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Geisinger Health Plan

Participating Provider Guide

April 2011

The Participating Provider Guide (Guide), as may be amended from time to time, is incorporated by
reference to the Agreement.  The Guide is designed for use by, and applicable to, all Participating
Providers, excluding Pharmacy Providers, who in accordance with the terms and conditions set forth in
their respective Agreements, provide Covered Services or supplies to Members.

Please contact your designated Provider Relations Representative if you have questions concerning the
information within this Guide.

For purposes of the Participating Provider Guide:

 Geisinger Health Plan shall be referred to as the “Geisinger Health Plan”

 Geisinger Indemnity Insurance Company shall bereferred to as “Company”

 Geisinger Quality Options, Inc. shall be referred to as “Geisinger Quality Options”

 Geisinger Health Plan, Company and Geisinger Quality Options collectively, shall be referred
to as “Health Plan”.

This Guide and the contentcontained herein is the confidential and proprietary property of Geisinger Health Plan.
Any unauthorized use, replication, infringement, or other form of dissemination of the information contained herein
is strictly prohibited and occurrence of such may result in legal action.
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Geisinger Health Plan at a Glance
Geisinger Health Plan was founded in 1972 as one of the first rural Health Maintenance Organizations
(HMOs) in the United States.The Health Plan’s philosophy is simple:to deliver quality, cost-efficient
care that is solidly focused on the Member through a community-based, physician-led health care
network.

More than 31,500 health care providers participate in our network including:

 3,937 Primary Care Physicians
 33,150 Specialist Physicians
 1,556 Primary Care Sites
 96 Participating Hospitals

The Health Plan maintains a strong commitment to quality. Geisinger Health Plan has maintained
National Committee for Quality Assurance’s (NCQA)highest level of accreditation since 1993.As a
testament to the Health Plan’s commitment to quality, the following is a list of recent NCQA quality
performance commendations.

 Rated number one in the country for providing beta-blocker treatment toMembers for six months
following a heart attack (2010)

 Scored in the top ten nationally for engagement of alcohol and other drug dependence treatment
(2010)

 Scored in the top ten nationally for children receiving immunizations including diphtheria, tetanus
and pertussis (DTaP); polio (IPV); measles, mumps and rubella (MMR); varicella; pnuemococcal
conjugate (2010)

 Scored in the top ten nationally for appropriate follow up with in 7 and 30 days for mental illness
(2010)

 Scored in the top ten nationally for children who were diagnosed with upper respiratory infection
(URI) and were not dispensed an antibiotic (2010)

 Scored in the top ten nationally for children who were seen by a physician and had their BMI
percentile documented and were also counseled for physical activity (2010)

 Rated number one in Pennsylvania for breast cancer screenings (2010)
 Rated number one in Pennsylvania for cervical cancer screenings (2010)

NCQA is an independent, not-for-profit organization dedicated to measuring the quality of America's
health care. Quality Compass® is a registered trademark of the National Committee for Quality
Assurance (NCQA).
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Product Line Offerings
The following pages within this Section contain information regarding the product lines offered
by the Health Plan.A detailed description, including the terms and conditions of the Member’s
benefit coverage for a particular product line may be found in the Member’s applicable Benefit
Document. Individuals must meet the eligibility requirements as set forth in the applicable
Benefit Document to be enrolled as a Member.Register for the Health Plan’s online Provider
Service Center atwww.thehealthplan.com/providers_us/servicecenter.cfm to view a Member’s
detailed eligibilityand benefit information.

Fully Insured Commercial HMO
Geisinger Health Plan offers fully insured commercial Health Maintenance Organization (HMO)
coverage to employer Groups and individuals. Coverage is in the form of a prepaid managed care
Gatekeeper Product. Members are required to choose a Primary Care Physician (PCP) for
themselves and each covered family dependent. Each Member must obtain a Referral for
Covered Services not provided by the PCP, excluding Emergency Services and Direct Access
services.Additional information on Direct Access services can be found in the section titled
Referrals within this Guide. A commercial HMO product with no Referrals is also available.
Members may be responsible for cost-sharing amounts in the form of Copayments, Deductible
and/or Coinsurance.

Fully insured commercial HMO products available under Geisinger Health Plan include:
 Geisinger Health Plan HMO
 Geisinger Health Plan Direct HMO
 Geisinger Health Plan HMO Solutions
 Geisinger Health Plan Solutions Direct HMO

Mental health and substance abuse services for the above products are coordinated through
OptumHealth Behavioral Solutions at (888) 839-7972.

HMO Product Riders: Employer Groups and non-Group Members have the option to purchase
additional Supplemental Health Services. The following list contains some of the Riders
available:

 Outpatient Prescription Drugs
 Inpatient Mental Health Care

 Refractions
 Spinal Manipulation

Questions about a Member’s eligibility, benefit coverage or the Grievance and Complaint
procedures can be addressed online by registering for the Health Plan’s Provider Service Center
atwww.thehealthplan.com.
Questions may also be directed to:HMO/Solutions Customer Service Team

Monday through Friday, 8 a.m.-6 p.m.
(800) 447-4000 or (570) 271-8760
TDD for the hearing impaired
Monday through Friday, 8 p.m.-4:30 p.m.
(800) 447-2833

www.thehealthplan.com/providers_us/servicecenter.cfm
www.thehealthplan.com
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Geisinger Quality Options, Inc.
Geisinger Quality Options, Inc., an affiliate of Geisinger Health Plan, will offer Geisinger
Choice PPO with Referral, Geisinger Choice PPO with No Referral, Geisinger Choice Smart
Steps, Geisinger Choice Short Term PPO, and Geisinger Choice PPO with No Referral High
Deductible Health Plan (HDHP).

 Geisinger Choice PPO with Referral is the name for our Gatekeeper Product PPO plan.
It is a network-based fully insured managed health care program that offers coverage for in
and out-of-network services. Members are required to choose a PCP upon enrollment.
Members may elect to have Health CareServices coordinated in network by their PCP to
receive maximum benefit allowance. Or, Health Care Services can be obtained from a
Participating or non-Participating Provider without PCP coordination at a lower benefit
allowance. When a Member elects to coordinate care through their PCP, the Referral
process and the precertification/prior authorization responsibilities of Participating
Providers apply. Members may be responsible for Copayments and/or Deductibles and
Coinsurance. The terms and conditions ofcoverage for Members enrolled in Geisinger
Choice PPO with Referral are defined in the Geisinger Choice PPO with Referral
Subscription Certificate.

 Geisinger Choice PPO with No Referral is the name for our Non-Gatekeeper Product
PPO plan. It is a network-based fully insured managed health care program that offers
coverage for in and out-of-network services. Members do not select a PCP and may access
care from either a Participating or non-Participating Provider. The Referral process does
not apply to Geisinger Choice PPO with No Referral Members. However, Participating
Providers are responsible to request precertification/prior authorization for applicable
services. Members may be responsible for Copayments and/or Deductibles and
Coinsurance. The terms andconditions of coverage for Members enrolled in Geisinger
Choice PPO with No Referral are defined in the Geisinger Choice PPO with No Referral
Subscription Certificate.

 Geisinger Choice Smart Steps isavailable as either a PPO direct access plan with no
Referral or a PPO plan with Referral.Depending on thetype of planMembersmay be
required to select a PCP upon enrollment.Smart Stepsfeatures a standard (higher cost) and
an enhanced (lower cost) level of benefits.  Members who meet criteria in key areas such
as weight and cholesterol will qualify for the enhanced level resulting in lower cost-
sharing. Those who do not meet the measures will have the opportunity to follow a
treatment plan and take the smart steps toward meeting their health improvement goals.  If
the goals are not met within six months, theMember will move to the standard level of
benefits.

 Gesinger Choice Short Term PPO is designed for those seeking coverage for a limited
period of time or for those requiring a stop-gapsolution such as; people who are non-
COBRA eligible or between jobs, new hires with a waiting period, early retirees, or
students terminating from their parents’ plan.  Members do not select a PCP and may
access care from either a Participating or non-Participating Provider.  No Referrals are
required for Covered Services obtained in-network, however, prior authorization is still
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required for certain services.  Upon enrollment, the Member may choose one specific
benefit period no less than thirty-one (31) days and not exceeding one hundred eighty
(180) days.  This single-term policy is not renewable.  Members may apply for one
additional single-term period of coverage.  The second policy will not be a continuation of
the first.

 High Deductible Health Plan (HDHP): This plan is similar to the Geisinger Choice PPO
with No Referral plan, and does not require Members to select a Primary Care Provider or
obtain Referrals. Prior authorization/precertification is required for some services. All
covered health care expenses are applied to the Member’s Deductible, except for certain
preventive tests and services, which are covered at no cost to the Member. Because an
HDHP Member must first meet a Deductible, providers should not collect any payment
when services are rendered. A claim should be submitted to the Health Plan. The provider
will then receive an explanation of payment (EOP) that will indicate the amount they
should collect directly from the Member. High Deductible Health Plan Members will have
IdentificationCards imprinted with the Geisinger Choice logo and “High Deductible
Health Plan” on the front of the card. A note will appear to remind providers that
Deductibles apply to this plan. The back of the card will include a reminder that this plan is
offered by Geisinger Quality Options, Inc., to avoid any confusion about the Member’s
insurance company.

Questions about a Member’s eligibility, benefit coverage or the Grievance and Complaint
procedures can be addressed online by registering for the Health Plan’s Provider Service Center
atwww.thehealthplan.com.
Questions can also be directed to:Geisinger Choice PPO with Referral

M-F, 8 a.m.-6 p.m. (800) 447-4000, (570) 271-8760
Geisinger Choice PPO with No Referral and HDHP
M-F, 8 a.m.-5 p.m. (800) 504-0443, (570) 271-8770
TDD for the hearing impaired M-F, 8 a.m.-4:30 p.m. (800)
447-2833

Geisinger Indemnity Insurance Company
Geisinger Indemnity Insurance Company (Company), an affiliate of Geisinger Health Plan,
offers a fully-insured, comprehensive major medical Group indemnity insurance plan. Company
also acts as a Third Party Administrator (TPA) for Employer-Sponsored Programs.

Questions about a Member’s eligibility, benefit coverage or the Grievance and Complaint
procedures can be addressed online by registering for the Health Plan’s Provider Service Center
atwww.thehealthplan.com.
Questions may also be directed to:Geisinger Health Options (TPA, Indemnity)

M-F,8 a.m.-5 p.m. (800) 504-0443, (570) 271-8770
TDD for the hearing impaired M-F, 8 a.m.-4:30 p.m. (800)
447-2833

www.thehealthplan.com
www.thehealthplan.com
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LIFE Geisinger
Geisinger Indemnity Insurance Company has partnered with Geisinger Community Health
Services (“GCHS”) to provide third-party administrative services, such as claims processing and
access to Health Plan’s Network of Participating Providers, to support GCHS’ program entitled
LIFE Geisinger.

LIFE Geisinger is a program designed to provide health and health-related services to the frail
elderly in an outpatient setting. The majority of care is provided at a licensed Older Adult Daily
Living Center and coordinated by an interdisciplinary team of professionals. The goal of the
program is to serve individuals who would otherwise be placed in a nursing facility through a
day program and allow them to remain at home with their families and caregivers. The program
addresses comprehensive medical, social and emotional care needs for each individual enrolled.

Eligibility and Enrollment:
An individual participating in the LIFE Geisinger program must meet the following criteria:

 Live within the designated service area (Lackawanna, Luzerne, Columbia, Montour,
Northumberland or Schuylkill counties)

 Live safely within the community
 Be at least age 55
 Require nursing home level of care, and
 Meet certain financial eligibility criteria

While enrolled in LIFE Geisinger, participants may receive on-site or home care services from
their PCP. When additional health care needs are identified, the PCP will authorize or refer the
participant to a provider participating in the LIFE Geisinger program for services. A
Participating Provider may verify a LIFE Geisinger participant’s eligibility status by accessing
Geisinger Health Plan’s Provider Service Center atwww.thehealthplan.com. The LIFE Geisinger
program’s benefit services and coverage may be accessed either through Geisinger Health Plan’s
provider service center or LIFE Geisinger’s web site atwww.lifegeisinger.org.

Reimbursement Information/Member Liability:
Reimbursement for healthcare services rendered to a participant enrolled in the LIFE Geisinger
program shall be in accordance with the Medicare Advantage (i.e., Gold) HMO/PPO/SNP rates
in your current provider agreement with Geisinger Health Plan. This program does not require a
Participating Provider to coordinate benefits withState Medical Assistance as a secondary payor.
There are noCoinsurances,Deductiblesor payments due for health and health-related services
for participants enrolled in the LIFE Geisinger program.  In some cases, a participant may be
responsible to pay a monthly premium to LIFE Geisinger to participate in the program.

Medicare Advantage
Geisinger Gold is a Medicare Advantage organization with a Medicare contract available to all
Medicare beneficiaries residing inthe Geisinger Gold service area.

Geisinger Gold’sMedicare Advantage plansincludetraditional HMO plans,PPO plans, Special
Needs Plans, and a Medical Savings Account (MSA) plan.Product offerings mayvary within

www.thehealthplan.com
www.lifegeisinger.org
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service area.All plans requireMembers to continue to pay their monthly Medicare Part B
premium and live in the service area.

Classic 1, Classic 2, Classic 3
Each of the above products includes:
An HMO benefit design requiring Members to select a Primary Care Provider (PCP) upon
enrollment and receive a Referral from their PCP for most Covered Services; in-Network
coverage, requiring Members to utilize a Participating Provider for most Covered Services; two
options for Part D prescription drug coverage administered by Geisinger Gold; Direct Access to
certain preventive health services and obstetrical/gynecological services.

Prior authorization is required for specific services. Please refer to the Health Plan’s then-current
Prior Authorization list available at the Provider Information Center atwww.thehealthplan.com.

Classic PEBTF
Available only to eligible Commonwealth of Pennsylvania retirees.An HMO benefit design
requiring Members to select a Primary Care Provider (PCP) upon enrollment and receive a
Referral from their PCP for most Covered Services; in-Network coverage, requiring Members to
utilize a Participating Provider for most Covered Services.A fitness center membership is
included with the plan. Part D prescription drug coverage is facilitatedthrough the Pennsylvania
Employees Benefit Trust Fund Retired Employee Health Plan (REHP) Prescription Drug plan.

Preferred 1
Gold Preferred is our Preferred Provider Organization (PPO) plan. Members are not required to
select a PCP upon enrollment, obtain a Referral or use a Participating Provider for Covered
Services. Prior authorization is required for specific services. Please refer to the Health Plan’s
then-current Prior Authorization list available atwww.thehealthplan.com, click on Provider
Information Center.

Preferred 2
Similar to Preferred 1, with lower premium and higher cost sharing forthe Member. This plan is
designed forMembers interested in a Private Fee for Service type plan.

Reserve
Reserve is a Medicare Advantage private-fee-for-service health insurance plan that linksto a
personal Medical Savings Account to help pay for medical expenses. Reserve has a Deductible.
Members can go to any doctor or hospital that accepts Medicare and the Health Plan’s Terms and
Conditions. No Referrals are necessary. As part of the enrollment process, the Health Plan
deposits up to half of the annual Deductible directly into a personal Medical Savings Account.
Once the Deductible amount is met, the Health Plan pays for medical expenses in full. Members
cannot make deposits directly into theaccount; however, they can use the money to pay for
qualified medical care.Expenses incurred for Medicare-covered services go toward the annual
Deductible. At the end of the calendar year, if any money is left in the personal Medical Savings
Account, that money will roll over for use during the next year.This plan does not include
prescription drug coverage. Members may add prescription drug coverage by joining a Medicare

www.thehealthplan.com
www.thehealthplan.com
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prescription drug plan, such as one of the Geisinger Gold Rx stand-alone plans, at a separate
cost.

Secure 1
Secure 1 is the Health Plan’s Medicare Advantage dual eligible program, an HMO plan designed
for those who are eligible for Medicare Part A, enrolled in Part B and have full Medicaid
coverage. Gold Secure 1 offers all the same coverage as traditional Medicare. Secure 1 also
includes prescription drug coverage with small Copayments for covered drugs, preventive dental
benefits that include cleanings, simple fillings and simple extractions, and coverage for over-the-
counter medications and medical supplies.

Questions regarding a Member’s Medicaid eligibility or benefits may be directed to thestate or
local Medical Assistance Offices.Geisinger’s Gold Customer Service Team can also answer
questions about a Member’s eligibility, benefit coverage or the complaint and grievance
procedures online by registering for the Health Plan’s Provider Service Center at
www.thehealthplan.com, or by phone at(800)498-9731 from 8 a.m. to 5 p.m.

Secure 3
An HMO plan designed for those Members with diabetes and/or Chronic Heart Failure (CHF).
Gold Secure 3 includes lower PCP Copayments than Classic 1 to encourage Members with
diabetes and or CHF to regularly see theirPCP.  There is no Copayment for diabetic supplies.
This plan also includes enhanced prescription drug coverage, preventative dental benefits,
eyeglasses,and hearing aids.

MedicarePrescription Drug Coverage
All plans except Reserve (MSA) and Secure 1 (HMO SNP) are available with optional $0
Deductible Rx prescription drug coverage. This benefit includes no initial deductible, initial
coverage for 30 days, and cost sharing up to the coverage gap. Members will receive a discount
on prescriptions while in the coverage gap.

SilverSneakers® Fitness Program
SilverSneakers® Fitness Program is a total health and fitness program that is free of charge to
certain Gold productMembers.  For a list of Fitness Centers participating with the
SilverSneakers® Fitness Program, contact the Gold Customer Service Team or visit the Health
Plan’s Web site atwww.thehealthplan.com.

Questions about a Member’s eligibility, benefit coverage or the Grievance and Complaint
procedures can be addressed online by registering for the Health Plan’s Provider Service Center
atwww.thehealthplan.com.
Questions may also be directed to:Gold Customer Service Team

Hours: Monday-Friday, 8 a.m. to 5 p.m.
(800) 498-9731 or (570) 271-8771
TDD for the hearing impaired
Monday through Friday, 8 a.m. to 4:30 p.m.
(800) 447-2833

www.thehealthplan.com
www.thehealthplan.com
www.thehealthplan.com
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CHIP, by Geisinger Health Plan
The Children’s HealthInsurance Program (CHIP), brought to you by the Health Plan and
referred to as GHP Kids, is a comprehensive HMO insurance plan for uninsured Pennsylvania
children under 19 years of age who are not eligible for Medical Assistance.  This product will
function similar to the Health Plan’s standard HMO product with the Member selecting a
Primary Care Provider (PCP) to coordinate their health care services.  Most Covered Services
will require PCP Referral and specific services will require prior authorization from the Health
Plan.  Providers do not need to participate with Medical Assistance in order to accept the Health
Plan’s CHIP product. Copayment and Deductible amounts, if applicable, are displayed on the
front of the Member’s identification card and a dedicated CHIP customer service phone number
is listed on the back.  Additional information about the CHIP program, brought to you by
Geisinger Health Plan, can be found online athttp://chip.thehealthplan.com.
Questions may also be directed to:CHIP Customer Service Team

M-F, 8 a.m.-6 p.m. (866) 621-5235, (570) 214-9138
TDD for the hearing impaired M-F, 8 a.m.-4:30 p.m. (800)
447-2833

Copayment, Coinsurance and Deductibles
A Member’s financial liability for certain Covered Services may be determined by reviewing the
front of a Member’s ID card. You may also register for the Health Plan’s online Provider Service
Center atwww.thehealthplan.com/providers_us/servicecenter.cfm to view a Member’s detailed
eligibility and benefit information. When a Member’s benefit structure denotes financial liability
in the form of a Copayment, such liability typically applies to evaluation and management
services performed in the followingsetting: office, consultation, preventive medicine and
emergency department. Additionally, certain Members may have a per day or per visit
Copayment responsibility for certain services such as; outpatient rehabilitative services,
outpatient radiology tests, home health services, ambulance services and outpatient surgery.

Participating Providers should access the Provider Service Center atwww.thehealthplan.com and
review a Member’s benefit document or the Health Plan’s online Explanation of Payment (EOP)
to appropriately determine a Member’s financial liability.

PCP Reassignment Process
Gatekeeper Product Members may change their PCP as often as two times per year. A Member’s
PCP change will be made effective for the first of the following month. Retroactive PCP changes
can be made to the first of the current month if the Member has not seen the original PCP in the
current month.

A Member may change their PCP in one of two (2) ways:
 A Member can contact the applicable Customer Service Team and verbally request a PCP

reassignment change over the telephone; or
 A Member may complete and sign the applicable Subscriber Application Change Form

available in the PCP’s office. PCP’s are encouraged to keep a supply of these forms at their

http://chip.thehealthplan.com
www.thehealthplan.com/providers_us/servicecenter.cfm
www.thehealthplan.com
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office to expedite the PCPreassignment process for Members and PCPs. The following
forms are available:

o Group Subscriber Application Change Form: used for Geisinger Health Plan and
Gold Members. (Contact the Health Plan by phone or check online for form
availability)

o Geisinger Health Options Subscriber Application Change Form: used for
Members enrolled in an Employer-Sponsored Program administered by Geisinger
Health Options. (Contact the Health Plan by phone or check online for form
availability)

Please note: Distribute copies as indicated on the applicable form.

Membership Identification
Sample Identification Cards are available for your reference online at
www.thehealthplan.com/providers_us/resource.cfm.

Each Member is issued an Identification Card as well as a unique identification number at the
time of enrollment. The identification number appears in the left mid-section of the front of the
Identification Card and should be readily available when contacting the applicable Customer
Service Team with questions specific to Members’ benefits. The reverse side of the Identification
Card should be reviewed for additional information. All Identification Cards include the
following information:

 The product type or plan design (e.g. HMO or no-referral) is indicated in the upper right
corner of the Identification Card.

 Green marbled: Geisinger Health Options Third Party Administrator (TPA) product
Members. The self-funding Employer’s logo or company name appears in the upper left
corner.

 White: All other Member Identification Cards are white in color with the product type or
plan design located in the upper right corner.

Employers, Groups or Members may enroll or disenroll from the Health Plan throughout the
calendar year. Participating Providers can access the Provider Service Center at
www.thehealthplan.com to confirm a Member’s eligibility online. Members are instructed to
present their Identification Card whenever they seek medical care. A newly enrolled Member
should present a copy of their enrollment form as verification of enrollment until their
Identification Card is received.

Customer Service Teams available for enrollment confirmation:
Geisinger Health Plan’s IVR (Interactive Voice Response) system is available for provider use,
24 hours a day, 7 days a week. Our Customer Service Representatives are available to assist you
during normal business hours listed below.

GEISINGER HEALTH PLAN/COMMERCIAL:(800)-447-4000   (570)-271-8760
          Business Hours:Monday– Friday   8:00 a.m.– 6:00 p.m.

www.thehealthplan.com/providers_us/resource.cfm
www.thehealthplan.com
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GEISINGER HEALTH OPTIONS/PPO:(800)-504-0443   (570)-271-8770
          Business Hours:Monday– Friday   8:00a.m.– 5:00 p.m.

GEISINGER GOLD:(800)-498-9731   (570)-271-8771
          Business Hours:Sunday– Saturday   8:00 a.m.– 8:00 p.m.

CHIP, by GEISINGER HEALTH PLAN:(866) 621-5235   (570) 214-9138
Business Hours:Monday– Friday   8:00 a.m.– 6:00 p.m.

TDD for the hearing impaired: (800) 447-2833
Monday– Friday, 8:00 a.m.– 4:30 p.m.

Health Plan Responsibilities
Health Plan will:

 Adjudicate and pay Clean Claims within forty-five (45) days of receiving a Clean Claim.
 Orient Participating Providers to the Health Plan policies and procedures.
 Provide ongoing communication about any changes to the Health Plan policies and

procedures and other operational issues that will affect the provision of services to
Members

 Provide administrative services to Members including, but not limited to, processing
Member’s Complaints, Grievances and appeals; communicating Health Plan policies;
distributing Identification Cards, Member handbooks, and a listing of Participating
Providers.

 Market its variousproduct lines to diverse purchasers of health care, including employer
Groups, Governmental Agencies, Medicare beneficiaries and individuals.

 Provide assistance to membership through the Customer Service Teams or Tel-A-Nurse
Service.

 Assure availability and accessibility of adequate Participating Health Care Providers in a
timely manner, enabling applicable Members to have access to quality care and continuity
of health services.

 Consult with Participating Health Care Providers in active clinical practice regarding
professional qualifications and if additional Health Care Providers need to be included in
the Network.

 Ensure that Member have the right to access Emergency Services twenty-four (24) hours a
day, seven (7) days a week and provide reasonable payment or reimbursement for
Emergency Services.

 Ensure Health Care Services, when Medically Necessary, are available twenty-four (24)
hours a day, seven (7) days a week.

 Maintain procedures by which a commercial HMO, Choice PPO or Gold Member is
entitled to astanding Referral or designation of a specialty care provider (SCP) as such
Member’s PCP for Health Care Services when a life-threatening, degenerative or disabling
disease or condition may exist, upon meeting Health Plan standards fully delineated in the
Section of this Guide titled “Referrals.”
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 Provide Direct Access to obstetrical and gynecological services by permitting a
commercial HMO, Choice PPO or Gold Member to select a Participating Health Care
Provider to obtain maternity and gynecological care, including Medically Necessary and
appropriate follow-up care and Referrals for diagnostic testing related to maternity and
gynecological care, without prior approval from a PCP. The Health Care Services shall be
within the scope of practice of the selectedParticipating Health Care Provider. The
selected Participating Health Care Provider shall inform the Member’s PCP of all Health
Care Services provided within thirty (30) days of the provision of services; however, for
routine obstetrical services, an initial notification and final notification, subsequent to the
postpartum visit, meet the notification requirement hereunder.

 Provide Gold Members Direct Access for influenza, pneumococcal vaccines and Hepatis B
(for Gold Members at risk) immunizations withoutprior approval and/or a Referral from a
PCP (or his/her designee). A Participating Provider agrees not to charge Gold Members for
Medicare covered immunizations. Refer to the Section title “Referrals” within this Guide
for further information.

 Ensure thatthere are Participating Health Care Providers who are physically accessible to
people with disabilities and can communicate with Members with sensory disabilities in
accordance with Title III of the Americans with Disabilities Act of 1990.

 Not penalize orrestrict a Participating Health Care Provider from discussing:
a) The process that the Health Plan or any individual, partnership or entity
contracting with the Health Plan uses or proposes to use to deny payment for a
Covered Service; and
b) Medically Necessary and appropriate care with or on behalf of a Member,
including information regarding the nature of treatment; risks of treatment;
alternative treatments; or the availability of alternate therapies, consultation or
tests; and
c) The decision of the Health Plan to deny payment for a Covered Service.

 Not use any financial incentives that compensate a Participating Provider for providing
less than Medically Necessary and appropriate care to a Member.

 Ensure that a Member’s Protected Health Information (PHI) is adequately protected and
remains confidential in compliance with all applicable federal and state laws and
regulations and professional ethical standards.

 Not exclude, discriminate against or penalize any Participating Provider for their refusal to
allow, perform, participate in or refer for Health Care Services, when the refusal of the
Participating Provider or the Health Plan is based on moral or religious grounds.

 Not be responsible for Covered Services provided to a Member following the date of
termination of the Agreement with a Participating Provider when the Participating Provider
has been terminated for cause, including breach of contract, fraud, criminal activity or
posing a danger to a Member, or the health, safety or welfare of the public as determined
by the Health Plan.

 Maintain policies and procedures that allow for individual Medical Necessity
determinations.

 Allow the Participating Provider to consider a Member’s input into the Participating
Provider’s proposed treatment plan, irrespective of coverage; potential and known side
effects of treatment and planned/proposed management of symptoms. Examples may
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include: a) education of Members regarding their health care needs and b) sharing findings
of history and physical examinations.

 Ensurethat Health Care Services are provided in a culturally competent manner to all
Members, including those with limited English proficiency or reading skills, diverse
cultural and ethnic backgrounds, and physical or mental disabilities.

 Ensure that Participating Providers who maintain a current drug enforcement agency
(DEA) certificate shall receive a Formulary, which includes procedures that describe the
process to be used to obtain coverage of a drug that is an exception to the Formulary.

 Educate Participating Providers about the Health Plan’s Part D Formulary.
 Maintain procedures to ensure that Participating Providers have the information required

for effective and continuous patient care and quality review, including procedures that
ensure that (i) a “besteffort” attempt has been made to conduct an initial assessment of a
Gold Member’s health care needs within ninety (90) days of the Health Plan’s notice to
PCP of enrollment of a Gold Member, including following up on unsuccessful attempts to
contact a Gold Member; (ii) maintenance of health records in accordance with standards
established by the Health Plan; and (iii) appropriate and confidential exchange of
information occurs among other Health Care Providers.

 In the event Health Plan suspends or terminates the Agreement between the Health Plan
and a Participating Provider physician, Health Plan will provide suspended or terminated
Participating Provider physician written notice of the following: (i) the reasons for the
action, including, if relevant, the standards and profiling data used by Health Plan to
evaluate the Participating Provider physician and the numbers and mix of such physicians
needed by Health Plan, and (ii) the affected physician’s right to appeal the action, process,
and timeline for requesting a hearing. Participating Providers that are excluded from
participating in the Medicare program shall not be afforded the opportunity to appeal a
suspension or termination action by Health Plan.

Protected Health Information
The Health Plan will ensure that Members and Participating Providers receive communication
that informs them of the Health Plan policies and procedures regarding the collection, use and
disclosure of Members’ Protected Health Information. Communication will include the five (5)
following criteria:

 Health Plan’s routine uses and disclosure of PHI. The Health Plan uses and discloses PHI
in connection with Members’ treatment, to make payment for Health Care Services and for
Health Plan’s health care operations.

 Uses of Authorizations. Special authorizations are required by Pennsylvania law to permit
disclosures of certain highly sensitive personal information. In certain situations, consistent
with applicable regulations or laws, the Health Plan will request Members’ written
authorization before using or disclosing identifiable health information. Except for the
treatment, payment and health care operations, the Health Plan will not use or disclose
Members’ PHI unless the Member has signed a form that allows the Health Plan to do so.
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 Access to PHI. Members have the right to look at or get a copy of their PHI in a designated
record set (i.e. medical/billing record) in accordance with all applicable laws pertaining to
access of PHI.

 Internal Protection of Oral, Written and Electronic PHIacross the Organization. The
Health Plan has procedures in place to prevent unauthorized access to Members’ PHI,
which includes employees’ signed statements in which they have agreed to protect
Members’ confidentiality, using computer passwords to limit access to Members’ PHI.

 Protection of Information Disclosed to Plan Sponsors or Employers. The Health Plan may
release Members’ PHI to a plan sponsor or Employer, provided the plan sponsor or
Employer has certified that the information provided will be maintained in a confidential
manner and not used for employment related decisions or for other employee benefit
determinations or in any other manner not permitted by law.

Participating Providers can access the Health Plan’s entire Privacy Notice online at
www.thehealthplan.com or a paper copy may be obtained by contacting your Provider Relations
Representative.

Disease Management Programs
The Health Plan’s Case Management Department offers care coordination and disease
management programs to assist Members with chronic conditions.
Health Plan case management nurses (Community Case Managers) provide the following
services and programs:

Coordinate Care After Discharge
TheCommunity Case Manager contacts Members with certain health conditions, including heart
failure and pneumonia, after a hospital, rehabilitation or Skilled Nursing Facility admission. The
purpose of the contact is to be sure that Members are taking medications as prescribed, have a
return appointment with their Primary Care and/or Specialty Care provider and to review other
important issues.

Complement the Care Provided by the Primary and/or Specialty Care Provider
TheCommunity Case Manager works with the Member and the PCP/SCP to assist Members in
the community with chronic health/social problems. TheCommunity Case Manager also
provides monitoring and education to help Members better manage the following health
conditions:

Adult and Pediatric Asthma
Education is a key factor in the Asthma CareProgram.Community Case Managers work with
Members and their families to help them understand and manage asthma triggers and symptoms.

Chronic Kidney Disease (CKD)
The purpose of the CKD program is to improve the coordination of appropriate services with a
PCP or nephrologist (kidney specialist) for Members with kidney disease. Members learn about
the importance of proper nutrition, medications, blood pressure control, and receive other
important health care information from aCommunity Case Manager.

www.thehealthplan.com
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Heart Failure
An ongoing combination of education and follow up by aCommunity Case Manager teaches
Members the importance of medications, diet, and life-style habits to improve the management
of heart failure.

Chronic Obstructive Pulmonary Disease (COPD)
The Chronic Obstructive Pulmonary Disease (COPD) Program helps Members with COPD to
better manage the condition. Information about tobacco cessation, pulmonary function testing,
medication management and life-style modification is provided by aCommunity Case Manager.

Diabetes
Members in the Diabetes Care Program work with aCommunity Case Manager who provides
education on topics including diet, medications, routine foot care and ways to improve blood
sugar control. TheCommunity Case Manager also coordinates services for Members such as eye
exams and kidney screenings. This combination of education and coordination of care assists
Members in taking control of diabetes.

HeartWise
Managing risk factors and promoting proper medication management is the focus of the
HeartWise program for Members with heart disease. Cholesterol and blood pressure
management are key aspects of the program.Community Case Managers also provide education
about diet and exercise strategies, and work with providers to coordinate recommended
therapies.

Hypertension
ACommunity Case Manager assists Members in learning what they can do to control blood
pressure and reduce the risk of developing other health problems that can result from poorly
controlled blood pressure.

Osteoporosis Prevention and Management
This program provides education to women and men at risk for osteoporosis, as well as those
who have already been diagnosed. ACommunity Case Manager outlines steps to prevent
osteoporosis and to reduce the risk of complications during education sessions provided in the
office or by telephone.

Tobacco Cessation
In the Tobacco Cessation Program, professional support is provided byCommunity Case
Managers through phone, individual or group counseling over the course of five sessions. The
program goal is to help break the addiction to tobacco products such as cigarettes, pipes and
smokeless tobacco, and help Members quit.

To refer a Member to a Disease Management Program, or to learn more about a specific Disease
Management Program, Participating Providers should visit the Health Plan’s Provider
Information Center atwww.thehealthplan.com or contact:

www.thehealthplan.com
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Case Management Department
Monday through Friday, 8 a.m. to 4:30 p.m.
(800) 883-6355 or (570) 271-8763

Disease Management Program Development
The Case Management administrative staff conducts an analysis of the disease under
consideration prior to the development of a disease management program. The following criteria
are evaluated:

1.Disease prevalence.
2.Disease complexity.
3.Potential for reducing complications, improving quality.
4.Current cost of managing the disease.
5.Existence of an evidence-based clinical guideline to assist practitioners in the

management of the disease.
6.Value to the Member and the Health Plan if the program is implemented.

The Case Management team determines the need for a specific disease management program
based upon the criteria listed above and submits a proposal to the Health Plan’s Medical
Management/Administrative Committee for review and approval.  Actively practicing
practitioners are participating members of disease management teams and assist in the
development, implementation, and monitoring of new and established health management
programs.

Practitioner Program Content
The design of all disease management programs includes: evidence-based clinical guidelines,
Member identification, passive or active enrollment, stratification, interventions based on
stratification level, practitioner decision support and evaluation of program effectiveness.

Evidence-based clinical guidelines are a core component of all disease management programs.
Board certifiedspecialty and/or primary care practitioners are involved in the review and
approval of evidenced-based guidelines.

Clinical guidelines are reviewed every two years or when the appropriate guideline team, the
Health Plan’s Guideline Committee and the Quality Improvement Committee make
recommendations. Primary care practitioners are involved in the development and review of new
disease management programs through their participation as health management committee
members. The Health Plan’s Case Management Department and the accompanying teams are
responsible for program content that is consistent with current clinical practice guidelines.

Evidence-based guidelines are posted online atwww.thehealthplan.com, and announcements are
made in the publication Briefly to inform practitioners of their availability. Printed copies or
electronic PDF files are available upon request for practitioners who do not have Internet access
by contacting the Health Plan’s Case Management Department at (800) 883-6355.

Identification of Members who will benefit from Case Management disease management
programs is accomplished through claims analysis using standard clinical specifications from

www.thehealthplan.com
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criteria such as the Health Plan Employer Data & Information Set (HEDIS). Member
identification is also facilitated by direct Referrals from Health Care Providers, the Member
and/or family, and from various Health Plan departments including Medical Management,
Customer Service, Appeals, and Quality Improvement.

Passive/active enrollment
All Members with a disease-specific diagnosis are identified by claims analysis and/or HEDIS
criteria and mailed a disease-specific informational newsletter. Selected Members are informed
of their enrollment in the program and have the opportunity to “opt out” by contacting the Health
Plan’s Care Coordination department. Members that do not opt out are considered passive
enrollees.

All passive enrollees receive disease-specific informational newsletters each year to increase
their knowledge of disease self-management. Each newsletter also encourages the Members to
become “active” enrollees in the disease management program.

A Member becomes actively enrolled in the appropriate disease management program when the
Member contacts the Health Plan’s Case Management department directly, is referred by a
Health Care Provider or a Health Plan department, or accepts an invitation extended by the
Health Plan’s Care Coordination Department (through disease-specific Member newsletters or
direct Member invitation by letter or phone as the result of claims analysis information). A
Community Case Manager reviews the Referral information and contacts the Member to either
schedule an office appointment with the nurse or to arrange to routinely communicate with the
Member telephonically. After the Member’s verbal and/or written consent for participation is
obtained, the Member is actively enrolled in the appropriate program.

Risk stratification
TheCommunity Case Manager stratifies active Members based on clinical criteria according to
low, moderate or high risk. For example, Members enrolled in the Congestive Heart Failure
program are stratified according to the American College of Cardiology (ACE). Members with
diabetes are stratified using glycosolated hemoglobin (A1c) control and the presence of risk
factors.

Interventions
The degree of intervention is based on the Member’s risk stratification. For example, a Member
classified as low risk will receive a minimum of one (1) program informational newslettereach
year, self-management education, a plan of care, and one or more follow-up office or phone
appointments. A Member with a high-risk stratification will receive these interventions in
addition to more frequent office/phone visits and Referrals for necessary specialty or case
management services.

Practitioner decision support
The Case Management decision support model includes evidence-based clinical guidelines
(previously described), Case Management nursing staff, the plan of care, and the Practitioner
Quality Feedback Report. The program is designed for actively practicing primary care
practitioners.
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The Case Management nursing staff is key to providing collaborative “real time” decision
support to primary care practitioners. The nurses follow internally developed education pathways
that complement the clinical guideline. The education pathways provide a framework for self-
management education and the recommended laboratory/diagnostic studies.

The plan of care includes information regarding the Member’s self-management of their
condition, special considerations or exceptions, review of medical test results, management of
co-morbidities, collaborative goal-setting and problem-solving, medication review, and
preventive health monitoring. The plan of care is reviewed and discussed by the practitioner and
Community Case Manager in person, by phone, or through an electronic medical record
messaging process.

Additional decision support information is mailed to Participating Providers annually from the
Case Management administrative staff in the form of a letter accompanied by the Practitioner
Quality Feedback Report.

The involvement of the practitioner is integral in the design of program content for all Care
Coordination disease management programs. Practitioner participation ensures program content
is appropriate for the actively practicing primary care practitioner. All primary care practitioners
are surveyed annually in order to elicit feedback regarding the program(s).

Evaluation of programeffectiveness
Program effectiveness is measured by conducting a pre-and post-analysis of pertinent clinical
measures, annual Member/practitioner program satisfaction surveys and pre- and post
comparisons of services utilized by Members in the programs.

Practitioner’s rights
Practitioners who care for Members have the right to:

1.Obtain information regarding Case Management disease management programs and
services in conjunction with the Health Plan as outlined herein; and

2.Obtain information regarding the qualifications of the Case Management staff; and
3.Obtain information regarding how the Case Management staff facilitates interventions via

treatment plans for individual Members; and
4.Know how to contact theCommunity Case Manager responsible for managing and

communicating with their patients; and
5.Request the support of the Case Management nursing staff to make decisions

interactively with Members regarding their health care; and
6.Receive courteous and respectful treatment from Case Management staff at all times; and
7.File a complaint when dissatisfied with any component of the Case Management

programs by contacting the Case Management Department at (800) 883-6355.

Preventive Health Program
The Health Plan strives to keep Members healthy through a preventive health program.
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Members are informed and encouraged to take advantage of preventive health measures such as
immunizations, breast and cervical cancer screenings and diabetic eye exams. The Health Plan
continually expands this program in order to ensure that more Members will receive
recommended preventive health measures. Current initiatives include:

 Childhood immunizations
 Adolescent immunizations
 Cervical cancer screening
 Breast cancer screening

Program Goal:The goal of the program is to educateand encourage Members to have the
recommended preventive services and to encourage communication between Participating
Providers.

How the Program Works:Nurses employed by the Health Plan will be communicating with
Members or their PCPs concerning those Members needing preventive services. If the Member
has not received the recommended service, the Member is educated on its importance and is
encouraged to call their Primary Care Site. In some cases the Health Plan will schedule the
services for the Member. If the Member has received the preventive service, information
pertaining to the date and location of the provided service is obtained for reference.

For more information on preventive health services, visit the Health Plan’s Provider Information
Centeratwww.thehealthplan.com or contact the Health Plan’s Quality Improvement (QI)
department at (570) 271-5108.

Departments Available for Assistance
Case Management Department
The Case Management Department is available to assist Participating Providers and Members
with its various disease management programs. Clinical guidelines for each of these programs
are available on the Health Plan’s Web site,www.thehealthplan.com.

To refer a Member into a Disease management Program, or to learn more about a specific
Disease management Program, Participating Providers should contact the Case Management
Department.

Case Management Department
Monday through Friday, 8 a.m. to 4:30 p.m.
(800) 883-6355 or (570) 271-8763

Customer Service Teams
Customer Service Teams (CSTs) are comprised of customer service representatives who process
Member enrollment, claims, and respond to Member and Health Care Provider inquiries. The
Health Plan makes every effort to assure that Members will be well informed and able to
participate in decision making for their health care needs and benefits. Most Member questions
stem from:  i) the need for a clear definition of benefits, ii) an understanding of the role of

www.thehealthplan.com
www.thehealthplan.com
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managed care, and iii) the accessprocess to obtain necessary medical care. Responsibilities of
the teams include:

 Responding to Members’ questions about their Health Plan coverage and protocol for
accessing medical care.

 Resolving Members concerns and coordinating the Complaint, Grievance and appeals
processes, as they are mandated through Governmental Agencies.

 Promoting Member education.
 Processing all Health Care Provider claims and Member enrollment/disenrollment activity.
 Conducting follow-up calls to assure Member satisfaction.
 Reviewing trends to determine areas that may require Member education.

Most inquiries can also be addressed by visiting the Health Plan’s Website,
www.thehealthplan.com, where a multitude of online tools and resources are available at the
click of a button.

Customer Service Teams:
Geisinger Health Plan’s IVR system is available for provider use, 24 hours a day, 7 days a week.
Our Customer Service Representatives are available to assist you during normal business hours
listed below.

GEISINGER HEALTH PLAN/COMMERCIAL:(800)-447-4000   (570)-271-8760
          Business Hours:Monday– Friday   8:00 a.m.– 6:00 p.m.

GEISINGER HEALTH OPTIONS/PPO:(800)-504-0443   (570)-271-8770
          Business Hours:Monday– Friday   8:00 a.m.– 5:00 p.m.

GEISINGER GOLD:(800)-498-9731   (570)-271-8771
          Business Hours:Sunday– Saturday   8:00 a.m.– 8:00 p.m.

CHIP, by GEISINGER HEALTH PLAN:(866) 621-5235   (570) 214-9138
Business Hours:Monday– Friday   8:00 a.m.– 6:00 p.m.

PHARMACY:(800)-988-4861   (570)-271-5673
          Business Hours:Monday– Friday   8:00 a.m.– 5:00 p.m.

Monday– Friday   8:00 a.m.– 8:00 p.m. for Medicare Part D

MEDICAL MANAGEMENT:(800)-544-3907   (570)-271-6497
          Business Hours:Monday– Friday   8:00 a.m.– 4:30 p.m.

TDD for the hearing impaired: (800) 447-2833
Monday– Friday, 8:00 a.m.– 4:30 p.m.

Durable Medical Equipment (DME) Management Department
The DME Management Department, a division of the Health Plan’s Medical Management
department, is responsible for precertification of outpatient DME services. DME Participating

www.thehealthplan.com
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Providers are required to initiate precertification of outpatient DME services through the DME
Management Department prior to rendering such services. Prosthetic and Orthotic Devices are
not considered DME. Participating Providers should contact the DME Management Department
with questions related to outpatient DME.

DME Management Department
Monday through Friday, 8 a.m. to 4:30 p.m.
(866) 248-1972 or (570) 271-7127; fax: (570) 271-7171

Home Health/Hospice Management Department
The Home Health/Hospice Management Department, a division of the Health Plan’s Medical
Management department, is responsible for precertification and coordination of Home Health
Services, which include hospice, home skilled nursing, home infusion, home rehabilitative
therapy and home phlebotomy services. The Home Health/Hospice or home phlebotomy
Participating Provider should contact the Home Health/Hospice Management Department when
such services are required. The Home Health/Hospice Management Department will verify
Member’s eligibility, benefit limits and coordination of benefit (COB) upon receipt of a Home
Health Referral Form. Participating Providers should contact the Home Health/Hospice
Management Department with questions related to Home Health/Hospice Services.

Home Health/Hospice Management Department
Monday through Friday, 8:30 a.m. to 4:30 p.m.
(877) 466-3001or (570) 271-5506; fax: (570) 271-5507

Medical Directors and Quality Improvement (Q.I.) Nurses
The Health Plan uses Medical Directors, in addition to the Vice President Chief Medical
Director, to serve the needs of the Network and the Members. Medical Directors are also
practicing Participating Providers. The Health Plan believes Medical Directors should remain
close to clinical practice in order to understand the effect managed care has on a physician
practice. The Health Plan maintains an on-duty and on-call schedule assuring Medical Director
availability twenty-four (24) hours a day, seven (7) days a week.

A Medical Director and Q.I. Nurse is designated for each region of the Service Area and are
available to Participating Providers. The roles and responsibilities of the Medical Directors and
their staff fall into five major categories:

1) Quality Improvement:
Medical Directors work with the Q.I. Nurses to develop, implement, monitor, analyze and
continue to improve the Health Plan’s Quality Improvement Program.

2) Medical Management:
Medical Directors are responsible for assuring that the Health Plan’s Medical Management
Program achieves the highest quality outcomes with the most efficient use of resources.
Activities include: review of medical policies and procedures, development of preventive health,
acute and chronic care guidelines, identification and achievement of best practices; development,
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implementation and measurement of Disease management and Case Management programs,
oversight of data production and provide feedback to Participating Providers.

3) Liaison/Insurer to Provider:
Medical Directors are responsible for continuously looking for ways to improve the Health
Plan’s relationship with Participating Providers.

4) Balanced Advocacy:
Medical Directors are responsible for assuring a balanced approach by the Health Plan toward all
stakeholders, including the Member, Participating Providers, the Health Plan and, as appropriate,
the public and media as it relates to medical issues.

5) Credentialing:
Medical Directors are responsible for the implementation and function of the Health Plan’s
credentialing process to assure that it meets all regulatory and accreditation requirements.

Medical Directors and Q.I. Nurses

Eastern Region
(Bradford, Carbon, Lackawanna, Lehigh, Luzerne, Monroe, Northampton, Pike,
Susquehanna, Wayne and Wyoming Counties and New York State)

Medical Director
58-60 Public Square, Wilkes-Barre, PA 18701
(800) 350-6486, ext. 309 or (570)808-2300

Regional Q.I. Nurse
58-60 Public Square,Wilkes-Barre, PA 18701
(570)808-2300

North Central Region
(Clinton, Columbia, Lycoming, Montour, Northumberland, Snyder, Sullivan, Union,
Tioga and Schuylkill Counties and portions of Potter County)

Medical Director
100 North Academy Avenue, Danville, PA 17822
(570) 214-9574

Regional Q.I. Nurse
100 North Academy Avenue, Danville, PA 17822
(570) 214-2594

South Central Region
(Adams, Berks, Dauphin, Franklin, Lancaster, Lebanon, York Countiesand portions of Perry
and Cumberland Counties)
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Medical Director
3051 Enterprise Drive, State College, PA 16801
(814) 238-0028

Regional Q.I. Nurse
100 North Academy Avenue, Danville, PA 17822
(570) 214-9098

Western Region
(Blair, Cambria, Cameron, Centre, Clearfield, Elk, Huntingdon, Jefferson, Juniata, and
Mifflin Counties and portions of Bedford County)

Medical Director
3051 Enterprise Drive, State College, PA 16801
(814) 238-0028

Regional Q.I. Nurse
3051 Enterprise Drive, State College, PA 16801
(814) 235-9078

Outpatient Radiology Precertification
National Imaging Associates, Inc. (NIA) is the Health Plan’s vendor responsible for the
precertification of all outpatientCT/CTA,MRI/MRA,PET Scans and nuclear cardiology(MPI)
services. NIA is also responosible for the precertification ofcertain outpatient cardiac-related
procedures (i.e. CCTA, Echocardiography, and Stress Echo).The ordering Participating Provider
is responsible for initiating precertification through NIA. Participating Providers can contact NIA
with questions related to outpatient radiology services.

NIA
Monday through Friday, 8 a.m. to 8 p.m.
(866) 305-9729

RadMD is a user-friendly, near-real-time alternative or supplement to the NIA Call Center. The
Internet-based system provides instant access to much of the prior-authorization information
that Call Center staff provides. Logging on to RadMD can provide up-to-the hour information
on a Member's authorization, including date called, date approved, exam category, valid billing
codes (CPT) and much more.For electronic precertification through RadMD, Participating
Providers can link to the NIA Website through the Health Plan’s Provider Information Center at
www.thehealthplan.com.

Benefits of RadMD

 Cost savings through a direct reduction in the inappropriate use of diagnostic radiology
services.

 Increased administrative efficiencies.

www.thehealthplan.com
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 Improved patient care and satisfaction.
 Up-to-the-hour updates on authorization statuses reduces time spent on the phone with

NIA.

Outpatient Rehabilitative Therapy Management Department
The Outpatient Rehabilitative Therapy Management Department, a division of the Health Plan’s
Medical Management department, is responsible for the precertification of all outpatient
physical, speech and occupational therapy services. The Participating Provider of outpatient
rehabilitative services is responsible for initiating precertification through the Outpatient
Rehabilitative Therapy Management Department. Participating Providers can contact the
Outpatient Rehabilitative Therapy Management Department with questions related to outpatient
rehabilitative therapy services.

Outpatient Rehabilitative Therapy Management
Department
Monday through Friday, 8:30 a.m. to 4:30 p.m.
(800) 270-9981 or (570) 271-5301; fax: (570) 271-5302

Provider Network Management
Provider Network Management (PNM) acts as the primary liaison between the Network and
Health Plan. Each Participating Provider has a specific Provider Relations Representative
assigned to their practice or facility. PNM’s primary focus is to enhance Participating Provider
satisfaction and retention and to ensure a long-term partnership between Health Plan and each
Participating Provider.

Your Provider Relations Representative will schedule an initial orientation with your practice to
review the Health Plan’s policies and procedures, product lines, benefit information, and other
standard operating procedures. Periodic telephonic or on-site visits will also be scheduled to
review changes in products or services, as well as financial or utilization reports.

Your Provider Relations Representative should be contacted immediately to discuss any changes
related to your practice, including tax identification number, remittance address, business name
or the addition or termination of a physician/provider.

Provider Network Management Offices
Monday through Friday, 8 a.m.-5 p.m.,
Call to request Health Plan education and information.

Scranton: (800)876-5357, (570)808-2300
Danville: (800)876-5357, (570) 271-5140
State College:(800) 876-5357, (814) 238-0028
Harrisburg:(800) 876-5357, (717) 909-3340

Pharmacy Department
The Health Plan’s Pharmacy Department is available to assist Participating Providers and
Members with pharmacy-related questions. A list of drugs, known as a Formulary, is developed
to optimize patient care through the rational selection and use of drugs, and to ensure quality
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prescribing practices. The Formulary is a culmination of efforts by the Geisinger Health Plan
Pharmacy & Therapeutics (P&T) Committee.

Medications in each therapeutic class are reviewed with respect to safety, efficacy, currently
available agents and cost-effectiveness for Members. The most appropriate agents are then
selected for inclusion in the Formulary. Maintenance of the Formulary is ongoing as the P&T
Committee continually reviews new medications and information concerning existing
medications. The Formulary booklet, which is reviewed and/or revised annually, can be obtained
by contacting your Provider Relations Representative.

Specific information available through the Pharmacy Department includes, but is not limited to:
 Information related to new drugs, or existing Formulary products
 Formulary status
 Drug manufacturer pharmaceutical recall
 Information on pharmacy benefits for specific Members
 Answers to questions regarding prescription coverage, or quantity limitation
 Additional benefits; such as, mail order and applicable pharmacy Rider
 The precertification process for certain Formulary or restricted drug

o Drugs requiring precertification and their associated criteria can be found in the
precertification section of the Formulary booklet or in the Provider Information
Center section of the Health Plan’s Web site at
www.thehealthplan.com/providers_us/index.cfm. Participating Providers may
also refer to information included under “Formulary Precertification and
Formulary Exception Process” included in the Precertification Requirements
section of this Guide.

 Status or submission of requests for additions to the existing Formulary can be faxed or
mailed to:

Fax: (570) 271-5610
Mail: Geisinger Health Plan Pharmacy Department
100 North Academy Avenue
Mail Code 30-45
Danville, PA 17822

Written and verbal inquires pertaining towhether a specific medication, either included or
excluded from the then-current Formulary, will be responded to within applicable regulatory
timeframes by the Health Plan Pharmacy Department. Please refer to the Precertification
Requirements section of this Guide for the complete process.

Pharmacy Department Representatives
Monday through Friday, 8:30 a.m. to 7 p.m.
(800) 988-4861 or (570) 271-5673; fax: (570) 271-5610

Tel-A-Nurse
Tel-A-Nurse is a valuable health information service featuring a twenty-four (24) hour, seven (7)
days a week nursing hotline for Members. Tel-A-Nurse is provided free to Members and is
staffed by licensed registered nurses who are available to answer health related questions.

www.thehealthplan.com/providers_us/index.cfm
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An additional service available through Tel-A-Nurseis an audio library, which provides more
than 200 recorded health topics that a Member may listen to or request a brochure on at any time.

Tel-A-Nurse
(877) 543-5061

Medical Management Department
The Medical Management Department encourages and facilitates the use of the most appropriate
level of care providing Medically Necessary services to Members. The Medical Management
Department utilizes nationally recognized guidelines as well as internal medical benefit policies
and other resources to guide precertification, prior authorization, Concurrent Review, and
retrospective review processes in accordance with the Member’s applicable Benefit Document
and eligibility. The Medical Management Department is available to assist Participating
Providers with:

 Precertification of planned inpatient, rehabilitative and skilled level of care admissions
 Concurrent Review of all admission information
 Notification processes related to Intermediate level of Care admissions and discharges
 Precertification of non-emergent ambulance transportation services
 Requests related to services requiring Health Plan precertification
 Requests related to medical policy criteria, Medical Management processes, or provider

appeals
 Requests to speak with a Health Plan Medical Director

The decision-making process for authorization of Health Care Services is based on Medical
Necessity using clinical, psychosocial and access/availability information for each case. A
Medical Director renders any denial of coverage on the basis of Medical Necessity.

Medical Management Statement
Participating Providers are reminded that utilization criteria is available upon request.
Participating Providers may request a copy of the applicable criteria as part of the utilization
decision phone conversation, by fax or U.S. mail or through discussion with the respective
Health Plan Medical Director. Complete criteria can be reviewed at the Health Plan’s home
office located in Danville, Pa.  Written requests should be submitted to the Medical Management
Department, 100 N. Academy Ave., Danville, Pa 17822-3220.

Medical Management Department
Monday through Friday, 8 a.m. to 5 p.m.
(800) 544-3907 or (570) 271-6497;
Fax: (570) 271-5534

Health Plan Web Site Information
The Health Plan is continually working to improve the capability of its World Wide Web site,
www.thehealthplan.com, which affords Participating Providers a plethora of online information,
resources and tools.

www.thehealthplan.com
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Registration process
Because certain provider information is secured, Participating Providers must enter specific
identification information as part of the registration process, in order to accessall sections of the
Web site. The following Participating Providers information is required:

 Health Plan provider number.
 Date of birth.
 Social security number.
 Medical license number and State of licensure.

After successfully entering this information, Participating Physicians will be able to establish a
user ID and password immediately to complete the registration and login process.

Some online tools and resources may require additional registration criteria. Please contact your
Provider Relations Representative with any questions regarding the Health Plan’s Web site and
online services.

Provider Information Center
A provider’s access includes, but is not limited to:

 An up-to-date version of the Health Plan’s Provider Formulary, searchable by both
therapeutic category(s) and individual drug.

 A search of the Health Plan’s provider Network, which is updated nightly.
 Health Plan Provider Guide.
 Operations Bulletins.
 Provider newsletters.
 Disease management program descriptions.
 Case management program description.
 Clinical guidelines.
 Online CME courses.
 Precertification list.
 Laboratory Utilization Report.
 Physician Utilization Activity Report.
 Pharmacy Utilization Report.
 Member Health Alerts.

o A Web tool that is designed to assist Primary Care Practices in identifying
Members who are eligible for certain preventive services (i.e. mammograms and
colorectalexams). Each PCP or their office personnel will be able to access a
listing of Members who, based on claim data, are due for the services listed.
These services should be performed by a Participating Provider and may be
eligible for Member cost sharing. As you begin scheduling services for these
Members, your Member Health Alerts listing will automatically be updated based
on claim and medical record data received by the Health Plan. As you may be
aware PQS contains a payment mechanism for preventive services. By utilizing
the Member Health Alert list, you can positively influence your PQS data.

 Physician Quality Summary (PQS) data.
o Physician Quality Summary for PCPs is designed to measure and monitor specific

criteria selected by the Health Plan for each PCP with sufficient data. Adherence
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to these principles generally results in the delivery of high quality, medically
appropriate health care services, as well as Member satisfaction. Incentive
payments are available to high scoring providers. PQS is a pay-for performance
initiative; providers are rewarded for scoring better on the quality categories with
the program.

Provider Service Center
The Provider Service Center is available atwww.thehealthplan.com.
Registered Participating Providers can access:

 Real-time Member eligibility data.
 Detailed benefit plan information, including cost-sharing amounts.
 Current authorizations for Members.
 Current explanations of payment (EOP).
 Comprehensive information on claim status, history and payments.
 Medical and pharmaceutical policies.
 CareEnhance Resource Management Systems (CRMS).

For more information about the Service Center, including registration instructions, please contact
your Provider Relations Representative or visit the Provider Information Center at
www.thehealthplan.com.

Electronic EOP (835 Transaction)
Electronic EOP is a quick and easy way to verify the accuracy of claim payment.  To request
electronic Explanation of Payment (EOP), please complete and submit theElectronic
Explanation of Claim Payment Provider Enrollment Form, attached in Section 10 of this Guide
and available online atwww.thehealthplan.com/providers_us/eeop.cfm, to:

Geisinger Health Plan
PNM Operations/EDI Enrollment 32-20
100 North Academy Avenue
Danville PA 17821-3020

Once your enrollment form has been received, we will contact you tobegin set up.

Electronic Claim Submission
Electronic claim submission allows Health Care Providers to bill with decreased delay and costs.
It streamlines the billing process and proves to be more accurate. Electronic billing also reduces
your paperwork burden and affords office staff the time to handle other important tasks.

Please refer to Section 4 of this Guide entitled “Reimbursement and Claims Submission” for
more information or visitwww.thehealthplan.com/bottomnav/edi.cfmto complete the Health
Plan’s EDI Submission Form online.

Electronic Fund Transfer
Claims payments can be made faster and easier through the Health Plan’s new electronic fund
transfer (EFT) system. Payments will be deposited directly into your specified bank account.

www.thehealthplan.com
www.thehealthplan.com
www.thehealthplan.com/providers_us/eeop.cfm
www.thehealthplan.com/bottomnav/edi.cfm
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A registration form is available by visiting the Provider Information Center at
www.thehealthplan.com. Once this form is received, we will validate your bank account and
routing information by sending a pre-note to your bank. Once your bank account information has
been verified, we will contact you to explain when to expect your first EFT transaction.

Please note: Paper explanation of payment (EOP) will continue to be generated and distributed
by mail; however, no checks will accompany the EOP.

EFT payments can start in as little as two weeks. You will be notified prior to this occurring.
EFT payments for all line of businesses except Third Party Administrator (TPA) are processed
on Mondays (except bank holidays). TPA transfers will be made when funded. This is the same
as without EFT.

Interactive Voice Response (IVR) System
The Interactive Voice Response (IVR) system will give you direct telephonic access to claim
information, Member eligibility information, and Member benefit information24 hours/day, 7
days/week. The IVR system uses voice recognition and/or touch tone interfaces to connect you
to the information you need, when you need it.  IVR is a secure system that protects Members’
Protected HealthInformation. Both provider and Member information is validated before
providing self-service functionalities.
Geisinger Health Plan’s IVR system is available 24 hours/day, 7 days/week, and representatives
are always available to assist you during normal business hours.

Self-service options available through HMO/PPO/GOLD IVR:

 Claims Address– Provides mailing address for claim submission

 Claims Status–Verifies receipt of a claim, amount billed, claim process date, amount
paid, to whom payment was made,Coinsurance, Copayment and/or Deductible amounts
as applicable, for services rendered by provider

 Eligibility–Verify type of plan (HMO, PPO or Gold)

 Benefits–Verifies Primary Care Provider Copayment, Specialist Copayment,
Emergency Room Copayment, In-Network Deductible per Member and In-Network
Deductible per Family

Pharmacy IVR:

 FAX Pharmacy Authorization Form–Records request for Formulary Exception/Prior
Authorization Request Form

 Pharmacy Location–Provides up to five participating pharmacylocations per zip code

www.thehealthplan.com
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Information you’ll need when using IVR:

 Provider 9-Digit Tax Identification Number
 Member’s GHP 11-digit Member Identification Number
 Member’s First Name
 Date of Service

GEISINGER HEALTH
PLAN/COMMERCIAL:
(800)447-4000 or570-271-8760
Monday– Friday   8:00 A.M.– 6:00 P.M.

GEISINGER HEALTH OPTIONS/PPO:
(800)504-0443 or570-271-8770
Monday– Friday   8:00 A.M.– 5:00 P.M.

GEISINGER GOLD:
(800)498-9731 or570-271-8771
Sunday– Saturday   8:00 A.M.– 8:00 P.M.

PHARMACY:
(800)988-4861 or570-271-5673
Monday– Friday   8:00 A.M.– 5:00 P.M.
Monday– Friday   8:00 A.M.- 8:00 P.M.
for Medicare Part

PRECERTIFICATION LINE
Record precertification details for planned admissions through the
Medical Management IVR:
(800)544-3907 or570-271-6497
Monday– Friday   8:00 A.M.– 4:30 P.M

Information you’ll need when using Medical Management IVR:

 Member’s GHP 11-digit Member Identification Number
 Member’s First Name
 Date of Service
 Provider’s Telephone Number
 Provider’s Fax Number
 Provider’s Full Name, including spelling of Last Name
 Date of planned Admission
 Hospital or Facility Name
 Diagnosis Code and Description
 Procedure Code and Description

All of the information available through the IVR system (except for precertification) is also
available online toRegistered Participating Providers atwww.thehealthplan.com.

www.thehealthplan.com
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Referrals
A Member’s coverage under the Health Plan is pursuant to the terms and conditions of coverage
set forth in a Member’s applicable Benefit Document. A Member’s terms and conditions of
coverage may:

 Require Primary Care Physician (PCP) Referral to a Participating Provider for certain
Health Care Services as a precondition for a Member to receive the highestlevel of
coverage

 Provide for certain Health Care Services to be directly accessed or self-referred by a
Member, and/or

 Require that certain Health Care Services be approved in advance by the Health Plan’s
Medical Director

Verification of Eligibility andBenefit Limit
Prior to coordinating Health Care Services, a Member’s eligibility and benefits should always be
verified. Providers, acting upon a Referral from the Member’s PCP, can use the online Member
eligibility verification tool on the Health Plan’s Provider Service Center at
www.thehealthplan/providers_us/servicecenter.cfm or contact the Health Plan Customer Service
Team corresponding to the Member’s product type to verify eligibility and benefits:

Geisinger Health Plan’s IVR system is available forprovider use, 24 hours a day, 7 days a week.
Our Customer Service Representatives are available to assist you during normal business hours
listed below.

GEISINGER HEALTH PLAN/COMMERCIAL:(800)-447-4000   (570)-271-8760
          Business Hours:Monday– Friday   8:00 a.m.– 6:00 p.m.

GEISINGER HEALTH OPTIONS/PPO:(800)-504-0443   (570)-271-8770
          Business Hours:Monday– Friday   8:00 a.m.– 5:00 p.m.

GEISINGER GOLD:(800)-498-9731   (570)-271-8771
          Business Hours:Sunday– Saturday   8:00 a.m.– 8:00 p.m.

CHIP, by GEISINGER HEALTH PLAN:(866) 621-5235   (570) 214-9138
Business Hours:Monday– Friday   8:00 a.m.– 6:00 p.m.

PHARMACY:(800)-988-4861   (570)-271-5673
          Business Hours:Monday– Friday   8:00 a.m.– 5:00 p.m.

Monday– Friday   8:00 a.m.– 8:00 p.m. for Medicare Part D

MEDICAL MANAGEMENT:(800)-544-3907   (570)-271-6497
          Business Hours:Monday– Friday   8:00 a.m.– 4:30 p.m.

TDD for the hearing impaired: (800) 447-2833
Monday– Friday, 8:00 a.m.– 4:30 p.m.

www.thehealthplan/providers_us/servicecenter.cfm
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What is an outpatient Referral?
PCPs are responsible for the provision and coordination of certain types of Gatekeeper Product
Member’s health care needs, dependent upon a Member’s coverage. The Health Plan’s
Outpatient Referral Form (Contact the Health Plan by phone or check online for form
availability) is the mechanism to be used by a PCP when coordinating a Referral for specialty
services.

An Outpatient Referral Form or an outpatient Referral issued in an electronic format as
approved for use in advance by the Health Plan, is considered PCP authorization for
specialty services when such services are requested of a Specialty Care Provider (SCP).

A Referral, including an Outpatient Referral Form, does not guarantee a Member’s coverage or
Health Plan payment. Outpatient Referral Forms are valid only upon issuance by a Member’s
PCP or a designated covering PCP and are not valid when issued:

 retroactively to specialty services for which prior PCP authorization was not obtained,
and/or

 to non-Participating Providers

Please note: Utilization of a non-Participating Provider requires precertification in advance by a
Health Plan Medical Director at (800) 544-3907 option 2.

In accordance with all applicable laws pertaining to confidentiality, relevant supporting medical
documentation established and maintained by a PCP should be forwarded to the SCP pursuant to
a Referral for specialty services. Examples of relevant supporting documentation may include:

 Dictated Correspondence
 History and Physical Report
 Discharge Summary Report
 Office Visit/Progress Notes
 Diagnostic Reports
 Problem List/Medication List

Conversely, in a timely manner and in accordance with all applicable laws pertaining to
confidentiality, the referred-to SCP must provide written communication to the PCP in response
to such Referral summarizing the SCPs findings as a result of the evaluation, diagnostic studies
or recommended treatment plan, as applicable.

Services Having Special Considerations
1) Emergency Services: All Members are entitled to Emergency Services without a Referral or
Health Plan authorization. Follow-up services ordered to occur after a Member’s discharge from
an emergency department, are not considered an emergency and must be authorized in advance
by the Member’s PCP. Additionally, follow-up services ordered or prescribed to occur out-of-
Network after a Gatekeeper Product Member’s discharge from an emergency department, require
Medical Director precertification unless otherwise permitted in accordance with the terms and
conditions of coverage as set forth in the Member’s applicable Benefit Document.
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2) Direct Access- GoldMember: Gold Members are entitled to directly access, without PCP
authorization or Referral, the following services from a Participating Provider:

 Bone mass measurements
 Colorectal screening examination
 Diabetes self-monitoring, training and supplies
 Eye wear as part of a vision services benefit
 Immunizations (Influenza, Pneumonia, and Hepatitis B for Gold Members at risk for

Hepatitis B)
 Mammography screening
 Obstetric and/or gynecological services (as outlined below)
 Routine podiatric nail reduction onceevery ninety (90) days
 Prostate cancer screening examination
 Routine annual eye examination

3) Point of Service (POS) Benefit and Preferred Provider Organization (PPO):
Commercial HMO and TPA Gatekeeper Product Members may have a supplemental Point of
Service (POS) benefit. This POS benefit entitles the Member to self-refer or directly access
certain Health Care Services in or out-of-Network without PCP Referral.An Outpatient
Referral Form should not be issued when a Member chooses to utilize their POS option to
self-refer.

Gold Members who are enrolled through Group coverage may also have a supplemental POS
benefit. Excluding Emergency and Urgent Care Services, coverage for Gold POS Memberself-
referral activity is limited to certain Health Care Services when provided out-of-Network only.

When a Member has a supplemental POS benefit, the POS plan type indicated in the upper right
corner of the Member Identification Card. When the Member with the supplemental POS benefit
elects to have their specialty care coordinated through their PCP, Referrals for such services are
required, with the exception of Emergency Services and Direct Access services.

Certain Members may elect to receive Health Care Services coordinated in- or out-of- Network:

 Geisinger Choice PPO with No Referral and HDHP-Members do not select a PCP
and are not required to obtain a Referral in order to receive Covered Services.

 Geisinger Choice PPO with Referral-Members do select a PCP and can coordinate in-
Network care through their PCP to receive maximum coverage, or Health Care Services
can be obtained from a Participating or non-Participating Provider without PCP
authorization at more cost to the Member.

Outpatient Referral Form Requirements
An Outpatient Referral Form is required for the following:

 Outpatient Specialty Consultative, Evaluation/Management and Surgical Services
performed by a Participating Provider. Emergency and Direct Access services are
excluded from this requirement.
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 Invasive Procedural Services performed by a Participating Provider, which may
include, but not limited to bronchoscopy, colonoscopy, endoscopy and flexible
sigmoidoscopy.
Please note: An Outpatient Referral Form should be issued to the Participating Provider
performing the procedure, not to the facility where the procedure/service is performed.

 Obstetrical and Gynecological Services for TPA Gatekeeper Product Members who
are not entitled to directly access obstetrical and gynecological services.
Please note: TPA Gatekeeper Product Member may have a benefit, which entitles the
Member to self-refer for one (1) routine gynecological examination per calendar year. This
can be verified by contacting the TPA Customer Service Team at (800) 504-0443 or (570)
271-8770.

 Wisdom Teeth Extraction for a TPA Gatekeeper Product Member entitled to the
benefit for extraction of bony impacted wisdom teeth.

 Specialty services immediately following an emergency department discharge or an
inpatient hospital discharge, whether in or outside the mandatory postoperative period.

 All circumstances listed above, when Health Plan is not the Member’s primary insurance
coverage.

An Outpatient Referral Formis not required for the following:
 Allspecialty services provided within the skilled or intermediate setting, for Members

admitted to a Skilled Nursing Facility or a Hospital Provider under a skilled or
Intermediate level of Care.

 Outpatient Diagnostic Testing and Treatment Services when ordered by a Member’s
PCP; or an SCP acting upon a valid Referral issued by a Member’s PCP specifying request
for SCP evaluation and treatment. Diagnostic testing may include laboratory/pathology
analysis, radiography (x-ray) studies including mammography, CT scans (tomography),
nuclear medicine scans, polysmonography, ultrasonography, echocardiography, twenty-
four (24) hour cardiac monitoring, cardiac stress testing including thallium exercise stress
test.
Please note: Certain diagnostic tests may require precertification. Please refer to the
“Precertification Requirements” section of this Guide for additional information.
Treatment services may include chemotherapy, radiation therapy and dialysis services.

 Direct Access Services: Refer to the section indicated as “Services Having Special
Consideration” within this Guide for additional details.

 Emergency Services: Refer to the section indicated as “Services Having Special
Consideration” within this Guide for additional details.

 Self-Referred Services: For Members entitled to self-refer for certain Health Care
Services as set forth in a Member’s applicable Benefit Document. Examples may include
wisdom teeth extraction and/or refractive error of the eye.

 Outpatient Procedures/Services Requiring Health Plan Precertification such as Home
Health/Hospice and home phlebotomy services, Durable Medical Equipment, non-
Emergency ambulance transportation services and outpatient physical, occupational and
speech therapy services. Althoughan Outpatient Referral Form is not required for these
procedures/services, completion and submission of Health Plan designated forms are
required as outlined in this Guide.

 Any service(s) rendered to a Non-Gatekeeper Product Member.
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 Prosthetics and Orthotics devices when ordered by a Member’s PCP; or an SCP acting
upon a valid Referral issued by a Member’s PCP, specifying request for SCP evaluation
and treatment.

 Mental Health and Substance Abuse Services.

Completing the Outpatient Referral Form (issued by PCPs only)
A Referral is valid beginning on the date the PCP determines specialty services are
necessary. This date should be reflected in the field titled “Referral issue date” on the
Outpatient Referral Form.

All specialty services rendered or orderedpursuant to a Referral must be related to the diagnosis
or condition that is documented by the PCP in the “Problem/Desired Services from Specialist”
field and must be rendered by SCP specialty listed in the “Provider Specialty” field on the
Outpatient Referral Form. The Outpatient Referral Form (Contact the Health Plan by phone or
check online for form availability) must be completed in its entirety.

Outpatient Referral Form Fields
 Box 1:Referral Issue Date: Defined as the date when the Member’s PCP renders the

decision that specialty services are necessary. Do not use the Member’s scheduled
appointment date as the “Referral issue date” unless the scheduled appointment date is the
date the PCP determined specialty services were necessary. An Outpatient Referral Form
submitted without a “Referral Issue Date” is invalid and will be returned to PCP for
completion.

 Box 2:Member Information: Clearly print or type the following Member information:
o full name
o date of birth
o Health Plan identification number (11 digits required)

 Box 3:Referral Issued To: Clearly print or type the following referred-to Participating
Provider information:

o first and last name;
o practice name; and
o type of specialty (i.e. Gastroenterology, Endocrinology, Podiatry) as it appears in

the Health Plan Provider Network Directory booklet or as may be accessed at
www.thehealthplan.com.The field titled “Provider’s Specialty” (i.e.
Cardiology, Dermatology) is the key informational component utilized inthe
Health Plan’s claim processing system and should be completed when issuing
a Referral.

o Exception:  Referrals written to "wound clinics" are accepted as an applicable
Provider specialty.In other words...The referring physician does not have to write
a physicians name on the Referral... "wound clinic" is acceptable.

 Box 4:PCP Information: Clearly print, type or stamp the following PCP information:
o Issuing name
o Address and telephone number
o Health Plan Participating Provider number, and
o Unique Physician Identification Number (UPIN).

www.thehealthplan.com
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o The PCP signature is additionally required in this field and should be that of the
issuing PCP or may instead be the signature of an employee representative of the
PCP authorized to sign on the PCP’s behalf. The authorized employee
representative’s initials should be endorsed in combination with the printed name
of the issuing PCP. A pre-manufactured stamp of the PCP’s signature in
combination with the employee representative’s initials is also acceptable. (Please
remember tostamp all four (4) pages of the Outpatient Referral Form.)

o The PCP whose name is endorsed on the Outpatient Referral Form is
ultimately responsible and accountable for the Referral. An Outpatient
Referral Form submitted without a PCP signature is invalid and will be returned
to the PCP for completion.

 Box 5:Referral Section: Check one (1) option and as applicable, indicate the number of
visit(s) authorized by Member’s PCP.

o Opinion and Recommendation Only: This option authorizes one (1)
consultative office visit, which must be rendered within eighteen (18) months
from the “ Referral Issue Date”. This Referral option DOES NOT AUTHORIZE
the referred-to Participating Provider to order or provide any services other than a
consultative office visit

o Evaluate andTreat/Unlimited Visits: This option authorizes an unlimited
amount of visits for a maximum of eighteen (18) months from the Referral issue
date and is intended for use when long term specialty care is anticipated. This
Referral option AUTHORIZES the referred-to Participating Provider to order
Medically Necessary diagnostic testing related to the diagnosis or condition
documented by the PCP in the “Problem/Desired Services from Specialist”
section on the Outpatient Referral Form.

 Box 6:Problem/Desired Service from Specialist:Indicate the services requested of the
referred-to Participating Provider.

o Distribution: Each copy of the Outpatient Referral Form must be distributed
immediately upon issuance.

o White: Sent with Member or directly to the referred-to Participating Provider,
and should include necessary medical record information. PCP should fax the
Outpatient Referral Form to the referred-to Participating Provider if there is
inadequate time for delivery via U.S. Mail or Member.

o Yellow: PCP must mail within five (5) Business Days from the Referral issue
date to:
Geisinger Health Plan
Referral Department 32-27
PO Box 8200
Danville, PA 17821-8200

o Green: Retained by Member as record of PCP authorized services.
o Pink: Retained by PCP for Member’s medical record.

Invalid Outpatient Referral Form(s)
The Health Plan will return, via US Mail, invalid Outpatient Referral Form(s) and an enclosed
letter when the following occurs:

 A Referral is issued to a non-Participating Provider
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 A Referral is issued without PCP name and/or signature
 “Referral Issue Date” is not included or is issued with a future date (pre-dated)
 Health Plan is unable to identify Member’s name, date of birth and/or Health Plan

identification number
 Health Plan is unable to identify the referred-to Participating Provider’s name, practice

name and/or specialty, or referred-to Participating Provider’s name and specialty do not
match

 Outpatient Referral Form does not clearly specify Opinion and Recommendation (1 visit)
or Evaluate and Treat/Unlimited Visits.

 Member does not have active Health Plan coverage at the time of Referral

Corrected Outpatient Referral Form(s) are required to be returned to the Health Plan within five
(5) Business Days of the date indicated on the notification letter to:

Geisinger Health Plan
Referral Department 32-27
PO Box 8200
Danville, PA 17822-8200

Correction of an Existing Outpatient Referral Form
PCPs who wish to correct an existing Outpatient Referral Form should complete a new
Outpatient Referral Form with the correctedinformation and forward the following to the Health
Plan:

 yellow copy of corrected Outpatient Referral Form
 a copy of theoriginal Outpatient Referral Form
 an explanation indicating which information was corrected

Verification of Authorized Visits
All specialty services rendered or ordered pursuant to a Referral must be related to the diagnosis
or condition that is documented by the Member’s PCP in the “Problem/ Desired Services from
Specialist” field of the Outpatient Referral Form. The Outpatient Referral Form must have one
(1) of the following options listed below marked indicating the number of visit(s) authorized.

 Opinion and Recommendation Only: This option authorizes one (1) consultative office
visit, which must be rendered within eighteen (18) months from the Referral issued date.
This Referral option DOES NOT AUTHORIZE the referred-to Participating Provider to
order or provide any services other than the consultative office visit

 Evaluate and Treat/Unlimited Visits: This option authorizes an unlimited amount of
visits for a maximum of eighteen (18) months from the Referral issue date and is intended
for use when long term specialty care is anticipated. A Referral for “Evaluate and
Treat/Unlimited Visits” would be appropriate for maternity care when Direct Access for
obstetrical services is unavailable to a TPA Gatekeeper Product Member. This Referral
option AUTHORIZES the referred-to Participating Provider to order Medically Necessary
diagnostic testing related to the diagnosis or condition that is documented by the PCP in
the “Problem/ Desired Services from Specialist” Section on the Outpatient Referral Form

Common Outpatient Referral Questions
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Question: How does an SCP extend the time limit or the amount of authorized visits on a
Referral previously issued by a PCP?
Answer: The SCP must contact the referring PCP to discuss the need for additional specialty
services, prior to exceeding the time limits or previously authorized visit limits. If the PCP
determines that continued care is necessary, a newReferral is required.

Question: Does the Health Plan accept Referrals written after an SCP has seen the Member for
care?
Answer: The Health Plan does not accept retroactive Referrals and the Member is financially
responsible for the charges that are incurred.

Question: How does a Participating Provider verify the status of a Referral?
Answer: The Participating Provider can determine Referral status online through the Provider
Service Center atwww.thehealthplan.com or by contacting the referring PCP or the applicable
Health Plan Customer Service Team.

Question:  How do I refer to a wound clinic?
Answer:Simply write the Referral out to "wound clinic". "Wound clinic" is accepted as an
applicable provider specialty.In other words, the referring physiciandoes not have to write a
physicians name on the Referral.  Reference to "wound clinic" is acceptable.

www.thehealthplan.com


484/1/2011 Participating Provider Guide– Precertification Requirements

Section 3: Precertification Requirements

PRECERTIFICATION REQUIREMENTS...........................................................................................50

Verification of Eligibility and Benefit Limit................................................................................51

1) Inpatient Hospitalization...........................................................................................................52

2) Inpatient Rehabilitation Admissions........................................................................................54

3)Skilled Level of Care Admissions............................................................................................56

4) Home Health/Hospice, Home Infusion and Home Phlebotomy Services................................61

5) Durable Medical Equipment (“DME”).....................................................................................67

6) Outpatient Physical, Occupational and Speech Therapy Services...........................................70

7) Outpatient Radiology and Cardiac Imaging Services...............................................................72

8) Specialty Pharmacy Vendor Program.......................................................................................78

9) Other Services Requiring Precertification................................................................................79

10) Pharmacy Formulary Precertification and non-Formulary Exception Process......................80

SERVICES REQUIRING PROVIDER COORDINATION.................................................................83

Return Communication.................................................................................................................84

PCP Management of Skilled/Non-Skilled Member Care.............................................................84

Outpatient Prescription Drugs.......................................................................................................85

LIFE Geisinger Advanced Notification/Coordination of Services...............................................86

SilverSneakers® Fitness Program................................................................................................86

Outpatient Laboratory and Radiology Services............................................................................87

Urgent/Emergency Services..........................................................................................................87

Orthotic and Prosthetic Service....................................................................................................88

Behavioral Health and Substance Abuse Services........................................................................88

Outpatient Dialysis Services.........................................................................................................88



494/1/2011 Participating Provider Guide– Precertification Requirements

Experimental/Investigational or Unproven Services....................................................................89

Prenatal/Postpartum Member Care...............................................................................................89

Transplant Services.......................................................................................................................90

Vision Services.............................................................................................................................90



504/1/2011 Participating Provider Guide– Precertification Requirements

Precertification Requirements
Precertification is the Health Plan’s response to information presented relating to a request for
specified Health Care Services.

Precertification does not guarantee a Member’s coverage or Health Plan payment.

A Member’s coverage is pursuant to the terms and conditions of coverage set forth in a
Member’s applicable Benefit Document. Precertification requirements may vary based on the
Member’s applicable product line. Please contact the Customer Service Department (CST) for
verification of precertification requirements (contact informationavailable on following page).

A Member is not financially responsible for a Participating Provider’s failure to (i) obtain
precertification, or (ii) provide required and accurate information to the Health Plan.
Copayments, Coinsurance and/or Deductibles are the financial responsibility of the Member,
when applicable.

Precertification Determination and Communication Process

Precertification may be performed by Health Plan Medical Management staff, or through
delegated vendor relationships.  Delegated vendors may review services such as, but not be
limited to, mental health and radiology.

Precertification staff, which includes appropriate practitioner reviewers, utilize nationally
recognized medical guidelines as well as internally developed medical benefit policies,
individual assessment of the Member, and other resources to guide precertification, Concurrent
Review, and retrospective review processes in accordance with the Member’s eligibility and
benefits.

Upon submission of required information, thePrecertification staff will provide verbal and
written notification of determination of coverage in accordance with regulatory timeframes.

As it relates to urgent Concurrent Review approvals,the Health Planhas an understanding
withParticipating Providers that, once approval has been given it remains in effect until the
Health Plan notifies the provider otherwise.This means that as Concurrent Review of care is
ongoing and the case continues to meet criteria for approval, the Health Plan does not provide
repeated notices of approval. Participating Providers will be notified every time a Concurrent
Review results ina denial.

Participating Providers are verbally notified of any medical review denial(s) and are offered the
opportunity to discuss adverse decision(s) directly with an appropriate practitioner reviewerwho
made the initial determination; or reviewer available at a time convenient for the Participating
Provider. The Participating Provider’s request to discuss the determination is required to occur
within one (1) Business Day of the Health Plan’s verbal denial notification in order to meet
stringent regulatory timelines for the generation of denial notices.
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The Participating Provider has the opportunity to supply additional supportive information for
discussion. In most cases, a decision will be rendered during the telephone discussion. The
Participating Provider will then be notified of the determination in writing within timeframes
specified by product type, and if denied, information regardingthe right to appeal the
determination shall be included.

Participating Providers are encouraged to notify the Member of a Health Plan's decision
within the same Business Day of the decision notification from the Health Plan to the
Participating Provider.It's important that any discussion regarding a Health Plan's
decision be documented in the Member's medical record and should include key
components, such as contact person/Member's name, date of notification, Health Plan's
decision, alternative plan of care, if applicable and Member's appeal opportunities.

Medical Management’s IVR system is available 24 hours a day, 7 days a week at (800) 544-3907
or (570) 271-6497.  You will be prompted to say “precertification” for calls pertaining to acute
inpatient precertification.  Or say “another reason” if you are calling for something other than
acute inpatient precertification.  The IVR system also allows you to make multiple
precertification requests during the same call.

Contact the Medical Management Department at the number listed above for a listing of
delegated vendors and contact numbers.

Verification of Eligibility and Benefit Limit
Prior to coordinating Health Care Services, a Member’s eligibility and benefits should always be
verified through the online Provider Service Center at
www.thehealthplan.com/providers_us/servicecenter.cfm or by calling the applicable Customer
Service Team. Providers, acting upon a Referral from the Member’s PCP, should contact the
Health Plan Customer Service Team corresponding to theMember’s product type to verify
eligibility and benefits:

Geisinger Health Plan’s IVR  system is available for provider use, 24 hours a day, 7 days a week.
Our Customer Service Representatives are available to assist you during normal business hours
listed below.

GEISINGER HEALTH PLAN/COMMERCIAL:(800)-447-4000   (570)-271-8760
          Business Hours:Monday– Friday   8:00 a.m.– 6:00 p.m.

GEISINGER HEALTH OPTIONS/PPO:(800)-504-0443   (570)-271-8770
          Business Hours:Monday– Friday   8:00 a.m.– 5:00 p.m.

GEISINGER GOLD:(800)-498-9731   (570)-271-8771
          Business Hours:Sunday– Saturday   8:00 a.m.– 8:00 p.m.

CHIP, by GEISINGER HEALTH PLAN:(866) 621-5235   (570) 214-9138
Business Hours:Monday– Friday   8:00 a.m.– 6:00 p.m.

www.thehealthplan.com/providers_us/servicecenter.cfm
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PHARMACY:(800)-988-4861   (570)-271-5673
          Business Hours:Monday– Friday   8:00 a.m.– 5:00 p.m.

Monday– Friday   8:00 a.m.– 8:00 p.m. forMedicare Part D

MEDICAL MANAGEMENT:(800)-544-3907   (570)-271-6497
          Business Hours:Monday– Friday   8:00 a.m.– 4:30 p.m.

TDD for the hearing impaired: (800) 447-2833
Monday– Friday, 8:00 a.m.– 4:30 p.m.

The Customer Service Team telephone number is printed on the reverse side of each Member
Identification Card.

1) Inpatient Hospitalization
Requests for precertification of a planned inpatient Hospital admission is the responsibility of the
admitting Participating Provider.

Pleasenote:
 For mental health and substance abuse precertification, refer to the reverse side of the

Member’s Identification Card for the applicable mental health and substance abuse
vendor’s name and telephone number or contact the applicable Customer Service Team for
further assistance.

 For inpatient rehabilitation admissions, refer to the Section titled “Inpatient Rehabilitation
Admissions” within this Guide.

 Observation services expected to exceed 23 hours also require precertification.
 Copayments, Coinsurance and/or Deductibles are the financial responsibility of the

Member, when applicable.

Hospitals should verify authorization has occurred by contacting either the admitting
Participating Provider or the Health Plan’s Medical Management Department.

Requesting Precertification
Prior to a planned inpatient admission to a Hospital Provider, the admitting Participating
Provider is responsible for initiating precertification by contacting the Medical Management
Department anytime at the telephone number listed below.

Medical Management Department
Precertification line is available 24 hours/day, 7 days/week
(800) 544-3907 (option 1) or (570) 271-6497 (option 1)
Fax: (570) 271-5534

Inpatient admissions excluded from precertification:
 Emergency and/or Urgent Careinpatient admissions, which may be an (i) admission from

an emergency room that results in a direct admission, (ii) a direct admission from an
ambulatory surgery center or (iii) an admission directly from a physician’s office.
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 An inpatient admission to a Hospital Provider where the Health Plan is secondary to
another payer who requires precertification and authorization has been obtained from the
primary carrier. However, notification for Concurrent Review is required.

 A full term pregnancy with intent to deliver, either vaginal or cesarean section
Please note: Any other planned inpatient Hospital admission during the course of
pregnancy requires precertification.

 A transfer from one Participating Hospital Provider to another Participating Hospital
Providerwhere the first inpatient admission was precertified and/or followed by Health
Plan Concurrent Review for the same level of care.

 Retrieval of a Member from a non-participating facility to a Hospital Provider through the
Health Plan’s out-of-Network retrieval process. Transfer may only occur at such time
when the Member’s condition has stabilized and the Member can be transported safely to a
Hospital Provider without suffering detrimental consequences or aggravating the
Member’s condition.

 Observation Services furnished by a Hospital Provider in an outpatient setting that include
the use of a bed and periodic monitoring by a Hospital Provider’s nursing or other staff and
does not exceed a maximum of twenty-three (23) hours in duration.

Planned Inpatient Admission:  Precertification for a planned inpatient Hospital admission is
required no less than two (2) Business Days prior to the planned date of admission.

Please note: Planned admissions to an acute rehabilitation facility or rehabilitation unit withina
Hospital are considered inpatient Hospital admissions and are subject to the precertification
requirements listed in the Section titled “Inpatient Rehabilitation Admission” within this Guide.

Observation Services: Precertification is required for Observation Services expected to exceed
twenty-three (23) hours.

Information Required when Requesting Precertification
The following information should be readily available when the admitting Participating Provider
initiates the request for precertification:

Demographics: Member’s name, Health Plan Member identification number, admission date,
admitting Participating Provider’s full name, name of Hospital Provider with requestor’s name,
fax number and telephone number.

Reason for Admission: All pertinent diagnosis and applicable diagnosis code (referred to as
“ICD-9-CM Code”)
Procedure Scheduled, if applicable: procedure to be performed, procedure codes, and date
scheduled (if available)

 Severity of Illness Indicators:
o Clinical Findings
o Pertinent Imaging /ECG Findings
o Pertinent Laboratory Findings

 Intensity of Service Indicators:
o Pertinent Treatment/Medication Ordered, including frequency of administration
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o Discharge Planning/Case Management/Social Service’s Assessment and Plan

Authorization Notification Process
Upon receipt of required information, the Medical Management Department will provide verbal
and written notification of the determination of coverage. Notification shall occur within
applicable regulatory or NCQA time frames, whichever is more rigorous. Notification shall
include information on the Participating Provider’s right to appeal any determination of
coverage. Providers should refer to Section 6 of this Guide entitled “Provider Administrative
Rights” for more information.

An inpatient admission to a Participating Provider determined clinically inappropriate by the
Medical Director will be paid at an appropriate alternate level of care or denied completely.
Medical Director determinations are in accordance with individual Member’s needs,
characteristics of the local delivery system, applicable medical criteria and clinical expertise. At
the time of a denial, the Participating Provider is verbally notified of the option to speak with a
Medical Director regarding such denial.

Concurrent Review
Participating Providers are required to initiate Concurrent Review telephonically with the
Medical Management Department within one (1) Business Day of an inpatient admission at
(800) 544-3907. Each inpatient admission is subject to the Concurrent Review process, including
instances where a case rate/MS-DRG may apply.

During Concurrent Review, a determination of continued coverage and a subsequent assigned
Concurrent Review date will be provided by the Medical Management Department staff. The
following information will be discussed during the initial Concurrent Review:

 verification of admission date and attending physician
 current inpatient care needs
 plan of care
 overall goals and anticipated length of stay (if known), and
 discharge planning

2) Inpatient Rehabilitation Admissions
Request for precertification of an inpatient rehabilitation admission is the
responsibility of the admitting Participating Provider.

Please note:
 Precertification is not required when the Health Plan is secondary to another payer who

requires precertification and authorization has been obtained from the primary carrier.
However, Concurrent Review is required.

 Copayments, Coinsurance and/or Deductibles are the financial responsibility of the
Member, when applicable.Please note:This may be a limited benefit.

Requesting Precertification
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Inpatient rehabilitation admissions are required to be precertified no less than two (2) Business
Days prior to the planned date of admission.

Submit the “Inpatient Rehabilitation Precert Worksheet” (Contact the Health Plan by phone or
check online for form availability) via fax to (570) 271-5534.

The Health Plan will only accept the Inpatient Rehabilitation Precert Worksheet as appropriate
fax precertification request documentation. Utilization of the Inpatient Rehabilitation Precert
Worksheet will ensure the Health Plan receives all applicable information. No other forms or
alterative fax processes will be accepted unless mutually agreed upon by the Health Plan in
advance.

The Inpatient Rehabilitation Precert Worksheet must be legible and all areas applicable to the
admission must be completed. The Health Plan will be unable to accurately process incomplete
or illegible worksheets, which may result in unnecessary denials.

Participating Providers are required to notify the Health Plan within one (1) Business
Day of an inpatient rehabilitation admission that occurred during non-business hours utilizing the
fax process listed above. The Medical Management Department will complete a clinical review
and authorize or deny the admission retrospectively pursuant to the Member’s condition at the
time of the admission.

Authorization Notification Process
Upon receipt of required information, the Medical Management Department will provide verbal
and written notification of the determination of coverage. Notification shall occur within
applicable regulatory or NCQA time frames, whichever is more rigorous. Notification shall
include information on the Participating Provider’s right to appeal any determination of
coverage. Providers should refer to Section 6 of this Guide entitled “Provider Administrative
Rights” for more information.

An inpatient rehabilitation admission to a Participating Provider determined clinically
inappropriate by the Medical Director will be paid at an appropriate alternate level of care or
denied completely. Medical Director determinations are in accordance with individual Member’s
needs, characteristics of the local delivery system, applicable medical criteria and clinical
expertise. At the time of a denial, the Participating Provider is verbally notified of the option to
speak with a Medical Director regarding such denial.

Concurrent Review
Participating Providers are required to contact the Medical Management Department within one
(1) Business Day of an inpatient rehabilitation admission at (800) 544-3907 option 2 to verify
admission and establish the next review date. Each rehabilitation admission is subject to the
Concurrent Review process, including instances where a case rate/MS-DRG may apply.
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During Concurrent Review a determination of continued coverage and a subsequent assigned
Concurrent Review date will be provided by the Medical Management Department staff. The
following information will be discussed during the initial Concurrent Review:

 current inpatient care needs
 plan of care
 overall goals and anticipated length of stay (if known), and
 discharge planning

3) Skilled Level of Care Admissions
SNF or Hospital Providers accepting skilled admissions are responsible for requesting
precertification. Precertification must be requested no less than one (1) Business Day prior to
admission; requests made after 3 p.m. may be pended to the next Business Day.

Please note:
 A three (3) day Hospital stay is not required by the Health Planprior to a skilled

admission.
 Gold Members approved for a skilled admission must be placed in a Medicare certified

skilled bed.
 Specialty consultative, surgical, and evaluation/management services provided in the

skilled or Intermediate level of Care setting do not require an Outpatient Referral Form to
be issued by a Member’s PCP.

 Precertification is also required when the Health Plan is not the Member’s primary
insurance coverage.

 Copayments, Coinsurance and/or Deductibles are the financial responsibility of the
Member, when applicable.

Requesting Precertification
Precertification for a skilled level of care admission is required no less than one (1) Business Day
prior to the planned date of admission.

Please note:Any skilled level of care admission request received after 3:00 p.m. on weekdays
may pend until the next Business Day.

Medical Management Department
Precertification line is available 24 hours/day, 7 days/week
(800) 544-3907or (570) 271-6497
Fax: (570) 271-5534

SNF orHospital Providers are required to notify the Health Plan within one (1) Business
Day of a skilled level of care admission that occurred during non-business hours
(Monday through Friday4:30 p.m. to 8:00 a.m., or on a weekend or Holiday (New
Year’s Day, Memorial Day, Fourth of July, Labor Day, Thanksgiving Day and Christmas Day).

The Medical Management Department will complete a clinical review, and authorize or deny the
admission retrospectively pursuant to the Member’s condition at the time of admission.
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Information Required when Requesting Precertification
The information below should be readily available when the accepting SNF or Hospital
Provider initiates the request for precertification:

 Demographics:  Member’s name, Health Plan identification number, admission date,
admitting Participating Provider’s full name, SNF or Hospital Provider and Member’s
PCP, with requestor’s name, fax number and telephone number.

 Reason for Admission: objective, subjective findings, and Member’s primary diagnosis.
 Clinical Findings: current functional status and rehabilitative therapy evaluations or

recommendations (if known).
 Previous Clinical Findings: level of functioning and anticipated disposition (if known).
 Anticipated plan of care.

Authorization Notification Process
Upon receipt of required information, the Medical Management Department will provide verbal
and written notification of the determination of coverage. Notification shall occur within
applicable regulatory or NCQA time frames, whichever is more rigorous. Notification shall
include information on the Participating Provider’s right to appeal any determination of
coverage. Providers should refer to Section six 6 of this Guide entitled “Provider Administrative
Rights” for more information.

A skilled level of care admission to a Participating Provider determined clinically inappropriate
by the Medical Director will be paid at an appropriate alternate level of care or denied
completely. Medical Director determinations are in accordance with individual Member’s needs,
characteristics of the local delivery system, applicable medical criteria and clinical expertise. At
the time of a denial, the Participating Provider is verbally notified of the option to speak with a
Medical Director regarding such denial.

Concurrent Review of a Skilled Admission
Initial Concurrent Review:SNF or Hospital Providers are required to initiate Concurrent
Review with the Medical Management Department staff within two (2) Business Days of the
skilled admission. All skilled admissions will be subject to the Concurrent Review process,
including SNF admissions where the Health Plan is not the Member’s primary insurance
coverage, as well as a Member who transfers from one SNF or Hospital Provider to another SNF
or Hospital Provider. During Concurrent Review, a determination for continued coverage at the
appropriate level of care and a subsequent assigned Concurrent Review date will be provided by
the Medical Management Department staff.

The following Member information will be discussedduring the initial Concurrent Review:
 Verification of admission date and attending physician.
  Current skilled needs to include skilled nursing and/or therapies.
  Rehabilitative therapy evaluations and plan of care (if appropriate), and
  Overall goals andanticipated length of stay (if known).

Subsequent Concurrent Review:  Subsequent Concurrent Review is required to occur
telephonically with the assigned Medical Management Department staff.
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The following Member information will be discussed during each subsequent
Concurrent Review:

 Skilled nursing or therapy updates including quantitative progress toward goals (nursing
notes, therapy notes or logs may be requested by the UM Department staff).

 A plan of care with anticipated disposition and estimated length of stay.

The Medical Management Department staff will authorize continued coverage as deemed
Medically Necessary, confirm level of care and establish the date for next review. In most cases,
it is expected that all subsequent Concurrent Reviews will occur weekly by telephone.

Notification Process for Member Discharge from Covered Services
When it has been determined that a Member’s needs no longer meet skilled criteria and skilled
nursing care will be terminated, the Participating Provider (referred tohereafter in this section as
the “Provider of Care”) is required to inform Health Plan of termination of skilled services no
later than two (2) days prior to the Member’s Covered Services terminating. This communication
shall include the issuance of the then current “Notice of Medicare Non-Coverage (NOMNC)”
(Contact the Health Plan by phone or check online for form availability) by the Provider of Care
to the Gold Member. The Provider of Care is further required to obtain the Gold Member’s or an
authorizedrepresentative’s signature and date of signature acknowledging receipt of the
NOMNC. If the Provider of Care is unable to obtain the Gold Member’s signature, an authorized
representative may be contacted via the telephone. In this case, the authorized representative
must be informed of the contents of the notice, the call must be documented and the notice must
be mailed to the representative. The authorized representative should be instructed to sign and
return the NOMNC to the Provider of Care as soon as possible.The signature page should be
retained and made available upon request.

If the Member’s services are expected to be fewer than two (2) days in duration, the Provider of
Care should notify the Health Plan at the time of admission.

If a Member and/or the Member’s family, authorized representative, physician and/or provider is
dissatisfied (whether known or anticipated) with an impending discharge, the Health Plan should
be notified immediately.

If the Gold Member or authorized representative decides to appeal the end of coverage, they
must contact the Quality Improvement Organization (QIO) no later than noon on the day before
services are to end (as indicated on the NOMNC) to request a review. The QIO and its telephone
number are included on every NOMNC. The QIO will inform the Health Plan and the Provider
of Care that the request for review has been received and the Health Plan is responsible for
providing the QIO and the Gold Member with a detailed explanation of why coverage is ending.
The Health Plan may need to present additional information needed for the QIO to make their
decision. The Provider of Care must comply with the Health Plan’s request for assistance and
provide necessary information within applicable timeframes. Based on the expedited timeframes,
the QIO decision should be rendered and communicated by close of business of the day coverage
is to end.
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If a non-Gold Member decides to appeal the end of coverage, they must contact the Health Plan
Customer Service Team number listed on the back of the insurance card.

Financial Liability for Non-Compliance with Member Discharge Process
The Provider of Care may be subject to financial liability for continued Covered Services
rendered to a Member as a result of non-compliance with the requirements for delivery of the
denial notice in accordance with applicable regulations. Such liability may not be imposed upon
the Member.

PCP Management
Members admitted to a SNF orHospital Provider under a skilled or Intermediate level of Care do
not require an Outpatient Referral Form for services rendered in the facility setting, however, for
services required outside the skilled or Intermediate Care setting an Outpatient Referral Form
issued by a Member’s PCP is required.

SNF Services Requiring Coordination
 Monthly Confirmation of Member Status: SNF or Hospital Providers accepting skilled

and/or non-skilled (Intermediate Care) admissions are required to submit, by facsimile, a
completed “Monthly Report of Member Status” form (Contact the Health Plan by phone or
check online for form availability) to the Medical Management Department at (570) 271-
5534. The “Monthly Report of Member Status” form is required no later than the FIRST
day of the month. The summary information submitted on the “Monthly Report of Member
Status” form is mandatory.

 Hospice Election:  The SNF or Hospital Provider is required to notify the Health Plan’s
Home Health/Hospice Management Department at (877) 466-3001 immediately upon a
Member’s decision to invoke their Hospice benefit.  Notification should also be made to
the Health Plan’s Medical Management Department at(800)544-3907.

 Personal Care Facility: Medicare standards do not consider a Personal Care Facility
(PCF) an institutionalized facility, regardless of a PCF’s affiliation with a SNF or Hospital
Provider. A PCF is considered an alternative to home living.  Excluding Emergency
Services and Direct Access Services, Members residing in a PCF require an Outpatient
Referral Form issued by the Member’s PCP for Specialty consultative, evaluation and
management and surgical services. Detailed information can be found in Section 2 of this
Guide titled “Referrals.”

 Infusion Therapy Services: Participating Providers are encouraged to refer to their
Agreement for specific information regarding the reimbursement inclusions/exclusions for
infusion therapy services. Questions regarding infusion therapy services should be
reviewed during the Concurrent Review process with the Medical Management
Department.

 Mental Health and Substance Abuse Services: Participating Providers may assist
Members in obtaining authorization and coordinating mental health and substance abuse
services. Refer to the reverse side of the Member’s Identification Card for the applicable
mental health and substance abuse vendor’s name and telephone number or contact the
applicable Customer Service Team for further assistance.
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 Laboratory/Pathology Services: All laboratory/pathology specimens for Gatekeeper
Product Members admitted to a SNF/Hospital under any level of care or PCF, must be
forwarded to a Participating Provider for analysis.

 Home Phlebotomy Services: Home phlebotomy services for Members residing in a PCF
who meet homebound criteria must be coordinated through the Home Health/Hospice
Management Department. Please refer to the portion of this section titled “Home Health
and Home Phlebotomy Services” for specific information.

 Outpatient Pharmacy Coverage: Information in this section only applies to Health Plan
Members who do not have a point-of-service benefit, Gold, and certain Geisinger Health
Options Members. When a Member’s skilled level of care benefit has been exhausted or
the level of care has changed to Intermediate Care status, the Member may have outpatient
prescription coverage available through their Health Plan Benefit Document. In this
circumstance, a Participating Physician must issue all prescriptions for medications. The
prescriptions must be dispensed by a pharmacy Participating Provider for coverage under
the terms of the Member’s Benefit Document.  Contact the Health Plan Customer Service
Department at the number on the back of the insurance card for questions on benefits and
coverage.

 Radiology Services: All radiology and mobile radiology services, excluding routine chest
x-rays, for Gatekeeper Product Members admitted to a SNF or PCF must be coordinated
with a radiology Participating Provider. A complete listing of RadiologyParticipating
Providers can be located atwww.thehealthplan.com.

 Outpatient Rehabilitative Therapy Services: Participating Providers are encouraged to
refer to their Agreement for specific information regarding the inclusion/exclusion of
outpatient physical, occupational or speech therapy services for Members originally
admitted under a skilled level of care, but no longer meeting skilled criteria or who have
exhausted their skilled level of care benefit.

A Participating Provider with an Agreement which includes outpatient physical, occupational
and speech therapy services should refer to the section of this Guide titled “Outpatient Physical,
Occupational and Speech Therapy Services” for specific instruction regarding the Health Plan’s
policy and procedurefor coordinating outpatient rehabilitative therapy services.

Precertification of outpatient physical, occupational and speech therapy services is the
responsibility of the rehabilitative Participating Provider (or designee) rendering the service.

SNF orHospital Providers who do not have an Agreement to provide outpatient physical,
occupational and speech therapy services must ensure such services are arranged with an
outpatient rehabilitative therapy Participating Provider. A listing of outpatient rehabilitative
therapy Participating Providers can be located in the then current Provider List or at
www.thehealthplan.com.

Notification of a Non-Skilled Admission
Prior to a non-skilled admission and again upon discharge of a Member, SNF or Hospital
Provideraccepting the admission is required to notify the Medical Management Department.
This notification is required due to the Health Plan’s reporting requirement for institutionalized

www.thehealthplan.com
www.thehealthplan.com
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Members as regulated by the Center for Medicare and Medicaid Services (CMS)(Contact the
Health Plan by phone or check online for the applicable reporting form).

Failure to notify the Health Plan of a non-skilled admission or discharge may reflect non-
compliant behavior and result in Health Plan administrative action.

4) Home Health/Hospice, Home Infusion and Home Phlebotomy Services
Referrals for Home Health/Hospice Services and/or home phlebotomy services are the sole
responsibility of the rendering Home Health/ Hospice Provider or home phlebotomy
Participating Provider.

Please note:
 Certain Home Infusion services may require precertification. Providers should contact

VITALine Pharmacy Services at (800) 527-6249 or fax a Referral to (570) 271-5843.
 Precertification/Referral is also required when the Health Plan is not the Member’s primary

insurance coverage.
 Copayments, Coinsurance and/or Deductibles are the financial responsibility of the

Member, when applicable.

Home Health/Hospice Services Referral Process
When a Member requires home care services, a Participating Provider should issue a written or
verbal order to the applicable home care services Participating Provider.  Home Health/Hospice
Providers utilize a referral process to initiate the request for additional visits within one (1)
Business Day of completion of the admission assessment.

The mechanism utilized by the Home Health/Hospice Provider when initiating a Referral to the
Medical Management department’s Home Health/Hospice Management Department is the Home
Health/Hospice Management Department Referral Form (Contact the Health Plan by phone or
check online for form availability). Home phlebotomy Participating Providers should utilize a
mutually agreeable form approved by the HomeHealth/Hospice Management Department when
initiating a Referral.

Hospice Election and Notice
When a Member elects Hospice Services, the hospice must complete an election notice.  In
addition, the hospice must complete a change form when the election is for a patient who has
changed an election from one hospice to another. The hospice provider is responsible for
submitting all hospice forms to the Health Plan.

When hospice coverage is elected, the beneficiary waives all rights to standard coverage
payments for services that are related to the treatment and management of his/her terminal illness
during any period his/her hospice benefit election is in force, except for professional services of
an attending physician, which may include a nurse practitioner.

To be covered, Hospice Services must be reasonable and necessary for the palliation or
management of the terminal illness and related conditions.  The individual must elect hospice
care and; a certification that the individual is terminally ill must becompleted by the patient’s
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attending physician (if there is one), and the Medical Director. Nurse practitioners serving as the
attending physician may not certify or re-certify the terminal illness.  A plan of care must be
established before services are provided.  To be covered, services must be consistent with the
plan of care.  Certification of terminal illness is based on the physician’s or medical director’s
clinical judgment regarding the normal course of an individual’s illness.  It should be noted that
predicting life expectancy is not always exact.

Completing the Home Health/Hospice Management Department Referral
Form
The applicable forms are required to be completed in their entirety and must be submitted prior
to rendering services and no later than within one (1) Business Day of completion of the
admission assessment. Referrals should be submitted by facsimile to the Home Health/Hospice
Network at (570)-271-5507.

Home Health/Hospice Management Department
(877) 466-3001 or (570) 271-5506 fax: (570) 271-5507
Monday through Friday 8:00a.m. to4:30 p.m.

Home Health/Hospice Management Department Determination
The Home Health/Hospice Management Department will typically return processed Referral
forms to the applicable home care services Participating Provider within one (1) Business Day of
receipt of the referral request. In the event additional clinical information or Medical Director
review is required to make a determination, the timeframe may be extended. If this occurs, the
Home Health/Hospice Management Department will provide verbal or written update to the
requesting applicable home care services Participating Provider.

Questions regarding an extension of an existing authorization may be directed to the Home
Health/Hospice Management Department.

Concurrent Review Process
Concurrent Review is required on all Home Health Services. The Home Health Provider is
required to contact the Home Health/Hospice Management DepartmentCommunity Case
Manager to provide clinical information including a Member’s treatment plan. Based on
Concurrent Review, a determination of continued coverage will be provided by the Home
Health/Hospice Management Department.

Home phlebotomy services are discontinued when concurrent Home Health Services end, unless
unique circumstances warrant continued consideration for coverage.

The Home Health/Hospice Management Department utilizes nationally recognized guidelines as
well as internal medical benefit policies, and other resources to guide Concurrent Review and
retrospective review processes in accordance with the Member’s applicable Benefit Document
and eligibility.

Notification Process for Gold Member Discharge from Covered Services
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When it has been determined that a Gold Member’s needs no longer meet Home Health criteria
and Home Health services will be terminated, the Home Health Provider (referred to hereafter in
this section as the “Provider of Care”) is required to inform the Gold Member, in writing, of such
termination no later than two (2) days prior to the Gold Member’s Covered Services terminating.
This communication shall include the issuance of the then current “Notice of Medicare Non-
Coverage (NOMNC)” (Contact the Health Plan by phone or check online for form availability)
by the Provider of Care to the Gold Member. The Provider of Care is further required to obtain
the Gold Member’s or an authorized representative’s signature and date of signature
acknowledging receipt of the NOMNC.If the Provider of Care is unable to obtain the Gold
Member’s signature, an authorized representative may be contacted via the telephone. In this
case, the authorized representative must be informed of the contents of the notice, the call must
be documented and the notice must be mailed to the representative. The authorized
representative should be instructed to sign and return the NOMNC to the Provider of Care as
soon as possible.The signature page should be retained and made available upon request.

If the Gold Member’s services are expected to be fewer than two (2) days in duration, the
Provider of Care should notify the Gold Member and issue the NOMNC at the time of
admission. If the span of time between services exceeds two (2) days, the Provider of Care
should deliver the NOMNC no later than the next to the last time that services are furnished. If
theMember is discharged to another site of care, the NOMNC form should be remarked as such
and submitted to the Home Health Management Department as notification of the event.

If the Gold Member and/or the Gold Member’s family, authorized representative, physician
and/or provider is dissatisfied (whether known or anticipated) with the impending discharge,
notify the Home Health/Hospice Management Department immediately.

If the Gold Member or authorized representative decides to appeal the end of coverage, they
must contact the Quality Improvement Organization (QIO) no later than noon on the day before
services are to end (as indicated on the NOMNC) to request a review. The QIOand its telephone
number are included on every NOMNC. The QIO will inform the Health Planand the Provider
of Care that the request for review has been received and the Health Plan is responsible for
providing the QIO and the Gold Member with a detailed explanation of why coverage is ending.
The Health Plan may need to present additional information needed for the QIO to make their
decision. The Provider of Care must comply with the Health Plan’s request for assistance in
providing necessary information. Based on the expedited timeframes, the QIO decision should be
rendered and communicated by close of business of the day coverage is to end.

Financial Liability for Non-Compliance with Gold Member Discharge Process
The Provider of Care may be subject to financial liability for continued Covered Services
rendered to a Gold Member as a result of non-compliance with the requirements for delivery of
the advance termination notice in accordance with federal regulations. Such liability may not be
imposed upon the Gold Member.

Home Health/Hospice Provider Responsibilities
Participation in Scheduled Home Health/Hospice Provider Meetings: Home Health/Hospice
Provider meetings are scheduled by the Home Health/Hospice Management Department in
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regional locations to address changes, concerns and updated information. Home Health/Hospice
Providers are expected to have representation at each scheduled Home Health/Hospice Provider
meeting.
Home Health/Hospice Providers Participate in Program Development: All Home
Health/Hospice Providers are required to periodically participate in the development of new
programs to meet the needs of the Member population served by the Home Health/ Hospice
Management Department. Such programs may require specialized care from the Home Health/
Hospice Providers for the program to produce positive quality outcomes. As these programs are
developed, the Home Health/Hospice Management Department will release care guidelines to
the Home Health/Hospice Providers that should be followed for Health Plan Members.

Discharge Reports of Home Health and Hospice Services: As designated by the Home
Health/Hospice Management Department, the Home Health/Hospice Provider will provide
verbal or written periodic progress reports to the Home Health/Hospice Management Department
for each Member under the Home Health/Hospice Provider’s care. In order to provide continuity
of care, the Home Health/Hospice Management Department requires a discharge report via fax to
the Home Health Hospice Management Department within one week of discharge.

Scope of Services: Home Health Provider
Home Skilled Nursing Services: Care provided in the home by physician-supervised skilled
nursing personnel in accordance with recognized nursing standards of practice.
Home Rehabilitative Services: Physical, occupational, and/or speech therapy services provided
in the Member’s home.
Home Medical Social Services: Any services provided by medical social workers made
available by the Home Health Provider to assist the Member or his/her family in coping with a
Member’s medical condition.
Home Health Aide: Custodial nursing services consisting of care provided in the home by home
health aides.
Influenza Vaccination: The influenza vaccination may be administered to “at risk”
Members only. A Member is defined as “at risk” if they meet (1) one or more of the following
guidelines:

o Member is age fifty (50) or older.
o Member is enrolled in Health Plan Gold.
o Member resides in a PCF.
o Member has diabetes, kidney disease or is immunosuppressed.
o Member is a health care worker with direct patient contact.
o Member lives with an “at risk” person as defined above.

Home Phlebotomy Services: Laboratory services for Members meeting homebound criteria as
defined by Health Plan.

Scope of Services: Hospice Provider
Payment for hospice agencies is a daily rate for each day a beneficiary is enrolled in the hospice
benefit.  The daily payments are made regardless of the amount of services furnished on a given
day and are intended to cover costs that the hospice incurs in furnishing services identified in
patients’ care plans.  Payments are made based on the level of care required by the beneficiary:
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 Routine home care;
 Continuous home care;
 Inpatient respite care; and
 General inpatient care.

Payment for physicians’ administrative and general supervisory activities is included in the
hospice payment rates.  These activities include participating in the establishment, review and
updating of plans of care, supervising care and services and establishing governing policies.
Where the service is considered a hospice service (i.e., a service related to the hospice patient’s
terminal illness that was furnished by someone other than the designated “attending physician”
[or a physician substituting for the attending physician]) the physician or other provider must
look to the hospice for payment.

Claims for all other services related to the terminal illness furnished by individuals or entities
other than the designated attending physician will be denied.  Such claims include bills for any
DME, supplies or independently practicing speech or physical therapists that are relatedto the
terminal condition.  These services are included in the hospice rate and paid through the hospice
provider.

Hospice Admission Criteria
 Hospice eligibility is determined after the referring physician verifies that Member’s life

expectancy is less than six (6) months.
 Member chooses to accept Hospice.
 Hospice Services are provided by a Hospice Provider.
 Acknowledgment that Member understands Hospice Services, as outlined in the Hospice

Election Form (Contactthe Health Plan by phone or check online for form availability).
 Regular Health Plan benefits are waived for care related to the terminal illness diagnosis
 Member agrees to palliative care treatment.

Hospice Discharge
The Hospice Provider will discharge any Member from the hospice program, who, as determined
by the Hospice Medical Director and Hospice Provider, no longer meets the hospice admission
criteria.

Hospice Forms Description
Hospice form(s) are required to be submitted to the Home Health/HospiceManagement
Department by facsimile at (570) 271-5507.

The Home Health/Hospice Management Department requires notice of election, revocation,
transfer, or death. Standard CMS or provider forms will be accepted.

Programs Available through the Home Health/Hospice Management
Department
The Home Health/Hospice Management Department has established the following programs to
effectively serve specific populations of Members.
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 Post Partum Early Discharge Home Care: The Home Health/Hospice Management
Department has established specific guidelines for approval of Home Health Services for
mothers and infants discharged from the Hospital less than forty-eight (48) hours after a
vaginal delivery or less than ninety-six (96) hours after a cesarean section. Time limits and
definition of Covered Services are in accordance with Governmental Agency requirements,
as applicable.
Infants requiring follow-up care for elevated bilirubin levels are eligible for Home Health
Services provided home phototherapy is being utilized.
Please note:  Home phototherapy should be arranged through a DME Participating
Provider. Coverage is subject to the Member’s applicable Benefit Document.

 Congestive Heart Failure (CHF) Home Care: For the homebound Member confronted
with CHF, the Home Health/Hospice Management Department is able to coordinate a
standardized teaching and assessment program with Home Health Providers. The Home
Health/Hospice Management Department, in collaboration with the Health Plan’s Care
Coordination Department, ensures continued telephone and/or PCP follow-up.

 Influenza Vaccinations: In order to assist the Health Plan in its measurement of HEDIS®
statistics, (such as influenza vaccinations for Members age sixty-five (65) and older) the
Home Health/Hospice Management Department has developed a method for monitoring
influenza vaccines. A Member who obtains an influenza vaccine at a community site such
as a local drug or grocery store will commonly receive the influenza vaccine by a Home
Health Provider. The Home Health/Hospice Management Department has developed and
distributed the Influenza Vaccination Record (Contact the Health Plan by phone or check
online for form availability), which is completed by the Home Health Provider when
administering the influenza vaccine to a Member. The Home Health Provider will forward
the “Influenza Vaccination Record” to the Home Health Management Department for each
Member who received the influenza vaccine. The Home Health Management Department
is also able to coordinate home administration of the influenza vaccine with Home
Health/Hospice Providers, providing the Member meets the established criteria for home
administration. As always, if the Member is able to return to the PCP, it is considered the
preferred place of administration.

 Orthopedic Joint Recovery:The Home Health/Hospice Management Department has
implemented a program for Members undergoing elective joint replacement surgery (i.e.,
hip, knee). Upon a scheduled operative date, a Home Health visit may be ordered by a
Participating Provider to enroll the Member in the joint-recovery home program. One (1)
physical therapy home visit is scheduled within seven (7) to fourteen (14) days
preoperatively to educate a Member about pain management andexercises, as well as
conduct a home safety evaluation. The visit documentation should be faxed as directed
within one business day of the pre-operative visit so that it can be utilized for discharge
planning. Following the surgery and upon discharge to home, the rendering agency would
resume Home Health Services. The Home Health/Hospice Management Department
Community Case Manager will coordinate Home Health Services with the same
Participating Provider.  Additional Home Health Services will be tailored to the Member’s
individual needs.

 Home Management of Deep Vein Thrombosis (DVT): Through new technology and
pharmaceutical alternatives to IV anticoagulation, Members can be instructed in
subcutaneous home administration of low molecular weight heparin products. After a first
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dose administration in a controlled setting, such as the physician office, care can be
coordinated for home drug delivery. Education on self-administration will be conducted by
a registered nurse from a Home Health Provider.

For more information about any of the above listed programs or recommendations for a new
program(s), please contact the Home Health/Hospice Management Department at (877) 466-
3001 or (570) 271-5506.

5) Durable Medical Equipment (“DME”)
Referrals and Concurrent Review for outpatient DME Services are the sole responsibility of the
rendering DME Participating Provider.  DME Participating Providers are required to submit the
applicable precertification forms to theMedical Management department’sDME Management
Department within one (1) Business Day of receipt of an DME order even if medical necessity
information is not yet available. This includes Urgent Care DME requests (i.e., oxygen) received
during the DME Management Department's non-business hours. A coverage decision provided
by the DME Management Department is required in advance of release, delivery or purchase of
DME, except in the case of after hours or weekend Urgent Care DME requests (i.e., oxygen).
Items delivered prior to determination of coverage by the Health Plan require clear and detailed
advance notice of potential cost with signature of insured. No reimbursement will be provided
for delivery of purchased items without such advance notice and signature.

Please note:
 Precertification is alsorequired when the Health Plan is not the Member’s primary

insurance coverage.
 Prosthetic and orthotic devices are not considered DMEand do not require precertification.
 Copayments, Coinsurance and/or Deductibles are the financial responsibility of the

Member, when applicable.

When a Member requires outpatient DME, a Participating Provider should issue a verbal or
written order to a DME Participating Provider that includes the following:

 Member Demographics: Member’s name, primary residence address, telephone number,
and Health Plan identification number.

 Requested DME service/item.
 Clinical Findings: Diagnosis and applicable diagnosis code.
 Prescribing or ordering Participating Provider name and telephone number.
 Anticipated duration of DME need.
 Additional clinical information to support request for DME.

DME Participating Providers are located atwww.thehealthplan.com. Participating Providers with
questions related to outpatient DME authorization or precertification may contact the Health Plan
DME Management Department (DME Management Department) at the following:

DME Management Department
Monday through Friday, 8:00am to 4:30 p.m.
(866) 248-1972 or (570) 271-7127 Fax: (570) 271-7171

www.thehealthplan.com
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Consignment DME
Consignment DME provided by a non-branch location (i.e., physician office stocked with DME
by a DME Participating Provider) are limited to those approved in advance by the DME
Management Department. No purchased items with value greater than $100 can be provided on a
consignment basis. The scheduled delivery date should be the dispense date appearing on the
applicable precertification form(s). Consignment DME provided by a non-branch location is
required to be submitted for retrospective review within 30 days of issuance utilizing the
applicable precertification form(s). The form must be clearly marked to show “consignment”
with clear indication of the date equipment was provided to the Member.  Misrepresentation of
issue date will result in denial of payment and the Member may not be held liable for payment in
these circumstances.

Completing the applicable DME Management Department Precertification
Form
All DME Management Department precertification forms are required to be completed and
submitted withinone (1) Business Day of receipt of the written or verbal order issued by a
provider, via facsimile to the DME Management Department at (570) 271-7171. Required fields
are marked with an asterisk (*).

 Precertification Form 1: General Request for DME (Contact the Health Plan by phone or
check online for form availability): This form is required to be completed and submitted
for each initial precertification request for outpatient DME.

 Precertification Form 2: Oxygen/Continuous Positive Airway Pressure (CPAP) Device
Request (Contact the Health Plan by phone or check online for form availability): Upon
DME Participating Provider’s receipt of a written or verbal order issued by a provider for
oxygen or CPAP, both the General Request Precertification Form 1, as well as the
Oxygen/CPAP Prescription Precertification Form 2 is required to be completed in their
entirety. Both precertification forms are required to be submitted by facsimile to the DME
Management Department within one (1) Business Day of receipt of the written or verbal
order issued by a provider.
CPAP units must be dispensed with two (2) smart cards. Payment will be denied if this
requirement is not met. Patient education material provided by the DME Management
Department should be included with every oxygen and CPAP delivery.

 Precertification Form 3: Respiratory Assist Device: Upon DME Participating Provider’s
receipt of a written or verbal order issued by a Participating Provider for respiratory
assistance device(s) both the General Request Precertification Form 1, as well as the
Respiratory Assist Device Precertification Form 3 (Contact the Health Plan by phone or
check online for form availability), is required to complete intheir entirety. Both
precertification forms are required to be submitted by facsimile to the DME Management
Department within one (1) Business Day of receipt of the written or verbal order issued by
a provider.

 Precertification Form 4: Multiple HCPCS Code(Contact the Health Plan by phone or
check online for form availability): In the event a DME Participating Provider is initiating
a request for precertification which has more than four (4) requested DME services, both
the General Request Precertification Form 1, as well as the multiple HCPCS Code Form 4,
is required to be completed in its entirety.
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Both precertification forms are required to be submitted by facsimile to the DME Management
Department within one (1) Business Day of receipt of the written or verbal order issued by a
provider.

DME Management Department Determination
The DME Management Department will return a processed precertification form(s) to the DME
Participating Provider within one (1) Business Day of receipt of the precertification request. In
the event additional clinical information or Medical Director review is required to make the
determination, the one (1) Business Day timeframe may be exceeded. If this occurs, the DME
Management Department will provide verbal or written update to the requesting DME
Participating Provider. Additionally, the DME Management Department may request supporting
clinical information in order to render a determination. Authorized precertification forms will be
returned and include the following: 1) DME by HCPCS code and modifier specificity and 2)
quantity of DME and 3) authorized date range of DME, if applicable. For items that are provided
on a recurring basis, including but not limited to DME accessories or ostomy and urological
supplies, the general rule is that providers may dispense no more than a 3 month supply at any
one time.  Surgical dressings may be dispensed only one month at a time; less in the early or late
course of treatment when needs may change based on an improving or worsening condition or
the type of the supply may be expected to change.

Please note: Questions regarding an authorization may be directed to the DME Management
Department. Providers must contact the DME Management Department via phone if they have
not received a response within one business day, in order to confirm that the precertification
form was received. An interactive voice recording (IVR) is in place to accept these calls.

 Form 6: Request to Modify Previously Authorized Outpatient DME In the event a DME
Participating Provider requests a modification of an existing DME Management
Department determination, a completed Change Form is required and should be submitted
to the DME Management Department by facsimile (Contact the Health Plan by phone or
check online for form availability). A Change Form may be completed for the following
purposes which include, but are not limited to:

o Return of DME to the DME Participating Provider (i.e., physician order
discontinued, Member expired, Member elected hospice benefit, Member
voluntary discontinuation; DME Participating Provider should not state, “no
longer using”).

o Actual date of service changed from the initial anticipated delivery date.
o Change to an initial DME request.
o HCPCS coding change.
o Member identification correction.

 Form 7: Extension of an Existing Authorized Outpatient DME (Contact the Health Plan
by phone or check online for form availability): DME Participating Providers are required
to request an extension of an existing authorization decision, as applicable, prior to the
expiration date indicated on the returned original authorized precertification form. This
extension request is initiated by the DME Participating Provider via the DME
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Recertification Form.
The DME Recertification Form should be completed in its entirety and submitted via
facsimile no sooner than 2 weeks before the end of an authorization period, but no later
than one (1) Business Day prior to the expiration date.

6) Outpatient Physical, Occupational and Speech Therapy Services
Referrals and Concurrent Review for outpatient rehabilitative Services are the sole responsibility
of the rendering Outpatient Therapy Participating Provider.

Please note:
 An Outpatient Referral Form is not required when ordering outpatient rehabilitative

therapy services, however, the completion and submission of Health Plan designated
form(s) by the outpatient rehabilitative therapy Participating Provider are required as
outlined in this Guide.

 Referral and Concurrent Review is also required when the Health Plan is not the Member’s
primary insurance coverage or when workers’ comp or auto insurance may be primary.

 Co-payments, Coinsurance and/or Deductibles are the financial responsibility of the
Member, when applicable.

A Participating Provider should issue a signed written order to an outpatient rehabilitative
therapy Participating Provider when a Member requires outpatient physical, occupational and/or
speech therapy services. Outpatient rehabilitative therapy Participating Providers can be located
in the “Rehabilitation Facility” section of the Health Plan’s then current Provider List or at
www.thehealthplan.com. Outpatient rehabilitative therapy Participating Providers are required to
initiate the Referral within seven (7) calendar days of the initial rehabilitative evaluation by Form
A (Outpatient Rehabilitative Therapy Notice) and prescribing physician’s order.

Participating Providers with questions related to outpatient rehabilitative therapy authorization
may contact theMedical Management department’s Outpatient Rehabilitative Therapy Services
Management Department (Outpatient Rehabilitative Therapy Services Management Department)
at the following telephone numbers:

Outpatient Rehabilitative Therapy Services
Management Department
Monday through Friday, 8:00am to4:30p.m.
(800) 270-9981 or(570) 271-5301 Fax: (570) 271-5302

An outpatient rehabilitative therapy Participating Provider is encouraged to begin rehabilitative
services upon the initial evaluation of a Member. All rehabilitative visits will apply against the
Member’s applicable benefit accumulator and are included in the total number of rehabilitative
visits authorized by the Rehabilitative Management Department. Requests received seven (7)
calendar days beyond the date of service will be denied. The prescribing physician’s order for
rehabilitative services is required to be faxed to the rehabilitative network with Precertification
Form A.

www.thehealthplan.com
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Please note:A maximum of two (2) outpatient rehabilitative visits will be authorized upon
receipt of only Section 1 of “Precertification Form A”.

Concurrent Review
All services beyond the initial review by the Health Plan will require Outpatient rehabilitative
therapy Participating Providers must complete “Precertification Form B” (Contact the Health
Plan by phone or check online for form availability) in its entirety and submit via facsimile when
additional rehabilitative visits beyond those previously authorized are being requested. Forms
without complete visits to date will be considered incomplete. Specific measurements or
functional assessments may be requested in order to make a determination of progress toward
goals, as well as for determination of ongoing need.

Outpatient Rehabilitative Therapy Services Management Department
Determination
Whenever possible, the Outpatient Rehabilitative Therapy Services Management Department
will return processed form(s) by facsimile to the outpatient rehabilitative therapy Participating
Provider within one (1) Business Day of receipt of the Precertification request. In the event
additional clinical information or Medical Director review is required to make the determination,
the one (1) Business Day timeframe may be exceeded. If this occurs, the Outpatient
Rehabilitative Therapy Services Management Department will provide verbal or written update
to the requesting outpatient rehabilitative therapy Participating Provider. Additionally, the
Outpatient Rehabilitative Therapy Services Management Department may request supporting
clinical information in order to rendera determination. Outpatient rehabilitative therapy
Participating Provider must submit the requested clinical information to the Outpatient
Rehabilitative Therapy Services Management Department within than two (2) Business Days of
the request.   Failure todo so could result in denial of services provided without authorization.
Outpatient Rehabilitative Therapy Services Management Department authorization for pediatric
Members with a diagnosis of autism, attention deficit hyperactivity disorder, cerebral palsy,
developmental delay, Down’s syndrome, pervasive developmental disorder, and/or speech and
language delay automatically expire on December 31st of the current calendar year. Outpatient
rehabilitative therapy Participating Providers should initiate the request for precertification by
completing and submitting Section 1 and 2 of the “Precertification Form A” prior to January 1st
of the new calendar year.

Notification Process for Gold Member Discharge from Covered Services
When it has been determined thata Gold Member’s needs no longer meet outpatient
rehabilitative criteria, and comprehensive outpatient rehabilitative therapy services will be
terminated, the comprehensive outpatient rehabilitation facility (CORF) Participating Provider
(referred to hereafter in this section as the “Provider of Care”) is required to inform the Gold
Member, in writing, of such termination no later than two (2) days prior to the Gold Member’s
Covered Services terminating. This communication shall include the issuance of the then current
“Notice of Medicare Non-Coverage (NOMNC)” (Contact the Health Plan by phone or check
online for form availability) by the Provider of Care to the Gold Member. The Provider of Care
is further required to obtain the Gold Member’s or an authorized representative’s signature and
date of signature acknowledging receipt of the NOMNC.If the Provider of Care is unable to
obtain the Gold Member’s signature, an authorized representative may be contacted via the
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telephone. In this case, the authorized representative must be informed of the contents of the
notice, the call must be documented and the notice must be mailed to the representative. The
authorized representative should be instructed to sign and return the NOMNC to the Provider of
Care as soon as possible.The signature page should be retained and made available upon
request.

If the Gold Member’s services are expected to be fewer than two (2) days in duration, the
Provider of Care should notify the Gold Member and issue the NOMNC at the time of
admission. If the span of time between services exceeds two (2) days, the Provider of Care
should deliver the NOMNC no later than the next to the last time that services are furnished.

If the Gold Member and/or the Gold Member’s family, authorized representative, physician
and/or provider is dissatisfied (whether known or anticipated) with the impending discharge,
notify the Health Plan immediately.

If the Gold Member or authorized representative decides to appeal the end of coverage, they
must contact the Quality Improvement Organization (QIO) no later than noon on the day before
services are to end (as indicated on the NOMNC) to request a review. The QIOand its telephone
number are included on every NOMNC. The QIO will inform the Health Plan and the Provider
of Care that the request for review has been received and the Health Plan is responsible for
providing the QIO and the Gold Member with a detailed explanation of why coverage is ending.
The Health Plan may need to present additional information needed for the QIO to make their
decision. The Provider of Care must comply with the Health Plan’s request for assistance in
providing necessary information within applicable timeframes. Based on the expedited
timeframes, the QIO decision should be rendered and communicated by close of business of the
day coverage is to end.

Financial Liability for Non-Compliance with Gold Member Discharge Process
The Provider of Care may be subject to financial liability for continued Covered Services
rendered to a Gold Member as a result of non-compliance with the requirements for delivery of
the advance termination notice in accordance with federal regulations. Such liability may not be
imposed upon the Gold Member.

7) Outpatient Radiologyand Cardiac ImagingServices
Ordering Participating Providers are responsible for requesting precertificationfor the following
outpatientadvanced diagnostic imaging services.

 MRI/MRA
 CT/CTA
 PET Scan
 NuclearCardiology(MPI)

 Diagnostic Nuclear Medicine
 CCTA
 Echocardiography
 Stress Echo

For comprehensive information about NIA’s processes and requirements, please reference the
NIA provider handbook online athttp://www1.radmd.com/media/126102/imaging-provider-
handbook-2010.pdf

http://www1.radmd.com/media/126102/imaging-provider-
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Please note:
 Precertification is also required when the Health Plan is not the Member’s primary

insurance coverage.
 An Outpatient Referral Form issued by a Member’s PCP, in addition to precertification

from the Health Plan, may be required in accordance with the Member’s Benefit
Document.

 The above advanced diagnostic imaging servicesdo not require precertification when
rendered in an emergency room, observation and/or inpatient setting.

 TPA self funded Employer Sponsored Programs may individually opt into this
precertification program. Contact NIA (www.radmd.com) for precertification requirements
by line of business.

 Copayments, Coinsurance and/or Deductibles are the financial responsibility of the
Member, when applicable.

Requesting Precertification
The ordering Participating Provider is required to contact the Health Plan’s contracted vendor,
National Imaging Associates, Inc. (NIA), online throughwww.radmd.com or toll free at (866)
305-9729, 8:00 a.m. to 8:00 p.m. Monday through Friday to request precertification for an
outpatientadvanced diagnostic imaging service.

The ordering Participating Provider is responsible for obtaining precertification from NIA and
providing the authorization number to the rendering Participating Provider in advance of an
outpatient advanced diagnostic imaging service(s).

Urgent/non-emergencyoutpatient advanced diagnostic imaging servicesscheduled and
performed after normal business hours, on weekends or holidays may be conducted by the
rendering Participating Provider/facility as requested by the ordering Participating Provider.
However, the ordering Participating Provider must contact NIA within (2) Business Days to
obtain proper authorization for theservice, which is subject to the normal reviewprocess.

It is the responsibility of the rendering Participating Provider to ensure that precertification
through NIA has occurred and an authorization number has been provided for the ordered test
prior to the rendering of anoutpatient advanced diagnostic imaging service.NIA’s Web site
(www.radmd.com)is the most efficient way to confirm an ordered test has been authorized.
Services performed that have not been properly authorized or exceed the authorization period
will not be eligible for reimbursement and the Member cannot be balanced billed.

Information required when requesting precertification through NIA:
 Ordering physician’s name, office and fax telephone numbers.
 Member’s name and Health Plan identification number.
 Requestedoutpatient advanced diagnostic imaging service(s).
 Name and address of rendering Participating Provider’s office or facility where the service

will be performed.
 Anticipated date of service (if known).

www.radmd.com
www.radmd.com
www.radmd.com
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 ICD-9 code.
 Third party insurance (if involved).
 Details justifying examination:

o Symptoms and their duration
o Physical Exam Findings

 Conservative treatment Member has already completed (i.e., physical therapy, chiropractic
or osteopathic manipulation, hot pads, massage, medications).

 Preliminary procedures already completed (e.g., x-rays, CT’s, lab work, ultrasounds,
scoped procedures, specialist evaluations).

 Reason the study is being ordered (e.g., further evaluation, rule out a disorder, base new
treatment, evaluation of current therapy or treatment).

Please be prepared to fax clinical notes, conservative treatment reports, and/or preliminary
procedures, if requested.  If a case has already been initiated but is pending additional clinical
notes, the documentation should be faxed to (800) 784-6864, the number to NIA’s Clinical
Support Department (CSD) who will attach the notes to the case and route it for appropriate
determination.

If it is a new case with no prior initiation, please call (866) 305-9729.  Collecting the data NIA
needs to address clinical algorithms verbally allows the process to flow more expediently.

Please note: Ordering Participating Providers can initiate authorization for several
Members during a single telephone call, which is referred toas “batch authorization”.

NIA’s Prior-Authorization guidelinesare posted under the “Health Plan Alerts” section of NIA’s
website atwww.RadMD.com.

Authorization Response
Upon submission of all required information, NIA will review criteria according tothe services
requested and verify Member eligibility. A decision will be provided to the requesting ordering
provider verbally and in written form within applicable regulatory timeframes according to a
Member’s specific product type. A denial notificationshall include information on the
Participating Provider’s right to appeal any determination of coverage.

When a request has been approved the ordering provider will receive an authorization number
from NIA, which should be provided to the rendering Participating Provider. An authorization
number is valid 60 days from the date of theauthorization requestand the authorized service
should be completed within this time frame. If the service is not completed during this time
frame, NIA should be contacted to ensure the authorization period is reviewed.

Please note:  NIA provides a separate authorization number for eachoutpatient advanced
diagnostic imaging service approved. This includes combination studies conducted during the
same visit.

NIA’s Web site (www.radmd.com) also provides on-line access to initiate, monitor, and/or track
the status of a request for precertification. Rendering Participating Providers are encouraged to

www.RadMD.com
www.radmd.com
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register and utilize RadMD to determine the authorization status. Participating Providers without
Internet access can contact NIA via the toll free telephone number to verify authorization status.

Rendering Provider Assessment and Privileging
NIA’s privilegingprogram policies establish reasonable and consistent standards for the
performance of all advanced diagnostic imaging services. The program establishes minimum
participation guidelines that include facility accreditation, equipment capabilities, physicianand
technologist education, training and certification, documented procedures for handling patient
emergencies, ACLS or BLS certified physician supervision on-site during contrast enhanced
procedures and physician on-site during normal business hours, andfacility management
components such as radiation safety guidelines (i.e., ALARA- As Low as Reasonably
Achievable). These guidelines are established and refined with the consideration of the American
College of Radiology (ACR) and other accreditation bodies, diagnostic imaging common
practice standards, updated literature reviews, and new technology assessments. NIA provides
ongoing monitoring of imaging practices and facilities.

The privileging process requires that rendering providers:
Complete NIA’s online privileging application atwww.RadMD.com. The online tool has an
intuitive user interface and is very easy to use. Based on the information the provider submits,
NIA is able to identify provider capabilities and indicate down to the CPT code level theimaging
procedures (both advanced and non-advanced imaging modalities) that each location is approved
to perform.

Rendering providers participating with the Health Plan will receive a notice from NIA outlining
their privileging assessment application process. After the application process is completed,
rendering providers will receive instructions and a unique login.

Please note:Each location will require a separate application to be completed. If NIA approval is
not obtained for a free-standing or professional office location, advanced diagnostic imaging
services will not be approved.

Clinical Guidelines for Radiology Procedure
The clinical guidelines section of NIA’s Web site, located at
www.radmd.com/misc_pages/clinical_guidelines.htm, allows Participating Providers toreview
the most common reasons for requesting certain radiology procedures and toaccess specific
guidelines developed through ascientific process of clinical consensus. These guidelines are
approved by NIA and Health Plan Medical Directors and are designed to assist physicians and
offices in determining when a specific outpatient CT Scan, MRA, MRI, PET Scan and/or nuclear
cardiology service meets NIA/Health Plan’s authorization criteria.

Frequently Asked Questions
Question: Which radiology/imaging services require precertification through NIA?
Answer: Outpatient CT/CTAscans,MRI/MRAs, PETscans,nuclear cardiology(MPI),
diagnostic nuclear medicine, CCTAs, echocardiography, and stress echos. Refer to the
CPT/HCPCS Code Matrix.

www.RadMD.com
www.radmd.com/misc_pages/clinical_guidelines.htm
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Question: Is precertification required for an outpatient CT Scan, MRA, MRI, PET
Scan and/or nuclear cardiology service ordered during an emergency room visit?
Answer: No. It is not necessary for anyone to contact NIA prospectively or retrospectively to
authorize an imaging procedure performed during an emergency room visit. However, if the
Member is discharged from the emergency room and returns for the outpatient
radiology/imaging service, precertificationis required.

Question: How are CT Scans, MRAs, MRIs, PET Scans and/or nuclear cardiology services
handled when the Member is in observation?
Answer: Radiology/imaging services that occur while the Member is in observation do not
require precertification by NIA. Observation stays are expected not to exceed 23 hours in
duration.

Question: Can I call The Health Plan directly to obtain precertification for outpatient CT Scans,
MRAs, MRIs, PET Scans and/or nuclear cardiology services?
Answer: No. Requests forauthorization on outpatient radiology/imaging services need to go
through NIA.

Question: What kind of response time can ordering Participating Providers expect when
requesting precertification through NIA?
Answer: The best way to increase the possibilityof having a request approved at the time of the
first call is to have knowledge of the case including:

 the Member’s history and diagnosis.
 reason for the outpatient radiology/imaging service.
 results of previous radiology/imaging services; and
 history of medical or surgical treatment(s).

In many cases, especially when the caller requesting the review has all clinical documentation,
the request can be authorized during the first phone call. Average calls are completed within 4
1/2 to 5 minutes. Peak call volume occurs between the hours of 11:00 a.m. to 2:00 p.m. EST. In
certain cases, the review process can take longer if additional clinical information is required to
make a determination.

Question: Can NIA handle multiple authorization requests during a single telephone call?
Answer: Yes. NIA can accommodate multiple authorization during a single telephone call and is
available Monday through Friday, 8:00 a.m. to 8:00 p.m. NIA will establish a call back time with
high volume ordering providers to handle batch authorization requests.

Question: Why is NIA asking for a date of service when authorizing a procedure? Is
authorization required before an outpatient radiology/imaging service is scheduled?
Answer: At the end of the authorization process, the NIA authorization representative asks
where the procedure is being performed and the anticipated date of service. The exact date of
service is not required. An authorization should be obtained prior to scheduling.

Question:How long is the authorization number valid?
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Answer: The authorization number is valid for 60 days from the dateauthorization was
requested. When a procedure is authorized, NIA will use the decision date as the starting point
for the 60-day period in which the procedure must be completed.

Question: What if my office staff forgets to call NIA and then goes ahead to schedule an
outpatient radiology/imaging service that requires precertification?
Answer: It is important to notify office staff and educate them about this process. Outpatient CT
Scans, MRAs, MRIs, PET Scans and/or nuclear cardiology services rendered without appropriate
authorization will not be reimbursed by the Health Plan and the Member must be held financially
harmless in accordance with your Agreement.

Question: Can the rendering Participating Provider/facility request authorization through NIA?
Answer: NIA will accept some information from the rendering Participating Provider/facility.
However, the ordering Participating Provider is responsible for precertification.

Question: What does the NIA authorization number look like?
Answer: NIA’s authorization number is 8 alpha/numeric digits in length (i.e.,
0516G123).

Question: Where does the authorization number go on the CMS 1500 and the UB92 Claim
Forms?
Answer: The authorization number should be populated in field 23 of the CMS 1500 Claim
Form and in field 63 of the UB92 Claim Form. If claims are submitted electronically via 837I or
837P the authorization number should be filled in field 2300 REF02 when REF01=G1.

Question: What happens if a Member is authorized by NIA for only a CT of the abdomen and
the radiologist or rendering physician feels an additional study of the pelvis is needed during the
same visit?
Answer: The radiologist or rendering physician mayproceed with the pelvic study. If this
occurs, the rendering provider must contact NIA within 2 Business Days for authorization
assistance and should notify the Member’s ordering Participating Provider of the additional test
performed on the same day, as a matter of appropriate medical procedure. The original ordering
Participating Provider should call NIA after the study is provided to proceed with the normal
review process to get an additional authorization number.

Question: If NIA denies a precertification request, is there an option to appeal the determination
decision?
Answer: If NIA makes the decision to deny the request the ordering Participating Provider will
be informed of the applicable appeal process.

Question: What is the toll-free telephone number and hours of operation for NIA’s call center?
Answer: You may reach NIA’s call center at (866) 305-9729, Monday through Friday, 8:00 a.m.
to 8:00 p.m.

Question: Is there a way to bypass the NIA recorded announcement when dialing (866) 305-
9729?
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Answer: When dialing into the toll-free telephone number, you will hear a 7 second system
greeting that identifies the NIA/Geisinger Health Plan Imaging Authorization Service Center.
The announcement will instruct you to press option 1 to initiate a new request for authorization
on an imaging exam or option 2 for the status of a case that was previously called in for
authorization. The announcement will also provide information that emergency procedures do
not require prior authorization. The entire greeting may be bypassed by immediately pressing the
desired option whenever the announcement starts to play.

CPT/HCPCS Code Matrix for Outpatient Radiology/Imaging Services
Requiring Precertification
The CPT/HCPCS code matrix can be found online at NIA’s Web site,
http://www1.radmd.com/health-plans/geisinger-health-plan.aspx. The matrix contains then-
current CPT/HCPCS codes that NIA authorizes on behalf of the Health Plan, valid only on the
date of publication.  A minimum of thirty (30) days advance notice is provided to Participating
Providers regarding periodic updates to the NIA matrix. This matrix is designed to assist in the
resolution of claims adjudication and claim questions related to those services authorized by
NIA. If an outpatient radiology/imaging services is billed under any one of the given codes for
that grouping and a valid authorization number has been issued within the date of service validity
period, the authorization will apply to all codes listed in the “allowable billed grouping” field.

If a family of CPT/HCPCS codes is not listed in this matrix, an exact match is required between
the authorized code and the provider’s reported code. For a current listing of all CPT/HCPCS
codes, to link to the NIA web page, and for other information on this topic, refer to the Health
Plan web site atwww.thehealthplan.com

Please note:  Services rendered in an Emergency Room, Observation Room, surgery center or
hospital inpatient setting are not managed by NIA.

8) Specialty Pharmacy Vendor Program
Certain prescription and injectable drugs are covered only through the Specialty Pharmacy
Vendor Program. For more detail and a complete list of drugs available through this program,
refer towww.thehealthplan.com/providers_us/pharmvend.cfm, or call the Health Plan Pharmacy
department at (800) 988-4861. Medication requests are the responsibility of the prescribing
Participating Provider.

Please note:Precertification may be required for certain drugs. Please refer to the section titled
“Other Services Requiring Precertification” within this Guide for further information.

Specialty Pharmacy Vendor Program Process
To initiate the program, the prescribing Participating Provider is required to complete the Health
Plan’s Specialty Pharmacy Vendor Request Form and fax it to the Health Plan Pharmacy
Department at (570) 271-5610 withinthree (3) Business Days of the Member’s expected
medication needs. Telephone orders will not be accepted or processed. The Specialty Pharmacy
Vendor Request Form and other information regarding the Specialty Pharmacy Vendor Program
can be found online at the Health Plan’s Provider Information Center
(www.thehealthplan.com/providers_us/index.cfm) under ‘Formulary Information.’

http://www1.radmd.com/health-plans/geisinger-health-plan.aspx
www.thehealthplan.com
www.thehealthplan.com/providers_us/pharmvend.cfm



