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The strength of an arch comes from the sum of itsgts.

The strength of ArchCare Advantage comes from tdmnection of our staff, provider
network and Nurse Practitioner/Care Managers wgrkigether to provide members
with comprehensive, coordinated and compassioaage

An arch is used to provide an opening, passagewalyentrance.
An arch is welcoming.

The welcome begins when our Nurse Practitioner/@&eager introduces our services
and gets to know the member and their family. Addupractitioner is specially trained
to conduct thorough physical exams and manage glananic health care conditions.
He/she will prepare treatment plans and order, testglications and other services. The
Nurse Practitioner guides the member along thahwzaie continuum to ensure that they
get what they need, when they need it.
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How to Contact ArchCare Advantage

Administrative Office/Plan Address
205 Lexington Avenue
14" Floor
New York, NY 10016

Providers:
» Credentialing, Contract Status, Provider Infornma@nanges, Training and
Orientations
1-800-373-3177 Telephone

1-646-794-1400 Fax

Clinical Services

» Pre-authorization requests can be obtained by:
o Calling 1 -800-373-3177, or
0 Fax 1-212-524-5163, or

Department e-madlinicalservices@archcare.org

Claims:

1-866-479-5050 Telephone

Claims Submission Address
ArchCare Advantage

c/o TriState Benefit Solutions
619 Oak Street

Cincinnati, OH 45206

Electronic Claims (Payer ID 31144)

To sign up for electronic billing with Emdeon orr fmore information visit
www.emdeon.conor call 1-866-924-4634 #4.

Member Services Monday — Sunday 8am — 8pm
1-800-373-3177 Telephone

1-646-233-5745 Fax

1-800-662-1220 TTY/TDD (Teletype)

Department e-ma#rchcareadvantagememberservices@archcare.org

ArchCare Advantage Website: www.archcareadvantage.org

Compliance Hotline
(Fraud and Abuse Prevention)
1-800-443-463 Telephone




Introduction

ArchCare Advantage will update the Provider Manpatiodically and will make
available electronic versions which can be viewednf our web site at
www.archcareadvantage.org Information related to these updates may appedhen
ArchCare Advantage web site, in our bi-annual pdevinewsletter and in other
mailings. This manual provides the most currenbinfation on the ArchCare
Advantage program and your responsibilities urigisrgrogram.

Model of Care

The ArchCare Advantage model of care managemeatdentinuous, collaborative
process with the member, their family, nursinglfigcstaff, and the member’s primary
care and specialty physicians. This care manageprextess consists of initial and
recurrent assessments, planning, implementationrdamation, monitoring, and
evaluation of options and services to meet the reéshealth care needs using available
resources to promote quality, cost-effective outegnThe chronically impaired member
has access to a wide range of services from priaratypreventive services to acute care.
The ArchCare Advantage care management model ateegthese services, develops a
plan and manages transitions to ensure continfitgire across all settings.

The model of care is designed around a Masterpapeel nurse practitioner (NP) or
Physician Assistant (PA) care manager who has eelatraining and is licensed to
assess, diagnose and treat acute and chronic healéh problems. The nurse
practitioner/physician assistant care manager, iwhassigned to each member upon
enrollment, is the single point of contact for sdirvices and collaborates with the
member’s primary care physician and a team oflnealte providers in the nursing home
as well as with hospital and community based pereid

The team of health care providers known as thedistplinary Care Team (ICT) is
composed of but not limited to, nurses includingistered and licensed practical nurses,
certified nursing assistants, social workers, tikeis (nutritionists), restorative health
specialist (physical therapist, occupational thistaspeech pathologist), behavioral
and/or mental health specialists (PsychiatristcRalpgist) and pastoral care.

The NP/PA is the primary care coordinator who tatates with the member’s primary
care physician and the ICT for the life of theiraiment in ArchCare Advantage.

The NP care manager and ICT engage in ongoing roareagement at scheduled
meetings and when there is a change of conditgprchange in mental status or a return
from the hospital, to coordinate and communicairical assessments and develop
appropriate interventions that meet the membegsisie

Our Care Management Program (CMP) goals and olgsaticlude to:

* Conduct initial and ongoing timely assessments@odide coordinated, cost
effective, interventions to members in the nur$iome;



* Assist the member to function at the highest lefelonsistent with their goals of
care;

* Improve the quality of life while reducing avoidakiospital admissions and
emergency department visits;

* Facilitate communication among members and thanilfas, primary care
physicians, the ICT and other health care providers

e Maintain or improve the member’s health status;

e Improve or maintain our members mobility and fuokél status, improve pain
management, self-management and independenceteahsigh goals of care;

* Improve access to affordable care for all coveerdces including medical, mental
health and social services;

* Improve coordination of care and transitions oéaross healthcare settings and
providers through an identified point of contact;

* Improve quality of life as self reported by membergéamily and satisfaction with
health services;

* Assist and guide the member and their family thihoadvance care planning, comfort
and palliative care and end of life issues whem@piate.

NP/PAs receive initial orientation and ongoing rirag to ensure that they are well
prepared to meet the needs of the members. Trainglgdes; case based bedside
teaching with the Medical Director supplemented repding materials, weekly
telephonic meetings dealing with clinical issueassec based interactive presentations
addressed at common geriatric syndromes in nutginges, e.g. dementia, depression,
falls, urinary incontinence, acute change in coodijtinfections, nutritional issues,
advance care planning, polypharmacy and attendamgitgc conferences and didactic
presentations. In addition, NP/PAs have access textensive self-study library of (e-
Learning) which includes a wide range of cliniagits.

The ArchCare Advantage provider network was dewslagnd is routinely monitored to
ensure that it is sufficient to provide adequateeas and availability to meets the needs
of our members. The Provider Relations staff warkssely with the care team to
identify network needs e.g. specialists who wilineoto the nursing home to evaluate the
member rather than have the member transportdaetphysician’s office Providers are
educated about the care management program, thialgpeeds of the members and the
benefits of a partnership with the ICT. The accommatnager and clinical manager
provide in-service education to nursing facilitgfétand serve as a resource for clinical
and administrative issues. The Provider Relatida$f slso develops supports and
manages the business relationships with contractedders.

Members are assessed upon enrollment to identifyaband potential problems that
dictate the types of interventions and treatmemtsessary to achieve the desired
outcomes. The assessment includes but is not dinhitehealth status, clinical history,
physical examination; geriatric review of functiangdication review, activities of daily
living (ADL), instrumental activities of daily liig (IADL), mental status including
cognitive function, medication review as well asemsment of affective disorders e.g.
depression, cultural and language preferencesnitations, and advance care planning.
Members are continuously monitored and evaluatedriacute change of condition or



critical event e.g. a fall or unplanned hospitan&sions or readmissions or emergency
department visits. A social work assessment mayhéeessary to evaluate the
psychological, social service and member’s elitybibr financial entitlement.

Following the initial assessment, the NP/PA careagar formulates a care plan tailored
to meet the member’s functional, medical, behali@anotional needs. This care plan
includes; goals and objectives and specific sesvenad benefits to be provided with
measurable outcomes. Members and their familieghelieed in the development of the
care plan which reflects their goals of care antk gareferences. Coordination,

communication and discussion between the NP/PArcareager, primary care physician
and the members of the ICT occurs regularly throfogmal case conferences, team
meetings, family meetings or informal consultateomd shared electronic medical record.
During ICT meetings, clinical supervisor meetingsdical director rounds and case
conferences, assessment findings, specific problemsare needs and interventions
treatments are discussed. These discussions pitegetgam with the opportunity to

monitor and reevaluate the care plan to confirmi tha planned interventions remain
appropriate to the member’s condition and projeédesired outcomes.

A goal of the program is to reduce unnecessaryzatibn, service duplication and
medical errors and incidents through assessmariniplg and coordination of care to
reduce transitions. The NP and the ICT managespaadides coordination and
continuity of care across all settings. The NP/Pa&ecmanager enhances the
communication of transitional care information witkalth care practitioners between
sending and receiving facilities. Through collaltime working relationships with
hospitals and other health care practitioners,NReeffectively monitors, plans and
manages the member’s return to the nursing hometfie hospital.

Essential to the care planning process are thestiEmms with the member, their family
and the NP/PA care manager regarding advance dammipg including advance
directives, health care proxy ,living wills, and dimal orders for life sustaining treatment
(MOLST) Honoring member and family preference irétical element in the
development of a quality advance care plan. Angir@kepart of the care planning
process includes documentation of the presence efda@ance care plan or advance care
planning discussion including goals of care. Thdiseussions helps members and their
families proactively communicate their wishes te thP/PA care manager and re-
evaluate them periodically based on changing peetas, health conditions or life
changes.

The Care Management Program is evaluated on aming-gasis to monitor and assess
performance and effectiveness of the care managepreness. Data is collected,

analyzed and discussed monthly at the UM Commettekreported quarterly to the QIC.

Data is used to ensure compliance with standax@dduae staff performance, develop
training materials and conduct staff training, ioy@ processing workflow and when

necessary revise policies and procedures. ThetDiret Clinical Services has oversight

and reporting responsibility with final responstigiresting with the Medical Director.



Compliance with the Contract, Regulations, and thisManual

ArchCare Advantage is subject to certain requirdmes set forth by the Centers for
Medicare and Medicaid Services (CMS) for this lmeplan and will disclose to CMS all
information necessary to administer and evaluate glogram, and establish and
facilitate a process for current and prospectiveekieiaries to exercise choice in
obtaining Medicare services. The ArchCare Advantpgevider contract requires
compliance with the contract and with federal raggahs governing Medicare Advantage
health plans and the plan’s policies and proceddiesse requirements are set forth in
the ArchCare Advantage provider contract, this mahrand from time to time in
provider newsletters and other communications atides sent by ArchCare Advantage.

In accordance with ArchCare Advantage’s Medicareaithge Contract with CMS, the
following items must be adhered to by each pasdtong ArchCare Advantage provider.

 Providers understand that ArchCare Advantage ipamsible for overall
administration of the health plan including alldlircoverage determinations and
monitoring of its contracted provider's complianegth state and federal
regulations.

 ArchCare Advantage is responsible for all marketoigthe health plan and
providers are not authorized to act as agents di@are Advantage in marketing.
Only ArchCare Advantage-approved marketing matenaby be provided to
beneficiaries to explain the ArchCare Advantaggam.

* Providers will comply with ArchCare Advantage Utiéition/Medical
Management Policies and Procedures.

* Providers will comply with ArchCare Advantage QtalManagement Programs.
ArchCare Advantage requires that all providersipigdte in periodic audits
and/or site surveys for evaluating compliance witbhCare Advantage Quality
Management standards and regulatory requirements.

* Medical Records - ArchCare Advantage Providers reafgguard the privacy of
any information that identifies a particular Memlagixd must maintain Member
records in an accurate and timely manner. Conttgateviders must provide an
ArchCare Advantage Medical Director or designeeeascto all ArchCare
Advantage Members' charts and medical recordh&ptrrpose of determining
or resolving eligibility, liability or appropriateare issues. Provider, as prescribed
by State and federal law under HIPAA regulationdl, waintain confidentiality
of this information. ArchCare Advantage is concdrméth protecting Member
privacy and is committed to complying with the HWRArivacy regulations.
Generally, covered health plans and covered pnavidiee not required to obtain
individual Member consent or authorization for asel disclosure of Protected
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Health Information (PHI) for treatment, payment amehlth care operations.
Activities such as care coordination, reviewing twmnpetence of health care
professionals, billing/claims management, and tyuainprovement fall into this

category. If you have further concerns, pleaseawmbntour Provider Relations
Representative.

No Balance Billing of Members with the exceptionagplicable co-payments,
deductibles or coinsurance. An ArchCare Advantamgracted provider agrees
not to impose any charges on any ArchCare Advankégmber for Covered
Benefits shown in the Evidence of Coverage. Furttmmntracted providers agree
to accept the ArchCare Advantage payment as paymdall and agree not to
seek compensation from an ArchCare Advantage Mefobeervices provided
to that Member, even in the event of non-paymemtrsinCare Advantage.

Contracted providers agree to retain financial avetlical records relating to
ArchCare Advantage Members for a period of ten y&Edys from the termination
of the contract or such time as may be requireddpficable state or federal law,
regulation or customary practice.

ArchCare Advantage Providers must give the U.S.abepent of Health and
Human Services, the U.S. Government Accountingc®ffind their designees the
right to audit, evaluate, and inspect their finahcecords, contracts, medical
records, member documentation and other relevaatrds. These rights will
extend for ten (10) years beyond termination of ArehCare Advantage
Agreement and until the conclusion of any governiaeaudit that may be
initiated that pertain to such records.

ArchCare Advantage Providers must not discrimisg@&nst Members based on
their health status. Further, Providers must ensbha¢ Members are not

unlawfully discriminated against based on raceprgatreed, national origin,

ancestry, religion, sex, marital status, age, gaysir mental handicap, or in any
other manner prohibited by state or federal law.

ArchCare Advantage Providers must provide all cestdrenefits in a manner
consistent with professionally recognized standafdiealth care.

ArchCare Advantage Providers must cooperate wélptan’s grievance and
appeals procedures that protect beneficiary andbeenghts.

ArchCare Advantage Providers have specific cortfimfi care obligations in the
event that the ArchCare Advantage Agreement terraaéor any reason,
including a provider’s request to end the agreenoerf ArchCare Advantage
becomes insolvent. In the event of insolvency, ate Advantage Providers
must continue to provide care to Members throughptiriod in which their CMS
payments have been made to ArchCare Advantagetigkddly, if the Member is

hospitalized, services must be provided until teation of CMS’ agreement with



ArchCare Advantage or, in the event of ArchCare #uage’ insolvency,
through the date of the Member’s discharge.

. ArchCare Advantage Providers may not encourage raenid disenroll.

Providers should review the ArchCare Advantageraonfor any additional sections or
provisions not discussed in this section. In additithe description of the contract
provisions listed in this section does not congitthe complete disclosure of all
requirements placed on providers contracted witbh@are Advantage. Contracted
providers should refer to their ArchCare Advantegetract for further information.

Member Rights

ArchCare Advantage will inform Members of theirhtg and responsibilities through the
Evidence of Coverage, provided to all Members ottegr enrollment in ArchCare
Advantage is accepted and confirmed by CMS. Arce@alvantage staff is responsible
for ensuring that Members understand their rights r@sponsibilities. Furthermore, all
staff members and contracted providers must regpecabide by a Member’s rights and
responsibilities as detailed below.

Timely, Quality Care and Receipt of Covered Service

* Choice of a qualified and certified Medicare pr@rigrimary care physician,
specialist and hospital provider.

e Candid discussion of appropriate or medically neagstreatment options for
their condition, regardless of cost or benefit cage, in the member’s preferred
language and in a way the member can understand.

« Timely access to care and coordinated speciasigs when medically necessary.

* Receive emergency services when the member, agdantrlayperson acting
reasonably, would have believed that an emergeregjical condition existed.
Payment will not be withheld for emergent servigeder these circumstances.

* Fully and actively obtain information from provideand participate in decisions
regarding their own health and treatment options.

Privacy and Protection of Personal Health Informaton

* Confidential treatment of all communications ancbrds pertaining to their care.
Members have the right to access their medicatdecand ArchCare Advantage
must provide members with timely access to thaomds and any information
that pertains to them. ArchCare Advantage will obtaritten permission from
the member or their authorized representative bafoedical records are made
available to any person not directly concerned wita member’'s care or
responsible for making payments for the cost ohsace.
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Information about the Plan
The member has the right to:
 make a complaint about any concerns or problenasecelto coverage or to care
received, without fear of retaliation or unfairan@ent because a complaint was
made;

* request information about covered medical services.

Treatment with Dignity and Respect
* Always be treated with dignity, respect, and fassiand to have their right to
privacy recognized.

Exercise these rights regardless of a member's guogsical or mental ability,
ethnicity, gender, sexual orientation, creed, agégion or national origin,
cultural or educational background, economic orltheatatus, English
proficiency, reading skills, or source of paymemt ¢are. Members can expect
these rights to be upheld by both ArchCare Advangagl the network providers.

Refuse treatment or leave a medical facility, eagainst the advice of network
providers (providing the member accepts the respiitysand consequences of
the decision). If the member makes a decisionaede network Nursing Home,
they will be informed that such a decision may dethem ineligible for continued
enrollment in ArchCare Advantage.

Complete advance care directives including headtle @roxy, living will, and
medical orders for life sustaining treatments (MO@L8r other directive about
how they want their care to be handled, in the tetiet they are unable to make
decisions for themselves. This information will pevided to their network
providers.

Extend these rights to any person who may havé legponsibility to make
decisions on their behalf regarding their medieaéc

Provider Rights & Responsibilitie

ArchCare Advantage will not discriminate againsy drealthcare professional acting
within the scope of his/her license or certificatinder state law regarding participation
in the network, reimbursement or indemnificatiavlely on the basis of the practitioner’s
license or certification. Nor will ArchCare Advagt discriminate against healthcare
professionals who serve high-risk members or wiezigfize in the treatment of costly
conditions.

ArchCare Advantage providers will be given writteotice of material changes to the
participation rules and requirements in this Prewviblanual at least 30 days before the
changes are implemented. These communicationsbwiltirculated in newsletters or

special mailings.
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Primary Care Physicians and Clinical Services TearMembers

Primary Care Physicians (PCP) are Internists, @mimns, Family Practitioners,
General Practitioners and PediatriciaNsirse Practitioners and Physician Assistants work
collaboratively with the primary care physicianeiohance, coordinate and improve the
care of the ArchCare Advantage member.

PCP responsibilities include:

* Providing coverage for their practice 24 hours y dadays a week with a

published after hours telephone number, pagerswenng service.

. The management of medical care provided to Memtd@rshave chosen or been
assigned to the physician and team as their Pridarg Physician. A PCP is
expected to provide all necessary care requirealMgmber that is within the
scope of his or her practice and expertise. TheSPOGBId refer a Member to a
specialist or other provider only when he or sheasable to provide the
specialty care.

Coordinate the services a Member may need thateaffectively provided
within the nursing facility.
Coordinate all referrals for specialty care.

Obtain Pre-authorization for the following services
o All out of network services

All elective inpatient Hospitalizations
Ambulatory Surgery
PET Scans
Air Fluidized beds (Pressure Reducing Support $ada Group 3)
Alternating Pressure Mattresses and Low-Air Losstidases (Pressure
Reducing Support Surfaces-Group 2)
Radiation Therapy
o Power Mobility Assistive Equipment (Scooter/Powgretated Vehicle,
Power Wheelchair)
o Hyperbaric Oxygen Treatment
0 Home Health
* Notify the ArchCare Advantage assigned Care Manag#re ArchCare Advantage

Clinical Services department at (1-800) 373-317@rmof Member’'s acute change in

condition.

+ Notification within one business day for Criticddanges in condition such as falls,
loss of consciousness and other conditions asllistthe system-wide Policy and
Procedure “Acute Change in Condition” revised 534/2
Notification within 48 hours of change in conditiamich may include but not be
limited to the following:

0 Suspect, abnormal, unconfirmed x-ray results
0 Need to discontinue treatment for reasons other ¢tine@ due to adverse
consequences
“ Notification within 3 calendar days of change imdiion which may include:
o Decrease in food intake of 25%
o Decrease in frequency of BM of 2 days duration
Notification within 4-7 calendar days of changecondition which may include:
0 Need to remove a pre-existing cyst which is nowdpoing symptoms.

o
O O 00O

o

L X4

L X4
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o Need to perform non emergent procedure/treatmesding elective
scheduling of such procedure

Notify the ArchCare Advantage assigned Care Manag#re ArchCare
Advantage Clinical Services department at (1-80t8-3177 of any potential
Member transition (e.g. transition from home to Egeecy Room, or home to
hospital) as soon as the potential transitionesiified.

Coordinate a member's care needed from specialtgiqidins or other healthcare
providers by referring to providers in the ArchCakdvantage network of
providers.

Except in emergency and urgent situations andeiaal rdialysis services for those
members temporarily out of the service area, Wises are not available within
the ArchCare Advantage network of providers, thenRrimary Care Physician
must contact ArchCare Advantage’ Medical Managenteaiin to obtain prior
authorization to refer a Member to a nonparticigatrovider prior to the care
being rendered. Please call 1-800-373-3177 to st@uethorizations.

Provide direction and follow-up care for those Memswho have received
emergency services.

PCP’s and their care team are responsible forathbérs who select them,

including members whom the PCP has not yet seen.



Specialist Responsibilities

The role of the ArchCare Advantage participatingcsglist is to provide consulting
expertise, as well as specialty diagnostic, surgind other medical care for ArchCare
Advantage Members. ArchCare Advantage expectsteipating specialist to support
the role of a PCP in coordinating and managing enbée's health care by discussing the
consultation and recommendations with the PCP rakelig before the provision of
services, providing only those specific servicasvibich a referral has been issued, and
promptly returning the Member to the PCP as soomedically appropriate. Open,
prompt communication with the PCP concerning follgquvinstructions, circumstances of
further visit requirements, medications, lab woxkrays, etc. are essential to the
coordination of care.

The ArchCare Advantage Specialist's responsibilitie include:

» Specialists must provide coverage for their pra@i¢ hours a day, 7 days a week
with a published after hours telephone number, page@nswering service.

» Specialists should order all laboratory testingdiobogy studies or other
diagnostic testing through a contracted, in-platilif@ unless an emergency
situation clearly indicates emergency laboratoryradiology services are
indicated. ArchCare Advantage has specific, cotadataboratory and radiology
service providers.

e Specialists are encouraged to “Fast Track” the neertitsough his/her office on
the day of their scheduled appointment. “Fast Track&ludes the following
components:

1) When the member gets to the office, the memberbeilescorted
immediately back to an exam room and be seen bypinaalist.

2) The transportation attendant will also wait for thember during this “fast
tracking” so the member will not have to wait ire ttvaiting area after the
appointment and the office staff will not have @ll dor the transportation
company to return to pick-up the member.

* Obtain Pre-authorization for the following services

o All out of network services

o All elective inpatient Hospitalizations

o Ambulatory Surgery

o PET Scans

0 Air Fluidized beds (Pressure Reducing Support $ada Group
3)

o0 Alternating Pressure Mattresses and Low-Air LosstiMases
(Pressure Reducing Support Surfaces-Group 2)

o Radiation Therapy

o Power Mobility Assistive Equipment (Scooter/Powgretated
Vehicle, Power Wheelchair)

o Hyperbaric Oxygen Treatment

0 Home Health
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Overall Physician and Provider Responsibilities

Providers shall provide to Members Medically NeeegsCovered Services on an as
needed basis, within the scope of providers ligegpstraining, experience and
qualifications and consistent with accepted stadglaf medical practice and the terms
and conditions of this Agreement. In providing a@gkservices, providers shall at all
times comply with ArchCare Advantage requiremeimsluding but not limited to the
Utilization Management and Quality Improvement s ArchCare Advantage shall
have the sole discretion to determine if servigesiged are covered services.

Providers shall immediately notify ArchCare Advaggain writing, if their ability to
practice medicine is restricted or impaired in &gy, they have been sanctioned by
either Medicare or Medicaid, or if their licensepiactice their respective profession is
revoked, suspended, restricted, requires a pracibzgtor or is limited in any way, or if
any adverse action is taken, or an investigatiamtiated by any authorized Local, State
or Federal agency, or of any new or pending maigmactions, or of any reduction,
restriction or denial of clinical privileges at aaffiliated hospital.

* Providers shall comply with all ArchCare Advantagéministrative, patient
referral, quality assurance, utilization managementd reimbursement
procedures.

* Providers shall not differentiate or discriminatethe treatment of members on
the basis of race, sex, color, age, religion, @astatus, veteran status, sexual
orientation, national origin, and disability, plackresidence, health status, or
source of payment and shall observe, protect, esrdgie the rights of members
as members and any other category protected by law.

* Providers shall cooperate and participate in atth@®are Advantage peer review
functions, including quality assurance, utilizatiogview, administrative, and
grievance procedures as established by ArchCararialge.

* Providers shall comply with all final determinat'tomendered by ArchCare
Advantage peer review programs, or external awtmigrdor grievance and appeals
procedures consistent with the terms and conditdbrike Provider's agreement
with ArchCare Advantage.

e Providers shall notify ArchCare Advantage in wqgtiof any change in office
address, telephone number, or office hours. A minnof thirty (30) days
advance notice is requested.

* Providers shall notify ArchCare Advantage at leaséty (90) days in advance, in
writing, of any decision to terminate their relatbip with ArchCare Advantage
or as required by the provider's agreement wittih@ere Advantage.

 Providers shall not under any circumstances, inalgchon-payment or
insolvency of ArchCare Advantage, bill, seek oreptgayment from ArchCare
Advantage members for covered services with theman of co-payments.
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» Providers agree to maintain standards for docurhentaf medical records and
confidentiality for medical records as definedhe Medical Records section of
this manual.

Informed Consent

The provider will adhere to all federal and stat® requirements for obtaining informed
consent for treatment. Properly executed conseuss$ be included in the medical record
for all procedures that require informed consent.

Confidentiality

All Protected Health Information (PHI), as thisnters defined by the Health Insurance
Portability and Accountability Act of 1996 (45 CHRR164.501), related to services
provided to members shall be confidential purstariederal and State laws, rules and
regulations. PHI shall be used or disclosed byptbeider only for a purpose allowed by
or required by Federal or State laws, rules, agdlagions.

Medical records of all ArchCare Advantage membhbadl e confidential and shall only
be disclosed to and by provider’'s personnel asssacg to provide medical care and
quality, peer, or complaint review of medical cameder the terms of the applicable
program contract as required in accordance withcgiybe laws and regulations.

HITECH Act

The Health Information Technology for Economic &ldhical Health (HITECH) Act,
was passed as part of the American Recovery am/&giment Act of 2009 to promote
the adoption and meaningful use of health inforomtechnology. Subtitle D of the
HITECH Act addresses the privacy and security amscassociated with the electronic
transmission of health information, in part, thrbwgveral provisions that strengthen the
civil and criminal enforcement of the HIPAA rules.

Enacted in part to assist healthcare providers areo or will be, utilizing electronic
health records (EHR) systems, the HITECH Act adéiesonsumer access to their EHR,
increases application of HIPAA privacy standarddtsiness associates of covered
entities, and implements a tiered system of civdnetary penalties for HIPAA
violations.

Under the HITECH Act, business associates are mesponsible for complying with the
provisions and regulations of HIPAA and are diseethswerable to the government for
HIPAA breaches. Business associates are now aiscatlgiliable for civil and criminal
penalties. This increased statutory liability farsimess associates under HIPAA will
likely result in the necessity of updating businassociate and vendor lists as well as re-
negotiating business associate agreements. Ini@dditusiness associates will most
likely incur costs associated with bringing themasslinto direct HIPAA compliance.
The Secretary of the Department of Health and HuBamwices (HHS) will ultimately
issue guidance regarding these safeguards.

18



The HITECH Act also expands the notification regoients due to breaches of an
individual's PHI. Both covered entities and businassociates are now obligated to notify
individuals of breaches of their PHI. In cases wh®ore than 500 “residents of a
State or jurisdiction” have had their PHI breachpohminent media outlets” serving that
area must also be notified. Individuals should died in writing or e-mail if that is
their preferred method of contact, and be proviéd basic information about the
breach, such as:
 when the breach happened, when the event wasetisdpand a brief statement
about what happened,
 what type of PHI was breached;
« things that the individual can do in order “to patthemselves from potential
harm resulting from the breach”;
e what corrective actions and investigation the amlentity is doing to prevent
future breaches and mitigate losses; and
e contact information for the individual to use irseaf any questions.

In addition to disclosure accounting, the individaaalso entitled to receive a copy of
his or her electronic health record, if they reguibgs information may be sent to the
individual, or another person designated by ind&id

For more information about the HITECH Act, pleasgtuhe CMS website at
WWW.CMS.goV

Fraud and Abuseg
Adhere to ArchCare Advantage’s HMO Compliance Polies:

ArchCare Advantage HMO operates a comprehensivgliemte program that actively

investigates allegations of fraud, abuse and veastle part of providers and members.
Fraud and abuse are broadly defined as intentit@@ption or misrepresentation that
results in an unauthorized benefit, payment orpragguiate care. The following are some
examples of fraudulent, abusive, and unacceptalletiges that are prohibited by

ArchCare Advantage HMO:

« Submission of false information for the purposeobftaining greater
compensation than that to which the provider iallegntitled (i.e. up coding or
unbundling of charges).

» Billing for services not rendered or billing in @hce of care.

* Knowingly demanding or collecting any compensatioaddition to claims
submitted for covered services (except where piairiity law).

» Ordering or furnishing inappropriate, improper, @rgssary or excessive care
services or supplies.

» Failing to maintain or furnish, for audit and intigative purposes, sufficient
documentation on the extent of care and serviceered to members.
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« Offering or accepting inducements to influence meralo join the plan or to use
or avoid using a particular service.

» Submitting bills or accepting payment for careyises or supplies rendered by a
provider who has been disqualified from participatin the Medicare or
Medicaid programs.

Providers must comply with federal laws and regotet designed to prevent fraud,
waste and abuse, but not limited to, applicableziprons of federal criminal law, the
False Claims Act, the anti-kickback statute, arel Health Insurance Portability and
Accountability Act administrative simplification les, applicable state and federal law,
including, but not limited to, Title VI of The CivRights Act of 1964, the Rehabilitation
Act of 1973, the Age Discrimination Act of 1975gtAmericans with Disabilities Act
and all other laws applicable to recipients of fatléunds from which payments to
providers under this Agreement are made in whole part, and all applicable Medicare
laws, regulations, reporting requirements, and @h8uctions.

Confirmed cases of fraud and abuse are reportedtie@appropriate state agency.
Providers who suspect fraud, waste and abuse opatieof another provider or a
member should contact the ArchCare Compliance Hetlat 1-800-443-0463.
Remember, you may report anonymously as ArchCanaidge HMO abides by a
zero-tolerance against non-compliance.

Access and Availabili

ArchCare Advantage is available in a defined seraiea approved by CMS. The
current service areas are:

» Bronx (Bronx County)

Brooklyn (Kings County)

Dutchess County

Manhattan (New York County)
Orange (Orange County)

Queens (Queens County)

Staten Island (Richmond County)
Westchester (Westchester County

Within this service area, ArchCare Advantage mifsr @ uniform benefit package and
maintain a network of contracted physicians to na@eess standards. Accessibility of
services is measured by the timeliness of appoimisrfer routine, urgent and emergency
care. Each provider/practitioner must, at a minimameet the following standards of
access and availability for all ArchCare Advantagambers:

* Primary care providers and specialists provide @y for their practice 24
hours a day, 7 days a week with a published afterdhtelephone number, pager

or answering service.
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» For emergency services: Available immediately @age to Emergency
Department.

21



» Urgent care services — service is provided withdnhdurs. Urgent Care as
defined by the Centers for Medicare & Medicaid #®my (CMS), means those
covered services provided when an enrollee is teamiyoabsent from the service
area or the continuation area when such serviesnadically necessary and
immediately required:

0 As aresult of an unforeseen iliness, injury orditton; and
o It was not reasonable given the circumstancest@okhe services in
plan.

* Non — urgent symptomatic services — service isigealbwithin 24-48 hours.

* Routine, follow-up or preventive care is provideithim 2 weeks.

» Extended visits (i.e. comprehensive exam, previgataare appointment, etc.)
service is provided 4 weeks of request.

» Average waiting time in the office is equal to @d than thirty minutes.

Telephone Access.

* Arrange for an answering system after hours thatlpees can access through the
usual office protocol.

» Response to emergency phone calls should be vilitiniy (30) minutes

» Response to urgent phone calls should be withir{ngour

* Provide 24 hour physician coverage through anothexhCare Advantage
participating provider to ensure the urgent andrgemey needs of members can
be met 24 hours per day, 7 days per week

* TTY will be provided by calling 1-800-662-1220.

After-hours access shall be provided to ensure:
» Response to emergency phone calls within 30 (Jmntputes
» Response to urgent phone calls within 1 (one) hour

» Life threatening emergencies should be referrédd@ppropriate health care
facility.

Advance Directiveq

ArchCare Advantage is required to maintain writpelicies and procedures regarding
advance directives. Our written policies must idel@any limitations on implementation
of an advance directive due to a matter of conseieldVe must clarify whether any
conscientious objections are raised by ArchCareafithge, or by individual physicians
or health care providers, and describe the rangeeufical conditions or procedures
affected by the conscientious objection. If youdawonscientious objection relating to

the implementation of an advance directive, pleasgact Customer Service at 1-800-
373-3177.

ArchCare Advantage is required to inform all er@edl of their rights with respect to
advance directives. In our enrollee materials, weoarage all ArchCare Advantage
members to discuss their wishes with the Primamg @aysician or ArchCare Advantage
Nurse Practitioner. Physician and health care gesgi must document in a prominent
part of the Member’s current medical record whetrarot the enrollee has executed an
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advance directive. The provision of care cannatdyelitioned, and a Member may not
be otherwise discriminated against, based on whetheot the Member has executed
and advanced directive. ArchCare Advantage usesvibdical Orders for Life
Sustaining Treatment or MOLST (Medical Orders fafeLSustaining Treatment)
approved by New York State.

ArchCare Advantage is not required to provide dhed conflicts with an advance
directive, nor are we obligated to implement anaade directive if, as a matter of
conscience, we object. Any enrollee complaints ndigg noncompliance with an
advance directive may be filed with the approprist@te survey and certification
agencies.

Health Care Proxies

New York State law allows people to appoint somebeg trust to decide medical care
and treatment if they lose the ability to decide tfiemselves. These decisions include
termination or withholding of life support systenastificial nutrition and hydration. The
proxy document may include special instructiongjtd of authority and an expiration
date and may provide for the appointment of anraltere representative. An adult with
capacity may revoke his or her proxy at any time.

Do Not Resuscitate (DNR)

Every patient is presumed to consent to cardio-polry resuscitation in the event of
cardiac arrest unless a Do Not Resuscitate (DN dras been written by the attending
physician in compliance with the member or membprisxy’s wishes. A non hospital
DNR order may be issued by a hospitalized pateetake effect after hospitalization or
may be issued by a physician in his or her offaeaf person who is not a patient in or
resident of a hospital or nursing home.

Living Wills

Living wills are documents which attempt to expraggerson’s health care decision with
the expectation that doctors and hospitals wilbflthese wishes in the event that the
member becomes unable to give directions. Livingswin order to be effective, require
reference to: the withdrawal of nourishment or layidn; withholding breathing
assistance; cardiopulmonary resuscitation; diglgsts The living will should specify, to
the extent possible, the circumstances under wihitttholding or withdrawal of such
treatments should occur. It should also speciBriadttive treatment desired such as relief
of pain, even if such treatment would shorten tmatibn of life.

Informed Consent

Any competent adult, age 18 or over has the righddcept, decline, terminate or
withdraw medical treatment, even life-saving arid §ustaining treatment, and can
refuse nutrition or hydration.

A member is entitled to be advised (unless preWyaesjuested otherwise) of an existing
medical condition, the prognosis of the medicaldtiion, the possible treatments which
are professionally sound for the medical conditeomg the probable benefits and risks
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associated with each treatment before the membders@adecision regarding acceptance
or refusal of medical care.

Member Identification

Every ArchCare Advantage member receives a mermstification card to present to
physicians and providers when seeking health eavécss.

Providers should always verify member eligibilityign to the appointment. If the
enrollee does not have an identification card,gglezall Member Services at 1-800-373-
3177 to verify eligibility. Enrollees may use a gapf their enroliment form as interim
proof of enrollment.

The ArchCare Advantage enrollee will receive tldgntification card and letter that will
display the enrollee’s name and member ID numbas card identifies the enrollee as
an ArchCare Advantage enrollee. Medicare will netrbsponsible for claims for this
enrollee while they continue to be enrolled. Durthgt time, all claims need to be
submitted to ArchCare Advantage at the addressllst the “How to Contact Us” page.

Below is a sample of the 2010 ArchCare Advantagebes ID card

k| f B
Incasze of emergency, call 311, Cal plsn within 24 houre or az

""" ‘ ‘-‘1 AT S000 85 possike
— ’il = 1 “- I(LL c Customer Service, includng i'vrm' s ko fration s aooeater
1-000-Z73-3177 TTATTD. 1-000-082-1220
fember Mame: F'r:n q e e J = Qam oy
Membier M3 t LR i TEVTOD 1-005- 2351069
PCP Copay b ) -i—‘-: y Dens 1.800-754 -6
Speciais Cougy Isatical Clams (ineludig GHE Friwder Claims:
ER Copan: -‘_!I‘.:-.iat-s I:e:;-:?':f: Salutians, 019 O3k Strest, Linsinnatl, GH <6200
ke o R B, MO ROGT g “naMmEcy LZims
Fockiin. DDEISE FAnohe A0y BEGANEPerd | naer: (al) Medieare Part O Paper Caims, 3.0, Bax 62058, Phoanis, frizenz
Prescriston Feneft Sdminist=onad by Camsaark Silverscript $uﬁr? 2000
Meditare | Wedicare Lhace PR MNetuo . y
Medivare R MEDICARE TITING CHARCES MAY 8PP

CASHI 77T _001

i, A 5, A

ArchCare Advantage will make available a prelimyhaoster of current members for
their respective Nursing Home to the Nurse Pramiirs prior to the first of every
month. PCPs will receive the final monthly elecimoMember eligibility file no later
than the 1% day of each monthn the event the 5day falls on a non-business day or
holiday, it will be made available on the next Imesis day. Included in the roster will be
all current Nursing Home ArchCare Advantage mentbgysejections, disenroliments
and cancellationdn addition, PCPs can also verify eligibility viau§&tomer Service.
In the event that Provider fails to verify Membédigiility, Provider shall be solely
responsible for the cost of services rendered tsgmes not eligible for such services.
Provider agrees to keep all such Member informationfidential and shall afford such
information the protections it customarily afforasits own proprietary information.
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Verification of eligibility shall not be construexs a guarantee of payment in the event
that ArchCare Advantage later becomes aware, thahdividual was not in fact a
Member eligible for Covered Services at the timsfigation was provided by ArchCare
Advantage. ArchCare Advantage shall not be liablBrovider for any services rendered
to persons not eligible or authorized to receiveises as required under the applicable
Health Benefit Plan. In the event Provider's cl@ndenied due to the ineligibility of an
individual under a Health Benefit Plan, then Previdhay bill the individual for the
services rendered at Provider's usual and custdemifgr such services.

Covered Services
ArchCare Advantage includes all Medicare Part At Baand Part D covered services as

well as additional and supplemental benefits. Cayerdeterminations are made in
conjunction with Centers for Medicare and Medic8etvices (CMS) national coverage
decisions and published covered decisions of loaaliers and intermediaries. New
coverage decisions are communicated to contradtgdiqgians and other health care
providers via the bi-annual ArchCare Advantage Nettes.

A general list of covered services is includedha ArchCare Advantage Summary of
Benefits. All services must be provided in accom#amith professional recognized
standards of health care.

For a more detailed listing, contact Provider Ssviat 1-800-373-3177.

ArchCare Advantage Benefits

ArchCare Advantage benefits are available to membédren care is received from

contracted network providers. The only exceptiamghis are for emergency, post-

stabilization care, or urgently needed health sesviln order to be covered when the
enrollee requires medical care, other than forisesvlisted as exceptions above, the
enrollee must use an ArchCare Advantage contrgtigsician or health care provider.

Except for emergency, post-stabilization care, aftdrea renal dialysis or urgently
needed health services, members will be fully mesipte for services provided by a non-
contracted physician or health care providershbsé¢ situations, the enrollee should
submit payment directly to the physician or heal#ine provider and not ArchCare
Advantage.

Exclusions
Certain services and/or service categories areiéadlfrom coverage under ArchCare

Advantage. For a complete list of exclusions, canfaistomer Services and ask for the



2010 Evidence of Coverage. In addition to the $eexcluded services, ArchCare
Advantage may deny coverage if:

 The service is not medically necessary or
* The service is not a Medicare covered benefit .

Post-Stabilization, Emergency and Urgently Needede®vices.

Inpatient and outpatient emergency health senacesovered both inside and outside
the service area. In the event of an emergency,bmenshould seek immediate care, or
call 911 for assistance. Prior authorization is remjuired for emergency care, and
ArchCare Advantage may not deny payment if an AssleCAdvantage contracted
physician or health care provider instructs anl&ed®o seek emergency services.

ArchCare Advantage provides coverage for the treatnof an emergency medical
condition, which is defined by CMS as a condititvatt manifests itself by acute
symptoms of sufficient severity (including seveeenp such that a prudent layperson,
who possesses an average knowledge of health adidingg could reasonably expect
the absence of immediate medical attention totrasul

» Placing the health of the individual in seriouspaaly,

e Serious impairment to bodily functions, or

» Serious dysfunction of any bodily organ or part

ArchCare Advantage includes coverage for post-Btaltion care. In-area post-
stabilization care is defined as a non-emergencyices needed to ensure that the
enrollee remains stabilized after an emergency. attending physician or health care
provider determines when the condition is no lorgeremergency and the enrollee is
considered stabilized for discharge back to thesingrhome in which the member
resides or transfer. Continuation of care aftercivedition is no longer an emergency
will require coordination with ArchCare Advantadrast-stabilization care is covered:

» If automatically approved because ArchCare Advantdig not respond to the
request by the physician or health care providgyost-stabilization services for
prior authorization within one hour after ArchCakdvantage was asked to
approve post-stabilization care, or

» If automatically approved because ArchCare Advantagld not be reached for
prior authorization despite reasonable efforts.

Such automatic approval of post-stabilization camtinues to be covered until
ArchCare Advantage has responded to the requestreandjed for discharge or transfer.

Urgently needed health services are covered whenllegs are temporarily outside of
the ArchCare Advantage service area. Urgently riesdevices are also covered when
obtained from any physician or health care providehin the ArchCare Advantage
service area in extraordinary cases when a netproskder is unavailable or inaccessible
due to an unusual event.
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Members are encouraged to notify ArchCare Advant@ageoon as possible after
receiving post-stabilization, emergency or urgemeded health services. ArchCare
Advantage contracted physicians or health careiga®sare required to notify ArchCare
Advantage if a member is admitted to the hospitaé Primary Care Physician should
work with the attending physician to coordinatensfer to an in area contracted facility
as soon as it is medically appropriate to do so.

Renal Dialysis Services
ArchCare Advantage provides coverage for renaysimbkervices both in the service area
and while an enrollee is temporarily outside ofgberice area for up to 6 months.

Medicare Part B, Covered Drugs and Supplies

ArchCare Advantage provides coverage for Medican¢ B covered drugs and certain
supplies. This includes but not limited to prestiop drugs such as immuno-
suppressants, oral anticancer drugs with an imjectquivalent, nebulization solutions
and anti-emetics (in conjunction with oral anticandrugs) and glucose monitoring
related supplies such as glucose test strips,tiaod devices, and calibrator solutions.

Questions or Concerns

You or your patient may contact the ArchCare AdagatCustomer Service Department
at 1-800-373-3177 for further clarification of cose benefits.

This list does not signify coverage for benefitev€rage is determined in accordance
with the enrollees Evidence of Coverage (Memberdbank). If you have questions
about a patient’s benefit coverage, please calidther Service.

To contact the ArchCare Advantage Care ManageneanIplease call 1-800-373-3177

Prior Authorization Guidelines

Prior authorization is designed to promote thezatiion of medically necessary
services, to prevent unanticipated denials of @gesrto ensure that participating
providers are utilized, and that all services ao¥ided at the appropriate level of care
for the member’s needs. Please see below for a arohservices that require referral
and prior authorization.

Member benefit plans change annually, so we advaeroviders review
benefit and authorization requirements or call Aate Advantage prior to providing
services.
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How to Obtain Prior Authorization

ArchCare Advantage Providers can call or fax albrpauthorization requests into the
Utilization Management (UM) Department Care Cooatlin 24 hours per day, 7 days
per week

Telephone: 1-800-373-3177
Fax: 1-646-794-1400

The following information will be required for Priauthorization processing:
» Member Name

» Date of Birth and/or Social Security Number
Facility Name

* Requesting Provider
+ Referral Provider

Diagnosis
» Requested Service with CPT code(s) and ICD-9 cpde(s
 Clinical Information for medical necessity includipatient progress
notes, labs and imaging as appropriate

Pre-Authorization is required for the following @ees only:
» All out of network services

 All elective inpatient Hospitalizations

e Ambulatory Surgery
 PET Scans

» Air Fluidized beds (Pressure Reducing Support 8agfa Group 3)

» Alternating Pressure Mattresses and Low-Air LosstMases
(Pressure Reducing Support Surfaces-Group 2)

» Radiation Therapy

» Power Mobility Assistive Equipment (Scooter/Powegpebated
Vehicle, Power Wheelchair)

» Hyperbaric Oxygen Treatment
* Home Health

Enroliment Eligibility and Enrollee Orientation

CMS determine eligibility requirements and comptiais essential. The following
guidelines are used to determine ArchCare Advardgagdlee eligibility:

A completed ArchCare Advantage application form tries submitted to ArchCare
Advantage. ArchCare Advantage will submit to CM$ fpoocessing and approval. The
applicant signature and date are required. If apple, a legal representative such as a
court appointed guardian or Power of Attorney, reagcute, and date the application
form.
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Each applicant must be enrolled in Medicare ParsdB programs and live in an
ArchCare Advantage contracted Skilled Nursing kgdibr 90 days or longer.

The applicant agrees to abide by the enrollmemisrdisclosed during the enroliment
process. Applicants with End Stage Renal DiseaS&R[E are not eligible to enroll in
ArchCare Advantage. However, if a member developRE after enrollment in the
plan, they may remain enrolled in the plan.

If an applicant does not meet eligibility requirertgethey will receive a letter explaining
that they do not meet the eligibility requiremetasenroll with ArchCare Advantage.
The original application will be retained at theuplindefinitely with the appropriate
letter.

When an applicant does meet the eligibility requiats, an acknowledgement letter will
be sent along with an ID card.

Member Orientation

Once the enrollment application has been procemseceligibility has been verified the
enrollee will receive a letter stating the effeetistate of coverage and a packet of
information about ArchCare Advantage, including Bvdence of Coverage.

Disenrollment

Enrollees may only disenroll from the plan durirgtain times of the year. In some
cases, an enrollee can disenroll during other tasesell. Contact the plan for details.

Disenrollment requests received during valid tiraethe year will be effective the first
day of the following month. In certain circumstasi)cEMS regulatory guidelines permit
ArchCare Advantage to terminate an enrollee’s cager These terminations are
considered involuntary disenrollments. Examplesanf involuntary disenrollment

include:
. Permanent move out of the geographic service area;
. Loss of entitlement to Medicare Part A or B besefit
« “For cause” or “fraud and abuse” as defined inMedicare Advantage
regulations;

» Disruptive behaviors as defined by CMS;

* Medicare Advantage plan termination or service egdaction;

* First of the month if enrollee is no longer a residht a Contracted Facility;
* Death

ArchCare Advantage may disenroll an enrollee if thdividual’'s behavior is
documented to be disruptive, unruly, abusive, @ooperative to the extent that his or
her continued enrollment in ArchCare Advantageossty impairs our ability to furnish
services either to the individual or to other deed. CMS must approve all involuntary
disenrollments. If you encounter any instancesisftype of behavior, please notify us

28



by calling the Customer Service Department. Arce@atvantage will investigate all
complaints and when indicated, contact CMS.

ArchCare Advantage will properly communicate aWdluntary disenrollments to the
enrollee. This includes providing the enrollee véthvritten notice in accordance with the
timelines set out in CMS’s Medicare Managed Carané (MMCM). The Primary
Care Team and the skilled nursing facility will latified monthly on the current roster
of eligible enrollees.

ArchCare Advantage must notify CMS whenever anlieers disenrolled, so Medicare
benefits assignment can be transferred back toaheficiary.

Enrollee Appeals and Grievance

The Plan maintains a member complaint system tichides grievance and appeals
processes for ArchCare Advantage members thatdesl®art C (Medical Benefit) as
well as Part D (Pharmacy benefit).

An appealis a request for review of an action taken by orehalf of the Plan. A
member, a member’'s representative with the membwitten consent, or a provider
acting on behalf of the member and may file an abpe
Examples of actions include but are not limiteth@following:

* Denial or partial authorization of a requested isenincluding the type or level of

service;

 The reduction, suspension or termination of a presly authorized service;

» The denial, in whole or in part, of payment foeavge:

» The denial or partial authorization of a requestedlication;

A grievanceis any complaint or dispute, other than one inv@gvan organization
determination, expressing dissatisfaction withrtf@ner in which the Plan or delegated
entity provides health care services regardlesshafther any remedial action can be
taken. A member or a member’s representative,gaotinbehalf of the member and with
the member’s written consent, may file a grievance.
Possible reasons for grievances include but arimi¢ed to the following:

* Quality of care or of services provided;

» Rudeness of the provider; or

» Failure to respect a member’s rights.

The Plan ensures that decision-makers on grievaaogsappeals are not involved in
previous levels of review or decision-making. Thdseision-makers include health care
professionals with clinical expertise in treatirige tmember’s condition or disease.
ArchCare Advantage utilizes a pool of physiciansfHeeviewers to render decisions on
appeals & quality of care grievances when appleabl
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Submitting Grievances
A member or provider acting on behalf the membaeat &ith the member’s written
consent may file a grievance either verbally awniting within 60 calendar days after
the date of the occurrence that initiated the gnee. A verbal request may be followed
up with a written request, but the time frame fesalution begins the date the plan
receives the verbal filing. If the member wishesafgpoint another person as their
representative, he/she must complete an AppointrokeRepresentative Form or an
equivalent document. The member and the personwithbe representing the member
must sign the statement.
The Plan ensures that punitive action is neverntagainst a provider who files a
grievance on a beneficiary’s behalf or supportseaniver’s grievance. The Plan will
make a determination on a grievance within thewalhg time frames:

» Expedited Request: 24 hours

« Standard Request: 30 calendar days
The Plan gives members reasonable assistance platimg forms and other procedural
steps, including but not limited to providing imgesgter services and toll-free numbers
with TTY/TDD and interpreter capability. MembersIwbe provided reasonable
opportunity to present evidence and allegationtacf or law in person as well as in
writing.

Request for Expedited Grievance Determination
The member, member’s representative or a providsr fite a request for an expedited
grievance determination verbally or in writing. &risal request can be filed by calling
Customer Service. A written request may be mailethxed directly to the Grievance
Department at:
ArchCare Advantage
Appeals & Grievances Dept.
155 East 58 Street, ' Floor

New York, NY 10022
Fax: 646-794-1400

A determination on the expedited request is madhinvi24 hours of receipt of the
expedited request. A request for an expedited aynisy determination can be made if the
Plan:

» Extends the timeframe to make an organization iht@tion or reconsideration
» Refuses to grant a request for an expedited orgaaizdetermination or
reconsideration.

Request for Standard Grievance Determination

A grievance will be investigated as expeditioustlie member’s case requires, based on
the member’s health status, but no later than Bhdar days from the date the oral or
written request is received unless extended asitpedmunder 42 CFR 422.564(e)(2).
The determination will be made and a closure lettttibe sent to the member within this
time frame as well. The closure letter will incluthe results and date of the grievance
resolution.
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Grievances Filed Against a Provider
If a member files a grievance against a provideefarence to the quality of care or
service provided, the Plan will fax and mail a regjuo the provider for response.

Provider Responsibility

The provider is given 10 business days to respaddwshen applicable, submit medical
records for review. If a provider has not respondgédin 10 business days, a second fax
and certified letter is sent giving an additionakfbusiness days. Continued failure to
respond will be interpreted as an indication that provider does not disagree with the
member’s issue. The case is then subject to furtherstigation by the Quality
Improvement department. If the provider does regpthre medical records are reviewed
to determine if a possible quality issue existshdf clinical reviewer believes there may
be a potential quality of care issue, it is forveardo the Medical Director for further
review. The Medical Director may elect to contde provider or request additional
documentation. If the Medical Director feels thera potential quality of care issue, the
case is referred to the Peer Review Committee.PHae Review Committee will render a
decision and the Provider notified of the decisidmo quality issue is identified, the
case is entered into the Plan’s log for trackingd) taending purposes.

Submission of Member Appeals
Any party to an action appropriate for appeal @icthg a reopened and revised
determination), including a member, a member'scaizibd representative or a
contracted or non-contracted physician or providethe Plan, may request that the
determination be reconsidered. Providers do nog lagpeal rights through the member
appeals process. The member, member’s representatiprovider (with member’s
written consent) may file a request for an expddiggandard, pre-service or retrospective
medical benefit appeal determination. The membeaenmber’'s representative (with
member’s written consent), or provider may fileegjuest for an expedited, standard,
medication appeal determination. An expedited reigoreist come from the provider in
order to be automatically processed as expediteel.Plan will not take, or threaten to
take, any punitive action against any providemactin behalf or in support of a member
in requesting an appeal or an expedited appeal.Plé@e gives members reasonable
assistance in completing forms and other procedtepk for an appeal, including but not
limited to providing interpreter services and folle telephone numbers with TTY/TDD
and interpreter capability. Members are provideaisoeable opportunity to present
evidence and allegations of fact or law in perssnyvell as in writing. If the request for
reconsideration is submitted after 60 calendar ,dingm good cause must be shown in
order for the Plan to accept the late request. Bles1of good cause include but are not
limited to the following:

* The member did not personally receive the adveganaation determination

notice or he/she received it late;

* The member was seriously ill, which prevented &lynappeal;

* There was a death or serious illness in the membemediate family;

e An accident caused important records to be destroye

» Documentation was difficult to locate within thené limits;

« The member had incorrect or incomplete informattomcerning the

reconsideration process;
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« The member lacked capacity to understand the tramae for filing a request for
reconsideration.

Any questions regarding the filing of an appealtls status of an appeal should be
directed to the Customer Service Department. A neznad the Customer Service,
Provider Relations or Appeals teams will be in eochtwith the provider within two
business days of the inquiry. A party may requestandard medical benefit
reconsideration by filing a signed written requegh the Plan. Except in the case of an
extension of the filing time frame, a party mukd the request for reconsideration within
60 calendar days from the date of the notice oattien or denial.

14-Day Extension

Each of the appeal or grievance determination genmwted above or in the table below
may be extended by as many as 14 calendar ddlyge, niember requests an extension or
if the Plan justifies a need for additional infotiraa and documents how the extension is
in the interest of the member. If an extensionasrequested by the member, the Plan
will provide the member with written notice of theason for the delay.

Grievances and appeals must be resolved and atbficprovided to the member or
representative, as expeditiously as the membenditton requires but, no later than the
time frames specified in the table below:

Type Part C Part D

Expedited Grievance| 24 hours 24 hours

Expedited Appeal 72 hours 72 hours

Standard Grievance | 30 calendar days 30 calendar day
Standard Appeal 30 calendar days 7 calendar days
Good Cause Extensifigp to 14 Calendar daydp to 14 Calendar days

Non-Contracted Provider Appeals

A non-contracted provider, on his or her own behalpermitted to file a standard appeal
for a denied claim only if the provider completesvaiver of beneficiary liability
statement, which provides that the provider wilt bdl the enrollee regardless of the
outcome of the appeal. Physicians and suppliers hdwe executed a waiver of
beneficiary liability are not required to compldtee CMS-1696 unless a copy is
requested by ArchCare Advantage. However, the tiragte for acting on a
reconsideration request commences when the propeglyuted waiver of liability form
is received.
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Credentialing

All physician and health care providers providirgplth services to ArchCare Advantage
members must be credentialed in accordance witih@are Advantage policies and
procedures. Under CMS regulation, the credentigphmacess and approval must be
completed by any network provider administeringecty an ArchCare Advantage
member. Re-credentialing will occur every threergetnereafter for all contracted
physicians, other health care providers, facilitsesl hospitals.

The following items are required along with thepder credentialing applications in
order to complete the credentialing process:

Physician and Health Care Providers

. Current Curriculum Vitae

. Work history

. Current valid State license to practice

. Valid DEA & CDS (controlled dangerous substancesiifccates

. Education and Training

. Copy of Insurance Certificate

. Board Certification status

. Hospital admitting privileges

. Disclosure Statement and Signed Attestation

. Verification of “Opt Out” or Private Contract froMedicare participation

History of professional liability claims that retad in settlements or judgments
paid by the or on behalf of practitioner

Facility Credentialing

. Medicare and/or Medicaid license

. Copy of New York State Operating License
. Copy of Insurance Certificate

. Copy of any accreditations and/or surveys

Skilled Nursing Facility Credentialing

. Medicare, Medicaid or JCAHO accreditation

. Copy of License

. Copy of Insurance Certificate

. Copy of last 3 years of federal and state survagiading any sanctions

The credentialing process is considered completenwthe credentialing committee
approves the credentialing application. Once thedentialing process has been
completed, and an executed contract is receivedcandtersigned, the physician or
health care provider will be considered participgti The physician or health care
provider will use their NPI (National Provider Idifination) number as their “provider

number”.
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Delegated Credentialing

ArchCare Advantage offers delegated credentialmrgldrge groups of health care
providers. ArchCare Advantage delegates the criatiegtfunction to groups that meet
ArchCare Advantage and National Committee for @Qu@lssurance (NCQA) standards
and state and federal law. The decision by ArchGedeantage to delegate the
credentialing function results from a review of t®up’s credentialing policies and
procedures and an on-site audit of the group’s esredling files. The ArchCare
Advantage Credentialing Committee reviews the tiegubelegation report and makes a
determination to approve, defer or grant providiade&degated status for the group. If
provisional status is granted, this is followeddxeassessment within a specified period
of time and a final decision to approve or defetoups granted “delegated status” are
required to sign a delegated credentialing agreemiémArchCare Advantage.

Medical Record Review

As part of the re-credentialing process PrimaryeCRhysicians and mid level
practitioners (e.g. NPs and PASs), that have mae 80 ArchCare Advantage enrollees
under their care, will have 5% of their ArchCarenMiers records reviewed to meet the
ArchCare re-credentialing criteria The medical rdceeview will be audited for the
following items:

* Identifying information on the member

Identification of all physician and health care \pders participating in the
member care and information on services furnishyethése physician and health
care providers

e Isthere a completed problem list?

» Are all entries signed/ initialed?
* Are all entries dated?

* Isthe record legible?

» Are allergies/adverse reactions prominently dispigy
* |s there evidence of an advanced directive in tinellee’s chart?

« Isthere evidence of prescribed medications, imatudosages and dates of initial
or refill prescriptions?

* Is there evidence of past medical history, physeemination treatments,
treatments necessary and possible risk factorsh@orenrollee relevant to the
particular treatment?

* Are problems from previous visits addressed?
» Is the reason for referral addressed?

» Evidence of follow up for abnormal test results?
« Evidence of presenting complaints, diagnoses aadhtrent plan?

Prior to your date for recredentialing, a proviadations representative will contact your
office to schedule time to review the medical rdsor

Provider Information

Providers are responsible for contacting ArchCalleahtage to report any changes in
their practice. It is essential that ArchCare Adege maintain an accurate provider
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database in order to ensure proper payment of laima capitation, to comply with
provider information reporting requirements manddby governmental and regulatory
authorities, and to provide the most up-to-datermétion on provider choices to our
members. Any changes to the following list of itemast be reported to ArchCare
Advantage within 30 (thirty) days of the changengsour Provider Change Request
Form attached in the appendix of this manual:

* Provider's name and Tax ID number(s)

* Provider’'s address, zip code, telephone or fax

* Provider’s billing address

» Languages spoken in the provider’s office

* Wheelchair accessibility

* Provider's NY license (e.g., revocation, susperjsion

* National Provider Identification Number (if applaie)

* Provider’'s board eligibility/board certificationastis

» Hospital affiliation status

Please use the “Provider Addition/Change Requesti found on page 46.

Adverse Credentialing Determination Appeals
As a network provider, you have the right to:
* Review information submitted to your credentialagplication.
» Correct erroneous information collected duringdtezlentialing process.
* Be informed of the status of your credentialingescredentialing application.
* Be notified of these rights.

Requests for Additional Information

If ArchCare Advantage receives information from amtside source that differs
substantially from information you have providedws will contact you directly as soon
as the discrepancy is noted and request yourickrdn in writing within 10 business
days. Requests should be made in writing to:

ArchCare Advantage
Attention: Credentialing Department
155 East 58 Street
2nd Floor
New York, N.Y. 10022

Appeals Process for Providers Terminated or Rejectefrom the ArchCare
Advantage Provider Network

A provider has the right to appeal a Peer Revied @redentialing Sub-Committee
decision that has negatively impacted the providleshCare Advantage complies with
all state and federal mandates with respect toadgpar providers terminated or rejected
from the ArchCare Advantage Provider Network. Arah€ Advantage notifies the
provider in writing of the reason for the denialspension and termination. Terminated
or rejected providers may submit a request forgreal as outlined in the letter of
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rejection/termination sent by ArchCare Advantageaddition, the request for appeal
must be received by ArchCare Advantage within 1€)) {lays of the date of the
rejection/termination letter. Upon receipt of tatdr by ArchCare Advantage, the appeal
is forwarded to the ArchCare Advantage Peer Re@emmittee for review and further
processing ArchCare Advantage will ensure thantlgrity of the hearing panel
members are peers of the affected physician.

Termination

Physician and Health Care Provider Termination

ArchCare Advantage or its participating providemsynalecide to terminate or elect not
to renew a provider agreement. Termination proasiare subject to the provisions of
the provider agreement. If there are conflicts leetwthe provisions in this Provider
Manual and any provider agreement, the terms gbrbréider agreement will apply.

All providers who wish to terminate their contragituelationship with ArchCare
Advantage are bound by the applicable provisionghefindividual or group provider
agreement or hospital agreement that may goverrtettmination of an ArchCare
Advantage provider. All providers voluntarily temaiting their participation with
ArchCare Advantage must give ninety (90) days pniotten notice of the termination.
ArchCare Advantage will not accept any verbal ra@tfon as sufficient to initiate the
termination process.

Provider shall complete any course of treatmeangoindividual Member, in accordance
with the terms of his/her agreement, for whom reatit was ongoing on the date of
termination, unless ArchCare Advantage makes redd®rand medically appropriate
provision for the assumption of such services bgtlagr participating provider. For
those members confined to an inpatient facilitpvpier shall also complete any course
of treatment in progress until a medically appiatpridischarge or transfer is made, or
completion of the course of treatment is made, éver first occurs, provided that the
confinement or course of treatment was commencedgdiine paid premium period.

Members with a primary care provider who is todreninated by ArchCare Advantage
or chooses to terminate their participation in ArehCare Advantage plan will be
contacted within 30 days and advised of the chamgeovider status. Members will be
given the opportunity to select another primaregarovider who sees members at the
facility. If a provider is not selected, one wile lchosen on their behalf. Members
always have the right to select a new primary gaovider by contacting ArchCare
Advantage.

For information, regarding contracted physicianshealth care providers including
facilities termination; please refer to your praficgreement. Requests should be made
in writing to:

ArchCare Advantage
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Attention: Credentialing Department
155 East 58 Street
2nd Floor
New York, N.Y. 10022

You may also contact Provider Relations at 1-80B-3¥77.

Upon written notification from CMS — by letter dret lists published by the Office of
Inspector General (OIG) and Government Accountpbibffice (GAO) — of a
physician’s or other health care provider's exdosirom original Medicare, ArchCare
Advantage will send a letter to the physician avpter stating the physician or provider
will be removed from the ArchCare Advantage listanintracted physicians and
providers. Except for post stabilization, emergeaey urgently needed care; no
payments will be made to the physician or proviaker the exclusion effective date.
Members are notified that the physician or othealthecare provider is no longer
contracted and are advised to select a new Pril@ang Physician or health care
provider, if appropriate.

Members with claims pending for items or servicesrf an excluded physician or
provider, or member’s submitting claims for items services from an excluded
physician or provider for the first time, will rage a letter notifying the enrollee of the

following:
. The enrollee is accessing a sanctioned physicigroeider.
. Payments to a Medicare-excluded physician or pemade prohibited.

 Payments will not be made for items or servicesleead after the date of
exclusion or after notification to the enrollee {gWtever date is later).

Participating physicians and other healthcare plendg are also prohibited from
employing or contracting with an individual who excluded from participation in
Medicare, or with an entity that employs or corsaeith such an individual, for the
provision of health care, utilization review, mealicsocial work or administrative
services.

Reinstatement
Upon reinstatement by CMS, the physician or pravisieesponsible for notifying

ArchCare Advantage and apply for reinstatement.
Resolving Dispute

Contract concern or complaint
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If you have a concern or complaint about your ageze with us, send a letter containing
the details to:
ArchCare Advantage
Provider Relations Department
155 East 58 Street
2nd Floor
New York, New York 10022

A provider relations associate will investigate aedolve your complaint. If you
disagree with the outcome of this discussion, &itration proceeding may be filed as
described below and in our agreement. If your conoe complaint relates to a matter
which is generally administered by certain ArchCadvantage procedures, such as the
credentialing or Care Coordination process, we fwllbw the procedures set forth in
those departments to resolve the concern or comphsiter following those procedures,
if either party remains dissatisfied, an arbitnatmyoceeding may be filed as described
below and in our agreement.

If ArchCare Advantage has a concern or complaigamding our agreement with a
provider, a letter containing the details will lmmsto the provider within thirty (30) days
of the date the complaint is received. If we canmestolve the complaint through
informal discussions, an arbitration proceeding mayiled as described below and in
our agreement.

Arbitration

ArchCare Advantage will conduct any arbitration ggeding under your agreement
under the auspices of the American Arbitration Agd@n, as further described in our
agreement. For more information on the Americanithation Association guidelines,
visit their Web site atvww.adr.org In the event that a customer has authorized you to
appeal a clinical or coverage determination onrthehalf, that appeal will follow the
process governing customer appeals outlined inctigomer’s benefit contract or
handbook.

Data Collectio

All Medicare Advantage organizations are requiredraintain a health information
system that collects, analyzes and integratesatdl Wecessary to compile, evaluate and
report certain statistical data related to costiization, complaints, grievances and
guality, and such other matters as CMS and New ‘Gbake requires from time to time.
As an ArchCare Advantage contracted physician altiheare provider, you are required
to submit all data necessary to fulfill these oéifigns in a timely manner. You are
required to certify in writing at the time of sulssion to ArchCare Advantage or its
designee, that all data including, but not limitedencounter data and other information
that CMS may specify, is truthful, reliable, acedarand complete.

Protect Confidentiality of Patient



ArchCare Advantage members have a right to privan confidentiality of all records
and information about their health care. We distlosnfidential information only to
business associates and affiliates that needrtfaaimation to fulfill our obligations and
to facilitate improvements to our enrollees’ heatdre experience. We require our
affiliates and business partners to protect privaiogt abide by privacy law. ArchCare
Advantage requires that all physician and healtk paoviders comply with standards
under the Health Insurance Portability and Accdoihitg Act of 1996 (HIPAA) for
privacy and protection of enrollee data. If an #eeorequests specific medical record
information, we will refer the enrollee to you &g tholder of the medical records.

Medical Records

In accordance with the Health Insurance Portalditg Accountability Act and federal
and state privacy regulations, confidentiality aeduracy of an enrollee’s medical record
must be maintained at all times. ArchCare Advantaggiires that all physicians and
health care providers comply with standards unlerHealth Insurance Portability and
Accountability Act of 1996 (HIPAA) for privacy anprotection of member data. The
privacy of any information that identifies a paunteer member must be safeguarded.
Information from or copies of a member’'s medicatarel may only be released to
authorized individuals. In addition, only authodzeadividuals can make amendments to
a member’s medical record. Physicians and othdthheare providers must ensure that
unauthorized individuals cannot gain access tolter a member’'s medical record.
Original medical records may only be released aoatance with state laws, court orders
or subpoenas, and timely access by members tofibiemiation that pertains to them
must be ensured. Additionally, physicians, othealthecare providers and ArchCare
Advantage must abide by all federal and state leegmrding confidentiality and
disclosure of mental health records, medical res;oachd other health and member
information. Disclosures of member’s health infotima should be limited to the
minimum amount necessary to achieve the purpase afisclosure.

In addition, for members residing in a nursing hpmedical records are maintained at
the nursing home. ArchCare Advantage providersdatiument all services rendered to
the member. The medical records will be accesdibldrchCare Advantage and
appropriate state and federal authorities, or ttelegates, involved in assessing the
quality of care or investigating member’s grievaoceomplaints.

A complete medical record must be maintained fathemember for whom the
practitioner has provided health care services imndccordance with accepted
professional practice standards as well as statefesleral requirements. Records must
have documentation of all services provided diyebil the practitioner who provides
primary care services and be retained and kepidemtilal by the provider for at least ten
(10) years from the later of (1) the final datehs# applicable Medicare Advantage Plan
contract period, (2) completion of an audit, or @)Xdata determined by CMS.
Additionally, there must be prominent documentatiorthe medical record
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demonstrating whether or not a member has exeauteadvance directive. ArchCare
Advantage, CMS, or any Federal agency, and thaiigdees, must have access to
member medical records.

HIPAA and Releasing Information

ArchCare Advantage is concerned with protectinglia® privacy and is committed to
complying with the HIPAA privacy regulations. All exlical records shall be
confidential and shall not be released without\im#ten consent of the member or a
responsible member’s legal guardian, health cameypor power of attorney. When the
release of medical records is appropriate, thenextiethat release should be based upon
medical necessity or on a need to know basis. @Gépnecovered health plans and
covered providers are not required to obtain intdial enrollee consent or authorization
for use and disclosure of Protected Health InfoiomatPHI) for treatment, payment and
health care operations. Activities such as caredamation, reviewing the competence of
health care professionals, billing/claims managenard quality improvement fall into
this category. If you have further concerns pleam@act Customer Service at 1-800-
373-3177.

Foreign Languaqgs¢

Physician and health care providers are contrdgtiund to provide appropriate
assistance to enrollees that may have a limitedigdngroficiency or reading skills. If
the physician or health care provider is unableatcoommodate the member, the
physician or health care provider must contact Sane Advantage for assistance by
calling Customer Service at 1-800-373-3177. Plessse the Promoting Cultural and
Linguistic Competency Self Check List (Appendix C).

Preventive Health Care Service

ArchCare Advantage provides members direct accepseientive health care services.
ArchCare Advantage members may access any of lbaviftg services directly from a
contracted physician or health care provider witlzoreferral:

Women'’s health services

All female ArchCare Advantage members may seek dmeetly from women’s health
specialists (e.g., gynecologist) within ArchCarevAdtage’s provider network for
women’s routine and preventive health care seryiceduding self-referral for
mammography. Preventive health services are defisdafeast exams, mammograms,
pap smears and pelvic exams.

« ArchCare Advantage does not require referrals ehanization for use of
women’s health specialists/services from partiangain-network providers
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* An ArchCare Advantage member may choose to hase g@vices provided or
coordinated by their PCP or ArchCare Advantageenpractitioner.

 Whenever possible, the ArchCare Advantage enrsllBeémary Care Team will
provide direct care, or will attempt to arrange gogventive health services such
as breast exams, mammograms and pap smears tofdyenpé at the enrollee’s
residence.

» Institutionalized female ArchCare Advantage eneslenay need to go outside
their facility to obtain the services of women’'satile specialists and to obtain
preventive health services from these specialistshCare Advantage makes no
guarantee that contracted specialists can or valligge their services at locations
other than their specified clinics.

Vaccine:
ArchCare Advantage members may receive a seasaoflakmnza, H1IN1, or
pneumococcal vaccination from any qualified physicor health care provider,
including the licensed medical professionals emgibyy the resident’'s skilled
nursing facility. ArchCare Advantage does not regianrollees to obtain a referral
or prior authorization. There is no co-paymentl@se services.

Complex or Serious Medical Conditio

ArchCare Advantage is required to have in place @Gd@oved policies and procedures
in order to identify members with complex or sesionedical conditions and to assess,
diagnose and monitor those conditions on an ongoasis. A treatment plan must be
established and implemented that is appropriateetaondition, and allows direct access
Visits to participating specialists to accommodheetreatment plan. The treatment plan
must be time-specific and be updated periodicajlythe Primary Care Physician.
ArchCare Advantage Nurse Practitioner staff willrkvalosely with providers to identify
enrollees with complex or serious medical condgi@nd to develop appropriate
treatment plans and monitor them on an ongoingbAsthCare Advantage will utilize
a comprehensive history/physical examination incdlgda Health Risk Assessment
developed for our members who reside in Skilledshhgr Facilities.

Health Risk Assessment

The health status of our enrollees is very impartrchCare Advantage takes an active
role in determining the health status of its emedl including identifying any complex
and serious conditions that an enrollee may haviif\B80 days of enroliment, the new
enrollee receives an initial assessment and apatepnterventions are initiated.
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Quality Improvement Program in ArchCare Advantage

The goal of the ArchCare Advantage Quality ImproeatmProgram is to ensure the

delivery of high quality, cost effective care te thrail and elderly population we serve

through structured oversight and coordination anadhgreas of the organization as well

as delegated entities and providers of services.

The Plan’s Quality Improvement Program serves torave the health of its members

through emphasis on health maintenance, educatiagnostic testing and treatment.

The Quality Improvement Program incorporates a@iwito assess the accessibility,
availability, efficiency, safety, efficacy, appraieness, effectiveness and continuity of
patient care and services delivered by health peveiders and the Plan itself. The

Quality Improvement department will assess for fiianer adherence to the guidelines
of care and documentation, as required by regylatgencies. Assessment information
will include, but not be limited to medical recatdcumentation, health screening rates
and disease management care.

Quality Improvement Organization (QIO)

ArchCare Advantage is required to participate ecr reviews and tasks applicable to

the Medicare QIO Programs geared toward improvarg ¢or beneficiaries enrolled in

managed care. Providers contracted with the Plameguired to participate in all quality

improvement functions and tasks required by the.Qla@se activities may include but

are not limited to:

» Compliance with request for medical records foriguamprovement studies and
audits

» Cooperation with quality improvement initiativesated to QIO collaborative
projects

» Cooperation with QIO efforts to improve care foratic disease and/or preventive
care measures

« Compliance with requests for information and recandations formulated by the
QIO in the process of reviewing/resolving beneficiand/or provider complaints.

The QIO, on behalf of Medicare (CMS) may also penf@annual audits. Providers will
be required to copy office records for these audlits very important that any time a
copy of a record is requested the entire reccsdns.

Provider Participation with QI Activities

In accordance with regulatory contract guidelirieg, Plan and its providers contractually
agree to participate in quality improvement prgesmhd medical record review activities
including but not limited to:
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« Copying and providing office/facility records aseded for quality-review and
reporting activities (HEDIS, Quality Improvementofeicts, annual medical record
review)

 Maintaining member medical records in complianciavirchCare Advantage
Medical Record Standards

» Cooperating in quality of care investigations andliy improvement studies as may
be required by regulatory agencies

Quality Improvement Activities

The following are Quality Improvement activitiegfoemed by the plan on an ongoing

basis:

* Preventive Health Maintenance

* Development and review of Clinical Practice Guides

» Disease Management Initiatives

« HEDIS® Reporting

e Referrals for quality issues

e Tracking and trending of complaints or referralgientify potential

e Medical Record Content Reviews (9¢edical Records Standardssection for
specific documentation standards and requirements)

* Medicare Quality Improvement Projects

e Chronic Care Improvement Programs
* Assessment of Member and Provider satisfaction

* Monitoring continuity of care
e Monitoring transitions

Patient Safety

ArchCare Advantage is committed to offering a netlwaf providers that ensures the

safe delivery of clinical care to enrollees. Thiougxecution of standardized internal

processes and collaborative participation of netvpooviders, the Plan seeks to promote

the implementation of best patient safety practices

The strategies of the Plan are to:

« Inform members and providers regarding the Plaxpeetations for patient safety

* Engage the provider community in adopting processpsomote safe clinical
practices

* Assist members to be participants in the delivésae health care

« Formally recognize and support patient safety [nesitices

The Plan addresses key elements of patient safats, as the extent of coordination of
care between providers, medical record review figslj clinical practice guideline

adherence, adverse event and quality of care cwoinpiacking/trending, pharmaceutical
management practices and member interactions. ghrtnacking and trending of

relevant Plan metrics, the Plan can identify ogpatres for improvement and facilitate
education of target practitioner and/or the provaemmunity at large in

order to prevent or reduce the potential for pasafety incidents.

Quality-of-Care Issues
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Quality-of-Care referrals are defined as complaints and adverse outcomeeddéia the
quality of care delivered. Referrals may be geedrdty the Appeals, Grievance, Risk
Management, Provider Relations, Customer ServicdJwlization Management
departments or may be identified through routirenek review. Occurrences considered
potential quality of care issues include but ardinoted to the following:

e Unplanned re-admission for the same or similarrhats in less than 30 days
e Falls

e  Serious complication of anesthesia
» Transfusion error or serious transfusion reaction

* Medication error or adverse drug reaction withaesipotential for harm
e Care or lack of care which could have resultedpotantially serious complication

Potential quality-of-care issues are referred feerpreview. In the event the peer

reviewer/panel feels there is a possible qualitgask issue, the physician is asked, in
writing, to provide additional information to addsethe issue. The response is reviewed
and a final determination is rendered. Peer refimhings are categorized as follows:

1. Substantiated — there is evidence of a deviatidharstandard of care

2. Unsubstantiated — there is no evidence of a dewviditom the standard of care

Once that determination is made, the outcome ssified as either “adverse event” or
“no adverse event”. Results of peer review actiwtly be reported to the Peer Review
Sub-committee, to the Quality Improvement Commjtteethe Board of Managers and
when applicable to State or Federal regulatory @gsras appropriate.

HEDIS® Measures

The following HEDIS® indicators are reviewed angaged on an annual basis.
Throughout the year, initiatives involving physitiand members will be undertaken as
necessary to achieve an improvement in outcomes.

a. Colorectal Cancer Screening

Care of Older Adults

Glaucoma Screening in Older Adults

Use of High Risk Medication in the Elderly

Osteoporosis Management in Older Women who hadetiie

Potentially Harmful Drug Disease Interaction in teerly
Antidepressant Medication Management

Q—+o® a0 T

Below is a brief description of the above measures:

a. Colorectal Cancer Screening

Members ages 50-75 who have had appropriate soggenicolorectal cancer.

Appropriate screenings are defined by any oneeofdliowing criteria:

* Fecal occult blood test (FOBT) during the measurdrpear. Regardless of FOBT
type, guaiac (QFOBT) or immunochemical (iFOBT)

* Flexible sigmoidoscopy during the measurement getre four years prior to the
measurement year

» Colonoscopy during the measurement year or theyeiaes prior to the measurement
year
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b. Care for Older Adults

The percentage of adults 65 years and older wheé&etd of the following during the
measurement year:

e Advance care planning

» Medication review

» Functional status assessment

* Pain screening

c.Glaucoma Screening in Older Adults

The percentage of Medicare members 65 years awmd, ®lithout a prior diagnosis of
glaucoma or glaucoma suspect, who received a glaa@ye exam by an eye care
professional for early identification of glaucomagaonditions.

d.Use of High-Risk Medications in the Elderly

* The percentage of Medicare members 65 years airayelder who received at least
one high risk medication

* The percentage of Medicare members 65 years aratyelder who received at least
two different high risk medications

e.Osteoporosis Management in Women Who Have Had a Fectaure

Women 67 and older, who suffered a fracture and kgleived either a bone mineral
density (BMD) test or prescription treatment foteaporosis, within six months of the
date of the fracture.

f. Potentially Harmful Drug-Disease Interactions in the Elderly

The percentage of Medicare members 65 years chragi®lder who have evidence of an

underlying disease, condition or health concernwahd were dispensed an ambulatory

prescription for a contraindicated medication, eorent with or after the diagnosis.

Report each of the three rates separately antbtel sate.

* A history of falls and a prescription for tricyckmtidepressants, antipsychotics or
sleep agents

 Dementia and a prescription for tricyclic antidegsants or anticholinergic agents

*  Chronic renal failure and prescription for non-ag@NSAIDs or Cox-2 Selective
NSAIDs

* Total rate (the sum of the three numerators diviodhe sum of the three
denominators)

g. Antidepressant Medication Management
The percentage of members 18 years of age and wltemwere diagnosed with a new
episode of major depression, treated with anticksaret medication, and who remained
on treatment for:

1. The effective acute phase of 84 days (12 weeks)

2. The effective continuation phase of at least 183 & months)
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Adult Health Screening

An adult health screening performed by a provideadsess health status is required of
all Medicare Advantage members, within 90 dayshefrmember joining the plan. The
adult member should receive an appropriate prevenhiealth assessment and
intervention as indicated or upon request.

Clinical Practice Guidelines

Clinical Practice Guidelines based on the healdds@and opportunities for improvement
are identified as part of the quality improvemerdagoam. The clinical guidelines are
reviewed, revised and adopted on a yearly basikzing nationally recognized,
evidenced based sources. The guidelines are degdlopth input from
community/network physicians and reviewed and agatcannually by the Peer Review
Subcommittee, the Quality Improvement CommitteethadBoard of Managers.

Private Contracts “Opt Out”

ArchCare Advantage, a Medicare Advantage orgawoizatmay not pay, directly or

indirectly, on any basis, for services (other tpast stabilization, emergency or urgently
needed services) furnished to a Medicare enrofea physician or other health care
provider who has filed an affidavit with the Medieacarrier agreeing to furnish

Medicare covered services to Medicare beneficiang through private contracts with

the beneficiaries. ArchCare Advantage verifieshwite local Medicare intermediary,
the Opt Out or Private Contract list during creddimy and re-credentialing to ensure
that our contracted providers are not includecherist.

Upon written notification from the carrier of a @gian’s or other health care provider’s
decision to “opt out” of the Medicare program, Riev Relations will send a letter to the
physician or other health care provider stating tha physician or provider will be
removed from the list of ArchCare Advantage com&@@hysicians and providers. No
payments will be made to the physician or providetwo years after the effective date
of the affidavit.

In addition, ArchCare Advantage will send a lettereach ArchCare Advantage member
assigned to the physician or provider notifying éneollee that the physician or provider
is no longer contracted and advising the enrotlesetect a new Primary Care Physician,
if appropriate.

Members with claims pending for services from agptign or provider who has “opted
out” of Medicare, or members submitting claims frphysicians or providers who have
“opted out” of Medicare will receive a letter coniag the following information:
e The member is accessing a physician or provider ndso“opted out” of
Medicare.
* Payments by ArchCare Advantage, a Medicare Advantaganization are
prohibited.
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» The services are not covered, the current claimiénot be paid by ArchCare
Advantage and the physician or provider must hawered into a private contract
with the member in order to receive payment froenrttember.

» Payments will not be made for items or servicedeszd after the date of the

physician “opt out.”

Physicians and health care provider are resporsibletifying ArchCare Advantage
when their affidavit has expired if they desirapply for reinstatement.

CMS Enrollee Survey

CMS requires all Medicare Advantage contractorgaeticipate in a beneficiary
satisfaction survey. ArchCare Advantage surveys rtiember or their legal
representative annually. ArchCare Advantage pdis member’s representative to
determine satisfaction with the Primary Care Se&wjcustomer service, sales and
written information.

ArchCare Advantage will make the summarized datilable on request to the
physician or health care provider of the member.

Billing and Claims

All participant ArchCare Advantage providers arquieed to submit claims/encounters
for services reimbursed fee-for-service and fowvises provided under a capitation
model of care. Encounter data is essential fomdgirocessing and utilization reporting
as well as for complying with the reporting reqments of CMS, New York State and
other governmental and regulatory agencies. Itssemitial that this information be
submitted in a timely and accurate manner.

Payment for services rendered is subject to vatifin that the member was enrolled in
ArchCare Advantage at the time the service wasigedvand the provider's compliance
with ArchCare Advantage medical management and prthorization policies at the

time of service.

* Providers should verify member eligibility at thené of service to ensure that the
member is enrolled in ArchCare Advantage. Failoreld so may affect claims
payment. Note, however, that member’'s may retrealgtiiose their eligibility
with ArchCare Advantage after the date of servieerefore, verification of
eligibility is not a guarantee of payment by Arcin€Advantage.

 Claims submitted for services rendered without proputhorization (as
appropriate) will be denied for ‘failure to obtanthorization’. No payment will
be made.
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Payment is made directly to the participating Hasfor all employed providers who are
covered by the hospital’'s participation agreemetthh viirchCare Advantage and who
practice in hospital outpatient departments angbitedsowned community-based sites.
For all other providers, payment is made direablythite provider or to the designated
payee.

In certain cases, a managed care plan member raagelmealth plans during the course
of a hospital stay. When this occurs, provider &hdull the health plan to which the
member belonged at the time of admission to thpitabs

Part A Covered Services and Reimbursement

ArchCare Advantage arranges for services coverddruhe Part A stay of a members
benefit to be provided by the Skilled Nursing RacilServices which are covered under
Part A are to be billed to the skilled nursing liacivhere the member resides.

Exclusions to the above are:

Blood and blood products

Ambulance transportation

Artificial limbs and its components

Dialysis service and supplies

Ventilator equipment

Emergency room procedures

Diagnostic procedures provided in an outpatierpitadsetting, limited to: cardiac
cauterization, CT scans, MRI, MRA, radiation theraangiography, venous
procedures, lymphatic procedures, ambulatory syirgeolving the use of an
emergency room

. Hospice care

9. Vaccinations

10. Chemotherapy

NOoO oA~ WNERE

ArchCare Advantage will only reimburse for serviceseligible members, covered
under Part B to in network providers.

ArchCare Advantage Payment in Full / Member Held Hamless

Pursuant to the provider contract, participatingvyaters are prohibited from seeking
payment, billing or accepting payment from any memior fees that are the legal
obligation of ArchCare Advantage, including in teeent that ArchCare Advantage
becomes insolvent or denies payment on a clainardigs of the reason. Participating
providers must refund all amounts incorrectly atiel from ArchCare Advantage
members or from others on behalf of the membemh®@ace Advantage is not financially
responsible for reimbursing non-covered servicesiged to members.

Except for permitted co-payments, co-insurance, andeductibles, all payments for
services provided to ArchCare Advantage members catitute payment in full.
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Providers may not balance bill members for the ditrence between their actual
charges and the reimbursed amounts, except for dedtibles, copayment, or
coinsurance, as applicable.

General Billing Requirements:

ArchCare Advantage adjudicates and pays all cl&nt®unters pursuant to CMS
regulations applicable to Medicare Advantage Plans.

Providers should submit all claims/encounters witlorty-five (45) days of the date of
service for prompt adjudication and payment. Howeeims for services that are
submitted later than the time period set forthha provider's agreement with ArchCare
Advantage will not be paid except under certaircwinstances. In no event will
ArchCare Advantage pay claims submitted more tlmnhmndred eighty (180) calendar
days after the date of service.

Prior to being adjudicated, all claims/encounteaes r@viewed for completeness and
correctness of the data elements required for psiog payments, reporting, and data
entry into the claims adjudication processing systd the following information is
missing from the claim/encounter, the claim/enceuist not ‘clean’ and will be rejected.

* Tax identification number

* National Provider Identifier (NPI)

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

e For paper claims:the Provider's name, ArchCare Advantage ID numiksex,|D
number, and address.

e  For Electronic claims: the Provider's name, National Provider Identifiexx ID
number, and address.

» Date of service and applicable CMS two-digit platservice code.

» Applicable and current procedure code.

* Charge amount for the service rendered.

« Bill all applicable ICD-9 diagnosis codes — codethighest specificity.

e CMS 1500 (837P) claims or UB-04 (8371) submittemttebnically must include
ArchCare Advantage’s Payer Id NumBdrl44on each claim.

e Service unit(s)

* Revenue codes (UB-04 / 8371).

* Bill type (UB-04 / 8371).

» Value codes (UB-04 / 837I)

» POA indicator (UB-04 / 8371)

CMS 1500 (837P) should be used by providers ottzer facilities. The UB-04 (8371)
form should be used by facilities.

National Provider Identifier (NPI)
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Effective May 23, 2007, all providers (as applieégldhould have acquired an NPI to
transmit healthcare information to ArchCare Advastavia HIPAA standard
transactions.

Present on Admission (POA)

The POA indicator applies to diagnoses codes fotate healthcare claims. POA
indicator reporting is mandatory for claims invalyiinpatient admission to general acute
care hospital or other facilities. It clarifies vitner a diagnosis was present at the tine of
admission.

Please refer to the instructions provided by CMjaurding identification of the POA for
all diagnosis codes for inpatient claims submitbedthe UB-04 and ASCX12N 837
institutional (8371) forms.

ArchCare Advantage requires POA indicators forpalnary and secondary diagnosis
codes as well as the external cause of injury ¢caggardless of the manner in which
claims are submitted (i.e. paper or electronic)dates of service on or after October 1,
2008.

Facilities:

« Submit inpatient and outpatient facility claimstbe UB-04 or on electronic
media (8371).

- Report the name, NPI and ArchCare Advantage geoMD number of the
attending provider in field 76. (ArchCare Advantaagevider ID number
is not required on electronic transactions.)

- Include the ArchCare Advantage authorization nembn claims
submitted for inpatient services. Claims will be toleed to prior
authorization data in ArchCare Advantage’s systemd processed in
accordance with applicable ArchCare Advantage jesliand procedures.

» Professional services that are not part of thditiacilaims should be billed on a
CMS 1500 form or on the electronic media forma_3

Skilled Nursing Facility (SNF) Billing:

All services that the member receives under Partrist be billed on the UB-04 claim
form (also known as CMS-1450) except for excludadises and services covered under
Part ‘B’.

» Use Type of Bill Code 021X, (FL 4)
* Report all appropriate occurrence codes, (FL 313&)L

51



* Report all appropriate conditions codes, and vabges, (FL 18- FL 28, & FL39
a-d — FL 41 a-d)

Report appropriate accommodation code (FL 42) sparding to the level of
service authorized (level | through V):

Sub acute care — level |
Sub acute care — Level |

0

0

0 Sub acute care — Level Il

0 Sub acute care — Level IV

o Intensive Health Services — Level V

* Report all applicable revenue codes for ancillaryises, as appropriate (FL 42),
e Report all applicable HCPCS/ RATE / HIPPS codes4E&)

* Report service units (FL 46), and

* Report total charges (FL 47) for each line itenorega on the claim.

All ICD-9CM codes must be current and the full 1€&E#M diagnosis code, including all
five digits where applicable, must be reported.

Skilled Nursing Facility services may be billeceaf8O days of care, and every 30 days
thereafter, using type of bill code 0213.

Skilled Nursing Facility Providers must bill contiimg claims in sequence for each
member in an inpatient stay that extends beyordh$8 of care.

Please refer to the instructions on the “Unifornirgj Editor” for billing information
required to generate a ‘clean’, accurate, and cet@mlaim form and the “Medicare
Claims Processing Manual”, Chapter 6 — SNF Inpatieaxt ‘A’ Billing and SNF
Consolidated Billing.

Coordination of Benefits (COB)

Coordination of benefits (COB) ensures that thepergayers are held responsible for
the cost of healthcare services. ArchCare Advanfaliavs all standard guidelines for

COB. Members are asked to provide information almtbér insurance plans under
which they are covered.

ArchCare Advantage is always the secondary payteeifollowing circumstances:

- Workers compensation,
- Automobile medical, and
- No-Fault or liability auto insurance.

ArchCare Advantage does not pay for services prvidnder the following
circumstance when there is COB:

- The Department of Veterans Affairs (VA) or oth&x facilities (except for
certain emergency hospital services), and
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- When VA-authorized services are provided at aVidrhospital or by a non-
VA physician.

ArchCare Advantage will use the same guidelineSMS for determination of primary
and secondary payer. As a result, ArchCare Advantathe secondary payer for all of
the cases listed above as well as for the following

- Most Employer Group Health Plans (EGHP)
- Most EGHPs for disabled members

All benefits payable under an EGHP in the casendfviduals who are entitled to
benefits solely or partly on the basis of end statal disease (ESRD) during a period of
thirty (30) months. (This applies to all servicest just ESRD. If the individual
entitlement changes from ESRD to over sixty-five)(6r disability, the coordination
period will continue.)

Electronic Billing

ArchCare Advantage utilizes Emdeon (WebMD) cledringse for all electronic claims.
Claims submitted electronically must include:

1. ArchCare Advantage Payer ID numl3dri44on each claim.

2. CompleteArchCare Advantage Member ID Number (see member ID card or
monthly enroliment roster).

3. A National Provider Identifier (NPI) should resiote

- 837 Professional (CMS 1500) — Loop 2310B Rendgimovider
Secondary ID, Segment / Element NM109.
NM108 must qualify with an XX (NPI).

- 837 Institutional (UB04) — Loop 2010AA Billing Bvider, Segment /
Element NM109.
NM108 must qualify with an XX (NPI).

To sign up for electronic billing, providers musttact their software vendor and request
that their ArchCare Advantage claims be submittealigh Emdeon. Providers can also
direct their current clearinghouse to forward claito Emdeon. Please cal513—
569-5049 to setup electronic billing.

Providers are encouraged to review claim submissians and resubmit corrections.

Paper Claim Submission

All paper claims should be submitted to:

ArchCare Advantage
c/o TriState Benefit Solutions
619 Oak Street
Cincinnati, OH 45206
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Late Claim Submission

In certain circumstances, ArchCare Advantage wdcpss claims submitted after the

time period required under the provider's

agreematit ArchCare advantage.

Please note that ‘unclean’ claims that are returnedo the provider for necessary
information are adjudicated according to the origiral date of service. They do not

fall into the category of exceptions to the

time p@d required.

The following situations allow for special handlin§claims. Claims must be submitted
with a written explanation and appropriate docuragom showing the date the claim

came within the provider’s control.

Reason for Delay Time Frame for Submission

Litigation involving payment of the claim. Withinxsy (60) calendar days from the time
the submission came within the provider’'s
control.

Medicare or other third party processing delaysWithin sixty (60) calendar days from the time

affecting the claim. the submission came within the provider’s
control.

Original claim rejected or denied due to a Within sixty (60) calendar days of the date of

reason unrelated to ti80 —day rule. notification (submit with original EOP)

Administrative delay (enrollment process, rate Within sixty (60) calendar days from the time

changes) by NYSDOH or other State agenciesf resolution (submit with documentation
substantiating the delay.).

Delay in member eligibility determination. Withiixsy (60) calendar days from the time
of notification of eligibility (submit with
documentation substantiating the delay.)

PRO denial / reversal Within sixty (60) calendaysicom the time
of notification (submit with documentatign
substantiating the delay).

Member's  Enrolment ~ with  ArchCargwithin sixty (60) calendar days from the time

Advantage was not known on the date gfthe member’'s enroliment is verified. Providers

service. must make diligent attempts to determine [the
member’s coverage with ArchCare Advantage.

Claim Inquiries
Providers may call 1-866—479-5050 to inq

uire omciatus.

Requests for Review and Reconsideration of a Claim

54



Please note that the process described here dboexpply to utilization management
determinations concerning medical necessige appropriate section (page 30) for
information on medical management appeals

A provider may be dissatisfied with a decision mbageéArchCare Advantage regarding a
claim determination. Some of the common reasonkidies but are not limited to,
incorrectly processed or denial of a service htldhe untimely submission of claims, or
failure to obtain prior authorization.

Providers who are dissatisfied with a claim deteation made by ArchCare Advantage
must submit a written request for review and rew®eration with all supporting
documentation to ArchCare Advantage within sixt9)(6alendar days from the date on
the provider’s Explanation of Payment (EOP), toftilewing location.

ArchCare Advantage
c/o Tristate Benefit Solutions
619 Oak Street
Cincinnati, OH 45206

All written requests for review and reconsideratioast include a copy of the EOP, the
claim, supporting documentation, and a writtenestaint explaining why you disagree with
ArchCare Advantage’s determination as to the demiphyment.

Examples of other information and supporting docutiat@n that should be submitted
with your written requests for review and reconsatlen include:

. Provider’'s name, address and telephone number.

. Member's name and ArchCare Advantage identificatiomber
. Date(s) of service.

. ArchCare Advantage’s claim number.

. A copy of the original claim or corrected claimafplicable.

» A copy of the EOP from another insurer or carfieng@with supporting medical
records to demonstrate medical necessity.

. Contract rate sheet to support payment rate sdeedule.
* Evidence of eligibility verification (copy of Arch&Ze Advantage member ID
card).

« Evidence of timely filing — Insurance Carrier Rejes Report. (Please note:
ArchCare Advantageloes notaccept copies of certified mail or overnight mail
receipts, or documentation from internal bill pi@etsoftware as proof of timely
filing.)

ArchCare Advantage will investigate all written vegts for review and reconsideration
and issue a written explanation stating that taenchas been either reprocessed or the
initial denial has been upheld withitb calendar days from the date of receipt of the
provider’s request for review and reconsideration.

ArchCare Advantage will not review or reconsideximmi determinations which are not
appealed according to the procedures set forthealioar provider submits a request for
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review and reconsideration after t6@ calendar day time frame, the request is deemed
ineligible and will be dismissed. Providers willtrme paid for any services irrespective
of the merits of the underlying dispute if the resfufor review and reconsideration is not
timely filed. In such cases providers may noti#imbers for services rendered.

All questions concerning request for review an@émeaeration should be directed to
the ArchCare Advantage Provider Relations depaitatelr800-373-3177.

Explanation of Payment (EOP)

The EOP describes how claims for services renderédchCare Advantage members
were reviewed. It details the adjudication of clajrdescribing the amounts paid or
denied and indicating the determinations made oh elaim. Please see Appendix A for
a sample of the EOP.

Overpayments

ArchCare Advantage periodically reviews paymentsiento providers to ensure the
accuracy of claim payment pursuant to the termbefprovider contract or as part of its
continuing utilization review and fraud control grams. In doing so, ArchCare

Advantage may identify instances when we have @ provider for certain services.
When this happens, ArchCare advantage providesentatithe provider and recoups the
overpayment consistent with Section 3224-b of teerNork Sate Insurance Law.

ArchCare Advantage will not pursue overpaymentvepp efforts for claims older than
twenty-four (24) months after the date of the o@djipayment to a provider unless the
overpayment is:

» based upon a reasonable belief of fraud, intertiargconduct or abusive billing;
* required or initiated by the request of a self-iesiplan or,
* required by a state or federal government program.

In addition, if a provider asserts that ArchCarev#ttage has underpaid any claim(s) to a
provider, ArchCare Advantage may offset any undargnts that may be owed against
past overpayments made by ArchCare Advantage datsntar back as the claim
underpayment.

Notice of Overpayments Before Seeking Recovery

If ArchCare Advantage has determined that an oyenpat has occurred, ArchCare
Advantage will provide thirty (30) days written &t to the provider of the overpayment
and request repayment. This notice will include thember names, service dates,
payment amounts, proposed adjustment and a redga@dxific explanation of the
reason for the overpayment and the adjustmenedpanse to this notice, the provider
may dispute the finding or remit payment as outlinelow.
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If you Agree That We Have Overpaid You

Upon receipt of a request for repayment, provideay voluntarily submit a refund check
made payable to ArchCare Advantage within 30 caerdhys from the date the
overpayment notice was mailed by ArchCare Advant&yeviders should further
include a statement in writing regarding the puepotthe refund check to ensure the
proper recording and timely processing of the réfun

Refund check should be mailed to:

ArchCare Advantage
Attn: Provider Relations
155 E. 56th Street"®Floor

New York NY 10022

If You Disagree that We Overpaid You

If a provider disagrees with ArchCare Advantage&edmination concerning the

overpayment, the provider must submit a writteruest for an appeal within 30 calendar
days from the date the overpayment notice was thdule ArchCare Advantage and

include all supporting documentation in accordamitie the provider appeal procedure.

If upon reviewing all supporting documentation sutbed by a provider, ArchCare
Advantage determines that the overpayment detetimmahould be upheld, providers
may initiate arbitration pursuant to their providgreement. ArchCare Advantage will
proceed to offset the amount of the overpaymemr poi any final determination made
pursuant to binding arbitration.

If upon reviewing all supporting documentation suthed by a provider, ArchCare
Advantage determines that the overpayment detetimmahould be upheld, providers
may initiate arbitration pursuant to their providgreement. ArchCare Advantage will
proceed to offset the amount of the overpaymemr poi any final determination made
pursuant to binding arbitration.

If You Fail to Respond to Our Notice of Overpayment

If a provider fails to dispute a request for repayimnconcerning an overpayment
determination made by ArchCare Advantage withinc8@ndar days from the date the
overpayment notice was mailed by ArchCare Advantabge provider will have
acknowledged and accepted the amount requestetthZare Advantage.

ArchCare Advantage will offset the amount outstagdigainst current and future claim
remittance(s) until the full amount is recovereddnghCare Advantage.
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APPENDIX - A

ArchCare Advantage HMO

Provider Addition/Change Request Form

INSTRUCTIONS: Type or print your information on this form. If a question does not apply, write "N/A" in the
field. A separate form will be needed for each Provider.

Check the appropriate box:
O change of InformationQ Credentialing Request

Date of Request

Practice Name

Provider Name

Specialty

Board Certification

0 Yes DNo

Tax ID

NPI

Primary Office
Location

Secondary Office
Location

Nursing Home

0 San Vicente de Pal 0 0

Walsh
0 Carmel Richmon

Kateri
0 Ferncliff 0 None

Mary Manning

Provider Signature

*Requests for change of demographic informatiohbeilreflected in ArchCare Advantage within 48 lsoér

In receiving this form from the physician or entlychCare Advantage relies on the truth of alftiewing

statements:

< Allinformation entered is accurate and completel that if any of that information changes, Prowride

will notify ArchCare Advantage of any such changthin 30 days.

« By submitting this form, Provider agrees to abigiealh Medicare statutes, rules, and policies.

representative will contact you within that timanfre to advise when the change has taken effect.

Please submit request form to:
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Attn: Provider Relations Department
155 East 56Street, 2 Floor
New York, N.Y. 10022
Fax: 212-794-1400




APPENDIX - B

Frinted omn

: If83/2009 10:58:36 FRACTPROD
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VENDDIR: i Ped Tax 1T
FROVIDRh:
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APPENDIX - C

PROMOTING CULTURAL and LINGUISTIC COMPETENCY
Self-Assessment Checklist

for Personnel Providing Primary Health Care Services

Directions: Please select A, B, or C for each item listed below.

A = Things | do frequently
B = Things | do occasionally
C = Things | do rarely or never

PHYSICAL ENVIRONMENT, MATERIALS & RESOURCES

1. | display pictures, posters, artwork and other decor that reflect the
cultures and ethnic backgrounds of clients served by my program or
agency.

2. | ensure that magazines, brochures, and other printed materials in

reception areas are of interest to and reflect the different cultures and
languages of individuals and families served by my program or agency.

3. When using videos, films or other media resources for health education,
treatment or other interventions, | ensure that they reflect the culture
and ethnic backgrounds of individuals and families served by my
program or agency.

4. | ensure that printed information disseminated by my agency or program
takes into account the average literacy levels of individuals and families
receiving services.
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COMMUNICATION STYLES

5 When interacting with individuals and families who have limited English
proficiency | always keep in mind that:

= limitations in English proficiency is in no way a reflection
of their level of intellectual functioning.

" their limited ability to speak the language of the dominant
culture has no bearing on their ability to communicate
effectively in their language of origin.

% they may neither be literate in their language of origin nor
in English.

6. | use bilingual/bicultural or multilingual/multicultural staff, and/or
personnel and volunteers who are skilled or certified in the provision of
medical interpretation services during treatment, interventions, meetings
or other events for individuals and families who need or prefer this level
of assistance.

7. For individuals and families who speak languages or dialects other than
English, | attempt to learn and use key words so that | am better able to
communicate with them during assessment, treatment or other
interventions.

8. | attempt to determine any familial colloquialisms used by individuals or
families that may impact on assessment, treatment, health promotion
and education or other interventions.

9. For those who request or need this service, | ensure that all notices and
communigués to individuals and families are written in their language of
origin.

10. | understand that it may be necessary to use alternatives to written

communications for some individuals and families, as word of mouth
may be a preferred method of receiving information.

g | understand the principles and practices of linguistic competency and:
* apply them within my program or agency.
* advocate for them within my program or agency.

12. | understand the implications of health literacy within the context of my
roles and responsibilities.

13. | use alternative formats and varied approaches to communicate and
share information with individuals and/or their family members who
experience disability.
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27. | recognize and accept that folk and religious beliefs may influence an
individual's or family’s reaction and approach to a child born with a
disability, or later diagnosed with a disability, genetic disorder,

or special health care needs.

28. | understand that grief and bereavement are influenced by culture.

29. | accept and respect that customs and beliefs about food, its value,
preparation, and use are different from culture to culture.

30. | seek information from individuals, families or other key community
informants that will assist in service adaptation to respond to the needs
and preferences of culturally and ethnically diverse groups served by my
program or agency.

3. Before visiting or providing services in the home setting, | seek
information on acceptable behaviors, courtesies, customs, and
expectations that are unique to the culturally diverse groups served by
my program or agency.

32. | keep abreast of the major health and mental health concerns and
issues for ethnically and racially diverse client populations residing in the
geographic locale served by my program or agency.

33 | am aware of specific health and mental health disparities and their
prevalence within the communities served by my program or agency.

34, | am aware of the socio-economic and environmental risk factors that
contribute to health and mental health disparities or other major health
problems of culturally and linguistically diverse populations served by
my program or agency.

35. | am well versed in the most current and proven practices, treatments,
and interventions for the delivery of health and mental health care to
specific racial, ethnic, cultural and linguistic groups within the
geographic locale served by my agency or program.

36. | avail myself to professional development and training to enhance my
knowledge and skills in the provision of services and supports to
culturally, and linguistically diverse groups.

37. | advocate for the review of my program's or agency's mission
statement, goals, policies, and procedures to ensure that they
incorporate principles and practices that promote cultural and linguistic
competence.

How to use this checklist

This checklist is intended to heighten the awareness and sensitivity of personnel to the importance of cultural
and linguistic cultural competence in health, mental health and human service seftings. It provides concrete
examples of the kinds of beliefs, attitudes, values and practices which foster cultural and linguistic competence at
the individual or practitioner level. There is no answer key with correct responses. However, if you frequentiy
responded "C" you may hot necessarily demonstrate beliefs, attitudes, values and practices that promote
cultural and linguistic competence within health and mental health care delivery programs.
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VALUES & ATTITUDES

14, | avoid imposing values that may conflict or be inconsistent with those of
cultures or ethnic groups other than my own.

15. | screen books, movies, and other media resources for negative cultural,
ethnic, or racial stereotypes before sharing them with individuals and
families served by my program or agency.

16. | intervene in an appropriate manner when | observe other staff or
clients within my program or agency engaging in behaviors that show
cultural insensitivity, racial biases, and prejudice.

17. | recognize and accept that individuals from culturally diverse
backgrounds may desire varying degrees of acculturation into the
dominant culture,

18. | understand and accept that family is defined differently by different
cultures (e.g. extended family members, fictive kin, godparents).

19. | accept and respect that male-female roles may vary significantly
among different cultures (e.g. who makes major decisions for the
family).

20. | understand that age and life cycle factors must be considered in

interactions with individuals and families (e.g. high value placed on the
decision of elders, the role of eldest male or female in families, or roles
and expectation of children within the family).

21. Even though my professional or moral viewpoints may differ, | accept
individuals and families as the ultimate decision makers for services and
supports impacting their lives.

22, | recognize that the meaning or value of medical treatment and health
education may vary greatly among cultures.

23. | accept that religion and other beliefs may influence how individuals
and families respond to ilinesses, disease, and death.

24, | understand that the perception of health, wellness, and preventive
health services have different meanings to different cultural groups.

25. | recognize and understand that beliefs and concepts of emotional well-
being vary significantly from culture to culture.

26. | understand that beliefs about mental iliness and emotional disability
are culturally-based. | accept that responses to these conditions and
related treatment/interventions are heavily influenced by culture.
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