral Health Claim Reconsideration
Magnolia Health

Attn: BH Claim Reconsideration

PO Box 7600

Farmington, MO 63640-3834



http://www.provider.magnoliahealthplan.com/

SEALTH #ug S

éNCQA

ACCREDITATION
AR P ED

magnolia health.

Claim Appeals

A Claim Appeal is the next step of the claim dispute process following the outcome of a claim reconsideration.
Claim appeals must be received within thirty (30) days of the denial or outcome of a reconsideration request.

Claim appeals cannot be submitted via the Secure Provider Portal and must be mailed to the address below along with supporting documentation and the required claim appeal
form located on www.magnoliahealthplan.com.

Medical Claim Appeal
Magnolia Health

Attn: CLAIMS DEPARTMENT
P.O. Box 3090 (MSCAN)
Farmington, MO 63640

Behavioral Health Claim Appeal
Magnolia Health

Attn: BH Appeals

P.O. Box 6000

Farmington, MO 63640-3809

For more information regarding the claim dispute please visit Magnolia’s Provider Manual found here:
. https://www.magnoliahealthplan.com/providers.html
. Provider Services at 1.866.912.6285



https://www.magnoliahealthplan.com/providers/resources/forms-and-resources.html
https://www.magnoliahealthplan.com/providers.html

SehATH A ]

(NCQA

ACCREDITATION
ACCRELES

magnolia health.

Provider Complaints and Grievances

Providers have the right to file a complaint or grievance with Magnolia Health.

A provider complaint or grievance is defined as any provider expression of dissatisfaction expressed by the provider to the Plan orally or in writing regarding policies,
procedures, administrative processes, or adverse benefit determination.

Examples of Complaints and Grievances include:
* Aspects of interpersonal relationships, such as rudeness of health plan staff, a provider, or an employee
¢ Failure to respect the provider’s rights, regardless of whether remedial action is requested

Timeframes

*  Provider complaints and grievances should be filed in writing or by phone within thirty (30) calendar days from the date of the incident
causing dissatisfaction.

* Magnolia will provide a written determination within thirty (30) calendar days upon receipt of complete documentation.

*  For written grievances, Magnolia will notate the date received and send an acknowledgment letter, which includes a description of the
grievance, procedures, and resolution time frames, within five (5) business days of receipt.

* Magnolia may extend the determination time frame up to fourteen (14) calendar days. Extensions must be requested within five (5)
calendar days of original resolution date.

Mail:
0 Call: Magnolia Health
1.866.912.6285

Attn: Provider Complaints/Grievances

Monday — Friday 1020 Highland Colony Parkway;,
7:30 a.m. to 5:30 pm Suite 502

Ridgeland, MS 39157




SehATH A ]

(NCQA

ACCREDITATION
A g pTtEY

magnolia health.

Balance Billing

Per the Medicaid Provider Agreement and the Administrative Code Title 23: Medicaid Part 200: General Provider Information, Chapter 1, Rule 3.8- Charges Not Beneficiary's
Responsibility, which states that providers who have agreed to be Medicaid providers are expected to bill Medicaid for Medicaid covered services and accept Medicaid payment as
payment in full.

The Medicaid Provider agrees to accept as payment in full the amount paid by the Medicaid program for Medicaid covered services with the exception of authorized deductibles,
co-insurance, and co-payments.

The member cannot be balance billed for any denied charges under circumstances including but not limited to failure to obtain a notification or prior authorization, either
prospectively or retrospectively, clinical or administrative denial of the claim or service.

Magnolia Health members:

. May not be balance billed

. May not be billed for missed appointments

. May not be billed for failure to obtain prior authorization or adhering to timely filing guidelines
— Contact Providers Services at1-866-912-6285

—  Provide Education to members
If a member asks for a service that is not covered, you must ask the member to sign a statement indicating that they will pay for the specific service.

For more information, visit:
https://www.magnoliahealthplan.com/providers/resources/forms-and-resources.html
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Verifying Member Eligibility

Failure to verify eligibility on the date of service may result in non-payment of services because member is not eligible. Eligibility can be checked in the following ways:

. Secure Provider Portal at: Provider.MagnoliaHealthPlan.com
. Call Magnolia Health at 866-912-6285

OR

Eligibility can also be accessed by Logging onto DOM’s MESA website: https://medicaid.ms.gov/mesa-portal-for-providers/

Retro-Active Eligibility

. The Division of Medicaid may assign retroactive eligibility to a member and assign the member to Magnolia Health. These dates are recognized and claims are paid
accordingly. Medical reviews may be performed retrospectively to assure medical necessity of services. Claims should be filed with accurate dates of services

. For more information on Retro-Active Eligibility, please review The Division of Medicaid’s Website hitps://medicaid.ms.gov/mesa-portal-for-providers/



https://provider.magnoliahealthplan.com/sso/login?service=https%3A%2F%2Fprovider.magnoliahealthplan.com%2Fcareconnect%2Fj_spring_cas_security_check
https://medicaid.ms.gov/mesa-portal-for-providers/
https://medicaid.ms.gov/mesa-portal-for-providers/
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Timely Filing

Code
Combinations not
appropriate;
unbundling codes

Billing Provider

inactive or not

registered with
Medicaid on DOS

Rendering Provider
inactive or not
registered with

Medicaid on the

DOS

Modifier Missing
or Invalid

Provider not billing
according to
Contract (TIN /
Group NPI)

Common Billing
Errors

Duplicate Claims




Claims Filing Tips

magnolia health.

Do not hold claims for any reason. You will be subject to timely filing guidelines, regardless if you are going through contracting or enroliment.

Ensure your group and rendering providers are active providers with Gainwell or your claim will be denied.

If your claim denied due to a coding edit, medical records and/or supporting documentation should be submitted via the claim reconsideration and/or appeal process.

DN N NN

If your claim is pending, it may require a corrected claim, claim reconsideration and/or appeal, please wait until the claim has finalized before submitting your new request.

Failure to do so may result in a claim denial or the incorrect claim be processed.

v~ If your group has multiple Group NPIs and your practitioners will be practicing under each Group NPI, you must submit a request to link them to each Group NPI or it may

result in a non-par payment or claim denial.

v" Ensure that you are billing according to your contract. If the contract has a TIN and Group NPI and there are rendering providers associated, you must bill accordingly. The

rendering provider should not bill their Rendering NPI as the Group.

v" If you are a medical group that has switched to an RHC or FQHC, once your contract has been amended, you will be required to file corrected claims with the appropriate

place of treatment to receive proper reimbursement.

Prior to performing services, review the pre-auth check tool to verify if authorization is required. If authorization is required and not obtained, your claim will deny.

If you have an authorization and it has expired or need additional units, please obtain prior to rendering services and filing a claim or your claim will deny.




Provider Engagement Administrator (PEA) .

Supports Primary Care Providers

magnolia health.

Tan Tunica, Coahoma, Quitman, Bolivar, Sunflower, Washington, Latoya Hemphill

Sharkey, Humphreys, Leflore Latoya.Hemphill@centene.com
Light Pink Desoto, Tate, Panola, Yalobusha, Grenada, Webster, Choctaw, Jill Dean

Attala, Holmes, Carroll, Montgomery, Tallahatchie Amanda.Dean@CENTENE.COM
Turquoise Oktibbeha, Lowndes, Noxubee, Kemper, Neshoba, Lauderdale, Bethany Peters

Scott and Newton Bethany.Peters@centene.com

Warren, Hinds, Claiborn, Jefferson, Adams, Franklin, Wilkinson, |Tiffany Sanders

ESHOBA|  KEMPER Amite Tiffany.Sanders@centene.com

Gold Rankin, Copiah, Madison, Leake, Yazoo, Winston, Lincoln, Pike, |Tarkan West

Wathall, Lawrence, Isaguena Tarkan.Weston@centene.com

Jefferson Davis, Covington, Marion, Lamar, Forest, Pearl River Donna Ramirez

Hancock Donna.Ramirez@CENTENE.COM
Yellow Perry, Greene, Stone, Harrison, Jackson, George, Harrison Belinda Turner

Belinda.Turner@centene.com

Tishomingo, Prentiss, Itawamba, Monroe, Clay, Chickasaw, Kiri Parson

Calhoun, Pontotoc, Union, Tippah, Alcorn, Benton, Marshall, kiri.l.parson@centene.com
Stacy Mcgrew
Stacy.Mcgrew@centene.com

Simpson, Smith, Jones, Wayne, Clarke, Jasper
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Brittany Cole magnoliazone3@centene.com -Coahoma, Quitman, Bolivar, Sunflower, Humphreys, Monroe, Clay, Chickasaw,
Holmes

Provider Network Support Specialists (PNSS)
Supports all Ancillary, Hospitals, DME, and other Non-PCP Providers

Kenisha Byrd magnoliazonel@centene.com - Desoto, Tate, Panola, Yalobusha, Grenada, Webster, Choctaw, Attala, Carroll,
Montgomery, Leflore, Tallahatchie, Tunica, and state of Tennessee

Heather Samuel magnoliazone5@centene.com - Winston, Kemper, Newton, Scott, Noxubee, Lowndes, Oktibbeha,
Lauderdale, Neshoba

Yashieka Brookins magnoliazone4@centene.com - Jefferson, Warren, Hinds

Ericka Hunter magnoliazone7@centene.com -Rankin, Copiah, Madison, Leake, Yazoo

Meg Duke magnoliazonelO@centene.com - Jefferson Davis, Marion, Pearl River, Hancock, Lamar, Forrest, Covington, Sharkey

Shelby Sloan magnoliazone8@centene.com - Perry, Greene, Stone, Harrison, Jackson, George

Anna Owens magnoliazone2@centene.com - Tishomingo, Prentiss, ltawamba, Washington, Calhoun, Pontotoc, Union, Tippah,
Alcorn, Benton, Marshall, Lafayette, Lee

Jemessia Johnson Jemessia.Johnson@centene.com -Simpson, Smith, Jones, Wayne, Clarke, Jasper, Claiborne

Katharine St. Paul magnoliazone6@centene.com - Adams, Franklin, Lincoln, Wilkinson, Amite, Pike, Lawrence, Walthall

Magnolia’s Dedicated Behavioral Health Provider Network Support Specialist:

Valencia Bennett, RN, BSN
Email- vbennett@centene.com



mailto:magnoliazone3@centene.com
mailto:magnoliazone1@centene.com
mailto:magnoliazone5@centene.com
mailto:magnoliazone4@centene.com
mailto:magnoliazone7@centene.com
mailto:magnoliazone10@centene.com
mailto:magnoliazone8@centene.com
mailto:magnoliazone2@centene.com
mailto:-Jemessia.Johnson@CENTENE.com
mailto:-Jemessia.Johnson@CENTENE.com
mailto:magnoliazone6@centene.com
mailto:vbennett@centene.com
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Provider Services (Call Center)

Provider Services Call Center:

*  Provides phone support

. First line of communication

*  Answer questions regarding eligibility, authorizations, claims, and payment inquiries

*  Available Monday through Friday, 7:30 a.m. to 5:30 p.m. CST 1-866-912-6285




Contact Magnolia

SEALTH #ug S

(NCQA

ACCREDITATION
AR pLED

magnolia health.

. Magnolia Provider Services Line
Call: (866) 912-6285
Fax: (877) 811-5980
. Magnolia Member Services Line
Call: (866) 912-6285
Fax: (877) 779-5219
. Magnolia Prior Authorizations
Call: (866) 912-6285
Fax: (877) 650-6943
. Magnolia EDI Department
Call: (800) 225-2573, ext. 25525
Email: EDIBA@centene.com
. PaySpan
Call: (877) 331-7154
providersupport@payspanhealth.com
. 24 Hour Nurse Advise Line- 866-9126285
. MTM (Transportation) https://www.mtm-inc.net/mississippi/

. Magnolia Contracting
Call: (866) 912-6285

Magnolia Credentialing
Call: (866) 912-6285
For Gainwell inquiries Call: (800) 884-3222
Envolve Dental
Call: (844) 464-5636
www.envolvedental.com

Envolve Vision
Call: 1-844-464-5636
www.visionbenefits.envolvehealth.com
MTM (Non-Emergency Transportation)
Scheduling: (866) 331-6004
Complaint: (866) 436-0457
Where’s My Ride: (866) 334-3794
Evolent formally National Imaging Associates (NIA)
Call: (800) 642-7554
Online: www.RADMD.com

Pharmacy
Call: (866) 399-0928
Help Desk Phone: 1-833-750-2773
https://www.covermymeds.com



mailto:providersupport@payspanhealth.com
https://www.mtm-inc.net/mississippi/
http://www.envolvedental.com/
http://www.visionbenefits.envolvehealth.com/
http://www.radmd.com/
https://www.covermymeds.com/
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Claims Submission Methods

Electronic Claims

Paper Claims

The Provider Portal Claims Mailing Address

Molina Healthcare of Mississippi, Inc.
PO Box 22618
Long Beach, CA 90801

https://www.availity.com/molinahealthcare

is available free of charge and allows for
attachments to be included.

Clearinghouse

Providers may use the Clearinghouse of
their choosing. (NOTE: fees may apply).

ClaimsNet is Molina Healthcare’s chosen
clearinghouse. When submitting EDI Claims
(via a clearinghouse) to Molina Healthcare,

providers must use the applicable
payer ID #77010

*Preferred Method

MOLINA

HEALTHCARE



Claims Submission

—

Initial Claim

Time Frame

180 days from the
DOS/180 Days from the
Date of Discharge

Reconsideration,

Correction, or '

90 Days from the date

Claims
Submission

Timeframes

of denial/EOP
Adjustment
COB essmsl) 180 Days from the
Primary Payer’s EOP
MOLINA

HEALTHCARE
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EDI Claims Submission Information

® Molina Healthcare of Mississippi uses ClaimsNet as its gateway

clearinghouse. ClaimsNet has relationships with hundreds of other
clearinghouses. Typically, Providers can continue to submit Claims to their
usual clearinghouse.

Molina accepts EDI transactions through our gateway clearinghouse for
Claims via the 837P for Professional and 8371 for institutional. In order to
ensure that all data being submitted to our gateway is received properly your
submitter must utilize the latest version of the 837 standard. It is important to
track your electronic transmissions using your acknowledgement reports. The
reports assure Claims are received for processing in a timely manner.

ClaimsNet Payer ID# 77010



EDI Frequently Asked Questions

« Can | submit COB claims electronically?
-Yes, Molina and our connected Clearinghouses fully support electronic COB.

* Do |l need to submit a certain volume of claims to send EDI?
-No, any number of claims via EDI saves both time and money.

« Which Clearinghouses are currently available to submit EDI claims to Molina?
https://www.molinahealthcare.com/providers/common/medicaid/ediera/edi/Pages/chinfo.aspx

+ What claims transactions are currently accepted for EDI transmission?
-837P (Professional claims), 8371 (Institutional claims).

 Where can | find more information on the HIPAA transactions?
https://www.molinahealthcare.com/providers/common/medicaid/ediera/edi/Pages/quidanceinfo.aspx

* How do | exchange the 270/271 Eligibility Inquiry?
-Molina does not directly exchange the Eligibility transactions. The transactions may be sent to Molina's contracted
clearinghouse Change Healthcare to verify Eligibility.

* How do | exchange the 276/277 Claim Status Inquiry/Response?
-Molina does not directly exchange the Claim Status transactions. The transactions may be sent to Molina's contracted
clearinghouse Change Healthcare to verify Claim Status.


https://www.molinahealthcare.com/providers/common/medicaid/ediera/edi/Pages/chinfo.aspx
https://www.molinahealthcare.com/providers/common/medicaid/ediera/edi/Pages/guidanceinfo.aspx

'EDI Claims Contact Information

Submitting Electronic: Claims, Referral Certification and Authorization

1-866-409-2935
Email Directly: EDI.Claims@MolinaHealthcare.com

Submitting Electronic: Encounters
1-866-409-2935
Email Directly: EDI.Encounters@MolinaHealthcare.com

Receiving 835/ERAs
1-866-409-2935
Email Directly: EDI.eraeft@MolinaHealthcare.com




Electronic Funds Transfer &
Remittance Advice (EFT &
ERA)

Contracted Providers are required to register for EFT within 30 days of entering the Molina Network. Providers enrolled

in EFT payments will automatically receive ERAs as well. Molina partners with Change Healthcare/ECHO for EFT and
ERA services. Additional information regarding EFTs and ERAs will be available under the “EDI, ERA/EFT” tab on the

Molina website at: https://www.molinahealthcare.com/providers/common/medicaid/ediera/era/enrollERAEFT.aspx
Benefits of EFT/ERA:

» Faster payment (as little as 3 days from the day the claim was electronically submitted)

» Search historical ERAs by claim number, member name, etc.

* View, print, download and save PDF ERAs for easy reference

* Providers can have files routed to their ftp and/or their associated clearinghouse
How to Enroll:

» To register for EFT/ERAs with Change Healthcare go to:_https://providernet.adminisource.com/Start.aspx

» Step-by-step registration instructions are available on Molina’s website (www.molinahealthcare.com/provider) under the
“‘EDI, ERA/EFT” tab.
o0
¢ MOLINA
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https://www.molinahealthcare.com/providers/common/medicaid/ediera/era/enrollERAEFT.aspx
https://providernet.adminisource.com/Start.aspx
http://www.molinahealthcare.com/provider

Corrected Claims

A corrected claim is a claim that has already been processed, whether paid or
denied, and is resubmitted with additional charges, different procedure or diagnosis
codes or any information that would change the way the claim originally processed.
Claims returned requesting additional information or documentation should not be

submitted as corrected claims. Corrected claims are treated as new claims.

Providers can submit corrected claims by the following:

—
’ — (COlO0 — o]
L

Paper Claims Provider Portal

o0
'.‘l MOLINA
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Corrected Claims Billing
Requirements - Paper Claims

CMS 1500

@ Providers should submit with resubmission code 7 in Box 22.

@ For Paper CMS 1500 claim form: Enter “RESUBMISSION” on the claim in the Additional Claim
Information section (Box 19) of the form.

UuB04

® Types of bill XX7 (replacement of prior claim).

© Enter “"RESUBMISSION” in the Remarks section (Box 80) of the form.

o0
’.‘l MOLINA
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Claims Reconsideration

A Claims Reconsideration is written communication advising of the disagreement or

dissatisfaction of claim determination.

Reconsideration must be accompanied by the following:

Member demographic information. ﬁ
Supporting documentation outlining the specifics regarding the reason [\

\ /5
.

Refer to Molina Provider Manual for additional information: ;\ 4

https://www.molinahealthcare.com/providers/ms/medicaidmanual/medical.aspx

o0
"l‘ MOLINA
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Claims Reconsiderations, Disputes, and
Appeals Important Definitions

The denial or limited authorization of a requested service, including determinations on the type or level of

service, requirements for medical necessity, appropriateness, setting, or effectiveness of a covered benefit;

the reduction, suspension, or termination of a previously authorized services; the denial, in whole or in part,

of payment for a service; the failure to provide services in a timely manner, as defined by the Division of
_Medicaid.

Requests for Molina to review an Adverse Benefit Determination related to Provider, which may include, but

is not limited to, for cause termination by Molina, or delay or non-payment for Covered Services.




Preferred Method:

‘g' online via Molina’s Provider Portal:
https://www.availity.com/molinahealthcare

Fax:
(844) 808-2409

How to file A
Claim Dispute,

Molina Healthcare of Mississippi, Inc.
Attention: Provider Grievance & Appeals
1020 Highland Colony Pkwy

Suite 602

Ridgeland, MS 39157

Appeal, or
Reconsideration.



Documentation Needed for Submission of
Reconsiderations, Disputes, or Appeals

 All Claim Reconsiderations, Disputes or Appeals must be submitted on the Molina Claims Request

for Reconsideration Form (CRRF) found on Molina’s Provider website and the Provider Portal.

» The form must be filled out completely to be processed.

« Any documentation to support the reconsideration, dispute or appeal must be included, ex. include

Medical Records, copy of Explanation of Payment, copy of Authorization Form.

« |f submitting voluminous Medical Records, please indicate where Molina can find pertinent

information to support the medical necessity for the service.




MOLINA

HEALTHCARE

Appeals Quick Reference

Molina Healthcare Member Resolution Team (MRT) and Provider Resolution Team (PRT) are working together to re-route any

misdirected requests. However, participating providers sending disputes/appeal requests to the wrong department could delay

response times.

For providers seeking to appeal a denied Prior Authorization (PA) on behalf of a member only, fax Member

Appeals at (844) 808-2407.

For providers seeking to appeal a denied claim only, fax Provider Claim Disputes/Appeals at

(844) 808-2409.

If a provider rendered services without getting an approved PA first, providers must submit the

claim and wait for a decision on the claim first before submitting a dispute/appeal to Molina.




Top 3 Issues

Related to
Claims

* Duplicate Claim/Services

Submissio

« Pay-To or Rendering NPI is not effective
on claim DOS

* Timely Filing




Provider
Relations
Representatives
Territories

Provider Relations Representative Territories

MSCAN & CHIP

A ILﬂnhlmdm Lawin i
VR ek 4 517 A
Do Ceeana, Tured, Tons, Porcio, Mershal, Besioen, Lodowms,
“vobabresha, Colreiin, Chechanaw Teppaoh, Ureon, Poreots:, (Les, Aiozie,
Te BT 1Y ied, ioswos, T b Lowesied, Cloy

Lo el B

B Porran Glark

i wilas: Ceakarne, Cherrean, Tollohorohes, Gasrada Vesbrs L - &
momge Ty Lt Corol, Surfices: Yeaihesnon. Bokeas
i AR

) AT

i Rebin Thamaon
Ry Theor® o It aical s s 7 £ 3 ey
) DT
DS ke HoTiphrdy eI aens, Holmed
“ataren, vanod, Ciobore, Jefenon Copeat, Lincals,
Agcera, Frorakn A, Wilkandon, Sancase. Sefieacn
Do, Locvesnaercots Piles, whimithall
e Lk

D Lekorno Loy
e v e el e S e LB
[T NE s BT
O b S, Roren, STeT
Crdngies. Chocnrs Anale Wesanon, Honbes,
HeTpes, Loedsdas Lecka hearoka, Soom
Pt o Chamia. Vo, JONEE
nniaded AL

E Terri Smith

) PO S
Do boy on Lomas Peoil Ak dorcocu, Ransan
Pap Coeirat, Gobeapp, o bl Troms, Haoraon
Insiades AL & LA

Tomdia ‘Wilkams {FOHC and RHGa)
Tocremse Wl ruidys bl o i e G - LoiTy

L A
Coiantiei Al Dosmibe

Koo kiays - (Bebavicml ond

seranl Heakh Prorvidars Onkd

i

mm-l%l.

inai e BN Ol Wehodinl i i dlOs

ory Ann Bimemans - {Behavionol ond senénl
Heakh Providems and PH TR and GHGe)

2 s B TR M w2 T
L B .
Dtk Al Dot yubadis

Tiffary Holia -Johnwon Condice Fippina
Carector, Provider Reletiom Frovid d

ot arvp st - ok el 8 P bl o S L LT
Cardy Williard Lo Keida Ward

s [

E R |

Carack g kil o S Loksdal a8

MolinaHeaithoare com HIEMLTHEAEE




Claims

Filing Tips |

Accurate Coding
» Correct coding is key to submitting valid claims. To ensure that claims are as accurate as possible, use
current, valid Diagnosis and Procedure Codes and code them to the highest level of specificity.

Secondary/TPL Claims
» Collect up-to-date information about the patient including demographics and insurance plan
» Check eligibility, verify benefits and confirm other insurance plans
* When submitting a claim include a legible explanation of benefits (EOB) from other primary insurance
to avoid denials

Timely Filing
» Submit claims as quickly as possible, meeting timely filing deadlines
* Timely Filing Requirements:
-First Time: 180 calendar days
-Corrected claims: 90 days from the date of denial
-Second Payer: 180 calendar days after final determination by primary payer

Missing incomplete/invalid payer claim control number
» Corrected or Void/Replacement claims must include the correct coding to denote if the claim is
Replacement or Corrected along with the ICN/DCN (original claim ID

Paper Claim Rejections
» To avoid a delay in receiving claim payment, ensure the information provided on a paper claim
submission is readable, legible, and does not contain white out (correction fluid/tape)
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Provider Enroliment
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Agenda

Provider Recredentialing @ Hospital Admittance

Verisys @ Supporting Documentation
Credentialing Information @ Revalidation/Recredentialing
Initial Enrollment @ Questions

Liability Insurance

Gainwell Technologies Proprietary and Confidential 153
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Provider Recredentialing

Beginning October 1, 2022, providers The CVO will perform recredentialing for both current

seeking participation in MississippiCAN providers and new providers every three (3) years

and/or CHIP are now required to be unless the provider is credentialed by a DOM-

. approved Delegated Credentialing Entity. Providers
enrolled, credentialed, and screened by _pp N : - _ : ) L e
identified for recredentialing will receive notification

DOM and subsequently contract with their
CCO of choice.

from Gainwell Technologies by letter, which is sent to
the provider’s “mail to” address on their provider
record. This letter is generated six months in advance
of the recredentialing due date on the provider’s
record in MESA, and a link will be available in the
portal to start the process.

Gainwell Technologies Proprietary and Confidential
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Verisys

For providers enrolling with any MississippiCAN or
Children’s Health Insurance Program (CHIP) for our
Coordinated Care Organizations, providers will choose
during the MESA application process for both credentialing
and recredentialing if they are currently credentialed
through a Mississippi Division of Medicaid-approved
delegated credentialing entity or if they will credential
through the state’s Credentials Verification Organization

(CVO). Verisys is contracted to perform credentialing for

DOM'’s Fiscal Agent, Gainwell Technologies.

The side image is an example of an email notification a
provider will receive from Verisys if additional information is
required. Please contact Verisys directly if you have any
questions pertaining to the information being requested at
855-743-6161, Monday-Friday, 8 a.m. to 8 p.m. ET, or via
email at outreachsupport@verisys.com.

Gainwell Technologies Proprietary and Confidential

\/ Verisys

Verisys, a nalional credentials verification organization, has besn contracted to handle primary source verification of your credentials. Diocumentation needed to complete your credentialing
apgplication is missing, incomplate or expired. In ardet 1o confinue the cradentialing process with the Health Plan(s) requasting information, you wil need to provide the requestad infarmation
within three (3} business days from the date of this notice sa that the pi ing of your application can be

Haalth Plan|s) Requesting Information:
Mississippi Division of Medicaid (DOM)

Credentials Request for:
Name, Provider

Attention:
Credentialing Contact

Information Requasted:

* Aftestation - Expired
= Copy of current legible DEA cerlificate(s) for M3 or the name of the practitioner whio prescribes on your behalf

How to Respond:

« To fax or directly upload the requested informatiion, use the custom Verisys Supporting Documentation website link HEEE On the Verisys Suppording Documentation website, you
can downboad the custom fax cover shest, specific forms. attach documentation, or provide a quick response for the requested information

= This email was sent from a poilfication-only email address that cannot accepl incoming email  Please do not rephy 1o this message

+ The website nk ks custom to the provider and health plan specific to the Credentialing Information Request contained in this email Please do not submit other providers not listed in
this email using this link

= Please disregard this notice  you have already submittad your application or information requested

= | you are using CAQH to upload supporting documentaion, please allow up 10 two (2) business days for CADQH processing  Once the documents are processed by CAQH, Aperture
will b able to downdoad that information

I you hawve questions regarding this request. you may contact us at 855-743-6161 Monday through Friday, Bam 108 pm ET Otherwise, amadl us a gutreachsupporti@verisys com

Please do not send any documents directly to this email address, documents should be sent using the How to Respond options listed above. This email address is for questions
only. Thank you.

157
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Credentialing Information

V You will be able to enter a CAQH ID or choose a
Delegated Credentialing Agency from the dropdown
list.

If CAQH ID is entered, Gainwell must have the
provider’s authorization to be added to our roster for
credentialing purposes and the profile must be
complete and attested.

If you choose Delegated Credentialing Agency, you
must enter your last credentialing date.

)

¥

Select Continue, to the CCO Information page.

Gainwell Technologies Proprietary and Confidential

Provider Enrollment: Credentialing Information

Welcome

Request Information

j Credentialing

Information

CC0 Informatian

Tazonomies

Provider Identfication

Anareszes

Affliated Providers

Languages

Credentialing Information

Either enter Credentizling Delegate Agency Name and Date or your CAQH 1D,

Credentialing Delegate Agency Name ‘ V‘ Credentialing Daten :
AGENCY 11
HATTIESBURG CLINIC
HUBHEALTH
CAQHID D 151 HEALTHCARE NETWORK - NEW ORLEANS
MEMORIAL GULFPORT
~ MISSISSIPRT PHYSICIANS CARE NETWORK 3
NORTH MISSISSIPPI HEALTH LINK [ Gancel |
OCHSNER FOUNDATION
RUSH HEALTH

RIVER REGION HEALTH SYSTEM

ST, JUDE CHILDREN'S RESEARCH HOSPITAL

SINGING RIVER PREMIER NETWORK

UNIVERSITY PHYSICIANS-UNIVERSITY OF M5 MEDICAL CENTER

159
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Initial Enroliment: Request Information

Initial Enrollment Information

» When choosing your
Program Enrollment, you
have the option to enroll

Click the additicnal Enrollment Requirements Checklist link to select a taxonomy.

additional Enroliment Requirements Checkdist (Must Wiew)

in Fee-For-Service (FFS), Enrollment Type _

Managed Care programs Taxonomy _

MSCAN and/or MSCHIP. *Requesting Enrollment Effective Datea |02/29/2024 &
Provider Information

> If MSCAN is chosen, you —— ‘NP1 Zip + 4@
must choose FFS. -
“Tax ID Numbera *Tax ID Type & EIN(_) SSN
. “Are you currently enrcolled as a '/ ves ® o
» Choosing MSCAN or Provi
vider?
MSCHIP mear_ls the . “Were you previoushy enrolled O ves ® no
application will require as a Provider?
credentialing.

The provider identification numbers listed below are addibonal identifiers for the enrolling providers. Mot all fields are reguired.

Program Enrollment

Click Here, to view taxonomies excluded from MSCAN and/or MSCHIP enrollments.

Fee-For-Service (FFS) | MSCAN ||

Please choose & selection below (&t least one is reguired). Mote: When choosing MSCAN, Fee-Far-Service (FFS) must also be chosen,

MSCHIP [ |

Gainwell Technologies Proprietary and Confidential
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CVO Professional Liability Insurance

Effective immediately, the Minimum Malpractice Coverage
Requirement for the Mississippi Division of Medicaid are as
follows:

Physician (MD/DO), Nurse Practitioner, Certified Nurse
Midwife, Oral Surgeon, Physician Assistant, Podiatrist,
all non-physician Behavioral Health practitioners,
Naturopaths, and Optometrists - $500,000 per
occurrence/$1,000,000 per aggregate.

Acupuncture, Chiropractor, Massage Therapy,
Occupational Therapy, Physical Therapy, and Speech
Language Pathology remain unchanged at $200,000 per
occurrence and $600,000 per aggregate.

Gainwell Technologies Proprietary and Confidential

Provider Enroliment: Other Information

EET Encollment

» Other

* Indicates a required field.

Insurance

Click "+" to view or update the details in a row. Click ™" to collapse the row. Click "Remaove"” link to remove the entire row.

Information regarding professional (malpractice) liability insurance coverage is required.

Please refer to the CVO Professional Liability Insurance Policy for coverage requirements.

MNote: The Provider is required to upload proof of liability insurance.

Policy # | Effective Date | Expiration Date | Action

B Click to collapse.

*Carrier or Self-Insured *Policy Number
Name

*Address |
ity | *County | |
*State | v | *Zip Coden |

*Effective Date® | | ﬂ *Expiration Date ﬂ

*Do you have unlimited coverage with this ) ves® tia
insurance carrier?

*Amount of Coverage Per | *Amount of Coverage Per

Occurrence Aggregate

o] [
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Hospital Admittance

£l MEDICAID

Hpme = Do Broviger Enspitrment = Broyider Enrplirnent Hopitel Adrmittancs

Prowvidger Enrocliment: Hospdtsl Adom ites mee

o SR LA rospital Admitie nce

Clck =+~ Lo whew or update he details bn 8 row. Clkck -~ 10 collapse The row. Clck

I Admitting Type I Hospital ] Address I City I State I

* Do you hawve Admitting ') Admitting Priviteges () Adeitting Plan [ Alternate Arrangerment ) Neither
L L LN LA Flan
hangacgns wr MNelther?

> If the provider selects Hospital — e

Admittance, they must show proof ——

Hospital AMFiliaticn NPI

of such. The provider must upload —
supporting documentation in the — e = S s i

Faw

supporting documentation section. e

Are Privileges Temporsry ?

OF Total Annual Admissions,
What Percentage s to this
Hospital 7

Terminated AMiliation

Inferrmation

l Adrmitting Plan / Altermnate Arrangerment I

Wihe will sdmit on your Behalf?

Adrmitting Phystcian MBT

Gainwell Technologies Proprietary and Confidential 163



Supporting Documentation

Select

Drop-
down

Add

Attest

You must select the “Instructions = Privacy Notice Link.” A
separate window will open to the Mississippi Division of
Medicaid website. Once you have read the notice the window
can be closed. If this is not selected, you cannot move to the
next page.

Select “Choose File” to locate the appropiate file to be added.
Select the “Attachment Type” drop-down that matches your
file attachment. If your documents are saved in one
document, select “All” for the type. If not, select the
appropiate type.

Select “Add” to attach the document. It must be in PDF format
to be added. If additional documents need to be attached,
select “+ Click to add attachment”.

Select the box for the Attachment Attestation statement.
Select “Continue” on the Agreement page.

Gainwell Technologies Proprietary and Confidential

Supporting Documentation

The fellowing actions nesd to be taken to complete the enrallmant process, IF you need to submit attachments, please follow the instructions in

the Attachments panel belovi,

Instructions : Privacy Notice (Must View

Checklist of General Provider Information Neaded

Important Check List Iterns can be found

* Indicates a reguired figld.

Attachments =]
To add an attachment, complets the required fields and click the Add button.
Use the 'Other’ salaction to upload attachments nat in the list,
Individual providers are required to upload a proof of Professional Liability Insurance and Faciliny/Othar Providers are required to upload a proof
aof Genersl Liability Insurance when enrolling/adding Managed Care Pragrami{s) MSCAN and/ar MSCHIP) and regquiring credentialing by the DOM
o,
Mote: if you cheoose to "Uplead™ attachments by "File Transfer”, a maximumn of 20 M2s of information can be uploaded.
The sllovrable file types are: gif. jpg. .jpeq, pdf .png, &if Giff, st
Click the Remove link to remove the entire row,
# Transmission Mathod Fila Attachment Typa Action

E] click to collapse

*“Transmission Method | FT-File Transfer + |

*Upload Fila |M| Mo file chosen
* Attachment Type | |

Cancel
Attachment Attestation

I have verified that I have uploaded all decumentation for this enrollment application. I understand that

any missing documentation will delay processing of the submitted application.

 Continue [ Finich Later | Concel
164



» Letters for revalidations and recredentialing go out 180 days prior to
the due dates.

»Letters are sent out early to allow providers ample time to submit

Recredential | ng/ and to allow processing time so provider contracts do not terminate
for failure to recredential or revalidate.

Reval |dat|0n Tl pS »Providers that are Fee-For-Service (FFS) or Medicaid Only do not
recredential.

»Providers with MSCAN or MS CHIP will recredential
»Providers with FFS, MSCAN and CHIP will revalidate.
»Revalidation is every 5 years.

»Recredentialing is every 3 years.

» Groups do not recredential.

> If a provider fails to recredential ONLY the MSCAN and CHIP
contracts will terminate. The FFS contract remains active. They

will need to submit an add program app to have the MSCAN/CHIP
added back. *Note: A provider must be FFS to add MSCAN.

Gainwell Technologies Proprietary and Confidential 165




Recredentialing/

Revalidation Tips

Gainwell Technologies Proprietary and Confidential

» If you recredential a provider ID, the revalidation due date is extended 3
years.

» Recredentialing can take up to 30 days because the applications go to our
credentialing vendor, Verisys.

» Unless you are a CHIP provider, for revalidations, we require minimal
documents, such as a provider’s license, to be uploaded. CHIP providers
still need to upload W-9 and Civil Rights Compliance forms.

» For recreds and revals, the portal will list the documents you need to
upload on the supporting documents page. Click the dropdown to see
each type.

» Information on recreds and revals are posted on the division of Medicaid’s
website under late-breaking news

» Here are job aids on how to complete both.

* https://medicaid.ms.gov/wp-content/uploads/2023/10/Provider-
Recredentialing-v.1.pdf

e https://medicaid.ms.gov/wp-content/uploads/2023/10/Provider-
Revalidation-Process-v.1.pdf

e https://medicaid.ms.gov/wp-content/uploads/2023/08/Partial-Save-
Identify-and-Resolve-Errors-on-an-Enrollment-App v1.0.pdf
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https://medicaid.ms.gov/wp-content/uploads/2023/10/Provider-Revalidation-Process-v.1.pdf
https://medicaid.ms.gov/wp-content/uploads/2023/10/Provider-Revalidation-Process-v.1.pdf
https://medicaid.ms.gov/wp-content/uploads/2023/08/Partial-Save-Identify-and-Resolve-Errors-on-an-Enrollment-App_v1.0.pdf
https://medicaid.ms.gov/wp-content/uploads/2023/08/Partial-Save-Identify-and-Resolve-Errors-on-an-Enrollment-App_v1.0.pdf

magnolia health.

2024 Division of Medicaid
Provider Workshops

Contracting and Enroliment

“Transforming the health of the community one person at a time.”

5/15/2024




Contracting

To join Magnolia Health’s network, please click on the link below to complete the contract
request form:

Medical - Join Our Network

BH - Behavioral Health - Join our Network

Applicants will receive an email from the Contracting Department within approximately 1 week
of receipt of the contract request containing an application packet to complete and submit back
to the Health Plan. Once the complete application is received, a draft contract will be sent to the
provider within 30 days.

Providers must be enrolled as a Medicaid Provider and have an active Mississippi Medicaid ID
#. Providers must also be properly credentialed by Gainwell Technology or other delegated
authority.

Magnolia Health
ATTN: Contracting Department
1020 Highland Colony PKWY Suite 502
Ridgeland, MS 39157

magnolia health.

SehATH A ]

(NCQA

ACCREDITATION
AR P ED

magnolia health.

Find a Provider ~ For Members ~ For Providers Eligibility

For Providers
Login

Become a Provider
Join Our Network

Behavioral Health Join Qur
Network

Pre-Auth Check
Pharmacy

Provider Resources
QI Program
Provider News

Coronavirus Informafion for
Providers

Email Sign Up

Join Our Network

If your business offers Behavioral Health Services, please complete our Behavioral Health Contract Request Form. Providers
offering both Physical Health Services and Behavioral Health Services must complete both forms.
Required fields are marked with an asterisk (%)

Provider Reques? Information (please select ail that apply) *
[ Mew applicant or current parficipating provider requesting to join product networks managed by Magnolia Health
[0 Current Participating Provider requesting to change name or Tax ldentification Number {TIN)

Contact Information

Contact Name

First * Last*
Contact Phone Number * Contact E-Mail Address *
Provider Information
Legal Entity Name * ATTN *
Street Address *
Address Line 2
City * Siste
Alabama w
ZIP Code *



https://www.magnoliahealthplan.com/providers/become-a-provider/contract-request-form.html
https://www.magnoliahealthplan.com/providers/become-a-provider/join-our-network.html
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FQHC New Group Contract Process

magnolia health.

Magnolia requires an FQHC contract be accompanied by:

. IRS Form W-9

. PPS Encounter Rate Letter

. Provider Data Form*

. Ancillary/Clinic Credentialing Application* (15t section only)

* These forms are available at www.magnoliahealthplan.com on the Provider Resources page.

Rates:

* FQHCs can obtain their current “per visit rate” by reviewing https://medicaid.ms.gov/providers/fee-schedules-and-rates/# .Please make sure to submit updated rate letter or
changes timely to ensure proper claims reimbursement.

* Payment rates may be adjusted by the Division of Medicaid pursuant to changes in federal and/or state laws or regulations.

* In-network providers/schools will be reimbursed at 100% of their current encounter rate, unless otherwise stated in your contract
* All services provided in an inpatient hospital setting, outpatient hospital setting or a hospital’s emergency room will be reimbursed on a fee-for-service basis.

For information on EPSDT services, please click here. For additional questions, please contact Provider Services at 1-866-912-6285



http://www.magnoliahealthplan.com/
https://medicaid.ms.gov/providers/fee-schedules-and-rates/
https://www.magnoliahealthplan.com/content/dam/centene/Magnolia/medicaid/pdfs/CAID20110-MS2020PrvdrHndbk.pdf
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RHC New Group Contract Process

Magnolia requires an RHC contract be accompanied by:

. IRS Form W-9

. PPS Encounter Rate Letter

. Provider Data Form*

. Ancillary/Clinic Credentialing Application* (15t section only)

*These forms are available at www.magnoliahealthplan.com on the Provider Resources page.

Rates:

Service Limits Reimbursement to an RHC is limited to no more than four (4) encounters, also referred to as a “visit”, per beneficiary per day, provided that each
encounter represents a different provider type. https://medicaid.ms.gov/providers/fee-schedules-and-rates/#

Medically necessary services rendered by an RHC employee or contractual worker for an RHC beneficiary can be billed as an RHC encounter in multiple sites:
* Rural Health Clinic

» Skilled Nursing Facility

* Nursing Facility

* Residential Facility

For information on EPSDT services, click here. For additional questions, please contact Provider Services at 1-866-912-6285



http://www.magnoliahealthplan.com/
https://medicaid.ms.gov/providers/fee-schedules-and-rates/
https://www.magnoliahealthplan.com/content/dam/centene/Magnolia/medicaid/pdfs/CAID20110-MS2020PrvdrHndbk.pdf
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Provider Value Based Contracting

Value Based Contracts are partnerships between providers and the health plan to incentivize high quality care,
cost effectiveness, while emphasizing the use of preventative services.

Magnolia’s current Value Based Program focuses on Primary Care Providers.
New VBC incentive programs will be made available to additional providers later this year.

For more information on Value base Contracting,
magnoliacontracting@centene.com



mailto:magnoliacontracting@centene.com
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Contracting Issue Resolution

v" Magnolia contracts at the Tax ID level. Magnolia does not contract with individual physicians.

v" Providers must be credentialed with Gainwell and have an active Medicaid ID with a MississippiCAN designation before the contracting process can begin.

v" Contract effective dates are 30 days from the date of the provider’s signature on the contract.

v' If a provider wishes to enroll practitioners with their new contract, each practitioner must be credentialed with Gainwell and have an active Medicaid ID with a
MississippiCAN designation at the time of contract execution in order to receive the same effective date as the contract effective date.

v" For any practitioners or locations that are added/enrolled in the future (after contract execution), the effective date will be the date the request was received by the Health
Plan, given the specific location and/or practitioners are registered as a MississippiCan provider with Gainwell.

v" If a provider is contracted as a physician group and later converts to an RHC or FQHC, the provider must notify the Health Plan and request a contract amendment by emailing
Magnolia’s Contracting Department at MagnoliaContracting@centene.com.

v" To change a contracted provider’s name or tax ID number, complete the Provider Update Form located on https://www.magnoliahealthplan.com/providers/resources/forms-
and-resources.html
Note: Request for a change of tax ID or legal name may require a contract amendment, which may take up to 30 days to complete.



mailto:MagnoliaContracting@centene.com
https://www.magnoliahealthplan.com/providers/resources/forms-and-resources.html
https://www.magnoliahealthplan.com/providers/resources/forms-and-resources.html
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magnolia health.

Effective October 1, 2022, providers seeking participation in MississippiCan and/or CHIP are required to be enrolled, credentialed, and screened by DOM, and subsequently
contract their Group with their CCO of choice. Please note, however, that Magnolia may require that you credential separately if you choose to participate in a different line
of business that Magnolia offers outside of Medicaid. Find more details visit Recredentialing and Revalidation - Mississippi Division of Medicaid (ms.gov)

Enrollment

Important Recredentialing Information

* Each provider must register for access to the MESA Provider Portal to recredential electronically.

* Recredentialing is required every three years.

* Provider should review information on file with Gainwell for accuracy and make any necessary updates

* Providers will receive a letter 180 days prior to their recredential due date and their recredentialing link will be available on the Home Page of the MESA Provider Portal.

* Providers will have 60 days to submit your recredentialing application.

* Providers who fail to recredential or submit supporting documentation by the deadline will be terminated and will no longer be able to participate in a Coordinated Care
Organization (CCO) network.



https://medicaid.ms.gov/recredentialing-and-revalidation/
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An enrollment request is when the group has an existing agreement/contract with Magnolia Health and wishes to add additional practitioners or facilities to an existing
agreement. This requires data updates to ensure claims, portal, and directory recognize this practitioner as participating and affiliated with the appropriate group contract.

Enrollment

Providers should contact Magnolia’s Provider Data Management department at magnoliacredentialing@centene.com after receiving approval from the Gainwell’s Credentialing
Committee. Providers are considered out of network and may receive a lower reimbursement rate or denial until entering into a contract or enrolling with Magnolia Health.

To link a new practitioner and/or new Group NPI to your existing contract or additional locations to an existing practitioner and/or existing Group NPI, please email the following
documents to magnoliacredentialing@centene.com,

* Provider Data Form (Practitioner)
* Hospital/Ancillary Cred App (Provider)
These documents can be found at www.magnoliahealthplan.com For Providers > Provider Resources > Become a Provider

Please note:
. Groups and practitioners MUST have an active Medicaid ID and been credentialed through Gainwell and selected Magnolia as a CCO, prior to submitting an enrollment

request.
. Delegated providers should continue to utilize the established roster process.
. If you select multiple lines of business on the Provider Data Form or Hospital/Ancillary Cred App, you will be required to complete all of the requested documentation to be

credentialed for our other lines of business. For the practitioner, you will need to complete the Magnolia Credentialing Application Packet under the link referenced above.
. Magnolia Enroliment Guidance Reminder

v' Practitioner’s start date cannot precede the contract effective date
v' Practitioner’s contracted payment eligibility cannot precede state Medicaid eligibility

v' Practitioner’s start date should be the date the provider group or practitioner notified the health plan that they have joined a contracted group via a roster submission
or enrollment process. Magnolia will not grant retro effective participation or credentialing request.

v" Important Note for Roster Submitters: Roster submission which include Medical and Behavioral Health Practitioners must include an indicator to ensure
practitioner will be enrolled properly.



mailto:magnoliacredentialing@centene.com
mailto:magnoliacredentialing@centene.com
http://www.magnoliahealthplan.com/
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Prior to contacting Magnolia Health for Contracting and/or enrollment, make sure you are credentialed through Gainwell and have requested to be a Magnolia provider.

Enrollment Issue Resolution

Ensure that the taxonomy you utilized to enroll with Gainwell matches what is submitted on the request to Magnolia and NPPES.

If you are not an active Fee-for-Service and/or MississippiCan provider at the time of claim submission, your claim will be denied regardless of your network status with Magnolia.
Please contact Gainwell to discuss further.

* EX1T: RENDERING PROV INACTIVE / NOT REGISTERED W/ STATE ON DOS
* EX1n:BILLING PROV INACTIVE / NOT REGISTERED W/ STATE ON DOS

If your group has multiple Group NPIs and your practitioners will be practicing under each Group NPI, you must submit a request to link them to each Group NPI or it may resultin a
non-par payment or claim denial.

To be reimbursed for EPSDT, services, you must complete the appropriate application with Medicaid to receive reimbursement

If you are a medical group that has switched to an RHC or FQHC, once your contract has been amended, you will be required to file corrected claims with the appropriate place of
treatment to receive proper reimbursement.

If you need to make changes to any of the following, please submit your request to magnoliacredentialing@centene.com:

v' Office relocation, Change Primary Location
v’ Change Primary Location, Service Location Office Hours, Phone Number
v Updating a Financial Address — W9 required
v Updating Member Assignment Limitations
v’ Panel Size (PCP only), Age Restrictions, Accepting New Patients, etc.
Add an 0 a practitioner or group - Complete the Provider Update Form located on https://www.magnoliahealthplan.com/providers/resources/forms-

5/15/2024


mailto:magnoliacredentialing@centene.com
https://www.magnoliahealthplan.com/providers/resources/forms-and-resources.html
https://www.magnoliahealthplan.com/providers/resources/forms-and-resources.html
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Enrollment and Contracting Contacts

magnolia health. Find a Provider ~ For Members ~ For Providers ~ Eligibility
_ . For Providers Join Our Network
Medical - Join Our Network Loain

If your business offers Behavioral Health Services, please complefe our Eehavioral Heslth Contract Request Form. Providers
offering both Physical Health Services and Behavioral Health Services must complete both forms.

Become a Provider ~

BH - Behavioral Health - Join our Network

Join Our Netwark Required fields are marked with an asterisk (%)

. . . Behavioral Health Join Our Provider Reguest [nformation (please select all that apply) *
Magno‘la Health PrOVIder SerVICES- 1‘866‘9 12‘6285 Network O Mew applicant or current parficipating provider requesting to join product networks managed by Magnolia Health
[ Current Parficipating Provider requesting to change name or Tax lIdentification Number (TIN)
Pre-Auth Check w
Contracting Department- magnoliacontracting@centene.com Pharmac
Y .
Contact Information
Provider Resources s
Credentialing- magnoliacredentialing@centene.com Contact Name et
QI Program -
| || |
Provider Mews A
Cortact Phons Numbsr * Contact E-Mail Address *
Coronavirus Information for | | | |
Providers
Email Sign Up Provider Information
Legal Entity Name * ATTHN *



https://www.magnoliahealthplan.com/providers/become-a-provider/contract-request-form.html
https://www.magnoliahealthplan.com/providers/become-a-provider/join-our-network.html
mailto:magnoliacontracting@centene.com
mailto:magnoliacredentialing@centene.com
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About Molina

For over 40 years, Molina Healthcare has

been a purpose-driven company committed to

improving the lives and well-being of our
members, while making a positive impact in

the communities we serve. Our mission,

vision and values help lead every decision we
make — from the office of the CEQO to our

valued call center representatives




Our Mission

To improve the health and lives of our
members by delivering quality

government-sponsored healthcare.

Location

1020 Highland Colony Pkwy

Suite 602

Ridgeland, MS 39157

HEALTHCARE
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Molina Values

Integrity First Open & Honest

We always do the right thing. Absolute Communication
Accountabi | |ty We listen and we respond.

You can hold us accountable.

o0
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Provider Contact Center

® The Provider Contact Center is the first line of communication

for providers.

® Provider Contact Center can verify eligibility, answer claims

related questions, check Prior Authorizations status, etc.

® Phone: (844) 826-4335

® Hours of Operations

7:30 am - 6:00 pm CST

o0
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Provider Website - MSCAN & CHIP

https://www.molinahealthcare.com/providers

PI'OVi der Manual For Mofina Members | About Mofina | Showing Information For Mississippi Misstssippi v [ MedicaidCHIP | = TypeSize - | +
CQOVID-19 Updates i.l.l.'}@f?rk'c'}'\ﬁ seaer o
Provider News :

Provider Training and Resources | e | MM e | Y s

Contracting and Credentialing Forms Would you like to become a

Prior Authorization Guide and Forms Molina Medicaid provider?

Clinical Practice and Preventive Health Guidelines ‘

Health Management Programs for Asthma, Diabetes, fﬁl‘;‘l‘uﬂ;ﬁ,ﬁﬁ'“‘” S i e

Hypertension, CAD, CHF & Pregnancy

Quality Improvement Programs

Member Rights & Responsibilities

P rlvacy N otices Welcome, Mississippi Healthcare Providers QuiexLinks
Pror Authorizations

Claims/Denials Decision Information e

Coniracled providers are an essential part of delivering quality care to our members. We value our parinership

cooopopoobbbpD bbbl

Current Preferred Drug List & Updates R w1 s v 1 i arvioncare Vion
P h armace ut| ca I M an ag eme nt P roced ures As our partner, assus:‘mg you is one of our highest priorlies. We welcome your feedback and look forward 1o ’:Th_‘; Trafmr[a:m]
supparting all your efforts 10 provide quality care J:I:' :Ceu: N:“:m

HOW tO Contact U M Staﬂ; & Medlcal ReV|ewer if you have any questions, please call Provider Services at (844) 826-4335

= I rtant R der:
H ow to access Ia n g u age Services Need a Prior Authorization? I::Tn'pcl:ian::.:m.h;a Healthcare
Prior Authorization Tool Secoydemograpnes ate ot
An d m 0 re | rpjﬁ:;i:s;: our Pravider Online

Available to You 24/7!
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Contact Information - MS CAN & CHIP

Contact Information

Molina Healthcare of Mississippi, Inc.

1020 Highland Colony Pkwy Suite 602

Ridgeland, MS 39157

Phone Numbers

Main Line Toll Free

Member Eligibility Verification
Member Services

Provider Services

Behavioral Health Authorizations
Pharmacy Authorizations
Radiology/Transplant/NICU
Authorizations

Fax Numbers
Main Fax

Prior Auth — Inpatient Fax

Prior Auth — All Non-Inpatient Fax
Behavioral Health - Inpatient Fax
Behavioral Health - All Non-
Inpatient Fax

Pharmacy Authorizations Fax
Physician Administered Drugs
Radiology Authorizations Fax
Transplant Authorizations Fax
NICU Authorizations Fax

Claims Department

The Claims Depariment is located at our corporate office in Long Beach, CA. All hard copy (CMS-1500, UB-04) claims must be submitted by mail to the address
listed below. Electronically filed claims must use EDI Claims/ Payor ID number - 77010. To verify the status of your claims, please call our Provider Claims

(844) 826-4333
(844) 809-8438
(844) 809-8438
(844) 826-4335
(844) 826-4335
(844) 826-4335

(855) T14-2415

(844) 303-5188
(844) 207-1622
(844) 207-1620
(844) 207-1622

(844) 206-4006

(844) 312-6371
(844) 312-6371
(877) 731-7218
(877) 813-1206
(833) 734-1509

Vendors

MTM (Non Emergent Transportation)
Toll Free: (888) 597-1206

Toll Free: (844) 826-4335
https://memberportal.net/?planCode=MOL

CVS Caremark (Pharmacy)
Toll Free: (844) 826-4335
PA submissions Fax: (844) 312-6371

March Vision (Vision)
Toll Free: (844) 606-2724
Toll Free: (844) 826-4335
www.marchvisioncare.com

Representatives at the numbers listed below. For Dental Claim information, please click here.
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How To Join

Our Network

Rhvouna PROVIDER CONTRACT
i 40T ML AR REq UEET FERH

mepumum mwm‘ [

hoedni To join our network, please complete and follow instructions
e given on the Contract Request Form found on our website:

.3 ) R w el .'r—-mhm bk
o iyl

https://www.molinahealthcare.com/providers/ms/medicaid/co
mm/Join-Molina-Healthcare-of-Mississippi-Network.aspx

After completing, a representative from our Provider
Contracting Department will reach out to you regarding the
enrollment process.

For additional information, email:
MHMSProviderContracting@MolinaHealthCare.Com

b0, S = ARRNQLINA



https://www.molinahealthcare.com/providers/ms/medicaid/comm/Join-Molina-Healthcare-of-Mississippi-Network.aspx
https://www.molinahealthcare.com/providers/ms/medicaid/comm/Join-Molina-Healthcare-of-Mississippi-Network.aspx
mailto:MHMSProviderContracting@MolinaHealthCare.Com

How To Join Our Network FAQ

® \Whatis needed to become a contracted provider?

To become a contracted provider with Molina for the MSCAN & CHIP
Products, a Provider Group must have an active MESA ID and be
credentialed through Gainwell. A completed credentialing packet will be

necessary only if the group decides to join Molina’s Marketplace Product.

® What will be my effective date?
The effective date of a new group contract will be 30 days after the
Provider Group signs the Contract. Any providers submitted during the
original contract loading process shall receive the same effective date.
Any claims submitted before your contractual effective date will be

considered out of network.

o0
2 MOLINA
I‘l HEALTHCARE
*Please notate that the effective date given by Gainwell will not be the effective date of the newly contracted group.



How to Add a Practitioner/Make an

Update

In order to add a Practitioner to an existing Molina Contract or make
an update, please complete a Provider Information Update Form,
which can be found at the following link:

https://www.molinahealthcare.com/-

/media/Molina/PublicWebsite/PDF/Providers/ms/medicaid/provider-

information-update-form.pdf

After completion, please send the form to:

MHMSProviderUpdates@molinahealthcare.com and a representative

will make outreach to you regarding next steps.
o0
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Guide to Provider Forms

ACTION

YOU WILL NEED TO COMPLETE THE SECTIONS IDENTIFIED
BELOW ON THE PROVIDER INFORMATION UPDATE FORM (PIF)
AND ANY ADDITIONAL DOCUMENTS LISTED. ALL DOCUMENTS
MUST BE COMPLETED AND RETURNED

Add a Provider to the
group

+ PIF - Complete Section A, Section N*

*Section N can be copied when adding multiple providers

Terming a provider

+ PIF - Complete Section A and Section

+ Term letter on your organization’s letterhead

Closing a service
lecation(s)

+ PIF - Complete Section A and Section H

Change Phone/Fax

+ PIF - Complete Section A, Section F

Change the Pay-To/
Billing Address

+ PIF - Complete Section A and Section |
=g

+ Sample Claim Form (de-identified)

Change or add a
service location

+ PIF - Complete Section A Section G

Add a new group
to the same Tax
Identification
Number (TIN)

+ PIF - Complete Section A
. W-9

+ Sample Claim Form (de-identified)

Chaonge Group + PIF - Complete Section A ond Section D
M Onl
ST + Sample Claim Form (de-identified)
= W9
Change TIN only s PIF - Complete Section A and Section B
+ Sample Claim Form (de-identified)
R MOLINA
MolinaHealthcare.com ‘I‘ HEALTHCARE
BOVSOTHMOMSEN 201117




FAQs on How
To Add A

| ||
P ra Ct I tl O n e r ® What credentialing information is needed?

In order to become an in-network practitioner with Molina for the MSCAN & CHIP

Products, a practitioner must have an active MESA ID and be credentialed through

O r M a ke Gainwell. A completed credentialing packet may be necessary only if the

practitioner is joining Molina’s Marketplace Product.

d U d t @ Demographic Updates:
a n p a e S Please timely submit demographic updates such as: banking information,

| /
e) %3\ < ‘ address changes, phone number changes, etc.
&

4 ® What will be my effective date of a newly added practitioner?
o The effective date given by Gainwell will not be the effective date given by
PY) | Molina. The effective date of a new practitioner addition will be the date in
.‘“ M,QTHCNA'S which it is received by Molina.



TERRITORY 1

Contractin Coeice MeCoo 5.
: FLOATING
g Ca ndllc':? McCook, Sr. Katrina McKinney — Associate Specialist, Provider
| Specialist Prov. e
Contracts

Cody Greer — Director, Provider Contracts

Map

TERRITORY 2
Central/Merit Health
Katrina Stroud, Specialist Prov. Contracts

TERRITORY 3 0
South-Gulf Coast/Ochsner =~
Garrett Kalem, Specialist,

Prov. Contracts
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Managed Care Provider Workshops

Mississippi Division of Medicaid

United
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Contact Us

As a health care professional, you can get the support and information you need from UnitedHealthcare in a
variety of ways. You can choose from chat, the UnitedHealthcare Provider Portal and more to help you find
the information you need. From technical support and provider network management to a specific state’s
health plan, you can select the options that work best for your needs.

@ O

UnitedHealthcare Community Plan UHCprovider.com Chat with Us, for Real Time Answers!
* Provider Services (MSCAN): 877-743-8734 * UHCprovider.com/join-our-network * To start a chat, sign in to the Provider Portal.
» Provider Services (CHIP): 800-557-9933 » Credentialing

* Online: uhccommunityplan.com « Onboarding Processes

* Physical Address:
795 Woodlands Parkway, Suite 301
Ridgeland, MS 39157

!JJJ © 2024 United HealthCare Services, Inc. All Rights Reserved. 192


http://www.uhccommunityplan.com/
https://www.uhcprovider.com/en/health-plans-by-state/mississippi-health-plans/ms-comm-plan-home/ms-join.html

Mombors 25 Now Uor Uor Aoces

Resources for health care professionals

United
'_JJ Healthcare Eligibility  Prior Authorization Claims and Payments Referrals Our network ~ Resources «

Home * Contact Us

Contact Us

We're here to help with United Healthcare Provider Portal self-service tools and a new live chat option using your One Healthcare ID. Don’t have one? Get one now.

Self-service options

Want answers quickly? Need contracting or credentialing

help?

The Provider Portal provides patient and practice-specific
information for:

Use your One Healthcare ID to:

Eligibility and coverage
Claims and payments

Prior authorizations
Referrals, reports and more

Update your application to join our network
Access self-service tools

Check your credentialing status

Chat with an advocate

e
Signin & Connect now [

Frequently requested contacts

I'm looking for.... Contact us

Members Myuhc.com [

Feedback



Members [ New User & User Access What can we help you find? @

United
'_JJ Healthcare Eligibility  Prior Authorization Claims and Payments Referrals Our network « Resources «

Resources for health care professionals

OptumRx fax (non-specialty medications)

Pharmacy 800-527-0531
OptumRx fax (specialty medications)
800-853-3844

24/7 behavioral health and substance use support line 877-614-0484

UnitedHealthcare Provider Portal support
Provider portal help for login, access, and functionality questions is available 7 am - 7

pm CT, Monday - Friday via chat. Sign in (5 with your One Healthcare ID to chat with
an advocate.
Support is also available by calling 866-842-3278, option 1.

Electronic Data Interchange (EDI) support
For Electronic Data Interchange (EDI) inquiries, complete automated transaction

support form [ or email supportedi@uhc.com

Technical support for providers and staff .
Community Plan EDI support

ac_edi_ops@uhc.com
800-210-8315

API support
General APl support APlconsultant@uhc.com
API Extended X12 support supportedi@uhc.com

Optum Technical support [

Optum Pay
Sign in [ or learn how to enroll 5

Payment assistance
UnitedHealthcare Premium® Program designation UnitedHealthPremium.uhc.com [

Clinical assistance 866-889-8054

General provider assistance 877-842-3210

Feedback



How to Request a Contract — Medical Provider

» Step 1: You must successfully complete Centralized Credentialing through the Mississippi Division
of Medicaid’s fiscal agent Gainwell.

- Applies to all MississippiCAN and CHIP providers
- Gainwell Provider Portal: Medicaid Enterprise System Assistance (MESA)

» Step 2: All MississippiCAN and CHIP Providers: Once your Medicaid credentialing is complete
with the Mississippi Division of Medicaid and you have an active MS Medicaid ID number, please
submit your practice’s letter of intent or request for participation by email to hpdemo@uhc.com.

* Please include the following with your request:
- A statement that the practice is requesting a new medical group agreement
- Medical group specialty,
- Practice roster
- Copy of Form W-9

» Step 3: Set up your online tools, paperless options and complete your training.
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https://portal.ms-medicaid-mesa.com/ms/Default.aspx?alias=portal.ms-medicaid-mesa.com/MS/Provider&AspxAutoDetectCookieSupport=1
mailto:hpdemo@uhc.com
http://www.uhcprovider.com/en/resource-library/Join-Our-Network.html

Federally Qualified Health Centers (FQHC)
Rural Health Clinics (RHC)

UnitedHealthcare Community Plan must have these items when completing a contract with a FQHC/RHC.

1. You must successfully complete Centralized Credentialing through the Mississippi Division of Medicaid'’s fiscal
agent Gainwell.

2. The following items are contracting requirements for FQHC/RHC:

Provider Roster (This is a specific Roster Template for FQHC/RHCs.)
W9

General and Professional Liability Insurances

Rate Letter for Medicaid

FQHC/RHC Email Box: MS-FQHC-RHC@uhc.com
* Request the Provider Roster Template
» Submit questions
« Submit Updates, Changes, Additions to your Physician Roster
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Behavioral Health Providers

Learn how to join the Behavioral Health Network, review Community Plan Behavioral Health information, or
submit demographic changes at Community Plan Behavioral Health.

March Vision Care

Once your credentialing is complete with the Mississippi Division of Medicaid and you have an active MS
Medicaid ID, please go to March Vision Care/become provider where you will complete the form by filling in
the requested information. Once submitted, you will be contacted by a representative from our Network team.

Optum Physical Health
Current Participating Providers — Send Letter of Interest by email to netdevpubsec@optum.com or
Fax: 855-277-9173. Include: Group/Provider Name — Tax ID — NPI — POS Address — Phone — Fax — Email

Non—Participating Providers — Please submit your request for participation on our website.
myoptumhealthphysicalhealth.com and select “Interested in becoming a Provider” or Call: 800-873-4575

Dental
Once your credentialing is complete with the Mississippi Division of Medicaid (Gainwell) and you have your
welcome letter for your provider(s) and/or office(s); please follow the below steps to submit your request for
part|C|pat|on with UnitedHealthcare Dental:

Please visit us online: www.uhcdental.com

Once on the website, please click on “Join Our Network”.

On the Join Our Network page, under “Get Started”, number 2 (Southeast Region); click on “Contact us”.

This should bring up your email, please make sure to fill this out in its entirety and include a copy of your Provider’s Gainwell
Welcome Letter. Please make sure to identity that this is for MS Medicaid (MSCAN/MSCHIP).

© 2024 United HealthCare Services, Inc. All Rights Reserved.
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https://public.providerexpress.com/content/ope-provexpr/us/en/our-network/welcomeNtwk/wMS.html
https://www.marchvisioncare.com/becomeprovider.aspx
mailto:netdevpubsec@optum.com
http://www.uhcdental.com/
http://www.myoptumhealthphysicalhealth.com/

Value Based Incentives




PATH Program

The PATH program includes resources that assist the Providers with meeting their quality scores which will also
increase their earning potential with the measures tied to the incentive program.

« UHCprovider.com/PATH Program

- Includes the following resources for Providers:
* PCOR (Patient Care Opportunity Report)
» Coding Resources
* HEDIS® Reference Guides

* Provider Services: 877-743-8734

!JJJ © 2024 United HealthCare Services, Inc. All Rights Reserved. 199


http://www.uhcprovider.com/PATH%20Program

Provider Incentive Program — CP PCPI

UnitedHealthcare Community Plan Primary Care Professional Incentive Program

» Rewards qualifying physician practices for performance tied to addressing patient care opportunities for
members attributed to their panel. Measures targeted for this program are in the table below.

Health Equity

» This program offers an additional opportunity to earn bonuses by closing care gaps and reducing health
inequities sorted by race, ethnicity, and gender identity.

Antidepressant Medication Management (Effective Acute) Asthma Medication Ratio (Total)
Blood Pressure Control for Diabetic Patients Eye Exam for Diabetic Patients
HbA1C Control for Diabetic Patients Immunizations for Adolescents (Combo 2)
Well Child Visits- First 15 Months Well Child Visits- Ages 12-17
Well Child Visit- Ages 3-11 General SDOH Assessment



Provider Incentive Program — CP PCPI

Social Determinants of Health (SDOH) are non-clinical societal and environmental conditions,
such as lack of access to:

» Adequate food and health care

» Housing

* Transportation
» Adequate social support that prevent individuals from accessing health care they need.

Identifying these non-clinical barriers to care allow health care providers and insurers to identify non-
clinical conditions that present obstacles for patients’ access to the health care they need.

Health care providers are strongly encouraged to routinely screen, document, and submit the
appropriate ICD-10 code(s) when a patient is impacted by SDOH.

Providers participating in CP PCPI can earn an incentive by documenting a completed SDOH
assessment with use of a Z code (max incentive $5 per member per year).

Social Drivers of Health Z-Code Provider Guide found at link below:
Social Drivers of Health Z-code Provider Guide - UnitedHealthcare (uhcprovider.com)

!JJJ © 2024 United HealthCare Services, Inc. All Rights Reserved. 201


https://www.uhcprovider.com/content/dam/provider/docs/public/resources/patient-health-safety/Social-Drivers-Health-Z-Code-Provider-Guide.pdf

Recredentialing



Recredentialing

All Credentialing and recredentialing activities will be conducted by the Division of Medicaid and Gainwell Technologies.
* Medicaid Status must remain active to maintain an In Network Status with the CHIP and MSCAN benefit plans.

 Contract is valid through the agreed upon date (see signed contract.)

» To access a credentialing application through Gainwell:

- MESA Portal: Mississippi Medical Assistance Portal for Providers ___ ~ Home
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https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fportal.msxix.net%2Fms%2Fprovider%2FHome%2Ftabid%2F135%2FDefault.aspx&data=05%7C01%7CEvelyn.Sampson%40medicaid.ms.gov%7Ce05d6c1ccb144016fd8f08daa547f7b8%7Ca56c16c8a5294e06b1c945d508738292%7C0%7C0%7C638004025793807401%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=qcjzOmHhLm9%2FEnl2sildFRDYB1YBeqlk8LJpehxI5js%3D&reserved=0

Managed Care Inquiries and Complaints
HELP US, HELP YOU

Please forward all provider issues and complaints to:

https://forms.office.com/g/WXj92sN1MH

Managed Care Provider Inquiries and Issues

Form

Providers should report all issues to the respective CCO and exhaust their review processes prior to reporting
the issue/inguiry to the Division of Medicaid.

* Required

GENERAL INFORMATION

Please allow seven (7) business days for the CCOs to respond
to your inquires and complaints.
Office of Coordinated Care: Provider Services at (601) 359-3789.

MISSISSIPPI DIVISION OF
‘4 OFFICE OF THE GOVERNOR | MISSISSIPPI DIVISION OF MEDICAID
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https://forms.office.com/g/WXj92sN1MH

Please Complete 2024 Provider Survey

2024 MississippiCAN and CHIP Provider
Survey

We need your help!

Please tell us how well the MississippiCAN and CHIP programs are performing. Please take a few minutes to complete
this survey by selecting the below link for your response. If you have any questions, please contact the Office of
Coordinated Care (601) 355-3789.

1. Name

Enter your answer

2. Facility https://forms.office.com/g/aEU1]1jM6k

Enter your answer

3. Contact Number

Enter your answer

MISSISSIPPI DIVISION OF
‘J OFFICE OF THE GOVERNOR | MISSISSIPPI DIVISION OF MEDICAID

MEDICAID



https://forms.office.com/g/aEU1J1jM6k

How Providers can Access the Provider
Workshop Resources

2024 Provider Workshops set for April, May

o 2024 Provider Workshop Presentation
*  Provider Contracting & Enrollment
*  Prior Authorizations
* C(Claims

» 2024 Provider Workshops set for April, May

Workshops to be held both in-person and as virtual webinars

Mississippi Medicaid is holding a series of provider workshops throughout April and May designed to educate providers on
issues such as contracting, prior authorizations and claims. For convenience, three of the workshops will be offered as B E . R N 1 bty AR
virtual webinars, and two will be held in-person. To learn more about the sessions and to register, open the flyer or click on @) MISSISSIPPI Medlcald Ellglblllty
the image below.

2024 MANAGED CARE
PROVIDER WORKSHOP TRAININGS

o Managed Care Comparison Chart
*  MississippiCAN
« CHIP

f

o Managed Care Org Chart

o Managed Care Contact List

o Gainwell & CCO Provider Reps

2024 Provider Workshop Resources

1. MSCAN Org Chart Vendors
2. Eligibility Resource Document

https://medicaid.ms.gov/2024-provider-workshops-set-for-april-ma

MISSISSIPPI DIVISION OF

OFFICE OF THE GOVERNOR | MISSISSIPPI DIVISION OF MEDICAID
MEDICAID 206
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https://medicaid.ms.gov/2024-provider-workshops-set-for-april-may/

Questions & Answers

Division of Medicaid
Lucretia Causey

Thank you attending the 2024 Provider Webinars.

7§
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