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Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

The HMO Operations Manual offers Health Net providers access to important plan benefits, limitations and
administration processes to make sure members enrolled in the HMO plan receive covered services when
needed. The Health Net HMO plan is underwritten by Health Net of California, Inc. and is regulated by the
California Department of Managed Health Care (DMHC).

Benefits and policies listed in the HMO Operations Manual apply to all HMO plans, unless specified otherwise
in the Provider Participation Agreement ( PPA ), Schedule of Benefits or member's Evidence of Coverage (
EOC). Information on the tier one (HMO) of the Point of Service (POS) line of business is also included in the
HMO Operations Manual.

The four providers types - Physicians, Participating Physician Groups (PPGs), Hospitals, and Ancillary - are
listed at the top of every page. Refer to the Provider Type listed at the top of the page to see if the content
applies to you.

As a Health Net participating provider, you are required to comply with applicable state laws and regulations
and Health Net policies and procedures.

The contents of Health Net's operations manuals are in addition to your PPA and its addendums. When the
contents of Health Net's operations manuals conflict with the PPA , the PPA takes precedence.

Adverse Childhood Experiences (ACEs)

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

The following information is intended to provide a general guide to help you implement screening for adverse
childhood experiences (ACEs) and better determine the likelihood a patient is at increased health risk due to a
toxic stress response. Screening for ACEs helps inform patient treatment and encourage the use of trauma-
informed care. For more information, visit ACEs Aware.

Note: While ACE'’s Aware billing and payment information is specific to Medi-Cal providers, funded by
Proposition 56, the ACE’s Aware training materials and resources still apply to non Medi-Cal Providers. Non
Medi-Cal providers can still get trained and use the workflows and tools. This article outlines how non Medi-Cal
providers (that are trained and attest to training) can receive the $29 payment.

Prevent

Addressing trauma in primary care pediatrics can help patient remove discomfort for discussion of trauma
histories. It can help connect patients and families and provide a way to prevent future trauma experiences
from one generation to the next. Click here to learn more on Preventing Childhood Toxic Stress.

Trauma Informed Care

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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ACEs are stressful or traumatic experiences people have by age 18, such as abuse, neglect and household
dysfunction. By screening for ACEs, providers can better determine the likelihood a patient is at increased
health risk due to a toxic stress response. This is a critical step in advancing to trauma-informed care.

Follow the principles of trauma-informed care. Use these key principles as a guideline:

 Establish the physical and emotional safety of patients and staff.

* Build trust between providers and patients.

* Recognize the signs and symptoms of trauma exposure on physical, psychological and behavioral
health.

» Promote patient-centered, evidence-based care.

* Train leadership, providers and staff on trauma-informed care.

» Ensure provider and patient collaboration by bringing patients into the treatment process and
discussing mutually agreed-upon goals for treatment.

» Provide care that is sensitive to the racial, ethnic, cultural and gender identity of patients.

References
For more information, refer to:

 ACEs Aware
* Health Care Toolbox

Toxic Stress

Everyone experiences stress. Stress can show up in our bodies, emotions and behavior in many different
ways. Too much of the wrong kind of stress can be unhealthy and, over time, become “toxic” stress and harm
physical and mental health. An adult who has experienced significant adversity in the past, especially during
the critical years of childhood, may be at higher risk of experiencing health and behavioral problems during
times of stress.

References
For more information, refer to:

» ACEs Aware

» California All

+ CFAP

* Healthy Children

Positive Parenting and Resilience Building

Parents and caregivers look to providers for reliable resources, information and help to address childhood
trauma. Providers can offer help by assessing parental ACE’s, practicing trauma informed care to address
childhood trauma and toxic stress and offer the following resources, focused on development and positive
parenting skills.

» ACEs Connection: News and information on ACEs and how to become more trauma-informed in
practice.

» The Center for Youth Wellness: Led by Nadine Burke-Harris, MD, the Center for Youth Wellness is
an international leader in addressing ACEs in practice.

» Centers for Disease Control and Prevention (CDC): Helpful tip sheets for positive parenting at
different ages.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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» ZERO to THREE: This organization works to ensure that babies and toddlers benefit from the early
connections that are critical to their well-being and development.
» Parenting Beyond Punishment: No cost parenting webinars for positive discipline in everyday
parenting.
+ Build resilience to cope with trauma
o Mind Yeti: A research-based digital library designed to help kids and their adults calm their
minds, focus their attention, and connect better to the world around them.
o Stress Health: Learn how the stress that humans live with can have adverse effects if there is
too much for too long.
o American Academy of Pediatrics: A presentation on Identifying Toxic Stress in Pediatric
Practices at the 2015 American Academy of Pediatrics Event.

Screen for ACEs

Screening for ACEs can help determine if a patient is at increased health risk due to a toxic stress response
and provide trauma-informed care. Identifying and treating cases of trauma in children and adults can lower
long-term health costs and support the well-being of individuals and families.

The California Department of Health Care Services (DHCS) has identified and approved specific screening
tools for children and adults for the 10 categories of ACEs grouped under three sub-categories: abuse, neglect
and household dysfunction.

For children and adolescents, use PEARLS.

PEARLS is designed and licensed by the Center for Youth Wellness and are available in additional languages.
There are three versions of the tool based on age:

+ PEARLS for children ages 0—11, to be completed by a caregiver
+ PEARLS for teenagers ages 12—-19, to be completed by a caregiver
* PEARLS for teenagers ages 12-19, self-reported

For adults, use the ACE assessment tool.

The ACE assessment tool is adapted from the work of Kaiser Permanente and the Centers for Disease Control
and Prevention (CDC). Other versions of the ACEs questionnaires can be used, but to qualify, questions must
contain the 10 categories mentioned above.

Use of tools

USE THIS TOOL TO RECEIVE DIRECTED

PAYMENT

0-17 PEARLS Not given more than once
during a 12-month period, per
provider, per member

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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USE THIS TOOL

PEARLS tool (Part 1) can also
be used.

TO RECEIVE DIRECTED
PAYMENT

18 or 19 ACEs or PEARLS Not given more than once
during a 12-month period, per
provider, per member

20-64 ACEs screening portion of the Not given more than once

during a 12-month period, per
provider, per member under

age 21.

Not given more than once per
lifetime, per provider, per
member ages 21 and older.

The approved tools are available in two formats:

+ De-identified screening tool: Patients have the option to choose a de-identified screening, which
counts the numbers of experiences from a list without specifying which adverse experience
happened.

+ Identified screening tool: Patients can opt in for an identified screening in which respondents
specify the experience(s) that happened to their child or themselves.

Providers are encouraged to use the de-identified format to reduce the fear and anxiety patients may have.
Administering the screening

There are several ways to administer the screening. Providers are encouraged to use the tools appropriate for
their patient population and clinical workflow. Before administering, providers should consider the following:

+ |dentify which screening tools and format to use for adults, caregivers of children and adolescents,
and adolescents.

» Determine who should administer the tool, and how.

» Determine which patients should be screened.

It is recommended that the screening be conducted at the beginning of an appointment. Providers or office staff
will provide an overview of the questionnaire and encourage the patients (adolescent, adults or caregivers) to
complete the form themselves in a private space to allow members to disclose their ACEs without having to
explain their answers. Patients may take up to five minutes to complete the screening tool.

References
For more information, refer to:

» ACEs Aware screening tools
» ACE Screening Clinical Workflows and Assessment Algorithm (PDF)
» ACE Screening Tools in Multiple Languages

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Treat and Heal

The ACE score determines the total reported exposure to the 10 ACE categories indicated in the adult ACE
assessment tool or the top box of the pediatric PEARLS tool. ACE scores range from 0 to 10 based on the
number of adversities, protective factors and the level of negative experience(s) that have impacted the patient.
Providers will obtain a sum total of the number of ACEs reported on the screening tool.

For children and adults, two toxic stress risk assessment algorithms based on the score were developed to
determine the level of risk and referral needs. According to the algorithm, risk and scores are determined as
follows:

ACTION

Low 0 If a patient is at low risk,
providers should offer
education on the impact of
ACEs, anticipatory guidance on
ACEs, toxic stress and
buffering factors.

Intermediate 1-3 A patient who scores 1-3 has
disclosed at least one ACE-
associated condition and
should be offered educational

resources.
High 1 — 3 with associated health The higher the score, the more
conditions, or a score of 4 likely the patient has
higher experienced toxic stress during

the first 18 years of life and has
a greater chance of
experiencing mental health
conditions, such as depression,
post-traumatic disorder, anxiety
and engaging in risky
behaviors.

Referral and Resources

As part of the clinical workflow, providers should be prepared with a treatment plan and referral process so
patients who have identified behavioral, social or trauma can be connected to trained professionals and
resources. Building a strong referral network and conducting warm hand-offs to partners and services are vital

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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to the treatment plan. In addition, it is critical to build a follow-up plan to effectively track the patient’s process to
ensure they get connected to the support needed.

ACEs resources

Free ACEs resources for providers on screening and clinical response.
Behavioral Health Services

For Health Net:

Health Net members can obtain individual and group mental health evaluation and treatment. Providers can
call Behavioral Health Provider Services. It is recommended providers call the member services number on the
back of the members ID card with the member to facilitate the referral and obtain member consent for
treatment. Crisis support is available 24 hours a day, 7 days a week. Members can call the number on the back
of their ID card to talk to someone right away.

Case Management

If your patient is uncertain about next steps or would like to learn more, please refer them to the health plan’s
behavioral health Case Management Department.

Health Net Community Connect

Health Net Community Connect is powered by Findhelp formerly known as Aunt Bertha, which is the largest
online search and referral platform that provides results customized for the communities you and your health
care staff serve or where members live.

To use the tool, Health Net members should go to healthnet.findhelp.com, enter a ZIP code and click Search.
myStrength

For members with ACEs, the myStrength program can provide an additional resource. Providers should call
Health Net if a member needs emergent or routine treatment services. To refer a member to the myStrength
program, members can visit myStrength.com to sign up online or download the myStrength app at Google Play
or the Apple Store.

To join online, visit my Strength, then click Sign Up and complete the myStrength sign-up process with a brief
wellness assessment and personal profile.

Health Education Materials

You can request materials on many key topics from Health Net's Health Education Department utilizing the
form located in the Provider Library under Forms and References.

Consider ordering the below materials to support your ACEs treatment plan:

» Exercise

* Nutrition

» Parenting (stress reduction)
* Lower toxic stress

» Parenting Prevent ACEs

» Understanding ACEs

» Stress Management

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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References
For more information, refer to:

» ACEs Screening Sample Scripts for Pediatric Clinical Teams

* ACEs Aware treatment

» ACEs Screening Clinical Workflows and Assessment Algorithm
» ACEs Aware resources

ACE Training and Self-Attestation Requirement for Billing

Effective July 1, 2022, Medi-Cal providers who have completed the two-hour online ACE training and submitted
their self-attestation to DHCS can continue or begin billing for ACE screenings. Providers who missed the July
1 deadline can still complete the training, self-attest and begin billing the month of completing the attestation.

You must attest with a valid NPI number, or you will not be eligible to receive payment. Our support teams at
Provider Services and Provider Relations Department will have the latest DHCS Prop 56 ACEs Provider
Training Attestation List and be able to look up the customer/provider to see if DHCS has received their ACEs
training attestation online form.

How to receive payments for ACE screenings

Providers will need to complete the ACEs Aware training and must self-attest to receive payment. To get
started, you must:

* Register for the "Becoming ACEs Aware in California" core training.
» Self-attest. Complete the ACEs Provider Training Attestation form.
> Note. The ACEs Aware provider directory is optional for commercial providers.

» Submit claims for ACEs screening with dates of service on or after January 1, 2022, and proof of
completion certificate. Claims eligible for payment must be submitted within one year from the date
of service.

+ Use CPT codes 96160 and 96161 when billing for ACE screenings.

+ Claims must also include an ICD-10 code (e.g., T and Z codes around child maltreatment). In
California, some ICD-10 codes have been identified as being related to ACEs screening in the
state. Examples are:

o 759.4: Lack of adequate food or safe drinking water

> Z63.0: Relationship problem between spouse or partners
o 762.819: History of abuse in childhood

o Z63.5: Family disruption due to divorce or legal separation
o Z263.32: Absence of family member

o Z81.9: Family history of mental and behavioral disorder

o Z63.72: Alcoholism and drug addiction in family

o Z63.9: Problem related to primary support group

* Providers must document the following information and ensure the documents remain in the
member’s medical record and available upon request:

> The screening tool that was used.

o Date the completed screen was reviewed.

o Results of the screen.

o |nterpretation of the results.

o What was discussed with member and/or family.
° Include any appropriate action taken.

Existing and future trainings on ACEs

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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ACEs Aware offers a variety of trainings on ACEs and Trauma Informed Care. To access and view existing
trainings or register for future trainings to support your work with ACEs, visit the ACEs Aware site.

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general member benefit information.

Benefits in Alphabetical Order

Select any subject below:

A|B|CID|E|F|G|H|I|JIKILIMIN]JO|PIQ|R|S|TIU|IVIWIX|Y|Z

A

Acupuncture

AIDS

Alcohol and Drug Abuse
Allergy Treatment

* Ambulance

Autism Spectrum Disorders

* Bariatric Surgery
* Behavioral Health
* Blood

* Chemotherapy

» Chiropractic

* Clinical Trials

» Cosmetic and Reconstructive Surgery

+ Dental Services
+ Dialysis
* Durable Medical Equipment

Essential Health Benefits

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Family Planning

G
» General Benefit Exclusions and Limitations
* Genetic Testing
H
* Hearing
» Home Health Care
* Hospice Care
» Hospital and Skilled Nursing
[
e Immunizations
* Incarcerated Members
* Injectables
J
K
L
M
* Maternity
» Medical Social Services
N
* Nuclear Medicine
* Nurse Midwife
o
» Obesity
» Outpatient Services
P

» Periodic Health Evaluations
* Physicians Visit

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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* Preventive Services
* Prosthesis

R
* Rehabilitation Therapy
* Routine Physical Exam
S
» Seciond Opinion by a Physician
» Support for Disabled Members
» Surgery, Surgical Supplies and Anesthesia
T
« TMJ
» Transgender Services
* Transplants
\'
* Vision
X
» X-Ray and Laboratory Services
Y
y4

Acupuncture

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

This section contains general member benefit information on acupuncture services, including coverage
exclusions and limitations.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Select any subject below:

» Acupuncture Services
» Covered Services

Acupuncture Services

Provider Type: Physicians | Ancillary | Participating Physician Groups (PPG)

The following information applies to HSP, HMO, Ambetter HMO and Ambetter PPO members.

Acupuncture services for treatment or diagnosis of musculoskeletal and related disorders, nausea, and pain
are a covered benefit for some members. Refer to the member's Evidence of Coverage (EOC) to confirm if the
member is eligible for acupuncture services.

Acupuncture services are administered by the American Specialty Health Plans, Inc. (ASH Plans) network of
participating acupuncturists without a referral from the member's primary care physician (PCP) as stated in the
EOC.

Refer the member to ASH Plans or the Member Services Department for more information about acupuncture
services.

Coverage Criteria

Acupuncture services for treatment or diagnosis of musculoskeletal and related disorders, nausea, and pain
are a covered benefit, subject to medical benefits exclusions, limitations and authorization protocols listed in
the EOC. Subsequent visits are authorized by ASH when medically necessary as stated in the EOC.

Additional services in subsequent visits may include:

» Adjunctive therapies or modalities such as acupressure, moxibustion or breathing techniques are
covered only when provided during the same course of treatment and in support of acupuncture
services.

The following information applies to PPO members.
Acupuncture services for treatment or diagnosis of musculoskeletal and related disorders, nausea, and pain

are a covered benefit for some members. Refer to the member's EOC to confirm if the member is eligible for
acupuncture services.

Coverage Criteria

Acupuncture services for treatment or diagnosis of musculoskeletal and related disorders, nausea, and pain
are a covered benefit, subject to medical benefits exclusions, limitations and authorization protocols listed in
the EOC. Subsequent visits are authorized when medically necessary as stated in the EOC.

Additional services in subsequent visits may include:

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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» Adjunctive therapies or modalities such as acupressure, moxibustion or breathing techniques are
covered only when provided during the same course of treatment and in support of acupuncture
services.

Exclusions and Limitations

» Hypnotherapy, behavior training, sleep therapy, and weight programs.

« Services, examinations and/or treatments for asthma or addiction, such as nicotine addiction.

» Thermography, magnets used for diagnostic or therapeutic use, ion cord devices, manipulation or
adjustments of the joints, physical therapy services, iridology, hormone replacement products,

acupuncture point or trigger-point injections (including injectable substances), laser/laser BioStim®,
colorpuncture, nambudripad's allergy elimination techniques (NAET) diagnosis and/or treatment,
and direct moxibustion.

+ Services and other treatments that are classified as experimental or investigational.

+ Radiological X-rays (plain film studies), magnetic resonance imaging, CAT scans, bone scans,
nuclear radiology, diagnostic radiology, and laboratory services.

+ Transportation costs, including local ambulance charges.

» Education programs, non-medical lifestyle or self-help, or self-help physical exercise training or any
related diagnostic testing.

+ Air conditioners/purifiers, therapeutic mattresses, supplies or any other similar devices or
appliances or durable medical equipment.

» Adjunctive therapy not associated with acupuncture.

+ Dietary and nutritional supplements, including vitamins, minerals, herbs, and herbal products,
injectable supplements and injection services, or other similar products.

+ Massage therapy.

+ Services provided by a practitioner of acupuncture services practicing outside of the service area,
except for urgent or emergency services.

Covered Services

Provider Type: Physicians |Hospitals | Participating Physician Groups (PPG) | Ancillary

The following are covered acupuncture services when the member's plan includes optional acupuncture
coverage under Health Net's arrangement with American Specialty Health Plans, Inc. (ASH Plans).

» Examination - initial examination and re-examinations

» Treatment - acupuncture/office visit, and adjunctive therapy

» X-ray and lab tests are payable in full by ASH Plans when referred by a participating acupuncturist
and authorized by ASH Plans. Radiological consultations are a covered benefit when authorized by
ASH Plans as medically/clinically necessary services

Acupuncture services under this benefit are obtained through self-referral; however, acupuncture for certain
conditions, illnesses or injuries are only covered if the services are provided in conjunction with services from a
medical doctor (for example, chronic pain or nausea related to chemotherapy).

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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AIDS

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

This section contains general member benefit information on AIDS/HIV injectable medications. Refer to AIDS
Definition for additional information.

Select any subject below:

» AIDS/HIV Injectable Medications
+ Claims Submission

AIDS/HIV Injectable Medications

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

AIDS/HIV injectable medications are injectable medications that have been approved by the Food and Drug
Administration (FDA) and Health Net for the treatment of AIDS/HIV. Refer to the Health Net Injectable
Medication HCPCS/DOFR Crosswalk (PDF) for covered AIDS/HIV injectable medications.

Claims Submission

Participating Physician Groups (PPG)

To be reimbursed for AIDS-related claims through special risk reinsurance, participating physician groups
(PPGs) must submit a Health Net Professional Batch form completed as follows:

» "Special Risk Reinsurance" must be written at the top of the form
» Attach CMS-1500 or UB-92 form, as follows:

> Qriginal copies or a very clear photocopy

° |temized bills attached to each inpatient claim

o |temized bills attached to each electronic claim

+ Attach a copy of the explanation of check, if applicable

+ Attach copies of authorization for nuclear medicine claims

» Specify AIDS-related conditions on the form (refer to Attachment A (PDF) for a list of Centers for
Disease Control and Prevention (CDC) diagnosis criteria)

+ Attach a completed Attachment A for first time claim submissions in place of the member's medical
records. Include date member was first diagnosed with AIDS (symptomatic HIV infection). Form
must be signed by PPG staff member ensuring records review occurred and case met criteria for
special risk reinsurance program

+ Attach a completed Attachment B (PDF) for all subsequent claim submissions for the same
member

» Do not highlight on the form

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Health Net has modified requirements for submitting requested medical records with respect to member
confidentiality concerns. Health Net no longer requires regular submission of the following items, but may
request them in individual cases.

» Medical records and lab reports (for example, CD4T - Lymphocyte count and HIV test result only)
for members not established in special risk reinsurance to determine whether criteria are met

» Copies of medical records with each subsequent claim submission when diagnosis on claim does
not match the criteria matrix

+ List of medications prescribed to member. Medications should match the procedures or
examination charges

Claims Processing and Reimbursement

Claims are processed in accordance with Health Net's procedures and the Provider Participation Agreement
(PPA). Health Net subtracts from the calculated resource-based relative value scale (RBRVS) payment any
copayments allowed for the type of service and any third-party amounts collected by the PPG.

A PPG that believes an error has been made in a claim processing decision should contact Health Net's Claims
Unit. PPGs may appeal the final settlement to Health Net management.

PPGs must submit claims to Health Net within the time frame specified in their PPA (generally 120 days). If a
PPG submits claims for reimbursement past the timely filing limit specified in their PPA, Health Net denies
reimbursement for these claims and the PPG has full responsibility for these services.

Alcohol and Drug Abuse

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

This section contains general member benefit information and provider referral information on alcohol and drug
abuse services.

Select any subject below:

* Overview

» Co-Management Process

» Referral Process

» Substance Abuse Facilities

» Substance Abuse Rehabilitation Services
* Minor's Consent for Services

Overview

Provider Type: Participating Physician Groups (PPG) | Ancillary | Hospitals

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Health Net covers acute care (detoxification) services for alcohol and drug abuse based on medical necessity.
Services include diagnosis, medical evaluation, treatment, detoxification services, and referrals for further
assistance. Coverage for acute care does not have a maximum number of admissions and must be provided
even if the problem is determined to be chronic.

Plans also cover alcohol and drug or substance abuse rehabilitation on an outpatient and/or inpatient basis.
Outpatient treatment can include partial hospital programs (PHP) day treatment, intensive outpatient (IOP)
treatment, or just outpatient sessions. Coverage may include treatment on an inpatient basis in a residential
substance abuse facility or on an outpatient basis for day care substance abuse treatment programs. Refer to
the member's Evidence of Coverage (EOC) or Certificate of Insurance (COIl) for specific plan coverage.

Exclusions and Limitations

For plans that cover acute medical care (detoxification) only, non-medical ancillary services and substance
abuse rehabilitation services are not covered. This exclusion does not apply to Individual Family Plan
(IFP) Ambetter HMO and Ambetter PPO members.

Co-Management Process

Provider Type: Participating Physician Groups (PPG) | Ancillary | Hospitals

Contact the Health Net Behavioral Health Services, which transfers the call to a care manager who coordinates
care and completes the Medical-Behavioral Co-management Referral Form for alcohol and drug abuse, to
include medical comorbidities contributing to or combined with a behavioral health disorder that needs
coordination of care with a participating physician group (PPG) or Health Net.

Referral Process
Provider Type: Participating Physician Groups (PPG) | Ancillary | Hospitals

For referrals, contact Behavioral Health Provider Services.

Substance Abuse Facilities

Provider Type: Participating Physician Groups (PPG) | Ancillary | Hospitals

Inpatient substance abuse facilities must be certified and provide medical and other services to inpatient
residents. On admission to an inpatient substance abuse facility, the member is entitled to coverage for the
following services:

+ Detoxification, if necessary (days used for detoxification are not deducted from the calendar year
maximum for rehabilitation).
» Laboratory tests.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Medications, biologicals and solutions dispensed by the facility and used while the patient is in the

facility.

» Supplies and use of equipment required for detoxification or rehabilitation.

» Professional and other trained staff and ancillary services provided in the facility that are necessary
for patient care and treatment.

* Individual and group therapy or counseling.

» Psychological testing by an individual who is legally qualified to administer and interpret such tests
(subject to prior review for medical necessity).

» Family counseling.

Substance Abuse Facilities - Outpatient

Health Net uses intensive outpatient (IOP) treatment prior to using partial hospital programs (PHP) for
substance abuse. IOP can be from 24 to 32 sessions over six to eight weeks.

Health Net defines half-day PHP (HD-PHP) as facilities providing ambulatory care, and having the requisite
credentialing to provide up to 20 hours per week, but no more than four hours a day, of skilled treatment
interventions. During the course of treatment, the member returns home or to a sober living environment (after
each session) in order to facilitate a smooth transition to lower levels of care. These consist of diversified
treatment modalities to address the problems of substance abuse. Health Net requires that each staff person,
from chemical dependency (CD) counselor to addictionologist, be certified or licensed in their particular level of
expertise.

Treatment strategies are diversified, and individually fitted to the needs of the member. HD-PHP may be
utilized for substance abuse treatment alone, or as a dual substance abuse/behavioral health program. The
duration of the program is not pre-established but individually determined, according to the needs and current
status of the member. The HD-PHP may be part of a full-day program where treatment has been adjusted to
the member's needs and the structure of the full day is no longer required. The program can be part of a
medical setting, or a freestanding facility. If the latter, it must have access to a medical center within a
reasonable period of time, to treat any emergencies that may arise.

Outpatient substance abuse facilities must be certified (Medicare-certified for Medicare Advantage plans) and
provide medical and other services on a daily basis during designated hours and on certain specified days,
usually Monday through Friday, and occasionally half-days on Saturday. Health Net must also approve the
facility in order for services to be covered.

Members receiving treatment in a Health Net-approved outpatient facility are entitled to coverage for the
following services:

» Professional and other trained staff and ancillary services provided in the facility that are necessary
for treatment of the ambulatory patient.

* Individual and group therapy or counseling.

» Family counseling, with each visit by one or more family members of the Health Net member being
deducted from the member's outpatient behavioral health consultation benefit for the calendar year.

+ Laboratory tests required in connection with the treatment received at the facility.

» Medications, biologicals, solutions, and supplies dispensed by the facility in connection with
treatment received at the facility, including medications to be taken home.

» Psychological testing by a person legally qualified to administer and interpret such tests. Where
there are no licensure laws, the psychologist must be certified for psychological testing by the
appropriate professional body (subject to prior review for medical necessity).

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Substance Abuse Rehabilitation Services

Provider Type: Participating Physician Groups (PPG) | Ancillary | Hospitals

Refer to the specific plan chart in the Schedule of Benefits and Summary of Benefits for inpatient or outpatient
rehabilitation services for substance abuse. The facility may be an acute care general hospital that provides all
of the usual treatments and services as well as a substance abuse rehabilitation center that specializes in
providing care for chemical dependency. The facility must be accredited by the Joint Commission on
Accreditation of Healthcare Organizations (JCAHO) or Rehabilitation Accreditation Commission. For MA
members, the rehabilitation facility must also be Medicare-certified.

Substance Abuse Rehabilitation Exclusions and
Limitations

The following are exclusions and limitations for substance abuse rehabilitation services:

» Personal or convenience items, such as phones, television or services of a hairdresser.

» Health services for disorders other than alcoholism or drug dependence as classified in categories
303.0-304.7 of the Ninth Revision, International Classification of Diseases, adopted for use by the
U.S. Department of Health, Education and Welfare.

 Diversional therapy.

* Aversion therapies.

Minor's Consent for Services

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

Minors ages 16 or older may consent to receive medications that use buprenorphine for opioid use disorder as
narcotic replacement therapy without parent or guardian consent. Assembly Bill (AB) 816 (2023) revised Family
Code Section 6929 and added Family Code Section 6929.1 that expands minor consent to include narcotic
replacement therapy only in a detoxification setting. Parent of guardian consent is necessary for maintenance
narcotic replacement therapy (NRT).

Allergy Treatment

Provider Type: Physicians | Participating Physician Groups (PPG)

Allergy testing and allergy immunotherapy (allergy injection services) are covered under all plans when
medically necessary for the treatment of members with clinically significant allergic symptoms. Some plans also
cover allergy serum. Allergy treatment is subject to scheduled copayments.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Ambulance

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

This section contains general member benefit information on ambulance services.
Select any subject below:

* Ambulance (Air or Ground)

» Authorization

* ModivCare

» Transfer of Members Hospitalized Out of Area

Ambulance (Air or Ground)

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

Non-emergency air and ground ambulance services are covered if ordered and approved by a participating
provider. Ambulance services in conjunction with emergency medical treatment provided outside the
participating physician group (PPG) or Health Net service area are considered reinsured services. Services
originating outside the PPG or Health Net service area and terminating inside the service area are also
considered reinsured services. All emergency air and ground ambulance services are covered regardless of
whether the services were obtained in or out of the service area. They do not require prior authorization.

Transfer of Members Hospitalized Out of
Area

Provider Type: Physicians |Hospitals | Participating Physician Groups (PPG) | Ancillary

Occasionally, a Health Net member is hospitalized at a participating or non-participating out-of-area facility.
This type of hospitalization is covered if the member requires emergency care. If an emergency requires
admission or long-term care, the member must notify Health Net or the participating physician group (PPG) as
soon as possible. Health Net or the PPG monitors the member's treatment and transfers the member, when
possible, to a participating facility in the Health Net or PPG's service area. Transfer is usually by ground or air
ambulance, although some members may be safely transported by other less costly means.

Modivcare

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Modivcare™ (formerly LogistiCare) is Health Net of California's capitated preferred provider for all covered,
non-emergency transportation services for HMO members and fee-for-service (FFS) HMOs, and Medicare
Advantage HMO members assigned to participating physician groups (PPGs) delegated for utilization
management but not financially at risk for transportation services. These PPGs are not required to issue
transportation authorization to Modivcare; however, all referral sources (PPGs, hospitals, skilled nursing
facilities, etc.) are required to contact Modivcare to arrange for transportation services. Failure to do so may
result in the denial of the claim for which you may be liable. Providers must request non-emergency
transportation services (other than 911) through Modivcare.

Modivcare is Health Net of California's preferred provider for all covered, non-emergency transportation
services for PPO members, subject to prior authorization from Health Net.

Health Net only reimburses for transports that are medically necessary and covered by the member's benefit
plan.

Authorization

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

For non-emergency ambulance services, providers must contact Modivcare™ (formerly LogistiCare).

Autism Spectrum Disorders

Provider Type: Physicians | Ancillary | Participating Physician Groups (PPG)

Autism is the most common of a group of conditions collectively called autism spectrum disorders (ASDs).
Autism, a behavioral illness that can range on the spectrum from mild to severe, is a developmental disorder.
Severe forms of autism present in the first few years of life and profoundly interfere with the individual's lifelong
functioning.

Health Net has developed a medical policy, Applied Behavioral Analysis (ABA), which provides more detailed

information about the screening, diagnosis and treatment of ASD. This medical policy is available on the Health
Net Website.

Screening

The primary care physician (PCP) is usually the first practitioner to see signs of autism, typically characterized
by impairment in three core areas:

1. Social interactions
2. Verbal and nonverbal communication
3. Restricted activities or interests and/or unusual, repetitive behaviors

The degree of impairment in these areas varies widely from child to child.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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The American Academy of Pediatrics (AAP) has added screening for autism at ages 18 and 24 months to their
recommendations for preventive pediatric care. Additional follow-up visits after six months for borderline results
are at the discretion of the provider. Screenings may include:

» Assessing vision and hearing.

» Directly observing the child in structured and unstructured settings.

+ Evaluating cognitive functioning (verbal and nonverbal).

» Assessing adaptive functioning.

+ Discussing with parents any concerns they have and asking specific questions regarding the child's
functioning.

AAP guidelines for for Autism Spectrum Disorders are available online. Additional AAP autism resources are
available Healthy Children.

Diagnostic Evaluation

Typically, a team of medical and behavioral specialists that generally includes the child's PCP or a behavioral
pediatrician, child psychiatrist, speech and language pathologist, and other ancillary clinical specialists, as
needed, provides input for a diagnosis of ASD. A thorough evaluation for ASD may include the following:

» Parents and/or caregiver interview, including siblings of the child with suspected autism

» Comprehensive medical evaluation

+ Direct observation of the child

+ Evaluation by a speech-language pathologist

» Formal hearing evaluation, including frequency-specific brainstem auditory evoked response
+ Evaluation of the child's cognitive and adaptive functioning

+ Evaluation of academic achievement for children ages six and older

There are a number of assessment tools that are used by clinicians to assist in the diagnosis of autism. A list of
some of the assessment tools is included in the Health Net medical policy on the Health Net website.

Medical Services

Health Net arranges for covered medical services for ASD through its participating network of physicians,
hospitals and other providers. The PCP provides a medical home for the member with ASD and, as such,
provides preventive health screenings and immunizations and routine and urgent medical care, including
referrals for specialty care. For members with ASD, medical referrals may include speech and language
therapy, physical therapy, occupational therapy, and/or specialty management for seizure disorders and other
appropriate services. Health Net has policies for standing referrals, which may be appropriate in some ASD
cases, that assist members to obtain needed care without additional authorization approval. PCPs may also
refer the member with ASD for any needed behavioral health services.

Behavioral Health Services

Behavioral health services can be accessed directly by parents or by referral from any treating physician.
Health Net's participating network of child psychiatrists provides services such as medication management of
specific symptoms related to the ASD as well as any comorbid psychiatric conditions. The network of therapists

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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are available to provide family therapy to help parents and siblings cope with the diagnosis and the member
with ASD behaviors, brief psychotherapy to teach behavior modification techniques to parents to assist them in
managing their child, and individual psychotherapy for adolescents and young adults with an ASD. This
treatment may be designed to help the family better understand how to cope with the disorder or treat a
comorbid mood or anxiety disorder. Inpatient hospitalization is also available if the child with ASD becomes an
acute danger to self or others or is behaviorally disruptive, requiring intensive intervention to restabilize the
individual.

Qualified Autism Professionals

Every health care service plan subject to Section 1374.73 of the Health and Safety Code shall maintain an
adequate network that includes qualified autism service providers who supervise or employ qualified autism
service professionals or paraprofessionals who provide and administer behavioral health treatment. A health
care service plan is not prevented from selectively contracting with providers within these requirements.

A “qualified autism service professional” is a person who meets specified educational, training, and other
requirements and is supervised and employed by a qualified autism service provider. These professionals can
be a psychological associate, an associate marriage and family therapist, an associate clinical social worker, or
an associate professional clinical counselor as long as these types meet the criteria for a Behavioral Health
Professional as defined and regulated by the Board of Behavioral Sciences or the Board of Psychology.

A “qualified autism service paraprofessional” is an unlicensed and uncertified individual who meets specified
educational, training, and other criteria, is supervised by a qualified autism service provider or a qualified
autism service professional, and is employed by the qualified autism service provider. A qualified autism service
paraprofessional can include a behavioral health paraprofessional.

Definitions of qualified autism service providers, professionals and paraprofessionals:
A “qualified autism service provider” means either of the following:

» Aperson who is certified by a national entity, such as the Behavior Analyst Certification Board, with
a certification that is accredited by the National Commission for Certifying Agencies, and who
designs, supervises, or provides treatment for pervasive developmental disorder or autism,
provided the services are within the experience and competence of the person who is nationally
certified.

» Aperson licensed as a physician and surgeon, physical therapist, occupational therapist,
psychologist, marriage and family therapist, educational psychologist, clinical social worker,
professional clinical counselor, speech-language pathologist, or audiologist pursuant to Division 2
(commencing with Section 500) of the Business and Professions Code, who designs, supervises,
or provides treatment for pervasive developmental disorder or autism, provided the services are
within the experience and competence of the licensee.

+ Has training and experience in providing services for pervasive developmental disorder or autism
pursuant to Division 4.5 (commencing with Section 4500) of the Welfare and Institutions Code or
Title 14 (commencing with Section 95000) of the Government Code.

A “qualified autism service professional” means an individual who meets all of the following criteria:

» Provides behavioral health treatment, which may include clinical case management and case
supervision under the direction and supervision of a qualified autism service provider.
* |s supervised by a qualified autism service provider.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com

providerlibrary.healthnetcalifornia.com/medi-cal/provider-manual.html Page 37



https://providerlibrary.healthnetcalifornia.com
https://providerlibrary.healthnetcalifornia.com/medi-cal/provider-manual.html

August 14,2024 15:26

£
e

Health net

* Provides treatment pursuant to a treatment plan developed and approved by the qualified autism
service provider.
* |s either of the following:

o A behavioral service provider who meets the education and experience qualifications
described in Section 54342 of Title 17 of the California Code of Regulations for an Associate
Behavior Analyst, Behavior Analyst, Behavior Management Assistant, Behavior Management
Consultant, or Behavior Management Program, or meets the criteria set forth in the
regulations adopted pursuant to subdivision (a) of Section 4686.4 of the Welfare and
Institutions Code for a behavioral health professional.

> A psychology associate, an associate marriage and family therapist, an associate clinical
social worker, or an associate professional clinical counselor, as defined and regulated by
the Board of Behavioral Sciences or the Board of Psychology.

A “qualified autism service paraprofessional” means an unlicensed and uncertified individual who meets all of
the following criteria:

* Is supervised by a qualified autism service provider or qualified autism service professional at a
level of clinical supervision that meets professionally recognized standards of practice.

* Provides treatment and implements services pursuant to a treatment plan developed and approved
by the qualified autism service provider.

* Meets the education and training qualifications described in Section 54342 of Title 17 of the
California Code of Regulations for a behavior management technician (paraprofessional) Behavior
Management Technician (Paraprofessional) or meets the criteria set forth in the regulations
adopted pursuant to subdivision (b) of Section 4686.4 of the Welfare and Institutions Code for a
Behavioral Health Paraprofessional.

+ Has adequate education, training, and experience, as certified by a qualified autism service
provider or an entity or group that employs qualified autism service providers.

* |s employed by the qualified autism service provider or an entity or group that employs qualified
autism service providers responsible for the autism treatment plan.

Educational Services

An important potential source of help for children with autism is the public school system. Under Federal Public
Law 94-142 (the Individuals with Disabilities Education Acts of 1990 and 1997), each school is required to
provide handicapped children with free, appropriate education through age 21. The school is required to
evaluate each child and, with the parents, develop an individual education plan (IEP). The IEP determines the
educational setting that is most appropriate for the child, establishing goals for each child that are academic
and behavioral/social. The local public school system may provide for or refer the child for educational
interventions, such as ABA, intensive behavioral intervention (BI), discrete trials training, early intensive
behavioral intervention (EIBI), intensive intervention programs, Picture Exchange Communication Systems
(PECS), facilitated communication, Treatment and Education of Autistic and Related Communication of
Handicapped Children (TEACCH), or floor time.

The local school system is responsible for education services once the child reaches age three. California's
Early Start Program (for children under age three) or the local regional center (for children ages three and up)
provides other services, such as in-home services.

Health Net is not responsible for and does not provide coverage for educational services (except for ABA
services for Health Net commercial members diagnosed with ASDs when coverage is mandated by the state).

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Case Management/Comanagement

At the request of the provider, Health Net or the delegated participating physician group (PPG) provides a case
manager who is knowledgeable about plan benefits to assist in the coordination of health care treatment
services. Health Net has also implemented a comanagement process that encourages better communication
and coordination with complex cases. Through this process, medical directors and case/care managers from
Health Net or a PPG are able to work together to further integrate the various elements of the medical and
behavioral treatment plan. Comanagement may be initiated by Health Net, the PPG, or the provider. Email or
fax a completed Care Management Referral Form using the information noted on the form.

Coordination of Care

Health Net expects all providers involved in the treatment of a member with ASD to coordinate the care and
treatment they are providing through appropriate communication. Communication helps prevent duplication of
tests and contraindicated medications and treatment, and allows providers the opportunity to modify the
member's treatment plan based on more thorough information.

Coordination with the school system, Early Start Program, and regional centers regarding educational services
helps ensure the ASD member receives the full range of treatment options.

Nurse Advice Line

The Nurse Advice Line offers highly trained registered nurses for condition-specific support, 24 hours a day,
seven days a week to members. Refer to the Nurse Advice Line to discuss health concerns of ASD for Health
Net members.

Resources

The following online resources are available to assist providers in the screening, diagnosis and treatment of
ASD.

* AAP recommendations for preventive care
» Early Start Program

» Health Net national medical policy

* Individuals with Disabilities Education Act
» Other AAP resource

* Regional centers contact information

Bariatric Surgery

Provider Type: Physicians || Hospitals Participating Physician Groups (PPG)

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Bariatric surgery provided for the treatment of morbid obesity is covered when medically necessary, authorized
by Health Net or a delegated participating physician group (PPG), and performed at a Health Net Bariatric
Surgery Performance Center (PDF) by a participating surgeon.

Direct network physicians and non-delegated PPGs may submit prior authorization requests for bariatric
surgery to Health Net Medical Management Department.

Compliance for Bariatric Hospitals and Surgeons

Health Net's standardized review process monitors and evaluates bariatric surgery participating providers'
quality and outcomes to ensure access to high-quality bariatric surgical care for Health Net members. Health
Net bariatric performance centers must be accredited by the Metabolic and Bariatric Surgery Accreditation and
Quality Improvement Program (MBSAQIP) or currently in the accreditation application process. Hospitals and
surgeons must continuously be in good standing through MBSAQIP and other industry-accepted oversight
organizations.

Health Net's bariatric surgery participating providers are evaluated at least every calendar year to ensure each
hospital and surgeon meets Health Net criteria. This evaluation is based on data reported each calendar year
by the participating provider using Health Net's data submission process. Health Net may conduct off-cycle
reviews upon discovery of substandard clinical care practices, as evidenced by changes in the participating
provider's MBSAQIP designation level.

Evaluation Criteria

Health Net's bariatric surgery participating providers are evaluated annually based on the following criteria.
Hospitals:

* Volume must meet a minimum of 125 bariatric surgery procedures every two calendar years
» 30-day mortality must be equal to or less than one percent
* One-year mortality must be equal to or less than one percent

Surgeons:

* Volume must meet a minimum of 50 bariatric surgery procedures every two calendar years
+ 30-day mortality must be equal to or less than one percent
* One-year mortality must be equal to or less than one percent

Data Monitoring

Health Net identifies regularly monitored measures based on the above criteria or when a new industry
standard is set. Health Net may request an explanation from the hospital or surgeon when results fall below
standards. Additionally, each year, Health Net collects and reviews data to adhere to the following
specifications:

* The percentage of readmissions must be equal to or less than five percent
» Average length of stay (ALOS) must be equal to or less than the current Milliman Benchmarks for
surgical procedures
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* The percentage of complications must be equal to or less than three percent
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Letter of Deficiency Process

If a bariatric surgeon does not comply with evaluation criteria, Health Net sends a letter of deficiency and
indicates if a response is required within 21 days. If the provider does not respond by the deadline and a
response is required, Health Net sends a certified letter with a two-week extension. If the provider still does not
respond after the second deadline has expired, Health Net sends a third and final notice to the participating
provider regarding the deficiency. This notice informs the participating provider of Health Net's decision
including potential termination of the bariatric surgery program due to non-response.

Corrective Action Plan Submission and
Implementation

If a bariatric surgery participating provider does not comply with all of the evaluation criteria or results are
deficient for three consecutive periods, a corrective action process may be initiated and a corrective action plan
(CAP) requested. Health Net may request that the provider submit explanations prior to the request for a formal
CAP. Additionally, if a program does not meet the criteria standards required for bariatric surgery performance
centers or is under investigation by MBSAQIP or any other industry-accepted oversight organizations, Health
Net requests that the bariatric surgery program share the oversight organization's findings and
recommendations.

When requested, based on non-compliance with bariatric surgery criteria, the bariatric surgery participating
hospital or surgeon must submit the CAP within 21 calendar days. Health Net reviews it to ensure it is
appropriate and complete. If Health Net does not approve the CAP, a second notice is sent to the bariatric
surgery participating provider allowing an additional 15 calendar days to revise the CAP and resubmit it to
Health Net.

Health Net sends a third and final notice to the bariatric surgery participating provider upon continued non-
responsiveness requests for a CAP or insufficient progress towards correcting the deficiencies. This notice
informs the participating provider of Health Net's decision, including potential termination of the bariatric
surgery program. Bariatric surgery participating providers may avoid these actions if both of the following occur:

» The provider submits an acceptable CAP to Health Net within 15 calendar days of receipt of the
final notice

» The provider completes and demonstrates substantial progress toward completing the correction
within 30 calendar days

The bariatric surgery provider must submit updates six months and one year after the original CAP submission
date, or until completion of the CAP. If volume or outcome criteria are not met for two sequential data collection
periods, Health Net may suspend new patient referrals for that participating provider. If criteria are not met for
three sequential data collection periods, Health Net may take a remedial action, up to and including termination
of the participating provider's contract.

Onsite Visits
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At any time, either Health Net or a bariatric surgery provider may request, with reasonable advance notice, a
meeting at the provider's office to discuss bariatric surgery program issues or concerns. Both parties must
agree to attend.

Adding Bariatric Surgeons or Performance Centers

Existing Health Net bariatric surgeons who are interested in adding bariatric surgeons to their practice must
have the surgeons undergo the request for information (RFI) process. Hospitals interested in becoming a
Health Net performance center must be accredited by MBSAQIP and undergo an RFI process. Providers may
request and RFI via email at cqi_dsm@healthnet.com

Behavioral Health

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

This section contains general member benefit information and provider referral information on behavioral health
and substance abuse care services.

Select any subject below:

* Overview

* 5150 Holds

» Behavioral Health Customer Service

» Coordination of Care

» Day Care Treatment

* Dual Diagnosis

* Employee Assistance Program

* Exclusions

» General Guidelines for Referrals

» Obtaining Behavioral Health and Substance Abuse Care
* Out-of-Area Cases Involving an Acute Medical Diagnosis
* Transition of Care

* Minor’s Consent to Mental Health Services

Overview

Provider Type: Physicians | Hospitals |Participating Physician Groups (PPG) | Ancillary

Health Net manages inpatient and outpatient treatment for behavioral health and substance abuse care. Health
Net has an extensive network of qualified practitioners and facilities. The network includes psychiatrists,
psychologists, clinical social workers, psychiatric nurse specialists, marriage and family therapists, and
licensed professional counselors, as well as psychiatric and substance abuse facilities and programs. All
practitioners and facilities meet strict credentialing requirements. Members with behavioral health benefits have
access to its network of behavioral health practitioners and providers. Health Net's behavioral health program
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provides inpatient care, including detoxification; outpatient care; day treatment; residential treatment; and
structured outpatient treatment programs.

In addition, Health Net provides members with a single source for all the necessary components of a
comprehensive behavioral health and substance abuse programs, including:

+ Claims administration

» Customer service

* Provider services and contracting

» 24-hour phone access for clinical screening information and referral
+ Care management and quality improvement

Copayment

A copayment may be collected from the member at the time services are rendered for some covered
behavioral health and substance abuse services. The Schedule of Benefits located in the member's Evidence
of Coverage (EOC) provides copayment information. Any required copayment should be collected by the
Health Net provider or facility rendering the services.

Criteria for Behavioral Health and Substance Abuse
Treatment

All eligible members who call Health Net for a referral are screened by a customer service representative. If the
member is in distress or appears to require treatment at a higher level than standard outpatient, they are
transferred to a licensed clinical care manager for more complete assessment and referral to treatment. If the
member is requesting a routine outpatient referral, the customer service representative provides them with
names and contact information for several providers in their area. Outpatient office-based psychotherapy and
medication evaluation/management does not require prior authorization. However, requests for facility-based
care (with the exception of life-threatening emergencies), and psychological/neuropsychological testing, must
be evaluated for medical necessity and prior authorized by Health Net. Members who present with conditions
not related to a behavioral health disorder may be referred to community resources or the primary medical
provider as appropriate.

Participating providers may also refer members for routine behavioral health services by advising the member
to contact the Member Services number listed on the back of their ID card.

5150 Holds

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

Under Section 5150 of the California Welfare and Institutions Code, a person who may be dangerous to self or
others can be taken into custody and placed in an approved facility for a 72-hour treatment and evaluation. This
is commonly referred to as a "5150 hold." Inpatient psychiatric coverage applies. 5150 holds are considered
emergencies and should be handled like any other emergency inpatient hospitalization where the member
cannot be immediately transferred. If the member is admitted to a non-participating facility and cannot be
transferred until the 72-hour hold has expired, the situation should be monitored by Health Net. If continued
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inpatient care is required, the member should be transferred to a participating facility when it is safe to do so.
Prior authorization is not required for emergency care; however, providers are encouraged to contact Health
Net to report emergency encounters and admissions, and to coordinate post-stabilization care.

Coordination of Care

Provider Type: Physicians | Participating Physician Groups (PPG)

Behavioral health providers and the member's primary care physician (PCP) need to be able to contact each
other in the event that the behavioral health provider discovers a medical condition or the PCP identifies a
psychiatric or substance abuse problem during a medical examination.

After the behavioral health provider conducts an initial assessment, the behavioral health provider or clinical
care manager should coordinate care with the member's PCP if a medical condition is discovered. Behavioral
health providers can contact Behavioral Health Provider Services for help in coordinating care for members
who require specialized assistance in managing co-occurring medical and behavioral health conditions.

Although the Health Insurance Portability and Accountability Act (HIPAA) allows for communication between
clinical practitioners for purposes of treatment coordination without member authorization, behavioral health
practitioners are encouraged to discuss this with each member. In order to maintain member confidentiality, a
written release form signed by the member is necessary for release of psychotherapy notes (session notes in
the medical record consisting of the content of conversation during a private, group, joint, or family counseling
session).

Coordination of care between the member's medical and behavioral providers is encouraged in the following
situations:

* When a behavioral health practitioner begins prescribing psychotropic medications or makes
significant changes to the regimen.

* A new member reports a concurrent medical condition, a substance abuse disorder and/or a major
mental iliness (for example, a condition other than an adjustment disorder) or when there is a
change in condition for an established member.

* A behavioral health practitioner is considering treatment that requires a medical evaluation (for
example, electroconvulsive therapy).

» A PCP or other medical provider refers a member to a behavioral health practitioner.

If there is any indication during a medical evaluation that a psychiatric or substance abuse problem is present,
the PCP may contact Behavioral Health Provider Services. Participating providers may also refer members for
routine behavioral health services by advising members to contact the Member Services number listed on the
back of their ID card.

Day Care Treatment

Provider Type: Physicians | | Hospitals Participating Physician Groups (PPG)

When a member requires day care mental health treatment for four to eight hours per day in a mental health
facility, any partial day treatment applies toward the outpatient mental health coverage. Verify that the member
has outpatient mental health coverage by reviewing the Schedule of Benefits.
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Dual Diagnosis

Provider Type: Physicians | Ancillary | Participating Physician Groups (PPG)

For cases requiring both behavioral health and medical treatment services, the behavioral health clinician and
medical provider determine a mutually acceptable treatment plan. This makes both treatments more effective.
Conversations between the behavioral health provider and the member's health care providers should occur as
necessary to ensure the treatment plans are managed together and the member's coverage is correctly applied
between the two delivery systems.

Employee Assistance Program

Provider Type: Physicians | Participating Physician Groups (PPG)

The primary focus of the Employee Assistance Program (EAP) is to resolve short-term issues. If a member
needs ongoing assistance with behavioral health needs, the EAP clinician can conduct an assessment and
furnish referrals to appropriate treatment resources, such as those covered by the employee's health insurance
plan, or to community resources.

Many members accessing EAP services are not looking for or are not in need of psychotherapy. Members can
access services for a range of reasons. The most common presenting problem is marital and family concerns.
However, members also use EAP for problems in the workplace; stress, anxiety and sadness; alcohol and drug
dependency; grief and loss; and other emotional health concerns.

In addition, EAP offers eligible members and their family members an array of non-clinical services. EAP
experts provide telephonic guidance and referrals to help with financial and legal matters, identity theft
recovery, childcare, elder care, and pre-retirement planning.

EAP providers can refer members to the Health Net behavioral health provider network and, when needed,
coordinate care with the member's primary care physician (PCP) or participating physician group (PPG).
Clinical care managers are available to work with EAP providers on referrals to behavioral health providers and
programs.

Exclusions

Provider Type: Physicians |Hospitals | Participating Physician Groups (PPG) | Ancillary

The following are general exclusions that are not covered under the behavioral health program:

* Non-treatable disorders: Mental disorders or substance abuse conditions that Health Net
determines are not likely to improve with generally accepted methods of treatment or conditions
excluded from coverage.

+ State hospital treatment: Treatment or confinement in a state hospital are limited to treatment or
confinement as the result of an emergency or urgent care.
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» Non-standard therapies: Services that do not meet national standards for professional mental
health practice, such as Erhard/The Forum, primal therapy, bioenergetics therapy, crystal healing
therapy and therapies deemed experimental or investigational by medical policies.

» Psychological testing: Psychological testing for learning disabilities, academic difficulties, and
educational achievement testing are not covered. Testing for attention deficit hyperactivity disorder
(ADHD) as a single diagnosis, or not part of diagnostic clarification is also not a covered benefit.
Psychological testing must be conducted by a licensed psychologist or psychiatrist, and must be
medically necessary to diagnose or treat a mental health disorder.

» Prescription medications: Outpatient prescription medications or over-the-counter medications.
» Private-duty nursing: Private-duty nursing services in the home or in a hospital
* Insurance: Services for obtaining or maintaining insurance.
» Aversion therapy: Therapy intended to change behavior by inducing a dislike for the behavior
through association with a noxious stimulus.
» Treatment for co-dependency: Treatment for co-dependency services, unless they are provided for
a treatable mental disorder.
» Wilderness programs or therapeutic boarding schools not licensed as residential treatment centers.
» Non-participating providers: Services provided by mental health professionals or facilities not
contracting with Health Net, except in those cases where Health Net refers a member to a non-
participating provider or authorizes emergency or urgently needed care.
» Treatment by a relative: Treatment or consultation provided by the member's parents, siblings,
children, current or former spouse, or any adults who live in the member's household.
» Education and employment services: Services related to educational, vocational and professional
purposes, including:
o Treatment of learning disabilities, borderline intellectual functioning and mental retardation.
> Vocational rehabilitative education.
o Investigations required for employment.
> Education for maintaining employment or for professional certification.
o Education for personal or professional growth, development or training, including vocational
counseling.
> Academic education during residential treatment.
» Testing, screening or treatment for learning disabilities.
» Specialized treatment program for smoking cessation, weight reduction, obesity, stammering,
stuttering, or sexual addiction.

The following types of treatment, except when provided in connection with covered treatment for a behavioral
disorder or substance abuse condition:

» Treatment ordered by a court or treatment related to judicial/legal proceedings, including child
custody, driving under the influence (DUI), driving while intoxicated (DWI), divorce, or child/elder/
spousal abuse or neglect.

» Treatment of chronic pain.

» Treatment for co-dependency.

» Treatment for psychological stress.

» Relational problems, such as marital dysfunction, parent/child dysfunction, sibling dysfunction,
spousal abuse, and work-related conflicts.

» Problems of daily living, such as stress, work, unemployment, uncomplicated bereavement,
homelessness, poverty, phase of life, acculturation/discrimination, victim of crime/terrorism,
incarceration, religious/spirituality problems, unwanted or conflicted pregnancy, lifestyle conflicts,
and malingering.
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For additional list of exclusions, providers must refer to the member Evidence of Coverage (EOC).

General Guidelines for Referrals

Provider Type: Physicians |Hospitals | Participating Physician Groups (PPG) | Ancillary

The following situations warrant referring a member to a behavioral health provider:

Moderate to severe symptoms of depression that are not responding to treatment with first-line
antidepressant medications.

Suicidal ideation.

Schizophrenic disorders where Clozaril® or risperidone or similar psychopharmaceuticals are being
considered.

Bipolar disorder where lithium, valproic acid, carbamazepine, or similar psychopharmaceuticals
may be needed.

Eating disorders.

Psychological issues for outpatient referral, such as anxiety, phobias, stress, and depression.
Transition of care from psychological to medical facility, such as a skilled nursing facility (SNF), or
vice versa.

Member is inpatient and a behavioral health provider is consulted or behavioral health services are
ordered as part of the discharge plan.

Alcohol or other substance abuse or dependence that is not responsive to brief interventions to
reduce intake, motivational enhancement therapies and self-help programs, or those in need of
detoxification.

Transition from detoxification to medical bed.

Psychiatric consultation, psychological/neuropsychological testing or psychiatric evaluation
requested at a facility.

Catastrophic illness requiring behavioral health support.

Difficult placement due to medical and behavioral health problems.

Pain management with substance abuse issues.

Frequent emergency visits for behavioral health diagnoses or pain issues.

Autism spectrum disorder.

Behavioral Health Customer Service

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

Customer service is available 24 hours a day, seven days a week through the phone number listed on the back
of the member's identification (ID) card. The following services are available to members:

Claims inquiry

Clinical referral

Eligibility inquiry

Explanation of behavioral health benefits, including exclusions and limitations
Referral for crisis triage/evaluation and referral
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Obtaining Behavioral Health and Substance
Abuse Care

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

A member who needs a behavioral health referral may contact Health Net directly, without a referral from their
primary care physician (PCP) or participating physician group (PPG). Members should refer to their
identification card for the phone number. The member's PPG or employer group Employee Assistance Program
(EAP) counselor may also make the referral to behavioral health services advising the member to contact the
Member Services number listed on the back of the member’s ID card.

Member Services is available 24 hours a day, seven days a week. Licensed clinical care managers and
customer service representatives are always available for referrals, benefit inquiries and crisis intervention.

+ Crisis intervention: A clinical crisis is defined as when a member presents a situation involving
imminent danger to self or others, or suspected grave disability. A grave disability is when a
member demonstrates severely impaired judgment as a result of psychosis or other psychiatric
condition leading to inability to manage self-care safely. The clinical care manager is responsible for
assuring that the crisis evaluation is arranged and must make follow-up contact to confirm that the
emergency face-to-face evaluation was conducted and the disposition is in place according to
Health Net's accessibility and follow-up standards. Health Net has licensed behavioral health
clinicians available for phone crisis intervention, stabilization and referrals.

* Routine: If the situation is not defined as emergency or urgent, the customer service representative
assesses the member's needs, geographic area, benefit plan and scheduling requirements to
determine the type and location of providers available to meet those needs. The customer service
specialist then conducts a provider search and furnishes the member with several referrals from
which to choose. Member preferences and needs, such as gender, linguistic and cultural
experience, are seriously considered. After receiving referrals, the member calls providers directly
in order to schedule an appointment.

When medication or quality of care is in question, the clinical care manager may arrange for a second opinion
by another psychiatrist.

» Urgent: After assessing the situation, the clinical care manager either provides referral information
to the member or, as necessary, may assist with scheduling an appointment.

Out-of-Area Cases Involving an Acute
Medical Diagnosis

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

In cases where there is an acute medical diagnosis during inpatient psychiatric care and the member is out of
the service area, Health Net takes steps to transfer the member into the service area. The Plan's behavioral
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health case manager assists in coordinating the member's transfer and in connecting the behavioral health
provider with the member's primary care physician (PCP). The treating psychiatrist and the member's PCP
decide whether the member will be transferred and the level of the facility to which the member will be
transferred. The PCP is responsible for locating the medical facility for treatment of the acute medical
diagnosis.

Transition of Care

Provider Type: Participating Physician Groups (PPG)

New members who are currently under or anticipate receiving behavioral health care should be instructed by
their employer or participating physician group (PPG) to contact Health Net as soon as possible to ensure
continuity of care and a smooth transition into the behavioral health program.

Once notified, Health Net begins case management and assumes financial responsibility for the case as of the
effective date of the member's behavioral health care coverage or on the first day that Health Net is notified of
a case it has inherited and has approved ongoing care.

When a member is confined to a hospital on the effective date of the behavioral health care coverage and
remains hospitalized after the effective date of coverage, the original vendor is responsible for the member's
care until the member is discharged or moved to a lower level of care. At that point, Health Net assumes
responsibility.

All notification calls from the PPG are handled through Health Net's established intake procedures. The
decision either to transfer the member to a Health Net provider or initiate Health Net's out-of-network
authorization is based on established procedure.

Minor’s Consent to Mental Health Services

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

Members ages 12 or older can consent to mental health treatment or counseling without needing to meet
specific conditions. Additionally, mental health professionals can now consult with minors before involving their
parents or guardians if they believe it's inappropriate to do so.

Blood

Provider Type: Physicians | Participating Physician Groups (PPG)

Blood and blood plasma, and derivatives are covered.
This coverage includes all of the following:

1. Community blood

2. Designated donor blood

3. Autologous blood (including collection and storage, is covered only for a scheduled surgery that
has been authorized, even if the anticipated surgery is not performed)
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Blood factors are covered under the Specialty Drug tier under the pharmacy benefit.

Any participating provider can provide antihemophilic factors (for example, Factors VIl and 1X) for Food and
Drug Administration (FDA)-approved indications.

Chemotherapy

Provider Type: Physicians | Hospitals | sParticipating Physician Groups (PPG) | Ancillary

This section contains general member benefit information on chemotherapy.
Select any subject below:

* Overview
» Off-Label Use

Overview

Provider Type: Physicians | Ancillary | Participating Physician Groups (PPG)

Chemotherapy is covered when it is provided by a participating provider in an inpatient hospital setting, at the
participating physician group (PPG) or other outpatient setting, or in the member's home. Visits for treatment
are not considered office visits.

Health Net's capitated home infusion provider must be used for home chemotherapy services for Health Net
members. If a delegated PPG does not use the capitated home infusion provider to provide home
chemotherapy, the services are the PPG's responsibility.

Off-Label Use

Provider Type: Physicians | Ancillary | Participating Physician Groups (PPG)

Food and Drug Administration (FDA)-approved chemotherapy and oncology medications used for an off-label
malignancy or indication are covered if approved by the Health Net National Pharmacy and Therapeutics (P&T)
Committee or Medical Advisory Council (MAC), or if evidence is presented that the medication used in
treatment for a particular cancer is indicated under a professionally recognized standard of care. Providers may
contact their medical program manager (MPM) to determine whether the Health Net P&T or MAC approves a
chemotherapy or oncology medication.

Chiropractic

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary
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This section contains general member benefit information on chiropractic services.
Select any subject below:

» Coverage Explanation

Coverage Explanation

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

The following information does not apply to Individual Family Plan (IFP) members.

Chiropractic services for treatment of neuromusculosketetal disorders of the spine, neck and joints are a
covered benefit, under the member's medical plan through the participating physician group (PPG) or as
purchased by the employer group through American Specialty Health Plans, Inc. (ASH Plans) . ASH Plans is a
specialized health care service plan that provides and arranges for delivery of chiropractic services through a
network of ASH Plans-participating chiropractors. A referral from the PPG or primary care physician (PCP) is
not required. A member requesting chiropractic services should be referred to their employer group or the
Health Net Member Services Department .

Coverage Criteria

Chiropractic services provided through a member's PPG are subject to the applicable copayment for either the
specialist consultation or rehabilitation therapy, based on the diagnosis and procedure code. The member must
adhere to referral and authorization protocol through their PPG and PCP and chiropractic services are subject
to the medical benefits exclusions and limitations listed as in the Evidence of Coverage (EOC) or Certificate of
Insurance (COI).The PPG is financially responsible through capitation, if the PPG has financial risk under the
Division of Financial Responsibility (DOFR) for outpatient professional and/or rehabilitation services. X-ray
services are covered when prescribed by a participating chiropractor and performed by the PPG's participating
provider for verification of suspected tumors or fractures, not for routine care.

For plans with chiropractic coverage through ASH Plans, the member may self-refer to an ASH Plans-
participating chiropractor located in California for an initial examination and development of a treatment plan.
Subsequent visits are authorized by ASH Plans and the member is covered up to a maximum number of visits
as stated in the Schedule of Benefits or the EOC. Additional services in subsequent visits may include:

» Manipulations, adjustments, therapy, X-ray procedures, and laboratory tests in various
combinations

» Adjunctive therapy, as set forth in a treatment plan approved by ASH Plans, which may involve
therapies such as hot packs, cold packs, electrical muscle stimulation, and other therapies

Medically Necessary Services

Medically necessary chiropractic care is covered through the member's medical benefit in the same manner as
any other specialist care when determined medically appropriate for the member's condition and authorized by
the provider. The applicable specialist copayment applies.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Providers can refer to the member's Schedule of Benefits and Evidence of Coverage (EOC) for additional
information on copayments, benefit coverage, exclusions and limitations.

Exclusions and Limitations

Chiropractic care through the member's medical benefits is subject to the exclusions and limitations for medical
benefits listed in the member's EOC or COI. The following services or supplies are not covered:

+ Examinations or treatments for conditions other than those related to neuromusculoskeletal
disorders and physical therapy not associated with spinal, muscle or joint manipulation

» Laboratory services

 Surgical procedures

» Durable medical equipment (DME)

» Medications (prescription or non-prescription)

* Hypnotherapy, behavior training, sleep therapy, and weight programs

* Thermography

* MRI and any types of diagnostic radiology, other than X-rays

» Transportation costs, including local ambulance charges

» Education programs, non-medical self-care, self-help training, or any related diagnostic testing

» Vitamins, minerals, nutritional supplements, or other similar products

* Anesthesia

+ Chiropractic care that is investigatory or an unproven chiropractic service that does not meet
generally accepted and professionally recognized standards of practice in the chiropractic provider
community

» Charges for hospital confinement and related services

Chiropractic Appliances

The following information does not apply to Individual Family Plan (IFP) members.

Coverage is limited to employer group plans that include chiropractic care through American Specialty Health
Plans, Inc. (ASH Plans) and may be subject to the maximum allowable amount as listed in the member's
Evidence of Coverage (EOC) or Certificate of Insurance (COI). The following chiropractic appliances are
covered when prescribed by a participating chiropractor and approved by ASH Plans:

» Back support (thoracic)

+ Cervical collar

+ Cervical pillow

» Elbow support

* Heel lifts

» Home traction units (cervical, lumbar)
* Hot or cold packs

» Lumbar cushion

» Lumbar support and braces
* Orthotics

* Rib belts and supports

* Ankle and knee braces

» Wrist supports and braces

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Management Programs

The following information does not apply to Individual Family Plan (IFP) members.

American Specialty Health Plans, Inc. (ASH Plans) provides the following management programs for plans with
supplemental chiropractic coverage:

* Provider management - manages the quality, competence and availability of network providers

+ Utilization management - eliminates overuse and ensures the quality of chiropractic care

* Quality assurance management - identifies, evaluates and resolves problems that relate to access,
continuity, quality of care, use, and cost of services

+ Data management - provides comprehensive methods of collecting, evaluating and reporting data

+ Administrative management - provides administrative services to all ASH Plans programs

Coverage Explanation

Provider Type: Physicians | Participating Physician Groups (PPG)

The following information does not apply to Individual Family Plan (IFP) members.

Chiropractic services for treatment of neuromusculosketetal disorders of the spine, neck and joints are a
covered benefit, under the member's medical plan through the participating physician group (PPG) or as
purchased by the employer group through American Specialty Health Plans, Inc. (ASH Plans). ASH Plans is a
specialized health care service plan that provides and arranges for delivery of chiropractic services through a
network of ASH Plans-participating chiropractors. A referral from the PPG or primary care physician (PCP) is
not required. A member requesting chiropractic services should be referred to their employer group or the
Health Net Member Services Department.

Coverage Criteria

Chiropractic services provided through a member's PPG are subject to the applicable copayment for either the
specialist consultation or rehabilitation therapy, based on the diagnosis and procedure code. The member must
adhere to referral and authorization protocol through their PPG and PCP and chiropractic services are subject
to the medical benefits exclusions and limitations listed as in the Evidence of Coverage (EOC) or Certificate of
Insurance (COI).The PPG is financially responsible through capitation, if the PPG has financial risk under the
Division of Financial Responsibility (DOFR) for outpatient professional and/or rehabilitation services. X-ray
services are covered when prescribed by a participating chiropractor and performed by the PPG's participating
provider for verification of suspected tumors or fractures, not for routine care.

For plans with chiropractic coverage through ASH Plans, the member may self-refer to an ASH Plans-
participating chiropractor located in California for an initial examination and development of a treatment plan.
Subsequent visits are authorized by ASH Plans and the member is covered up to a maximum number of visits
as stated in the Schedule of Benefits or the EOC. Additional services in subsequent visits may include:

» Manipulations, adjustments, therapy, X-ray procedures, and laboratory tests in various
combinations

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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» Adjunctive therapy, as set forth in a treatment plan approved by ASH Plans, which may involve
therapies such as hot packs, cold packs, electrical muscle stimulation, and other therapies

Medically Necessary Services

Medically necessary chiropractic care is covered through the member's medical benefit in the same manner as
any other specialist care when determined medically appropriate for the member's condition and authorized by
the provider. The applicable specialist copayment applies.

Providers can refer to the member's Schedule of Benefits and Evidence of Coverage (EOC) for additional
information on copayments, benefit coverage, exclusions and limitations.

Exclusions and Limitations

Chiropractic care through the member's medical benefits is subject to the exclusions and limitations for medical
benefits listed in the member's EOC or COI. The following services or supplies are not covered:

» Examinations or treatments for conditions other than those related to neuromusculoskeletal
disorders and physical therapy not associated with spinal, muscle or joint manipulation

» Laboratory services

 Surgical procedures

* Durable medical equipment (DME)

» Medications (prescription or non-prescription)

* Hypnotherapy, behavior training, sleep therapy, and weight programs

* Thermography

* MRI and any types of diagnostic radiology, other than X-rays

» Transportation costs, including local ambulance charges

+ Education programs, non-medical self-care, self-help training, or any related diagnostic testing

* Vitamins, minerals, nutritional supplements, or other similar products

* Anesthesia

+ Chiropractic care that is investigatory or an unproven chiropractic service that does not meet
generally accepted and professionally recognized standards of practice in the chiropractic provider
community

» Charges for hospital confinement and related services

Chiropractic Appliances

The following information does not apply to Individual Family Plan (IFP) members.

Coverage is limited to employer group plans that include chiropractic care through American Specialty Health
Plans, Inc. (ASH Plans) and may be subject to the maximum allowable amount as listed in the member's
Evidence of Coverage (EOC) or Certificate of Insurance (COI). The following chiropractic appliances are
covered when prescribed by a participating chiropractor and approved by ASH Plans:

» Back support (thoracic)
» Cervical collar
+ Cervical pillow

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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» Elbow support

* Heel lifts

» Home traction units (cervical, lumbar)
* Hot or cold packs

» Lumbar cushion

* Lumbar support and braces

* Orthotics

* Rib belts and supports

* Ankle and knee braces

» Wrist supports and braces

13 1.

o

Management Programs

The following information does not apply to Individual Family Plan (IFP) members.

American Specialty Health Plans, Inc. (ASH Plans) provides the following management programs for plans with
supplemental chiropractic coverage:

» Provider management - manages the quality, competence and availability of network providers

+ Utilization management - eliminates overuse and ensures the quality of chiropractic care

* Quality assurance management - identifies, evaluates and resolves problems that relate to access,
continuity, quality of care, use, and cost of services

« Data management - provides comprehensive methods of collecting, evaluating and reporting data

» Administrative management - provides administrative services to all ASH Plans programs

Clinical Trials

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general member benefit information for clinical trials services.
Select any subject below:

» Coverage Explanation

Coverage Explanation

Provider Type: Physicians |Hospitals | Participating Physician Groups (PPG) | Ancillary

Health plans or delegated participating physician groups (PPGs) must cover all medically necessary routine
patient care costs related to a clinical trial for a member who has been accepted for participation in a nationally
recognized phase |, II, 1, or IV clinical trial. The member must also be diagnosed with cancer or other life-
threatening disease or condition, or their physician otherwise recommended participation in the clinical trial.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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The Health Net prior authorization letter for an approved clinical trial identifies items and services that are
considered part of the clinical trial to the extent they are known at the time of initial review. These items and
services are covered by the study entity. For HMO plans, the initial and any follow-up authorizations also
specify which foreseeable items are routine services and costs that the member must obtain in-network, unless
the member's PPG authorizes the services to be rendered out-of-network.

Services rendered as part of an approved clinical trial may be provided by Health Net-participating providers or
non-participating providers when the protocol for the trial is not available through a participating provider. The
provider's recommendation for participation must be based on a determination that participation in the clinical
trial has a "meaningful potential to benefit the member." Members participating in approved clinical trials must
continue to obtain primary and specialty health care services from or through their primary care physicians
(PCPs). Authorization requirements that would apply to services if they were not performed in relation to a
clinical trial continue to apply to routine services provided in relation to a clinical trial. PPGs and PCPs should
authorize the services of, and refer members to, in-network providers whenever it is medically appropriate.
Copayments and deductibles for routine services provided in relation to a clinical trial are the same as for
services that are not provided in a clinical trial.

Members are eligible for participation in clinical trials if they meet the trial protocol. These trials are for
treatment with a medication that is exempt from federal regulation in relation to a new medication application,
or is approved or funded by one of the following:

» Agency for Healthcare Research and Quality (AHRQ).

» Centers for Disease Control and Prevention (CDC).

* Centers for Medicare & Medicaid Services (CMS).

» National Institutes of Health (NIH).

* Food and Drug Administration (FDA) as an investigational new medication application.

» A cooperative group or center for any of the entities described in clauses (i) to (iv) above, inclusive,
the United States Department of Defense (DOD), the Department of Veterans Affairs (VA) or the
Department of Energy..

* Qualified non-governmental research entity identified in the guidelines issued by NIH and meets
criteria established by the NIH for grant eligibility.

Providers must provide the treatment or conduct the study within their scope of practice, experience and
training. They must also agree to accept reimbursement as payment in full from Health Net at Health Net-
established rates that is not more than the level of reimbursement for other similar services provided by
participating providers.

Refer to definition of clinical trials for more information.

Exclusions

Coverage for approved clinical trials does not include health care services that would not normally be covered
and are provided only as a result of a member's participation in the clinical trial. Coverage for clinical trials does
not include:

» Medications or devices not approved by the Food and Drug Administration (FDA)

» Travel, housing, companion expenses, and other non-clinical expenses

* |tems or services used solely for data collection and analysis. Health Net does not cover imaging or
lab tests beyond those reasonably necessary for routine care

» Health care services customarily provided free of charge by the research sponsors of the clinical
trial

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Any medication, item, device, or service that is specifically excluded from coverage under the
medical plan

* Any investigation medication or device provided in a phase | clinical trial

» Any costs for managing the research of the clinical trial

+ Treatment or services outside California are not covered if the clinical trial is offered in California

* Any service that is clearly inconsistent with widely accepted and established standards of care for a
particular diagnosis

Health plans are not required to provide benefits for routine patient care services provided outside of the plan's
provider network unless out-of-network benefits are otherwise provided by the plan.

When a referral to a non-participating provider is necessary because a clinical trial is not available through a
participating provider, Health Net or the PPG may condition the referral to the nonparticipating provider on its
acceptance of a negotiated rate that Health Net or the PPG would otherwise pay to a participating provider for
the same services, less any applicable copayments and deductibles or for the clinical trial to work with the PPG
to have the routine services done within the network.

Qualified Individual

A Health Net member in a group or individual health plan who meets the following criteria is considered a
qualified individual for a clinical trial:

» Diagnosis of cancer or other life-threatening disease or condition, or otherwise eligible to participate
in an approved clinical trial according to the trial protocol

* Member or member's provider supplies medical and scientific documentation establishing that the
member's participation in such a trial would be appropriate based upon them meeting the
guidelines and eligibility criteria

Routine Patient Care Cost

By state and federal law, payment for routine patient care costs associated with participation in the approved
clinical trial must be provided under the member's medical plan. This means that if the medical plan covers a
medication, item, device, or service for care not related to participation in the approved clinical trial, then the
charges for the same care related to participation in the approved clinical trial must be covered. Some
examples of routine patient care costs that might be covered include:

» Physician consultations

* Medications

» Radiological or diagnostic testing services

* Inpatient care

+ Services required for the provision of the medication, device or medical treatment being tested in
the clinical trial

+ Clinically appropriate monitoring of the effects of the medication, device or treatment being tested

* Any reasonable and necessary care for the prevention of complications

Utilization Management Process

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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PPGs or directly contracting physicians should use the following process when requesting that Health Net
provide prior authorization for a Health Net member to participate in an approved clinical trial:

» Request a copy of the clinical protocol summary sheet and other pertinent documents

+ |dentify the sponsor of the clinical trial

» Confirm that the medications or service being evaluated meet the criteria established in the
legislation

* Require documentation by the treating physician that the trial may have therapeutic benefit for the
member

» Obtain a copy of the member's informed consent

+ Submit the completed prior authorization request to Health Net as an urgent review request

All prior authorization requests for clinical trials are considered urgent prior authorization requests, unless
otherwise noted.

When Health Net receives a direct communication from a provider requesting authorization to allow a member
to participate in an approved clinical trial, Health Net alerts the PPG of such request in order to better ensure
that the member is appropriately case managed.

Cosmetic and Reconstructive Surgery

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general member benefit information on cosmetic and reconstructive surgery.
Select any subject below:

* Overview
» Breast Cancer Reconstructive Surgery
» Cleft Palate Diagnoses

Overview

Provider Type: Physicians | Participating Physician Groups (PPG)

Reconstructive surgery is covered by all plans. Reconstructive surgery is defined as surgery performed to
correct or repair abnormal structures of the body caused by congenital defects, developmental abnormalities,
trauma, infection, tumors, or disease, to do either of the following:

* Improve function
+ Create a normal appearance to the extent possible

Cosmetic surgery is defined as surgery that is performed to alter or reshape normal structures of the body to
improve appearance. Health Net does not cover cosmetic surgery. For Medicare Advantage (MA) members,
Medicare generally does not cover cosmetic surgery unless it is needed due to accidental injury or to improve
the function of a malformed part of the body. Medicare covers breast reconstruction if the member has had a
mastectomy due to breast cancer.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Prior authorization for reconstructive surgery procedures, services and evaluations may be required. Providers
should refer to the applicable prior authorization requirements under the Prior Authorization section for more
information. Upon review, requests may be denied in any of the following situations:

» Denial of the proposed surgery if there is another more appropriate surgical procedure that is
approved for the member
+ Denial of the proposed surgery or surgeries if the procedure or procedures, in accordance with the
standard of care as practiced by physicians specializing in reconstructive surgery, offer only
minimal improvement in the member's appearance
o The determination of whether a surgery will produce only minimal improvement should be
based upon the standard of care, as practiced by physicians specializing in reconstructive
surgery or other licensed physicians competent to evaluate the specific clinical issues
involved in the care rendered
+ Denial of payment for procedures performed without prior authorization
» For services provided by the Medi-Cal program (Chapter 7 (commencing with Section 14000), Part
3 of Division 9 of the Welfare and Institutions Code), denial of the proposed surgery if the
procedure offers only a minimal improvement in the appearance of the member, as may be defined
in any regulations that may be promulgated by the California Department of Health Care Services
(DHCS)

Participating physician groups (PPGs) or attending physicians can refer to the Reconstructive Surgery Decision
Tree (PDF) for guidance in making decisions about reconstructive surgery cases.

Breast Cancer Reconstructive Surgery

Provider Type: Physicians | Participating Physician Groups (PPG)

Mastectomy is defined as the removal of all or part of the breast for medically necessary reasons, as
determined by a licensed physician and surgeon. Partial removal of a breast includes, but is not limited to,
lumpectomy, which includes surgical removal of the tumor with clear margins. Complications from a
mastectomy are covered, including lymphedema. Lymphedema sleeves and gloves are covered as prosthetic
devices.

Treatment for breast cancer includes coverage of prosthetic devices or reconstructive surgery to restore and
achieve symmetry for the member incident to a mastectomy. Coverage for prosthetic devices and
reconstructive surgery is subject to copayment, or deductible and coinsurance conditions, that are applicable to
the mastectomy and all other terms and conditions applicable to other benefits.

In addition to coverage of prosthetic devices and reconstructive surgery for the diseased breast on which the
mastectomy was performed, prosthetic devices and reconstructive surgery for the healthy breast are also
covered when necessary to achieve normal symmetrical appearance.

A subsequent request for additional surgery to change the previously achieved symmetry is considered
cosmetic unless the subsequent surgery is medically necessary or is being performed again to achieve
symmetry after subsequent surgery has been performed on the diseased breast. Such cosmetic surgery is not
a covered benefit.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Cleft Palate Diagnoses

Provider Type: Physicians | Hospitals| Participating Physician Groups (PPG)

Health Net covers medically necessary dental or orthodontic services that are an integral part of cleft palate
reconstruction. Cleft palate may also include, cleft lip or other craniofacial anomalies associated with cleft
palate.

To the extent that Medi-Cal members who require medically necessary dental or orthodontic services are
determined eligible for the California Children's Services (CCS) program, these services are provided by CCS.

Prior authorization for cleft palate reconstruction, including dental and orthodontic services, is required for all
HMO, EPO, Point of Service (POS), and PPO products.

Dental Services

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general member benefit information on dental screening and services.
Select any subject below:

* Overview
* FEHB Program
* General Anesthesia Coverage and Exclusions

Overview

Provider Type: Physicians | Participating Physician Groups (PPG) (does not apply to HSP)

Some Medicare Advantage members have basic and/or restorative dental coverage. For a comprehensive list
of covered dental services for these members, refer to the member's Evidence of Coverage (EOC) or Schedule
of Benefits. Although Dental Benefit Providers (DBP) administers the dental benefit for many Wellcare By
Health Net plans, the vendor that administers the dental benefit is plan-specific.

When a member is hospitalized for non-covered dental treatment only, neither the professional services of the

dentist nor the inpatient hospital services are covered. However, if a member is hospitalized for a non-covered

dental procedure and hospitalization is required to ensure proper medical management, control or treatment of
a non-dental impairment, the inpatient hospital services are covered. An example is a member with a history of
repeated heart attacks who is hospitalized in order to undergo extensive dental treatment.

General anesthesia and associated facility services are covered when the clinical status or underlying medical
condition of the member requires that an ordinarily non-covered dental service normally treated in the dentist's
office without general anesthesia must instead be treated in a hospital or outpatient surgical center.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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For questions pertaining Medicare coverage and dental services, contact the Health Net Medicare Member
Services Department.

Coverage Explanation

If a member is hospitalized for a non-covered dental procedure and hospitalization is required to ensure proper
medical management, control or treatment of a non-dental impairment, inpatient hospital services are covered.
An example is a member with a history of repeated heart attacks who is hospitalized in order to undergo
extensive dental treatment.

Immediate emergency treatment to the natural teeth as a result of an accidental injury is covered (damage to
the teeth while chewing is not considered an accidental injury). Coverage of follow-up care to the natural teeth
is limited to emergency treatment required following the injury. Crowns, inlays and onlays, teeth replacements,
dental implants, and endodontic services are not covered.

The services listed below for disorders of the temporomandibular joint (TMJ) are covered:

+ Surgical procedures to correct abnormally positioned or improperly developed bones of the upper
or lower jaw if the services are medically necessary due to recent injury, the existence of cysts,
tumors or neoplasms, or a currently evidenced objective functional disorder

+ Surgical procedures and oral splint or oral appliance to correct disorder to the TMJ, if medically
necessary

Unless specified in the member's Evidence of Coverage (EOC) or Schedule of Benefits, as described below,
the following appliances are not covered for the treatment of TMJ:

» Crowns

* Inlays

* Onlays

» Dental implants

» Bridgework (to treat dental conditions related to TMJ disorders)
» Braces and any other orthodontic services

DENTAL SERVICES FOR D-SNP MEMBERS

Managed care plans coordinating Medicare and Medi-Cal benefits expanded to members who are eligible for
both programs. These members are Wellcare By Health Net Dual Special Needs Plan (D-SNP) members.

Wellcare By Health Net D-SNP members have additional dental benefits not covered by the Medi-Cal dental
program. The additional dental benefits with Wellcare by Health Net D-SNP plan are offered by Delta Dental.

Wellcare by Health Net D-SNP dental benefits work in addition to the Medi-Cal dental coverage. Medi-Cal
dental covers initial examinations, X-rays, cleanings and fluoride treatments, restorations and crowns, root
canal therapy, and partial and complete dentures adjustments, repairs, and relines. For more information, refer
to Smile California.

Wellcare by Health Net D-SNP members must obtain all D-SNP covered dental care from the Delta Dental
network.

For more information about additional dental benefits for Wellcare by Health Net D-SNP members, contact
Delta Dental.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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FEHB Program

Provider Type: Physicians | Participating Physician Groups (PPG)

The following information does not apply to Individual Family Plan (IFP) members.

Restorative services and supplies necessary to repair promptly, but not replace, sound natural teeth are
covered only for members who are federal employees. The need for these services must result from an
accidental injury, not including biting or chewing. Additionally, examinations and treatment of the gingival
tissues (gums) when performed for the diagnosis or treatment of tumors are covered. A dental and emergency
room copayment may apply to these services or exams.

Members who are federal employees may refer to their Federal Employee Health Benefits Program (FEHBP)
brochure for information on copayment for the services described above and coverage descriptions.

General Anesthesia Coverage and
Exclusions

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

General Anesthesia Coverage

Health Net does not cover any charges for the dental procedure itself, including the professional fee of the
dentist or any other provider.

However, general anesthesia and associated facility charges for non-covered dental care rendered in a hospital
or surgery setting are covered if under one or more of the following circumstances:

* Members are under age seven

* Members are developmentally disabled, regardless of age

* Members' health is compromised and for whom general anesthesia is medically necessary,
regardless of age

Health Net provides coverage if the services are rendered in a Health Net participating facility. Prior

authorization is required. Refer to the Prior Authorization section for more information regarding prior
authorization procedures.

General Anesthesia Exclusions

Health Net does not cover any charges for the dental procedure itself, including the professional fee of the
dentist or any other provider for administration of anesthesia.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Dialysis

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general member benefit information on dialysis.
Select any subject below:

+ Overview
» Submission of Claims

Overview

Provider Type: Physicians | Participating Physician Groups (PPG) | Ancillary

Dialysis services are covered on all plans. Refer to the specific plan chart in the Schedule of Benefits.

Out-of-Area Dialysis

If an end-stage renal disease (ESRD) member receiving dialysis informs their participating physician group
(PPG) or physician of an intention to travel within the United States, making it impossible for the member to use
the customary in-area services or facilities, the PPG or Health Net will:

+ Authorize dialysis services by other providers

+ Arrange for the services to be performed by providers in the member's temporary location

* Inform the member it may be necessary to change the type of setting in which dialysis is performed,
because local circumstances may not allow the same type of setting to be used

» Authorize the services for the length of the planned trip

* Inform the member in writing about the details of what has been authorized and state, if travel plans
change and additional time is needed, the member must inform the PPG or Health Net. If the
member extends the duration of the trip and informs the PPG or Health Net, a one-time
modification of the authorization is made to cover the additional time period

Costs are borne in the same manner as if the member received the services within their service area. Non-
emergency dialysis received out of the United States is not a covered service.

Refer to the plan charts in the Schedule of Benefits for specific plan information.
Out-of-Country Dialysis

Non-emergency dialysis received out of the United States is not a covered service, which includes all
outpatient dialysis received by members presently diagnosed with ESRD and already receiving dialysis
services.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Submission of Claims

Provider Type: Participating Physician Groups (PPG)

Health Net prefers that participating physician groups (PPGs) submit claims electronically. Providers must
specify the following information on the claim:

* Hemodialysis and the description relating to the RBRVS/CPT code
* The first date of treatment

Durable Medical Equipment

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general member benefit information on durable medical equipment.
Select any subject below:

* Overview

* Criteria for Apria Capitation
» Exclusions and Limitations
* Orthotics

» Service Providers

» Claims Submission

Overview

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

Durable medical equipment (DME) is an essential component of standard medical treatment for the member's
exclusive use. It is prescribed or authorized by the participating physician as a treatment for illness, disease or
injury. DME serves a medical purpose, withstands repeated use and fulfills basic medical needs, as opposed to
satisfying personal preferences regarding style and range of capabilities.

Ownership of DME ltems

DME items may be rented or purchased. If rental is more expensive than purchase for long-term use, purchase
is recommended. Health Net follows Medicare guidelines for ownership of DME items, which state members
who rent certain types of DME own the equipment after paying copayments for the item for 13 months. There
are other types of DME that members will own after paying copayments for the item for a specified number of
months. There are also certain types of DME for which members will not acquire ownership no matter how
many payments they make for the item while a Health Net member. A member's previous payments towards a

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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DME item when they had Original Medicare (Part A and Part B) do not count towards payments made while a
member of a Health Net plan.

Repairs

Repairs to equipment a member has purchased or already owns prior to Health Net membership are covered
when necessary to make the equipment serviceable. Repairs to equipment purchased under Health Net
coverage are also covered. Repair or replacement due to misuse or loss is not covered.

Apria Healthcare is the exclusive provider for DME services for membership capitated to Apria. Membership
not included under DME capitation should still be referred to Apria as they are the preferred vendor for DME.
Diabetic supplies (chemstrips and lancets) are also considered DME items for Health Net members.

Capitation is applicable to certain membership assigned to select participating physician groups (PPGs) only.
The Division of Financial Responsibility (DOFR) allows a PPG to participate in DME capitation. If DME is
Health Net or shared-risk, and is part of Health Net's current capitation agreement with Apria Healthcare, Inc.
and E-Medical Supplies, a referral to Apria or E-Medical Supplies does not require authorization from Health
Net or the PPG. Refer to the member's Evidence of Coverage (EOC) for plan-specific information.

Criteria for Apria Capitation

Provider Type: Participating Physician Groups (PPG) | Hospitals | Ancillary

Medically necessary durable medical equipment (DME) is covered under all health plans. Refer to the
Schedule of Benefits and Summary of Benefits and the member's Certificate of Insurance or Evidence of
Coverage (EOC) as applicable to determine exclusions and limitations. It must be ordered or approved through
the participating physician group (PPG) or Health Net in accordance with policies established by the PPG,
Health Net and Medicare.

Covered DME and home respiratory services provided to fee-for-service (FFS) members or members affiliated
with a shared-risk participating physician group (PPG) must be obtained through Apria, Health Net's preferred
provider for most DME items. Specifically, shared-risk members are capitated to Apria, and shared-risk PPGs
should utilize Apria or they will be liable for claims payments.

Apria services include, but are not limited to:

» Comprehensive continuous positive airway pressure (CPAP) services
+ DME

» Enteral nutrition therapy

* Home oxygen equipment

* Negative pressure wound therapy

To access a complete list of all therapies and services provided by Apria, providers may log in to Apria's
website at www.apria.com.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Exclusions and Limitations

Provider Type: Physicians | Ancillary | Participating Physician Groups (PPG)

Durable medical equipment (DME) is a covered benefit on all health plans. Refer to the Schedule of Benefits
and coverage documents to determine exclusions and limitations, as applicable. Additional non-covered items
are:

» Disposable supplies for home use

» Exercise or hygienic equipment, including shower chairs and bath tub lifts

» Corrective appliances (except casts, splints, and surgical dressings)

» Support appliances and such supplies as stockings, arch supports, foot orthotics (except when it is
a foot orthotic that has been incorporated into a cast, brace or strapping of the foot or sleeves and
gloves for lymphedema), and corrective shoes and devices unless member has a rider for custom
footwear or is a diabetic

» Comfort items for example, diapers, incontinent pads, pillows, beds

» Contact or corrective lenses (except an implanted lens that replaces the organic eye lens) and
eyeglasses (unless specifically provided elsewhere in the subscriber's Evidence of Coverage
(EOC)

+ Jacuzzi or whirlpool

» Fully electric beds

» More than one device for the same part of the body or more than one piece of equipment that
serves the same function

* Running or sport devices, and other devices considered lightweight, when not medically necessary

» Consultations of an environmental engineer, air conditioners, humidifiers not used as part of DME
equipment, dehumidifiers, purifiers, pillows, Jacuzzis, saunas, exercise equipment and bicycles,
and elevators

* Replacement of lost devices

Orthotics

Provider Type: Physicians (does not apply to CMC) | Ancillary| Participating Physician Groups (PPG)
(does not apply to HSP)

Orthotics are rigid or semi-rigid device affixed to the body externally and required to support or correct a defect
of form or function of a permanently inoperative or malfunctioning body part or to restrict motion in a diseased
or injured part of the body. Orthotic items are covered through the durable medical equipment (DME) option.

Orthotic items that can be purchased over the counter are not covered. Foot orthotics, except when
incorporated into a cast, brace, or strapping of the foot, are not covered, unless an employer has specifically
purchased this coverage.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Claims Submission

Provider Type: Participating Physician Groups (PPG) | Ancillary

The following is applicable to shared-risk participating physician groups (PPGs) or when Health Net is at risk.
Claims for durable medical equipment (DME) must include the following information:

» A copy of the bill for each item attached to the completed claim form

» "EQUIP" written in the procedure column

» Name of the equipment written in the description column (more than one line may be used)
» Reference to the authorization number, when indicated

Service Providers

Provider Type: Physicians | Ancillary | Participating Physician Groups (PPG)

Durable medical equipment (DME) is paid for in accordance with the Provider Participation Agreement (PPA).
Fee-for-service (FFS) providers may be directed to any participating Health Net DME provider, including Apria
Healthcare, Inc. Custom rehabilitation equipment services are obtained through the following organizations:

* Custom Rehab Network

* National Seating & Mobility
* Hoveround, Inc.

* ATG Rehab Specialists, Inc.

For insulin pumps and supplies, contact Animas Diabetes Care, LLC, MiniMed, Inc., Roche, or Tandem
Diabetes.

Orthotics and prosthetics can be obtained from any Health Net participating provider, such as Linkia, LLC.
Refer to the PPA to determine financial responsibility.

Essential Health Benefits

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

Health Net provides coverage consistent with the Essential Health Benefits (EHBs) coverage requirement in
accordance with the Affordable Care Act (ACA). EHBs include items and services that fall into at least the
following categories:

* Ambulatory patient services

» Emergency services

* Hospitalization

» Maternity and newborn care

* Mental health and substance use disorder services, including behavioral health treatment

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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» Prescription medications

* Rehabilitative and habilitative services and devices

» Laboratory services

* Preventive and wellness services, and chronic disease management
+ Pediatric services, including dental and vision care

Actual EHB services vary by state, as each state may define EHB in accordance with its state benchmark plan.
Plans subject to the EHB requirement must provide benefits that are equal to or greater than the state
benchmark plan's benefits. Annual dollar limits on EHB are prohibited. Additional information regarding state
benchmark plans is available on the Center for Consumer Information and Insurance Oversight (CCIIO)
website at www.cms.gov/cciio/index.html.

Family Planning

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

This section contains general member benefit information on family planning services.
Select any subject below:

* Overview
* Infertility Treatment

Overview

Provider Type: Physicians | Ancillary | Participating Physician Groups (PPG) (does not apply to HSP)

Family planning services are covered by all Health Net plans, subject to scheduled member cost-share
amounts including deductibles, copayments and coinsurance. The following are generally covered:

» Counseling by a physician to determine the number and spacing of the member's children through
effective methods of birth control.

+ Fitting, insertion and removal of implantable birth control devices, cervical caps, diaphragms, and
intrauterine devices (IUDs).

+ Sterilization for males and females and termination of pregnancy (abortions) are also covered.
Refer to the Schedule of Benefits and the member's Evidence of Coverage (EOC) for coverage
information and applicable copayments.

Contraceptive Devices

Health plans are required to cover up to a 12-month supply of U.S. Food and Drug Administration (FDA)-
approved, self-administered hormonal contraceptives, such as the ring, the patch and oral contraceptives,
when dispensed at one time. This is pursuant to a valid prescription that specifies an initial quantity followed by
periodic refills and when the annual supply is requested by the enrollee.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Contraceptive coverage under the member's medical plan includes injectable contraceptives, Depo Provera

and Depo-SubQ Provera 104%. Depo Provera and Depo-SubQ Provera 104 is covered as all other injectables.
Refer to the Schedule of Benefits and the member's EOC for coverage information and applicable copayments.

®

Contraceptive coverage through the member's prescription medication coverage includes oral contraceptives,
diaphragms, cervical caps, contraceptive patches, the contraceptive ring, and women's over-the-counter
contraceptive products. Not all members have prescription medication coverage. Typically, coverage is still
required, even if a member does not have prescription medication coverage. The fitting and insertion of
contraceptive devices are covered under the medical plan.

If the member's physician determines that none of the contraceptive methods specified in the member's EOC
are medically appropriate for the member based on the member's medical or personal history, another
prescription contraceptive method approved by the Food and Drug Administration (FDA) and prescribed by the
member's physician is covered. Devices or medications covered under the prescription medication benefit are
only covered for members who have a prescription medication benefit.

The Schedule of Benefits plan chart or the prescription medication benefit coverage listed in the member's
EOC indicates which contraceptive devices are covered and the applicable member cost-share amount. If a
member cost-share is required, it is applied toward the member's out-of-pocket maximum (OOPM).

Intrauterine Devices

Types of IUDs include ParaGard® Copper T 380A and Mirena®. The fitting, insertion and removal of an IUD are
covered.

Exclusions and Limitations

The following are exclusions and limitations on family planning coverage:

+ Artificial conception (impregnation or fertilization) involving the harvesting or manipulation (physical,
chemical or by any other means) of the human ovum, such as ovum transfer or in vitro fertilization
(IVF), gamete intrafallopian transfer (GIFT), and zygote intrafallopian transfer (ZIFT) are not
covered.

» A search for a sperm or ovum donor is not covered.

+ Collection of sperm and ova is not covered.

» Purchase and storage of sperm or ova are usually not covered. Refer to Health Net's Medical
Policies > Assisted Reproductive Technology.

» Reversal of sterilization is not covered under most plans.

Refer to the Schedule of Benefits or member's EOC for exceptions.

Infertility Treatment

Provider Type: Physicians | Ancillary | Participating Physician Groups (PPG)

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Some plans cover specific infertility services as referenced in the member's Evidence of Coverage (EOC) or
Certificate of Insurance (COIl). Before beginning infertility treatment, the member's treating practitioner must
establish a treatment plan. Refer to the Schedule of Benefits for specific information concerning plans that
cover gamete intrafallopian transfer (GIFT). If these benefits have not been purchased, Health Net must notify
the member in writing of coverage limitations.

If a member has not conceived in a particular treatment plan, the member's treating practitioner should re-
evaluate the plan and change the therapy. If the member is still unsuccessful, advanced treatment under the
guidance of a reproduction endocrinologist or fertility specialist should be considered. The treatments below are
covered when the following specified conditions are met:

+ Artificial insemination (Al), intrauterine insemination (1Ul), GIFT and sperm washing - Covered
when used in treatment of infertility (ovulation sticks are not covered)

» IVF/ZIFT - Only certain plans cover IVF or ZIFT. Refer to the Schedule of Benefits for specific plan
information

Refer to the Schedule of Benefits (SOB) for availability of infertility treatment; this is also referenced within the
member's Evidence of Coverage. The treatment used for each infertile member may be different and should be
individualized based on medical indications. Most Health Net plans subject infertility services to a 50 percent
copayment. The copayment amount is based on the percent copayment multiplied by the average wholesale
price or the actual cost of the injected substance, whichever is less.

The required copayments for infertility procedures may or may not apply to the out-of-pocket maximum
(OOPM). Refer to the Introduction pages of the Schedule of Benefits for a list of exception groups.

GIFT is covered when:

* Plan covers standard infertility treatments/benefits
» GIFT procedure is medically indicated
» GIFT is performed by a reproductive endocrinologist or fertility specialist

Infertility Treatment (Ancillary and PPGs only)

Diagnosis of infertility may be appropriate for members who have not yet gone through menopause and have
any of the following:

+ The member has had coitus relations on a recurring basis for one year or more without use of
contraception or other birth control methods which has not resulted in a pregnancy, or when a
pregnancy did occur, a live birth was not achieved.

* The member does not have coitus with a male partner.

» Alicensed physician's determination of infertility, based on the member's medical, sexual, and
reproductive history, age, physical findings, diagnostic testing, or any combination of those factors.

Infertility services is an optional benefit in employer group plans. When Health Net plans cover infertility
treatment, coverage includes procedures consistent with established medical practices in the treatment of
infertility by licensed physicians and surgeons including but not limited to diagnosis, diagnostic tests,
medication, surgery, artificial insemination (Al), intrauterine insemination (IUl) and gamete intrafallopian transfer
(GIFT). Some custom employer group plans include coverage of advanced reproductive technologies (ART), in
vitro fertilization (IVF) and zygote intrafallopian transfer (ZIFT). Refer to the Schedule of Benefits and Evidence
of Coverage (EOC) or Certificate of Insurance (COIl) for coverage information and applicable copayments.
Before beginning infertility treatment, the member's treating provider must establish a treatment plan.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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If a member has not conceived in a particular treatment plan, the member's treating provider should re-evaluate
the plan and change the therapy. If the member is still unsuccessful, advanced treatment under the guidance of
a reproductive endocrinologist or fertility specialist should be considered. The number of cycles, or a dollar
amount limit of a particular treatment plan and assistive reproductive technologies, may be limited under the
member's plan. Consult the member's evidence of coverage. The standard and advanced treatments below are
covered when the specified conditions are met.

Standard Infertility Treatments

Intrauterine insemination may be performed using either the partner's sperm or donor sperm.
Donation, storage and banking of member or donor sperm are not covered.
GIFT is covered when:

* Plan covers standard infertility treatments/benefits
» GIFT procedure is medically indicated
» GIFT is performed by a reproductive endocrinologist or fertility specialist licensed in the field

The required copayment for infertility procedures may or may not apply to the out-of-pocket maximum (OOPM),
Refer to the introduction of the Schedule of Benefits for a list of exception groups.

Advanced Infertility Treatments

Assisted reproductive technologies (ART), IVF and ZIFT are advanced infertility treatment procedures.

For plans that cover ART, but limit the services to dollar limits, or a specified number of cycles per lifetime, ART
is defined as:

« All office visits, procedures, blood work, and ultrasounds performed in preparation for oocyte
retrieval

» Retrieval of the oocyte itself

* Culture and fertilization of the oocyte

* Embryo transfer

A cycle is counted toward the lifetime maximum once the member has had her oocytes retrieved, whether or
not there is fertilization of the oocyte.

Before a member is eligible for ART coverage, alternate treatments must be attempted without success. The
treatment used for each infertile member may be different and should be individualized based on medical
indications. Most Health Net plans subject infertility services to a 50 percent copayment. The copayment
amount is based on the percent copayment multiplied by the average wholesale price or the actual cost of the
injected substance, whichever is less.

The required copayments for infertility procedures may or may not apply to the out-of-pocket maximum
(OOPM). Refer to the Introduction of the Schedule of Benefits for a list of exception groups.

Exclusions and Limitations

General infertility services that are not covered include:

» Ovulation kits
» Partner's diagnosis and treatment if the partner is not covered by Health Net

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Benefits for reversal of voluntary sterilization unless otherwise stated by the member's EOC or COI
Infertility treatment needed as a result of prior voluntary sterilization

Donation, storage and banking of member or donor sperm or ova for future use

Unless otherwise stated in the EOC or COl, the testing, storage and transport fees or any other
charges incurred

Sperm washing when used in preparation for a non-covered procedure

Surrogacy or gestational carriers unless the surrogate is a Health Net member who has been
diagnosed with infertility. When compensation is obtained for the surrogacy, Health Net or the
participating provider may have a lien on such compensation to recover its medical expense
Gender selection

Donor eggs for women with genetic oocyte defects

Donor sperm for men with genetic sperm defects

Genetic engineering

Co-culture of embryos

General Benefit Exclusions and Limitations

Provider Type: Physicians | Participating Physician Groups (PPG) (does not apply to HSP) |

Hospi

tals | Ancillary

Limitations to Health Net's coverage are described below. In addition, services or supplies that are excluded

from c

overage in the Evidence of Coverage (EOC), exceed limitations, are follow-up care to EOC exclusions,

or which are related in any way to EOC exclusions or limitations, are not covered.

Blood - Services and supplies for the collection, preservation and storage of umbilical cord blood,
cord blood stem cells and adult stem cells are not covered

Conception by medical procedure - The collection, storage or purchase of sperm or ova is not
covered

Cosmetic services and supplies - Services and supplies performed solely to alter or reshape normal
structures of the body in order to improve appearance are not covered. These include:

o Hair transplant, hair analysis, hairpieces, wigs, and cranial or hair prostheses

o Chemical face peels and abrasive procedures of the skin

o Liposuction of any body part

o Epilation

In contrast to the exclusion for cosmetic surgery, reconstructive surgery is covered when surgery is
performed to correct or repair abnormal structures of the body caused by congenital defects,
developmental abnormalities, trauma, infection, tumors, or disease to do either of the following:

To improve function

To create a normal appearance, to the extent possible

Coverage for reconstructive surgery also includes:

o Breast surgery and all stages of reconstruction for the breast on which a medically necessary
mastectomy was performed and to produce a symmetrical appearance, surgery and
reconstruction of the unaffected breast

o Medically necessary dental or orthodontic services that are an integral part of reconstructive
surgery for cleft palate procedures. Cleft palate, including cleft lip or other craniofacial
anomalies associated with cleft palate

Custodial or domiciliary care - Services and supplies that are provided primarily to assist with the
activities of daily living are not covered, regardless of the type of facility. Hospice care for a

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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terminally ill member or for a condition that requires continuous skilled nursing services is not
considered custodial or domiciliary
Dental services - Care or treatment of teeth and gingival tissues, extraction of teeth; treatment of
dental abscess or granuloma, other than tumors, dental examinations, spot grinding, crowns, bridge
work, onlays, inlays, dental implants, braces, and any orthodontic appliances are not covered
unless specifically provided in the member's EOC
Disorders of the jaw - Treatment and services for temporomandibular joint (TMJ) disorder are
covered when determined to be medically necessary, except:

o Crowns

° Inlays

o Onlays

o Dental implants

> Bridgework (to treat dental conditions related to TMJ disorder)

> Braces and active splints for orthodontic purposes (movement of teeth)
Disposable supplies - Disposable supplies for home use are not covered (for example, plastic
gloves, diapers, incontinence pads, and wipes). Coverage for outpatient prescription medications
includes coverage for disposable devices that are medically necessary for the administration of a
covered outpatient prescription medication, such as spacers and inhalers for the administration of
aerosol outpatient prescription medications, and syringes for self-injectable outpatient prescription
medications that are not dispensed in pre-filled syringes
Experimental or investigative services and supplies - All services and supplies not generally
recognized under standards of care in the medical community are not covered, except for routine
patient care costs associated with participation in clinical trials for a Health Net member with a
diagnosis of cancer and has the recommendation of their treating physician. The exclusion from
coverage does not include treatment of medical complications relating to, or arising out of, such
services and supplies. Health Net decides whether a service or supply is experimental or
investigational
Eyeglasses and contact lenses - Contact lenses (except an implanted lens that replaces the
organic eye lens) and eyeglasses are not covered, unless specifically provided in the member's
EOC
Genetic testing and diagnostic procedures - Covered when determined by Health Net to be
medically necessary. The prescribing physician must request prior authorization for coverage.
Genetic testing is not covered for non-medical reasons or when a member has no medical
indication or family history of a genetic abnormality. Every health care service plan contract that
covers hospital, medical or surgical expenses through an employer group, and which offers
maternity coverage in such groups, also offers coverage for prenatal diagnosis of genetic disorders
of the fetus by means of diagnostic procedures in cases of high-risk pregnancy
Hearing aids - Any device inserted in or affixed to the outer ear to improve hearing is not covered,
unless specifically provided in the member's EOC
Ineligible status - Services or supplies provided before the effective date of coverage or after the
date coverage has ended are not covered, except as specified in the extension of benefits portion
of the member's EOC
No-charge items - Services or supplies the member is not required to pay for or for which no charge
is made are not covered
Non-covered items - Durable medical equipment (DME) is a covered benefit on all health plans.
Refer to the Schedule of Benefits to determine exclusions, limitations and applicable copayments.
Non-covered items are:
Exercise or hygienic equipment, including shower chairs and benches, bath tub lifts, exercise
bicycles, treadmills, free weights
Supplies to achieve cleanliness even when related to other medical services

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Surgical dressings, except primary dressings that are applied directly to lesions either of the skin or
surgical incision, which are covered as a standard medical benefit. Over-the-counter dressings and
supplies are not covered

Jacuzzis and whirlpools

Stockings, such as elastic stockings, job stocking and support hose, garter belts and similar
devices, as not within the definition of brace

Orthotics that are not custom-made to fit the member's body. Orthotics are orthopedic appliances or
apparatus used to support, align, prevent, or correct deformities or to improve the function of
moveable parts of the body. Coverage includes leg, arm, back, and neck braces and trusses. Back
braces include special corsets and sacroiliac, sacrolumbar and dorsolumbar corsets and belts
Corrective footwear (specialized shoes, arch supports and inserts) except for the treatment of
diabetes-related medical conditions or as specifically provided in the member's EOC

Non-eligible institutions - Services or supplies provided by any institution other than a licensed and
approved hospital or Medicare-approved skilled nursing facility (SNF) or other properly licensed
facility specified as covered in the member's EOC are not covered. Any institution that is primarily a
place for the aged, a nursing home or any similar institution, regardless of how designated, is not
an eligible institution

Non-prescription (over-the-counter) medications, equipment and supplies - Any medication,
equipment and supplies that can be purchased without a prescription order is not covered, even if a
physician writes a prescription for it (except insulin and diabetic supplies or as specifically provided
in the EOC)

Personal or comfort items - Personal or comfort items such as a telephone or television in the room
at a hospital or SNF are not covered

Private-duty nursing - Private-duty nurses are not covered for a registered bed patient in a hospital
or long-term care facility

Private rooms - Private rooms in a hospital or SNF are not covered unless it is deemed to be
medically necessary

Refractive eye surgery - Any eye surgery for the purpose of correcting refractive defects of the eye,
such as near-sightedness (myopia), far-sightedness (hyperopia) and astigmatism, is not covered
Reversal of surgical sterilization - Reversal of a prior voluntary surgical sterilization procedure is not
covered

Routine physical examinations - Routine physical examinations are not covered for insurance,
licensing, employment, school, camp, or other non-preventive purposes, unless specifically
provided otherwise in the EOC. On plans that cover routine physical examinations, the exam itself
and any related X-ray and laboratory procedures are covered; however, completion of any related
forms are not covered. Refer to the specific plan in the Schedule of Benefits

Services for obtaining or maintaining insurance are not covered

Sterilization is not covered for males and females. Refer to the specific plan in the Schedule of
Benefits or EOC for exceptions

Substance abuse - Treatment of chronic alcoholism, drug addiction and other substance abuse
problems, except for acute detoxification and the acute medical treatment of these problems. Other
services not covered include: non-medical ancillary services; prolonged rehabilitation services,
including inpatient, residential and outpatient substance abuse program; psychological counseling
and aversion therapy. The terms and conditions applied to these benefits must be the same as
those applied to other medical benefits under the plan contract due to federal mental health parity
laws. Refer to the specific plan in the Schedule of Benefits for exceptions

Unauthorized services and supplies - Any services or supplies not authorized according to
procedures Health Net and the participating physician group (PPG) have established are not
covered
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» Unlisted services - Services or supplies that are not specified as covered services or supplies are
not covered, unless coverage is required by law

General Benefit Exclusions and Limitations
(Physicians Only)

Limitations to Health Net's coverage are described below. In addition, services or supplies that are excluded
from coverage in the Evidence of Coverage (EOC), exceed limitations, are follow-up care to EOC exclusions,
or which are related in any way to EOC exclusions or limitations, are not covered.

» Blood - Services and supplies for the collection, preservation and storage of umbilical cord blood,
cord blood stem cells and adult stem cells are not covered
» Conception by medical procedure - The collection, storage or purchase of sperm or ova is not
covered
» Cosmetic services and supplies - Services and supplies performed solely to alter or reshape normal
structures of the body in order to improve appearance are not covered. These include:
o Hair transplant, hair analysis, hairpieces, wigs, and cranial or hair prostheses
o Chemical face peels and abrasive procedures of the skin
o Liposuction of any body part
o Epilation
* In contrast to the exclusion for cosmetic surgery, reconstructive surgery is performed to correct or
repair abnormal structures of the body caused by congenital defects, developmental abnormalities,
trauma, infection, tumors, or disease to do either of the following:
> To improve function
> To create a normal appearance, to the extent possible
o Coverage for reconstructive surgery also includes:
= Breast surgery and all stages of reconstruction for the breast on which a medically
necessary mastectomy was performed and to produce a symmetrical appearance,
surgery and reconstruction of the unaffected breast
» Medically necessary dental or orthodontic services that are an integral part of
reconstructive surgery for cleft palate procedures. Cleft palate, including cleft lip or
other craniofacial anomalies associated with cleft palate
o Custodial or domiciliary care - Services and supplies that are provided primarily to assist with
the activities of daily living are not covered, regardless of the type of facility. Care provided by
a hospice for a terminally ill member or for a condition that requires continuous skilled
nursing services is not considered custodial or domiciliary
» Dental services - Care or treatment of teeth and gingival tissues, extraction of teeth; treatment of
dental abscess or granuloma, other than tumors, dental examinations, spot grinding, crowns, bridge
work, onlays, inlays, dental implants, braces, and any orthodontic appliances are not covered
unless specifically provided in the member's EOC
+ Disorders of the jaw -Treatment and services for temporomandibular joint (TMJ) disorder are
covered when determined to be medically necessary, except:
o Crowns
° Inlays
> Onlays
o Dental implants
o Bridgework (to treat dental conditions related to TMJ disorder)
> Braces and active splints for orthodontic purposes (movement of teeth)

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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» Disposable supplies - Disposable supplies for home use are not covered (for example, plastic
gloves, diapers, incontinence pads, and wipes). Coverage for outpatient prescription medications
includes coverage for disposable devices that are medically necessary for the administration of a
covered outpatient prescription medication, such as spacers and inhalers for the administration of
aerosol outpatient prescription medications, and syringes for self-injectable outpatient prescription
medications that are not dispensed in pre-filled syringes

» Experimental or investigative services and supplies - All services and supplies not generally
recognized under standards of care in the medical community are not covered, except for routine
patient care costs associated with participation in clinical trials for a Health Net member with a
diagnosis of cancer who has the recommendation of their treating physician. The exclusion from
coverage does not include treatment of medical complications relating to, or arising out of, such
services and supplies. Health Net decides whether a service or supply is experimental or
investigational

» Eyeglasses and contact lenses - Contact lenses (except an implanted lens that replaces the
organic eye lens) and eyeglasses are not covered, unless specifically provided in the member's
EOC

» Genetic testing and diagnostic procedures - Covered when determined by Health Net to be
medically necessary. The prescribing physician must request prior authorization for coverage.
Genetic testing is not covered for non-medical reasons or when a member has no medical
indication or family history of a genetic abnormality. Every health care service plan contract that
covers hospital, medical or surgical expenses through an employer group, and which offers
maternity coverage to such groups, also offers coverage for prenatal diagnosis of genetic disorders
of the fetus by means of diagnostic procedures in cases of high-risk pregnancy

» Hearing aids - Any device inserted in or affixed to the outer ear to improve hearing is not covered,
unless specifically provided in the member's EOC

* Ineligible status - Services or supplies provided before the effective date of coverage or after the
date coverage has ended are not covered, except as specified in the extension of benefits portion
of the member's EOC

* No-charge items - Services or supplies the member is not required to pay for or for which no charge
is made are not covered

* Non-covered items - Durable medical equipment (DME) is a covered benefit on all health plans.
Refer to the Schedule of Benefits to determine exclusions, limitations and applicable copayments.
Non-covered items are:

o Exercise or hygienic equipment, including shower chairs and benches, bath tub lifts, exercise
bicycles, treadmills, and free weights

o Supplies to achieve cleanliness even when related to other medical services

o Surgical dressings, except primary dressings that are applied directly to lesions either of the
skin or surgical incision, which are covered as a standard medical benefit. Over-the-counter
dressings and supplies are not covered

° Jacuzzis and whirlpools

o Stockings, such as elastic stockings, job stocking and support hose, garter belts and similar
devices, as not within the definition of brace

> Orthotics that are not custom-made to fit the member's body. Orthotics are orthopedic
appliance or apparatus used to support, align, prevent, or correct deformities or to improve
the function of moveable parts of the body. Coverage includes leg, arm, back, and neck
braces and trusses. Back braces include special corsets and sacroiliac, sacrolumbar and
dorsolumbar corsets and belt

o Corrective footwear (specialized shoes, arch supports and inserts) except for the treatment
of diabetes-related medical conditions, or as specifically provided in the member's EOC

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Non-eligible institutions - Services or supplies provided by any institution other than a licensed and
approved hospital or Medicare-approved skilled nursing facility (SNF) or other properly licensed
facility specified as covered in the member's EOC are not covered. Any institution that is primarily a
place for the aged, a nursing home, or any similar institution, regardless of how designated, is not
an eligible institution

Non-prescription (over-the-counter) medications, equipment and supplies - Any medications,
equipment and supplies that can be purchased without a prescription order is not covered, even if a
physician writes a prescription for it (except insulin and diabetic supplies or as specifically provided
in the EOC)

Personal or comfort items - Personal or comfort items, such as a telephone or television in the
room at a hospital or SNF, are not covered

Private-duty nursing - Private-duty nurses are not covered for a registered bed patient in a hospital
or long-term care facility

Private rooms - Private rooms in a hospital or SNF are not covered unless it is deemed to be
medically necessary

Refractive eye surgery - Any eye surgery for the purpose of correcting refractive defects of the eye,
such as near-sightedness (myopia), far-sightedness (hyperopia) and astigmatism is not covered
Reversal of surgical sterilization - Reversal of a prior voluntary surgical sterilization procedure is not
covered

Routine physical examinations - Routine physical examinations are not covered for insurance,
licensing, employment, school, camp, or other non-preventive purposes, unless specifically
provided otherwise in the EOC. On plans that cover routine physical examinations, the exam itself
and any related X-ray and laboratory procedures are covered; however, completion of any related
forms are not covered. Refer to the specific plan in the Schedule of Benefits

Services for obtaining or maintaining insurance are not covered

Sterilization is not covered for males and females. Refer to the specific plan in the Schedule of
Benefits or EOC for exceptions

Substance abuse - Treatment of chronic alcoholism, drug addiction and other substance abuse
problems are not covered, except for acute detoxification and the acute medical treatment of these
problems. Other services not covered include: non-medical ancillary services; prolonged
rehabilitation services, including inpatient, residential and outpatient substance abuse program;
psychological counseling and aversion therapy. The terms and conditions applied to these benefits
must be the same as those applied to other medical benefits under the plan contract due to federal
mental health parity laws. Refer to the specific plan in the Schedule of Benefits for exceptions
Unauthorized services and supplies - Any services or supplies not authorized according to
procedures Health Net has established are not covered

Unlisted services - Services or supplies that are not specified as covered services or supplies are
not covered, unless coverage is required by law

Genetic Testing

Provider Type: Physicians | Participating Physician Groups (PPG) (does not apply to HSP) |
Hospitals | Ancillary

In general, Health Net covers genetic testing when medically necessary and all of the following are met:

The member has personal or family history features suggestive of an inheritable condition
The test can be adequately interpreted
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» The results of the test will aid in diagnosis or directly impact the treatment being delivered to the
member or family
« Sensory impairment, especially if accompanied by any of the above indications

Genetic Testing Coverage

Medically necessary genetic testing is covered for the following conditions:

+ Tay-Sachs disease (TSD)
* Von Hippel-Lindau disease (or syndrome)
* Huntington's disease (HD)
» Hereditary nonpolyposis colorectal cancer (HNPCC)
+ Cystic fibrosis (CF)
» Breast cancer (BRCA)
* Long QT syndrome (LQTS)
» High-risk pregnancies
* Pregnancy abnormalities:
o Maternal serum alpha-fetoprotein
> Fetal chromosomal aneuploidy genomic sequence analysis panel, circulating cell-free fetal
DNA (cfDNA) in maternal blood, (trisomy 13, 18 and 21), and sex chromosome aneuploidy
(X, XXY, XYY, XXX) screening
o Fetal aneuploidy (trisomy 13, 18 and 21), DNA sequence analysis of selected regions using
maternal plasma
o Ultrasound examination
o Chorionic villus sampling (CVS)
> Amniocentesis for women age 35 or older

Prenatal or preconceptional genetic counseling for members or couples is also covered.
Indications for Covering Genetic Testing

Health Net covers medically necessary genetic testing, including, but not limited to, the following:

* Unexplained developmental delay or mental retardation

» Unusual facial appearance or other dimorphic features, especially accompanied by failure to thrive
or sub-optimal psychomotor development

* Movement disorder

» Positive newborn screen, for example, phenylketonuria (PKU), congenital hypothyroidism,
congenital adrenal hyperplasia (CAH), biotinidase deficiency, maple syrup urine disease,
galactosemia, homocystinuria, sickle cell anemia, medium chain acyl-CoA dehydrogenase
deficiency (MCAD), or hearing loss

» Common birth defects, such as cleft lip or palate, neural tube defects, clubfoot, congenital heart
disease, or congenital kidney defect

» Known or suspected metabolic disorder, including symptoms, such as failure to thrive,
organomegaly or loss of previously acquired developmental milestones, as well as occurrences of
neonatal death

» Abnormal sexual development, primary amenorrhea, aspermia, infertility, or multiple miscarriages

* Ambiguous genitalia

» Growth retardation or failure to thrive

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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+ Sensory impairment

» Two or more close relatives with the same disease or related diseases, such as cancer, mental
illness or neurologic disorders

» Familial cancer (for example, retinoblastoma, Wilms' tumor, renal carcinoma, optic glioma, or
acoustic neuroma)Exclusions and Limitations

_
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For additional information on genetic testing policies, including exclusions and limitations of genetic testing,
refer to Health Net's medical policies online at the provider portal.

Hearing

Provider Type: Physicians | Participating Physician Groups (PPG) (does not apply to HSP) | Ancillary

Health Net plans cover ear examinations and audiometric screening procedures. If an auditory defect is
suspected, an evaluation by a specialist should be arranged. Refer to the member's Schedule of Benefits,
Evidence of Coverage (EOC) or Certificate of Insurance (COI) for benefit exclusions, limitations and applicable
copayments.

Coverage includes tests for diagnosis and correction of hearing and fittings. A member may receive
audiometric examinations and hearing aid evaluation tests. Hearing aids are covered as needed when the
member's plan includes a hearing aid benefit, subject to applicable limitations listed in the member's EOC.

Hearing Aid

Hearing aids are not covered for Individual Family Plans (IFP).

The member's plan must include the supplemental hearing aid rider for a hearing aid to be covered. For plans
that do cover hearing aids, refer to the member's Schedule of Benefits, EOC or COI for benefit exclusions,
limitations and applicable copayments.

When hearing aids are a covered benefit, coverage includes a standard hearing device, analog or digital,
inserted into the canal or affixed to the outer ear to restore adequate hearing to the member and as determined
to be medically necessary by a Health Net participating provider or audiologist. This includes repair and
maintenance of the devices at no cost to the member. Plans may limit the number of hearing aids or covered
charges permitted in a certain time period.

Exclusions and Limitations

Hearing aid tests and a hearing aid are not covered for IFP.

Hearing aid tests and a hearing aid are not covered unless specifically included as covered benefits stated in
the member's EOC or COI. Refer to the specific plan chart in the Schedule of Benefits. Replacement batteries
are not covered.

If the member has a personal preference for an alternative model of hearing aid carried by the participating
hearing aid provider, the member is liable for any difference in cost from the covered standard model and the
preferred alternative model. A member who would like to purchase a model with special features is entitled to
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be informed of the additional cost before purchasing the hearing aid. There are no cash benefits for purchase
of a device from a non-participating hearing aid provider.

Home Health Care

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

Intermittent home health care is defined as those medical services customarily provided to members in their
place of residence. Members affiliated with a participating physician group (PPG) must use a Health Net
participating home health care agency.

Home Health Care Services

Home health care services in the member's home are provided by a registered nurse (RN); licensed vocational
nurse (LVN); tech nurse, pediatric RN; licensed physical, occupational or speech therapist; MSW; or home
health aid. These services may include, but are not limited to, skilled nursing services, medical social services,
rehabilitation therapy (including physical, speech and occupational), and cardiac rehabilitation therapy. These
services are subject to the conditions and limitations in the member's Evidence of Coverage (EOC) or Cal
MediConnect Member Handbook.

The following are additional components of home health care:

+ Home health aid services - Coverage for medically necessary home health care provided by a
home health aid is authorized only in conjunction with skilled nursing services provided by a
certified licensed RN, LVN, tech nurse, pediatric RN, physical or speech therapist, or MSW. The
home health aid provides personal care to the member. Custodial care is not covered.

» Medical supplies - Routine supplies, because of their specific therapeutic or diagnostic
characteristics, are essential in enabling home health care staff to provide effective care. Home
health care covers the medical supplies and services needed to provide the skilled care.

Home health care services are in place of continued hospitalization, confinement in a skilled nursing facility, or
outpatient services provided outside of the member's home.

Home health care services that can be safely and effectively performed or self-administered by the average,
unlicensed, non-medical person without direct supervision of a licensed nurse are not skilled nursing services,
even though a licensed nurse may provide the service.

Service Providers

Once authorized by Health Net or the delegated participating physician group (PPG), primary care physicians
(PCPs) may refer members for home health services through Health Net's directly-contracting home health
providers.

Medicare Advantage (MA) Violet PPO plan members may use an in-network or out-of-network provider
depending upon the desired level of coverage.
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Providers must reference the Division of Financial Responsibility (DOFR) for the agreement governing the
relationship to ensure services are directed to the appropriate providers.

Homebound Determination

A member is considered homebound if the following criteria are met:

+ The member must either, because of iliness or injury, need the aid of supportive devices, such as
crutches, canes, wheelchairs, and walkers; the use of special transportation; or the assistance of
another person in order to leave their place of residence; or have a condition that makes leaving
their home medically contraindicated.

If the member meets any of the above criteria, then they must also meet both requirements as follows:
+ Inability to leave home, and leaving home requires a considerable and taxing effort.

If the member does leave home, they are considered homebound if the absences from the home are infrequent
or for periods of relatively short duration, or are attributable to the need to receive health care treatment.
Absences attributable to the need to receive health care treatment include, but are not limited to:

+ attendance at adult day centers to receive medical care.
» ongoing outpatient kidney dialysis.
» outpatient chemotherapy or radiation therapy.

The physician requesting the home health services determines the homebound criteria. Obstetric (OB) criteria
do not qualify as homebound. Women and newborns in the immediate postpartum phase may require skilled
observation and evaluation. The following selection criteria apply:

+ Members who have had a caesarean section and were discharged from the hospital within 96
hours after delivery are eligible for one home health care visit at the attending physician's request.
Authorization is not required. Requests for visits to members discharged after 96 hours are
evaluated on a case-by-case basis.

+ Members who delivered vaginally and were discharged from the hospital within 48 hours after
delivery are eligible for one home health visit at the attending physician's request. Authorization is
not required. Requests for visits for members discharged after 48 hours are evaluated on a case-
by-case basis for medical necessity.

Additionally, to receive home health care services, skilled nursing care must be appropriate for the medical
treatment of a condition, illness, disease, or injury, or home health care services are part-time and intermittent
in nature; for example, a visit lasts up to four hours in duration every 24 hours.

Occasional absences from the home to attend, for example, a family reunion, funeral, graduation, or other
infrequent or unique event do not necessitate a determination that the member is not homebound if:

» absences are infrequent.

+ absences are of relatively short duration.

» absences do not indicate that the member has the capacity to obtain the health care provided
outside rather than in the home.

Exclusions and Limitations
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The following are not covered:

+ food, housing, homemaker services, and home-delivered meals.

» supportive environmental equipment, such as handrails, ramps, and similar appliances and devices
(not an exclusion for Cal MediConnect members).

+ services not deemed to be medically necessary by the PPG, PCP or Health Net.

+ exercise equipment, gravitonic devices, treadmills, room air purifiers, air conditioners, and similar
devices.

+ any other equipment that is not considered by the Centers for Medicare & Medicaid Services (CMS)
to be durable medical equipment (DME).

Authorization Guidelines

The participating provider prescribes treatment and the home health agency then proposes, develops and
submits a treatment plan, signed by the physician, to the participating physician group (PPG) (for members
affiliated with a PPG) or Health Net (for members not affiliated with a PPG) for review and approval. For
members affiliated with a PPG, the PPG is required to complete the Authorization for Treatment form for the
member. The treatment plan summarizes the services provided, the member's progress, the member's
response to treatment, and recommendations for continued service. The participating provider reviews the
treatment plan at least every 60 days and signs it to verify that the services provided are medically necessary.

When determining the appropriateness of home health services the following factors are considered:

* mental status of member

+ types of services and equipment required (including frequency, duration, dressings, injections, and
treatments)

» frequency of visits

* prognosis

* rehabilitation potential

+ activities performed

* nutritional requirements

* medications and treatments (including amount, frequency and duration)

* homebound status

+ any safety measures to protect against injury

* instructions for timely discharge or referral

+ any other relevant items

Providers should initiate arrangements for home health services upon finalizing a hospitalized member's
discharge plan.

Providers must use the Urgent Request for Continuing Home Health Services (PDF) form for HMO/POS, PPO,
EPO, and Medicare Advantage members continuing home health services. Completed forms must be faxed to
the Health Net Prior Authorization Department.

Physician Certification

Medicare Part A, Part B and Part C (Medicare Managed Care) and Medi-Cal requires physician certification for
home health services. A physician must certify that the medical and other covered health services provided by
the home health agency were medically required. If the member's underlying condition or complication requires
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a registered nurse to ensure that essential non-skilled care is achieving its purpose and necessitates a
registered nurse be involved in the development, management and evaluation of a patient's care plan, the
physician must include a brief narrative describing the clinical justification of this need. This certification needs
to be made only once where the member may require over a period of time the furnishing of the same item or
service related to one diagnosis.

Physician Recertification

Additionally, at the end of a 60-day period, a decision must be made whether or not to recertify the member for
a subsequent 60-day period. An eligible member who qualifies for a subsequent 60-day episode of care would
start the subsequent 60-day period on day 61. The plan of care must be reviewed and signed by the physician
every 60 days unless the member transfers to another home health agency or is discharged and returns to the
same home health agency during the 60-day period.

Ongoing Care

Participating providers initiate home health care services as follows:

» The participating provider or designee contacts the home health or home medical equipment/
respiratory provider with orders for continuation of therapy and additional needs.

» The ancillary provider's staff communicates with the ordering physician about changes in the
member's condition and questions regarding care or the need for extension or termination of
services.

» The ancillary provider's staff cannot deny a service as being not covered without consulting the
participating physician group's (PPG's) Utilization Management (UM) Department or a Health Net
regional medical director. The participating provider communicates all denials to the ordering
physician and the PPG's UM Department or a Health Net regional medical director. The PPG's UM
Department or Health Net issues any denial letter to the member.

» The participating provider contacts the ordering physician to discuss ongoing care before
authorized services come to an end.

For more information, select any subject below:

» Skilled Nursing Services

Skilled Nursing Services

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

The following are skilled services other than skilled nursing services:

» Physical, speech and occupational therapy must relate directly and specifically to a written
treatment plan established by a participating provider or Health Net, usually after the participating
provider has consulted with a qualified therapist. The therapy must be medically necessary for
treatment of the member's illness or injury.
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» Medical social services are covered if they are prescribed by a participating provider or Health Net,
are included in the member's treatment plan, and are medically necessary. An indication that there
exist social problems, which prevent effective treatment is required. Only a licensed medical social
worker may perform medical social services.
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Skilled Nursing Observation and Evaluation

If all other eligibility and coverage requirements under the home health benefit are met, skilled nursing services
are covered when an individualized assessment of the member's clinical condition demonstrates that the
specialized judgment, knowledge, and skills of a registered nurse or licensed vocational practical skilled care
nurse are necessary. Skilled nursing services are covered when necessary to maintain the member's current
condition or prevent or slow further deterioration as long as the member requires skilled care for the services to
be safely and effectively provided. When services can safely and effectively be performed by the patient or
unskilled caregivers, such services are not covered under the home health benefit.

The skilled nursing service must be reasonable and necessary to the diagnosis and treatment of the member's
illness or injury within the context of the member's unique medical condition. A physician determines whether
the services are reasonable and necessary.

Observation and assessment of the member's condition by a nurse are reasonable and necessary skilled
services when the likelihood of change in the member's condition requires skilled nursing staff to identify and
evaluate the member's need for possible modification of treatment or initiation of additional medical procedures
until the member's clinical condition and treatment regimen has stabilized. Where a member was admitted to
home health care for skilled observation because there was a reasonable potential of a complication or further
acute episode, but did not develop a further acute episode or complication, the skilled observation services are
still covered for three weeks or as long as there remains a reasonable potential for such a complication or
further acute episode.

Information from the member's home health record must document that there is a reasonable potential for a
future complication or acute episode and, therefore, may justify the need for continued skilled observation and
assessment beyond the three-week period. Signs and symptoms, such as abnormal or fluctuating vital signs,
weight changes, edema, symptoms of medication toxicity, abnormal/fluctuating lab values, and respiratory
changes on auscultation, may justify skilled observation and assessment. When these signs and symptoms
demonstrate reasonable potential that skilled observation and assessment by a licensed nurse will result in
changes to the member's treatment, then services are covered. However, observation and assessment by a
nurse is not reasonable and necessary for the treatment of the member's iliness or injury where fluctuating
signs and symptoms have been part of a longstanding pattern of the member's condition, which has not
previously required changes to the prescribed treatment.

Home Health Care

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

Intermittent home health care is defined as those medical services customarily provided to members in their
place of residence. Members affiliated with a participating physician group (PPG) must use a Health Net
participating home health care agency.

Home Health Care Services
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Home health care services in the member's home are provided by a registered nurse (RN); licensed vocational
nurse (LVN); tech nurse, pediatric RN; licensed physical, occupational or speech therapist; MSW; or home
health aid. These services may include, but are not limited to, skilled nursing services, medical social services,
rehabilitation therapy (including physical, speech and occupational), and cardiac rehabilitation therapy. These
services are subject to the conditions and limitations in the member's Evidence of Coverage (EOC) or Cal
MediConnect Member Handbook.

The following are additional components of home health care:

» Home health aid services - Coverage for medically necessary home health care provided by a
home health aid is authorized only in conjunction with skilled nursing services provided by a
certified licensed RN, LVN, tech nurse, pediatric RN, physical or speech therapist, or MSW. The
home health aid provides personal care to the member. Custodial care is not covered.

» Medical supplies - Routine supplies, because of their specific therapeutic or diagnostic
characteristics, are essential in enabling home health care staff to provide effective care. Home
health care covers the medical supplies and services needed to provide the skilled care.

Home health care services are in place of continued hospitalization, confinement in a skilled nursing facility, or
outpatient services provided outside of the member's home.

Home health care services that can be safely and effectively performed or self-administered by the average,
unlicensed, non-medical person without direct supervision of a licensed nurse are not skilled nursing services,
even though a licensed nurse may provide the service.

Service Providers

Once authorized by Health Net or the delegated participating physician group (PPG), primary care physicians
(PCPs) may refer members for home health services through Health Net's directly-contracting home health
providers.

Medicare Advantage (MA) Violet PPO plan members may use an in-network or out-of-network provider
depending upon the desired level of coverage.

Providers must reference the Division of Financial Responsibility (DOFR) for the agreement governing the
relationship to ensure services are directed to the appropriate providers.

Homebound Determination

A member is considered homebound if the following criteria are met:

+ The member must either, because of iliness or injury, need the aid of supportive devices, such as
crutches, canes, wheelchairs, and walkers; the use of special transportation; or the assistance of
another person in order to leave their place of residence; or have a condition that makes leaving
their home medically contraindicated.

If the member meets any of the above criteria, then they must also meet both requirements as follows:
+ Inability to leave home, and leaving home requires a considerable and taxing effort.

If the member does leave home, they are considered homebound if the absences from the home are infrequent
or for periods of relatively short duration, or are attributable to the need to receive health care treatment.
Absences attributable to the need to receive health care treatment include, but are not limited to:
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» attendance at adult day centers to receive medical care.
» ongoing outpatient kidney dialysis.
+ outpatient chemotherapy or radiation therapy.

_
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The physician requesting the home health services determines the homebound criteria. Obstetric (OB) criteria
do not qualify as homebound. Women and newborns in the immediate postpartum phase may require skilled
observation and evaluation. The following selection criteria apply:

* Members who have had a caesarean section and were discharged from the hospital within 96
hours after delivery are eligible for one home health care visit at the attending physician's request.
Authorization is not required. Requests for visits to members discharged after 96 hours are
evaluated on a case-by-case basis.

* Members who delivered vaginally and were discharged from the hospital within 48 hours after
delivery are eligible for one home health visit at the attending physician's request. Authorization is
not required. Requests for visits for members discharged after 48 hours are evaluated on a case-
by-case basis for medical necessity.

Additionally, to receive home health care services, skilled nursing care must be appropriate for the medical
treatment of a condition, iliness, disease, or injury, or home health care services are part-time and intermittent
in nature; for example, a visit lasts up to four hours in duration every 24 hours.

Occasional absences from the home to attend, for example, a family reunion, funeral, graduation, or other
infrequent or unique event do not necessitate a determination that the member is not homebound if:

+ absences are infrequent.

» absences are of relatively short duration.

» absences do not indicate that the member has the capacity to obtain the health care provided
outside rather than in the home.

Exclusions and Limitations

The following are not covered:

» food, housing, homemaker services, and home-delivered meals.

» supportive environmental equipment, such as handrails, ramps, and similar appliances and devices
(not an exclusion for Cal MediConnect members).

+ services not deemed to be medically necessary by the PPG, PCP or Health Net.

+ exercise equipment, gravitonic devices, treadmills, room air purifiers, air conditioners, and similar
devices.

+ any other equipment that is not considered by the Centers for Medicare & Medicaid Services (CMS)
to be durable medical equipment (DME).

Authorization Guidelines

The participating provider prescribes treatment and the home health agency then proposes, develops and
submits a treatment plan, signed by the physician, to the participating physician group (PPG) (for members
affiliated with a PPG) or Health Net (for members not affiliated with a PPG) for review and approval. For
members affiliated with a PPG, the PPG is required to complete the Authorization for Treatment form for the
member. The treatment plan summarizes the services provided, the member's progress, the member's
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response to treatment, and recommendations for continued service. The participating provider reviews the
treatment plan at least every 60 days and signs it to verify that the services provided are medically necessary.

When determining the appropriateness of home health services the following factors are considered:

* mental status of member

+ types of services and equipment required (including frequency, duration, dressings, injections, and
treatments)

» frequency of visits

* prognosis

+ rehabilitation potential

* activities performed

* nutritional requirements

* medications and treatments (including amount, frequency and duration)

* homebound status

+ any safety measures to protect against injury

+ instructions for timely discharge or referral

+ any other relevant items

Providers should initiate arrangements for home health services upon finalizing a hospitalized member's
discharge plan.

Providers must use the Urgent Request for Continuing Home Health Services (PDF) form for HMO/POS, PPO,
EPO, and Medicare Advantage members continuing home health services. Completed forms must be faxed to
the Health Net Prior Authorization Department.

Physician Certification

Medicare Part A, Part B and Part C (Medicare Managed Care) and Medi-Cal requires physician certification for
home health services. A physician must certify that the medical and other covered health services provided by
the home health agency were medically required. If the member's underlying condition or complication requires
a registered nurse to ensure that essential non-skilled care is achieving its purpose and necessitates a
registered nurse be involved in the development, management and evaluation of a patient's care plan, the
physician must include a brief narrative describing the clinical justification of this need. This certification needs
to be made only once where the member may require over a period of time the furnishing of the same item or
service related to one diagnosis.

Physician Recertification

Additionally, at the end of a 60-day period, a decision must be made whether or not to recertify the member for
a subsequent 60-day period. An eligible member who qualifies for a subsequent 60-day episode of care would
start the subsequent 60-day period on day 61. The plan of care must be reviewed and signed by the physician
every 60 days unless the member transfers to another home health agency or is discharged and returns to the
same home health agency during the 60-day period.

Ongoing Care
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Participating providers initiate home health care services as follows:

)

» The participating provider or designee contacts the home health or home medical equipment/
respiratory provider with orders for continuation of therapy and additional needs.

» The ancillary provider's staff communicates with the ordering physician about changes in the
member's condition and questions regarding care or the need for extension or termination of
services.

» The ancillary provider's staff cannot deny a service as being not covered without consulting the
participating physician group's (PPG's) Utilization Management (UM) Department or a Health Net
regional medical director. The participating provider communicates all denials to the ordering
physician and the PPG's UM Department or a Health Net regional medical director. The PPG's UM
Department or Health Net issues any denial letter to the member.

» The participating provider contacts the ordering physician to discuss ongoing care before
authorized services come to an end.

For more information, select any subject below:

+ Skilled Nursing Services

Hospice Care

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general member benefit information and the referral process for hospice care services.
Select any subject below:

* Hospice Services

* Claims Submission

» Election Statement

» Hospice Agency

* Interdisciplinary Team

* Prior to Election of Hospice Services

Hospice Services

Provider Type: Physicians | Participating Physician Groups (PPG) (does not apply to HSP) |
Hospitals | Ancillary

Hospice is a specialized health care program for terminally ill members who chose supportive and palliative
care rather than curative measures and aggressive treatments for their terminal illness. It focuses on symptom
control, pain management and psychosocial support for members with a life expectancy of one year or less to
live. Hospices do not speed up or slow down the dying process. Rather, hospice programs provide state-of-the-
art palliative care and supportive services to members at the end of their lives, as well as to their family and
significant others, in both the home and facility-based settings. It consists of a physician-directed, nurse-
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coordinated interdisciplinary team consisting of social workers, counselors, clergy, physical and occupational
therapists, and specially trained volunteers.

For additional information refer to Criteria for Hospice Appropriateness (PDF) or Definition of Hospice Services.

Description

A hospice care program consists of, but is not limited to, the following:

» Professional services of a registered nurse, licensed practical nurse or licensed vocational nurse

* Physical therapy, occupational therapy and speech therapy

» Medical and surgical supplies and durable medical equipment (DME)

* Prescribed medications

* In-home laboratory services

* Medical social service consultations

* Inpatient hospice room, board and general nursing service

* Inpatient respite care, which is short-term care provided to the member only when necessary to
relieve the family or other persons caring for the member

» Family counseling related to the member's terminal condition

+ Dietitian services

» Pastoral services

+ Bereavement services

» Educational services

Hospice Consideration Request

To further assist providers in proper utilization of hospice care, Health Net has developed a Hospice
Consideration Request letter (PDF). The letters (generic) may be used when notifying a primary care physician
(PCP) or attending physician of the member's need for hospice care.

Certification of Terminal lliness

Health Net follows the California regulations on certification that states a member whose prognosis indicates a
life expectancy of one year or less is considered to be terminally ill. A participating physician can contact Health
Net for authorization for each certification period while the member is receiving hospice care. Each certification
period needs to be authorized and consists of two 90-day periods and an unlimited number of 60-day periods.

Hospice Referrals

Participating providers make arrangements for medically necessary hospice care. An Authorization for
Treatment of Health Net Member form must be completed. For cases that involve a hospitalized member, the
request should be made as soon as discharge planning is finished.

Medications, Medical Equipment, and Supplies
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Medications, medical equipment and supplies may include durable medical equipment (DME), as well as other
self-help items related to palliation and management of the member's terminal illness and related conditions.

Respiratory medications are covered through the Health Net prescription drug program.

The hospice agency provides standard DME items for use in the member's home while under hospice care.
Medical supplies are covered if they are part of the written plan of care. Necessary DME that falls outside the
hospice member's written plan of care may be obtained through the member's DME benefit.

Short-Term Inpatient Care

Short-term inpatient care provides continuity of care and appropriate services for members who cannot be
managed at home because of acute complications or the temporary absence of a capable caregiver.

Short-term inpatient care is considered acute care hospitalization.

Skilled Nursing Services

Skilled nursing services are provided by, or under the supervision of a registered nurse (RN). The services are
covered under the plan of care that pertains to the palliative, supportive services required by the member.
Skilled nursing services include:

* Member assessment

+ Evaluation and case management of the medical nursing needs

» Performance of prescribed medical treatment for pain and symptom control

» Emotional support of both the member and the family, including the significant other
* Instruction of caregivers who provide personal care to the member

+ Services available on a 24-hour, on-call basis during period of crisis

Counseling Services

Counseling and spiritual services are provided to the member and the member's family, including the significant
other. Counseling is provided to minimize the stress and problems that arise from social, economic,
psychological, or spiritual needs and to help the member and those providing care to adjust to the member's
approaching death.

Dietary counseling by a qualified participating provider must also be provided when needed.
Bereavement Counseling

Bereavement services are available to surviving family members, including significant others, for a period of at
least one year after the death of a member. Services include an assessment of the bereaved family's needs
and the development of a care plan that meets these needs, both prior to and following the death of a member.

Period of Crisis

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com

providerlibrary.healthnetcalifornia.com/medi-cal/provider-manual.html Page 90



https://providerlibrary.healthnetcalifornia.com
https://providerlibrary.healthnetcalifornia.com/medi-cal/provider-manual.html

August 14,2024 15:26
PN

healthnet

A period of crisis is time during which the member requires continuous primary nursing care to achieve
palliation or to manage acute medical symptoms. Nursing care may be covered for up to 24 hours a day during
periods of crisis if necessary to allow the member to remain at home. Care during such a period must be
predominantly nursing care.

Respite Care

Respite care is short-term inpatient care provided to a member only when necessary to relieve caregivers at
home. Respite care may be provided only occasionally and reimbursement may not be for more than five
consecutive days at a time per certification period.

Volunteer Services

Volunteer services are those services provided by a trained hospice volunteer under the direction of a hospice
staff member. The services are to provide support and companionship to the member and the member's family,
including the significant other, during the member's remaining days and to the surviving family after the
member's death.

Claims Submission

Provider Type: Physicians | Participating Physician Groups (PPG) | Ancillary

All hospice claims submitted to Health Net for payment must be identified as hospice claims, as some services
provided through hospice (for example, durable medical equipment (DME) and medications) may only be
eligible though hospice coverage and not through other coverage under the member's plan.

The participating physician group (PPG) must inform both the hospice agency and the member that, regardless
of the forms signed upon admission to a hospice program, the member is still required to have all non-
hospice care directed, authorized and arranged for by a Health Net participating provider.

To avoid rejections and delays in payment, all hospice providers are required to submit their claims with the
member's signed election statement, the provider's certification of terminal illness, and the medical prognosis to
the Health Net Claims Department.

Hospice Agency

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

A hospice agency is an entity that provides hospice services to a terminally ill person and holds a current
license as a hospice pursuant to Health and Safety Code section 1747, or a home health agency with federal
Medicare certification pursuant to Health and Safety Code sections 1726 and 1747.1.
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Election Statement

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

Each hospice agency designs its own election statement, which should include the following elements:

* |dentification of the particular hospice agency to provide the care

+ A statement describing the hospice program

* Member's acknowledgment of full understanding

+ Effective date

+ Signature of member or guardian

+ A statement explaining the member may revoke hospice services at any time
* Requirements for hospice care

The member is required to elect hospice care and the attending physician is required to establish a plan of care
before services are provided.

According to AB 1299 (ch. 825, 2004), certain preliminary and palliative services prior to the election of hospice
services can be provided. Refer to the Prior to Election of Hospice Services discussion found under the
Hospice topic.

Interdisciplinary Team

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

Interdisciplinary hospice services, including palliative care, may be provided to patients with serious illnesses,
as determined by the physician and surgeon in charge of their care, and patients who continue to receive
curative treatment from other licensed health care professionals.

The interdisciplinary team is the hospice care team, which is a physician-directed, nurse-coordinated
interdisciplinary team comprised of social workers, counselors, clergy, physical and occupational therapists,
and specially trained volunteers.

Prior to Election of Hospice Services

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

AB 1299 (ch. 825, 2004) permits California-licensed hospice providers to provide certain preliminary and
palliative services prior to the election of hospice services and requires the member to remain eligible for
coverage of curative treatment.

Preliminary services are provided as determined by the member's primary care physician (PCP) or attending
physician or at the member or member's family request and include preliminary:

« Palliative care consultations
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» Counseling and care planning
» Grief and bereavement services

Palliative services include medical treatment, interdisciplinary care or consultation provided to the member or
member's family that primarily attempt to prevent or relieve suffering and enhance the quality of life, rather than
curing the disease.

Health Net members who have not yet elected hospice benefits are covered one time only for hospice
consultation services.

Hospital and Skilled Nursing

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

This section contains general member benefit information on hospitals and skilled nursing facilities.
Select any subject below:

» Claims Submissions

* Inpatient Services and Skilled Nursing Facility Admissions

» Transfer and Discarge Refusals by Hospitalized Member

* When Coverage Becomes Effective while Member is Hospitalized

Claims Submissions

Provider Type: Participating Physician Groups (PPG) (does not apply to HSP)| Ancillary | Hospitals

Submit claims to the Health Net Claims Department (commercial) (Medicare Advantage) with a complete
itemized billing, including evidence of authorization. The Health Net Electronic Data Interchange Claims
Department may be contacted for electronic submission of claims. Health Net requires notification within 24
hours or by the next business day after a member is admitted.

Some providers elect to mail claims directly to Health Net, which requires the submission of an attached
itemized billing with the claim. Claims that have not been authorized require medical review, and Health Net
mails a letter to the provider and the member explaining the procedure.

Inpatient Services and Skilled Nursing
Facility Admissions

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

Inpatient Services
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Inpatient services are covered on all Health Net plans. Services are covered with unlimited days per admission,
subject to benefit calendar year maximums if applicable. Specifics regarding inpatient services are as follows:

* Inpatient services in a hospital, when medically necessary, are covered, subject to the scheduled
copayments or coinsurance.

* Elective hospitalization of Health Net members is authorized by the participating physician group
(PPG) if the member is affiliated with a capitated PPG that has responsibility for prudent hospital
use. Services can be in an acute, general or specialized care hospital.

» Participating providers must contact Health Net or a Payor and the appropriate primary care
physician (PCP) or PPG within 24 hours or by the next business day after a member is admitted
into a hospital. Services may be in an acute, general or specialized care hospital. Inpatient days
subsequent to this admission notification period are subject to authorization rules; failure to notify
as set forth herein may result in denial of payment.

» Care in a semi-private room of two or more beds is covered. Special treatment units licensed by the
state, such as intensive or coronary care units are also covered, subject to scheduled copayments.

 Benefits for hospital care are limited to the hospital's most common charge for a semi-private (two-
bed) room. If the member elects to have a private room, the member is responsible for any amount
over the semi-private room rate, plus the plan copayment. If the PPG has authorized a private room
as medically necessary, the member has no financial responsibility beyond the required
copayment.

+ All medically necessary inpatient services and supplies not specifically excluded for the condition
necessitating confinement are covered, subject to the scheduled copayment.

Refer to the member's Evidence of Coverage (EOC), Certificate of Insurance (COIl) or Schedule of Benefits for
coverage information.

Services in a Skilled Nursing Facility, Acute, Long-Term, or Psychiatric Hospital

All admissions and services rendered in a skilled nursing facility (SNF), acute rehabilitation, long-term care, or
psychiatric unit or hospital, even if located in the acute hospital's structure, are considered separate
admissions. These services are distinct form the acute hospital services and are paid independent of the acute
hospital admission once the member is discharged from the hospital and admitted to the designated unit.

Notification of SNF Admission and Discharge

To improve continuity and coordination of care for its members, Health Net requests that SNFs notify the
member's PCP within 24 hours of admission to or discharge from a SNF.

When Health Net is the secondary payor and the member is admitted into a SNF or a long-term acute care
(LTAC) facility, the facility needs to notify the plan upon admission or within 24 hours of exhaustion of the
primary insurance. Health Net has a tracking system for members who are in facilities under a primary
insurance, and notification is necessary to ensure that Medical Management has the ability to administer
services for the member when Health Net becomes the primary payor.

To facilitate this process, Health Net has developed sample forms SNFs can use when notifying the member's
PCP of an admission. If a SNF chooses to use its own notification forms, the following information must be
included when notifying the member's PCP:

* Member name

+ lIdentification (ID) number
+ Date of birth (DOB)

* Admission date
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Admitting diagnosis

Attending/admitting physician name

Attending/admitting physician telephone and fax number
Facility name

Facility telephone and fax number

Level of care

When notifying the member's PCP of a discharge from a SNF, the following information must be provided:

Member name

ID number

DOB

Admission and discharge dates

Attending physician name

Attending physician telephone and fax number

Diagnosis

Follow-up appointment date, if known

Discharge destination

Responsible party at discharge

Level of assistance

Discharge planning needs including equipment, service or other special training needs
Medications, including dosage and frequency at discharge
Facility name, telephone number and fax number

Level of care

For additional information regarding SNF notification, refer to the Hospital Notification Unit (HMO or EPO and
PPO) documents under the Utilization Management topic.

Transfer and Discharge Refusals by
Hospitalized Member

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

Participating Facility

Health Net recommends the following procedure to protect the participating physician group (PPG) and Health
Net from liability in cases where a member or the admitting physician at a nonparticipating facility within a 30-
mile radius of the member's home refuses to allow a transfer or discharge. This procedure is applicable to
either transfer refusal or discharge refusal:

1.

The PPG physician must contact the attending physician. As soon as the PPG is aware of the
hospitalization, the PPG physician must advise the attending physician that transfer of the member
to a participating facility must occur as soon as the condition is stable.

. If the attending physician refuses to transfer, the PPG physician must monitor the member's

condition through the attending physician to determine when the member can be transferred to a
participating facility.
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3.

4.

The physician, in conjunction with the PPG case manager, must collaborate with the attending
physician to determine a facility appropriate for transfer. If indicated, an appropriate specialist must
be identified to contact the attending physician at the current hospital to discuss the case and the
member's stability for transfer.

At times, Health Net may request that the member be transferred to an in-network facility. If the
accepting physician (or specialist) and attending physician agree that the member is stable for
transfer and a bed is available at the accepting facility, but the attending physician refuses to
transfer, the PPG (or Health Net) must issue a facility non-payment letter advising the facility of
non-payment, effective the date agreed upon by both physicians that the member was stable for
transfer. Health Net and PPGs ensure that a participating physician is available 24 hours a day to
authorize medically necessary post-stabilization care and coordinate the transfer of stabilized
members in an emergency department, if necessary.

Health Net does not cover continued hospitalization if the accepting physician (or matching
specialist) and attending physician agree that member is stable for transfer and a bed is available
at the accepting facility, but the member refuses to transfer. The PPG must issue a member denial
letter for refusal to transfer (PDF). Member denial is effective 24 hours after the date the member
receives the letter.

Transfer of Hospitalized Member to Participating
Facility

A Health Net member may be hospitalized at an out-of-network facility for emergency care. A member affiliated
with a capitated participating physician group (PPG) should be transferred to a PPG-participating facility as
soon as the member's medical condition allows. For PPG responsibilities regarding non-participating hospitals
refer to Shared Risk UM Responsibilities.

There are situations when a Health Net member is hospitalized in a non-participating facility within the PPG's
service area. The member should be transferred to a facility inside the service area that contracts with the PPG
as soon as the member's medical condition allows.

When Coverage Becomes Effective while
Member is Hospitalized

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

Health

Net and the participating physician group (PPG) are liable whenever a member is hospitalized either

inside or outside the Health Net service area when coverage becomes effective. Health Net plans provide
coverage for medical services to all members on the effective date of coverage regardless of health status.

Health

Health

Net requires adherence to the following guidelines for coverage changes during hospitalization:
Net or the PPG must be notified that the newly covered member is confined to a hospital

The member must be willing to receive care from the selected PPG
If the member can be transferred, financial responsibility for the cost of transportation is based on
terms of the contractual arrangement between Health Net and the PPG
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« If the member can be transferred but refuses, Health Net and the PPG are not liable for any
expenses relating to the hospitalization. If proper documentation has been completed, Health Net
and the PPG pay for the care only when it is not medically prudent to move the member or when it
is prudent, but the costs of the move would likely exceed the costs of the member remaining in a
hospital where the PPG does not have privileges. Refer to the Transfer and Discharge Refusals by
Hospitalized Members section for more information

» The physician from the member's new PPG should discuss the member's treatment plan with the
attending non-participating physician. The member's new physician is then responsible for
assuming care, and the member is obligated to follow that physician's directions

The conditions that may limit Health Net coverage for new members who are confined to a hospital may not
apply if a new member declares they have not received a Health Net identification (ID) card or Health Net
Evidence of Coverage (EOC) and therefore, was unaware of the proper procedures to follow when obtaining
medical care.

Immunizations

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general member benefit information on immunizations, including immunization schedules.
Select any subject below:

+ Coverage Explanation

Coverage Explanation

Provider Type: Physicians | Participating Physician Groups (PPG)

Medically necessary immunizations, as determined by Health Net are covered by all Health Net plans and
include adult immunizations recommended by the Centers for Disease Control and Prevention (CDC) and
childhood immunizations recommended by the American Academy of Pediatrics (AAP). Refer to the CDC
website for:

* The adult immunization schedule (PDF).

» The children and adolescents immunization schedule (PDF).

» Some plans may also provide coverage for occupational-related requirements and foreign travel-
related immunizations and may be subject to a copayment. Refer to the Schedule of Benefits for
coverage and copayment information.

Most immunizations do not require a copayment. Refer to the Schedule of Benefits for exceptions.

For employer group plans travel-related immunizations are covered fully or partially in accordance with the
Provider Participation Agreement (PPA) for some Health Net commercial plans. Haemophilus influenza B (HIB)
vaccines are also covered fully or partially in accordance with the PPA for some Health Net plans. These
immunizations are usually subject to a copayment. Refer to the Schedule of Benefits for copayment information
and exceptions.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Vaccines and immunizations may be sub-categorized as adult or pediatric according to the age of the member
who receives the immunization.

Incarcerated Members

Provider Type: Physicians | Participating Physician Groups (PPG)

The California Board of Corrections, United States Marshall Service, or the city or county where the member is
detained usually provides medical treatment for the incarcerated person. Incarcerated persons may decline
medical treatment if they can receive treatment at their own expense.

California law prohibits a health care service plan or disability insurer from denying a claim for hospital,
medical, surgical, dental, or optometric services for the sole reason that the member is incarcerated, provided
the member is otherwise entitled to reimbursement for such services under the plan contract and incurs an
expense for services performed.

Coverage for Incarcerated Members

Incarcerated members are covered for medical treatment, including urgent and emergency care, provided the
coverage is received as stated in the member's Evidence of Coverage (EOC) or Certificate of Insurance (COI).
The member is responsible for obtaining any required referrals or prior authorizations. The member is also
responsible for obtaining any necessary court approval, transportation or security costs.

Medical treatment that is required as a result of an injury sustained during confinement or mandated medical
testing is not covered; this is the responsibility of the institution where the member is detained.

Injectables

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general member benefit information and protocols for injectables, including prior
authorization requirements.

Select any subject below:

* Overview

» Chemotherapy

» Copayment Requirements

* Home Infusion

* Human Growth Hormone and Antihemophilic Factor

* Injectable Medication Coverage Policy

» Prior Authorization

* Therapeutic Injections and Other Injectable Substances

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Overview

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

Standard definitions determine the Division of Financial Responsibility (DOFR) categories into which injectable
medications are placed and include brand names, generic names and associated HCPCS codes. The
categories mirror the DOFR matrix categories located in the Health Net Provider Participation Agreement (PPA)
DOFR agreement.

For Medi-Cal members under age 21 with California Children's Services (CCS)-eligible conditions, injectable
medications used in the treatment of CCS-related conditions are not included in Health Net's coverage
responsibilities under its Medi-Cal managed care contract with the Department of Health Care Services
(DHCS).

Injectable medications are separated into two primary categories - therapeutic injections and self-injectables.
These categories are sub-divided into secondary categories as follows:

» Therapeutic injections
o Allergy serum
> Blood and blood products for hemophilia (carved out for Medi-Cal)
o Chemotherapy
o Chemo adjunct
o Home health/infusion
o Immunizations
o Immunosuppressants for transplants

+ Self-injectables
o Chemotherapy
o Chemo adjunct
o Growth hormones
o HIV/AIDS
o |Infertility medications

If an injectable medication does not have a secondary category, it defaults to the DOFR primary
category. There are five secondary categories that are contingent on meeting specific criteria -
chemotherapy, chemo adjunct injectable medications, HIV/AIDS, immunosuppressants for
transplants and home health/infusion:

» Chemotherapy and chemo adjunct injectable medications must be associated with a cancer
diagnosis using ICD-10 codes between C00.0-C79.9, C7A.00-C7B.8, C80.0-C96.9, D00.0-D09.9. If
the appropriate codes are not used, these injectables default to the primary category

» HIV/AIDS must be associated with a HIV or AIDS diagnosis. If the diagnosis is not HIV or AIDS,
these injectable medications default to the DOFR therapeutic category

* Home health infusion must be administered in the home by a nurse or physician. If it is not, this
injectable medication defaults to the DOFR primary category

» Immunosuppressants for transplants must be associated with an organ transplant. If they are not,
these injectable medications default to the DOFR primary category

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Injectable medications are categorized using a standardized methodology to ensure clear and proper benefit
administration and reimbursement. Chemotherapy, chemo adjunct, HIV/AIDS, home health/infusion, and
immunosuppressants for transplants are the only injectable medications that may change categories
depending on whether contingent criteria are met.

For additional current information regarding injectable medications, refer to the Health Net Injectable
Medication HCPCS/DOFR Crosswalk (PDF) table.

Allergy testing agents and immune globulins given intramuscularly and subcutaneously that produce passive
immunizations are classified as therapeutic injectable medications. Certain vaccines (for example, BCG) are
categorized as chemotherapy or a therapeutic injection based on the appropriate indication.

Growth hormones and injectables considered safe for self-administration at home and packaged for this
purpose are classified in the primary category of self-injectable medications.

Additional information regarding clinical guidelines and coverage criteria for injectable medications can be
found in the Health Net Prior Authorization guidelines on the provider portal.

Hemophilia

Antihemophilic agents include hemophilic factors VIII and IX and factors used in the treatment of bleeding
episodes in hemophilia A or B members with inhibitors to factor VIII or IX (for example, coagulation factor Vlla
and anti-inhibitor coagulant complex). These agents must be used for Food and Drug Administration (FDA)-
approved indications. Refer to the Health Net Injectable Medication HCPCS/DOFR Crosswalk table for more
information.

Hemophilic factors are covered under the blood and blood products for hemophilia category. Refer to the
Schedule of Benefits to determine coverage for these services. If services are covered under the member's
plan, the services must be pre-approved and obtained from a participating provider.

For Medi-Cal members, blood and blood products for hemophilia are carved out and billed to Medi-Cal. For
Medi-Cal members under age 21, hemophilia is a CCS-eligible condition and treatment is not included in
Health Net's coverage responsibilities under its Medi-Cal managed care contract with the DHCS.

Chemotherapy

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

The terms of compensation for chemotherapy medications are stated in the participating physician group's
(PPG's) Provider Participation Agreement (PPA).

Chemotherapy and chemo adjunct medications are composed of antineoplastic and adjunctive medications. An
antineoplastic medication is a compound used to destroy malignant cancer cells or shrink or kill malignant
tumor cells circulating in the blood and lymphatic systems. Antineoplastics must be approved by the Food and
Drug Administration (FDA) for a specific cancer indication or listed in the most recent bulletin by the Association
of Community Cancer Centers to be eligible for coverage under a Health Net benefit plan.

Adjunctive medications are additional pharmaceutical agents added for the purposes of palliative symptomatic
treatment of side effects directly related to the chemotherapy treatment regimen. The specific purpose of the
adjunctive therapy is for a defined duration of therapy, for only as long as the chemotherapy is continued, and

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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may not be used for chronic maintenance use. Adjunctive therapy may not include products that are already
part of the outpatient pharmacy benefit program.

Refer to the Health Net Injectable HCPCS/DOFR Crosswalk (PDF) table for chemotherapy and chemo adjunct
medications.

Chemotherapy medications may be administered by a participating provider in a hospital inpatient setting, at
the PPG, at other patient settings, or in the member's home. Some chemotherapy agents may require prior
authorization. Refer to the Health Net Injectable Prior Authorization Guidelines on the Health Net provider
portal (Commercial, Medi-Cal).

Copayment Requirements

Provider Type: Physicians | Participating Physician Groups (PPG)

The following information does not apply to individual family plans (IFP).

For most employer groups, an injectable medication copayment or coinsurance may need to be collected for
self-injectable medications. Some employer groups that cover self-injectable medications require a copayment
each time the injectable is administered by the participating provider. Some groups require a copayment per
course of treatment up to a 30-day supply through a Health Net participating specialty or home infusion
pharmacy provider. Refer to the Schedule of Benefits for plans that require copayments.

Home Infusion

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

Home infusion services involve the administration of prescribed intravenous substances and solutions
administered in the member's home by qualified staff. Members who receive home infusion services do not
need to be homebound, but must meet other criteria for home health care, which includes the member's
willingness to learn the administration of therapy at home or the presence of another willing and able caregiver
to administer the therapy. Injectable medications that require admixing by a home health provider or pharmacy
are also included. Infusion medications given in the home setting and approved by Health Net include, but are
not limited to:

+ Total parenteral nutrition (TPN)
* Intravenous antibiotic and antiviral therapies
» Aerosolized therapy

» Pain management

* Chelation therapy

* Inotropic therapy

* IVIG/IGIV immunoglobins

* Hydration therapy

+ Steroid therapy

* Remicade

» Chemotherapy

Home infusion services provided to members affiliated with a shared-risk participating physician group (PPG)
must be obtained through Coram Healthcare, Health Net's home infusion provider.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Shared risk members are capitated to Coram and shared risk PPGs should utilize Coram or they will be liable
for claims payments.

Refer to the Health Net Injectable Medication HCPCS/DOFR Crosswalk (PDF) table for home health infusion
medications.

For Medi-Cal members under age 21, medications used in the treatment of California Children's Services

(CCS) eligible conditions are not included in Health Net's coverage responsibilities under its Medi-Cal managed
care contract with the Department of Health Care Services (DHCS).

Human Growth Hormone and
Antihemophilic Factor

Provider Type: Physicians | Ancillary | Participating Physician Groups (PPG) |

Human growth hormone (HGH) and antihemophilic factors for Food and Drug Administration (FDA)-approved
indications are covered. For participating physician groups (PPGs), HGH is defined as a self-injectable
medication under most Provider Participation Agreements (PPAs). Refer to the Benefits/Injectable topic for
additional information regarding self-injectable medications. Refer to the Medicare Part D Formulary or Cal
MediConnect Formulary for HGH and antihemophilic factors.

HGH must be obtained through Pharmacy Services. Antihemophilic factors may be obtained through a Health
Net participating specialty pharmacy.

Injectable Medication Coverage Policy

Provider Type: Physicians | Participating Physician Groups (PPG)

Injectable medications, including those for therapeutic purposes, are covered when authorized by the
Pharmacy Services or in accordance with the Health Net Provider Participation Agreement (PPA) Division of
Financial Responsibility (DOFR).

Prior authorization must be obtained through the Pharmacy Services for self-injectable medications, including
antihemophilic factors and human growth hormone (HGH).

Refer to the Benefits/Injectables Prior Authorization topic for additional information. For specific information
about specific plan and employer group exceptions, refer to the Schedule of Benefits.

Prior Authorization

Provider Type: Physicians | Participating Physician Groups (PPG)

There are three options for submitting a prior authorization form:

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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. Submit the prior authorization electronically through CoverMyMeds which is Health Net's preferred
way to receive prior authorization requests.
2. Complete the Prescription Drug Prior Authorization or Step Therapy Exception Request Form
(PDF) and submit to Pharmacy Services.
3. Contact Pharmacy Services directly via telephone.

13 1.

o

When certain designated injectables are requested by a participating provider or participating physician group
(PPG) with a shared-risk arrangement, prior authorization must be obtained through Pharmacy Services. This
requirement also applies to PPGs with delegated utilization management. Self-injectable medications require
prior authorization whenever Health Net has the risk.

The participating provider or PPG must complete the appropriate California State Prior Authorization Request
form detailing the medical necessity and the duration of the requested medication.

For all provider portal needs refer to the Health Net provider secure website.

The completed form must be faxed to Pharmacy Services. The participating provider or PPG may call
Pharmacy Services directly for urgent requests.

The approval or request for additional information is faxed back to the original requestor as noted on the Prior
Authorization Request form.

Upon approval, Pharmacy Services forwards the approved authorization to one of Health Net's participating
specialty pharmacy providers. The specialty provider contacts the Health Net member to arrange for delivery.
For additional information regarding injectable medications, refer to the Health Net Injectable Medications
HCPCS/DOFR Crosswalk (PDF) table.

Therapeutic Injections and Other Injectable
Substances

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

EPO and HMO

Therapeutic injections and other injectable substances are covered, subject to scheduled copayments, when
their use is indicated by standard medical practices. These injections are usually administered in the
participating provider's office or professional outpatient facility. Refer to the Health Net Injectable Medications
HCPCS/DOFR Crosswalk (PDF) table for therapeutic injectables information.

The following contraceptives are covered when determined to be medically necessary for the member and
prescribed by a participating provider:

» Depo-Provera® Contraceptive Injections - One injection administered every three months to
prevent pregnancy

» Depo-Sub Q Provera® 104 - One injection administered subcutaneously every three months to
prevent pregnancy

» Lunelle™ Contraceptive Injections - One injection administered monthly to prevent pregnancy

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Except for insulin, injectable medications defined as self-injectables continue to be processed as self-injectable
medications when provided in an office setting.

Medi-Cal

Therapeutic and physician-administered injections are usually administered in the participating provider's office
or professional outpatient facility. Refer to the Health Net Injectable Medications HCPCS/DOFR Crosswalk
(PDF) table for therapeutic injectables information.

These injections may be covered by either Medi-Cal Rx under the pharmacy benefit or by Health Net. If
submitted on a medical claim, the above crosswalk applies and financial responsibility for the claim is the plan’s
risk. If the claim is submitted by a pharmacy, visit the Medi-Cal Rx website site and view the contract drug list to
determine coverage.

The following contraceptives are covered when determined to be medically necessary for the member and
prescribed by a participating provider:

» Depo-Provera® Contraceptive Injections - One injection administered every three months to
prevent pregnancy

» Depo-Sub Q Provera® 104 - One injection administered subcutaneously every three months to
prevent pregnancy

» Lunelle™ Contraceptive Injections - One injection administered monthly to prevent pregnancy

Maternity

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general member benefit information about maternity care services.
Select any subject below:

» Emergency Services

* Healthy Pregnancy

* Maternal Mental Health Screening Requirement
» Pediatric Services

* Pregnancy Termination

» Surrogacy

Emergency Services

Provider Type: Physicians | Participating Physician Groups (PPG) (does not apply to HSP)

Normal or premature deliveries, including cesarean section, occurring outside the member's service area are
considered medical emergencies and are covered regardless of the month of pregnancy. Out-of-area

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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emergency benefits are provided for the delivery. Health Net or the participating physician group (PPG) (as
appliable) are required to perform or authorize follow-up care for members affiliated with a capitated PPG.

Healthy Pregnancy

Provider Type: Physicians | Participating Physician Groups (PPG)

The Decision Power® Healthy Pregnancy program educates women and provides screening to identify high-
risk pregnancies. This program has been effective in prolonging pregnancies, improving birth weights and
minimizing hospitalizations, by featuring the following:

Initial assessment and risk screening, conducted at time of enroliment

Online educational resources

The book, Your Journey Through Pregnancy, which includes information from early pregnancy
through the baby's first weeks, and a resource bookmark

Access to BabyLine® - a telephone line answered by highly experienced nurses, 24 hours a day,
seven days a week, for questions related to pregnancy

Second assessment at approximately 28 weeks

Referrals to case management for those at-risk participants identified during assessments

Final assessment completed post-delivery

Assessment report for participants and their physicians

Pregnant members identified as high risk and enrolled in the high-risk obstetric case management program
have access to the expertise and experience of high-risk obstetric nurse case managers who are available to
program participants 24 hours a day, seven days a week. The case manager creates a care plan unique for
each participant by helping to set goals and develop strategies to assist the participant. Case managers also
coordinate home-care and neonatal intensive care unit (NICU) care as needed. Refer eligible Health Net
expectant mothers to this program via fax.

PROFESSIONAL CARE FOR PREGNANCY

Hospital and professional pregnancy services are covered, including:

Prenatal, postnatal and newborn care and delivery, including:

o Professional care for pregnancy provided by a participating provider, including prenatal and
postnatal care, delivery and newborn care, subject to the scheduled copayments (Note:
Newborn care is not covered under Medicare Advantage plans)

o Office calls, consultations, laboratory tests, hospital visits, and normal vaginal or cesarean
section deliveries.

In identified cases of high-risk pregnancy, prenatal diagnostic procedures and genetic testing of the
fetus are covered.

Blood specimens. The California Health and Safety Code requires a blood specimen to be obtained
on the first prenatal visit or within 10 days of the visit. The blood specimen must be submitted to an
approved laboratory for a standard laboratory test for syphilis.

Maternity care. A female member is entitled to coverage for maternity care and is not required to
complete a waiting period. Therefore, a pregnant woman may enroll in Health Net at any time, and
the participating physician group (PPG) is obligated to provide covered obstetrical services.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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* Minimum maternity inpatient stays required by law: The California Health and Safety Code requires
health care plans to provide mothers and newborns with coverage for minimum hospital stays of at
least 48 hours following a vaginal delivery, or at least 96 hours following a cesarean section
delivery (Note: Newborn care is not covered under Medicare Advantage plans).

> When a delivery occurs in the hospital, the stay begins at the time of delivery (in the case of
multiple births, at the time of the last delivery).

> When a delivery occurs outside a hospital, the stay begins at the time the mother or newborn
is admitted.

o Coverage for inpatient hospital care may be for less than 48 or 96 hours, respectively, only if
both the treating provider and the member agree to an earlier discharge.

+ In cases of an early discharge, a member receives a post-discharge follow-up visit at home, in a
facility, or in the provider's office within 48 hours of the discharge, as prescribed by the treating
provider with no authorization requirement. A licensed health care provider whose scope of practice
includes postpartum care and newborn care must provide this covered visit. The treating provider
must provide written disclosure of all the above to the member (Note: Newborn care is not covered
under Medicare Advantage plans).

» Continuation of obstetrical services for terminated members. If a female member is terminated from
a Health Net group agreement, coverage for obstetrical services is provided when there is a
continuation of coverage through Consolidated Omnibus Budget Reconciliation Act of 1985
(COBRA) or the conversion plan.

GENETIC TESTING AND COUNSELING

Genetic testing is covered when performed on the fetus using the following recognized tests:

+ Alpha-fetoprotein (AFP), maternal serum

» Fetal chromosomal aneuploidy genomic sequence analysis panel, circulating cell-free fetal DNA
(cfDNA) in maternal blood, (trisomy 13, 18 and 21), and sex chromosome aneuploidy (X, XXY, XYY,
XXX) screening

Testing is covered for the following conditions when there is a family history of one of these conditions:

» Tay-Sachs disease

+ Sickle cell anemia

» Fragile X syndrome - covered if there is a history of fragile X syndrome in another child. If there is a
history of a child with mental retardation without a diagnosis of fragile X syndrome, the child (not
the mother) should be tested

Amniocentesis is covered when the mother is age 35 or older.
Cytogenetic testing is covered if reasonable and necessary in accordance with Medicare guidelines.

Genetic counseling related to covered genetic testing services is considered a specialist consultation and is
covered, subject to the applicable specialist consultation copayment.

The screening of newborns includes tandem mass spectrometry screening for fatty acid oxidation, amino acid,
organic acid disorders, and congenital adrenal hyperplasia. Women receiving prenatal care or who are
admitted to a hospital for delivery must be given information regarding these disorders and the testing
resources available to them.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Genetic testing performed on an adult (including parents), genetic counseling related to non-covered genetic
testing services, or any genetic testing that is considered investigative, is not covered.

Maternal Mental Health Screening
Requirement

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

Licensed health care practitioners who provide prenatal or postpartum care for a patient should screen or offer
to screen mothers for maternal mental health conditions.

Maternal mental health condition means a mental health condition that occurs during pregnancy, the
postpartum period, or interpregnancy and includes, but is not limited to, postpartum depression.

Providers serving Health Net members can use one of the following screening tools, as appropriate to the
member's plan:

 Patient Health Questionnaire-2 (PHQ-2)
+ Patient Health Questionnaire-9 (PHQ-9)
» Edinburgh Postnatal Depression Scale

You can refer members with a positive screen to Health Net's Case Management Department for further
assistance with the member's mental health needs.

Pregnancy Program

Health care service plans and health insurers must develop a maternal mental health program. The program
must be consistent with sound clinical principles and processes.

Health Net offers a pregnancy program to pregnant commercial and Medi-Cal members. The program provides
customized support and care needed for a healthy pregnancy and baby. It helps pregnant members access
medical care, educates them about their health care needs and assists with social needs and concerns. The
program uses the Edinburgh Postnatal Depression Scale to assess for mental health needs of pregnant
members and facilitates referrals to a mental health specialist as needed.

Refer members to the pregnancy program by contacting the Case Management Department.
Provider Type: Physicians | Participating Physician Groups (PPG) (does not apply to HSP)

Health Net covers newborns or adoptees of the subscriber or spouse automatically for the first 30 days of life, if
the plan provides for dependent coverage.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Coverage after 30 days is contingent on the subscriber enrolling the eligible newborn through the subscriber's
employer as a family member within 30 days following birth or placement, assuming the subscriber's employer
has dependent coverage to insure the spouse, dependents or members of the immediate family. The child is
then eligible with no lapse in coverage.

If the child is not added to the plan within 30 days from birth, the child is no longer covered and any services
incurred after the 30" day are the financial responsibility of the child's parent or guardian.

Surrogacy

Provider Type: Physicians | Participating Physician Groups (PPG)

Services for pregnancies that result under a surrogate parenting agreement are covered only when the
surrogate is a Health Net member. When compensation is obtained for the surrogacy, Health Net or the
participating provider has a lien on such compensation to recover its medical expense.

Compensation is defined as remuneration over and above what the surrogate mother would have received if
the pregnancy had not taken place.

A surrogate parenting agreement is one in which a woman agrees to become pregnant with the intent of
surrendering custody of the child to another person. A participating provider aware that a member is pregnant
on the basis of having entered into a surrogate mother agreement should advise the member that Health Net
benefits are available for services incurred for that pregnancy. However, when compensation is obtained for the
surrogacy, Health Net or the participating provider has a lien on such compensation to recover its medical
expense.

Pregnancy Termination

Provider Type: Physicians | Participating Physician Groups (PPG)

Pregnancy terminations provided by a participating provider are covered on most plans.

Care for complications of pregnancy and abortions prescribed by a participating provider are covered on most
plans.

Effective January 1, 2023, physicians and other providers cannot impose cost-sharing for abortion and
abortion-related services in accordance with Senate Bill 245 (the Abortion Accessibility Act). To ensure coding
accuracy, Health Net has put together a list of abortion-related diagnosis codes, ICD-10-CM Codes for
Abortion-Related Services (PDF). Providers must bill applicable abortion and abortion-related diagnosis codes
in the primary/principal position on the claim to comply with providing these services at no cost-share to
members.

Medical Social Services
Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general member benefit information on medical social services.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Select any subject below:

» Coverage Explanation
* PPG Responsibility

Coverage Explanation

Provider Type: Physicians | Participating Physician Groups (PPG) (does not apply to HSP)

Medical social services provided to members dealing with the physical, emotional and economic effects of
illness or disability are covered. Medical social services include pre- and post-hospital planning, member
education programs, referral to services provided through community health and social welfare agencies, and
family counseling.

PPG Responsibility

Provider Type: Participating Physician Groups (PPG) | Hospitals

Participating physician groups (PPGs) are responsible for ensuring that medical social services are available to
Health Net members. PPGs may provide these services directly or may refer members to providers who offer
these services.

The following are available to support medical social services provided by the PPG:

* Medical social service departments in Health Net-participating hospitals
» Medical social service consultants through home health agencies

Nuclear Medicine

Provider Type: Physicians | Ancillary | Participating Physician Groups (PPG) (does not apply to HSP)
Nuclear medicine, considered part of radiology, is a branch of medicine that uses radioactive materials in
treatment and diagnosis of disease.

Nuclear medicine treatment may be covered, depending on the member's coverage. Some plans may require

an inpatient stay copayment. Refer to the member's Evidence of Coverage (EOC) for more information. Refer
to the specific plan chart in the Schedule of Benefits.

Nurse Midwife

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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This section contains general member benefit information on nurse midwife services.
Select any subject below:

+ Coverage

Coverage

Provider Type: Physicians

A certified nurse midwife (CNM) is a registered nurse who has received training in obstetrics and gynecology,
and is certified by the American College of Nurse Midwives. A midwife assists in delivering infants, as well as
providing antepartum and postpartum care. CNMs must be licensed by the state of California and working
under the license of an actively practicing physician. CNM coverage is limited to services performed within the
scope of a CNM's license and according to the terms of the member's plan. Home births are not covered.
Services rendered by CNMs must be prior authorized to be considered for payment.

If a member is assigned to a primary care physician (PCP) participating with a delegated participating physician
group (PPG), and the PPG does not have any participating CNMs in its network, a prior authorization request
and authorization to the out-of-network CNM provider is required from the PPG prior to the member accessing
services with the out-of-network, non-participating CNM.

Obesity

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

Obesity is defined as an excess of body fat. Body mass index (BMI) is a measure of body weight relative to
height. BMI can be used to determine if people are at a healthy weight, overweight or obese. An adult member
whose BMI is 25 to 29.9 is considered overweight and a BMI of 30 or more is considered obese. Children of
the same age and sex, with a BMI at or above the 8s5th percentile and lower than the 95t percentile is defined
as overweight. Considerations for obesity is having a BMI at the g5t percentile or above.

Obesity is a treatable medical condition. Treatment of this condition varies depending on the severity of the
members' condition.

Coverage

The primary care physician (PCP) or attending provider may recommend a diet plan for the member to follow
and, if medically appropriate, the PCP may refer the member to a dietitian or a provider who specializes in
weight-loss management. These services are covered as specialist consultation services. In cases of extreme
morbid obesity, other treatments, such as pharmaceutical and surgical services, may be covered.

Health Net does not provide coverage for diet programs, such as Weight Watchers®. Gym memberships and
exercise programs are also not covered under Medi-Cal.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Resources

Medi-Cal members are eligible to receive weight control resources through the Health Education Department.
Resources include:

+ Fit Families for Life program - Mailed educational self-guided resource with nutrition tips, exercise
band and cookbook to help families and children eat healthy and stay active. Physical activity
videos are available online.

+ Healthy Habits for Healthy People Program - Nutrition and physical activity resource for older
adults. Includes a workbook, cookbook and exercise band. Physical activity videos are available
online.

Providers may refer members interested in these resources via the Fit Families for Life Referral form — Health
Net (PDF), Fit Families for Life Referral form — Community Health Plan of Imperial Valley (PDF) or Fit Families
for Life Referral form — CalViva Health (PDF). Contact the Health Education Department for more information.

The following information does not apply to Medi-Cal

All participating physician groups (PPGs) or attending providers offer patient education programs, including
weight management. For more information regarding Health Net's weight loss interactive tools, discounts and

online education programs, refer to the Decision Power® program.
For more information on, select any subject below:

Bariatric Surgery Services

Bariatric Surgery Services

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG)

Health Net covers bariatric surgical procedures and services when medically appropriate in accordance with
Health Net's Bariatric Surgery National Medical Policy. This includes the treatment of morbid obesity, including
abdominoplasty or lipectomy, and is authorized by Health Net and performed by Health Net Bariatric
Performance Centers (PDF).

Outpatient Services

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general member benefit information on outpatient services.
Select any subject below:

» Coverage Explanation
 Alternative Birth Centers
* Ambulatory Surgical Centers

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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» Ambulatory Surgical Centers Payments

+ Office Visit

» Outpatient Hospital Services and Supplies
* Urgent Care Centers

Coverage Explanation

Provider Type: Physicians | Participating Physician Groups (PPG)

Outpatient services and supplies within the participating physician group (PPG) service area or Health Net's
service area (if the member is not affiliated with a PPG) are covered. Copayments, coinsurance or deductibles
are required on some plans. Refer to the Schedule of Benefits and Summary of Benefits and the members'
Evidence of Coverage (EOC) or Certificate of Insurance (COI) for services received in the outpatient
department of a hospital, emergency room, urgent care center, ambulatory surgical center (ASC), or alternative
birth center (ABC).

Alternative Birth Centers

Provider Type: Physicians | Participating Physician Groups (PPG)

Health Net requires alternative birth centers (ABCs) to meet the following eligibility criteria:

» Be accredited by either the Accreditation Association for Ambulatory Care or the Joint Commission
on Accreditation of Healthcare Organizations (JCAHO)

* Maintain a transfer agreement with a nearby acute-care hospital

+ Bill charges on a UB-04 billing form

« Bill with an all-inclusive global fee

Ambulatory Surgical Centers

Provider Type: Physicians | Participating Physician Groups (PPG)

An ambulatory surgical center (ASC) is a facility other than a medical or dental office that performs outpatient
surgery. It is generally required to be licensed as a freestanding outpatient clinic and meet all requirements of a
clinic providing ambulatory surgical services.

Ambulatory Surgical Centers Payments
Provider Type: Participating Physician Groups (PPG)

Health Net considers payment claims for facility charges when the billing ambulatory surgical center (ASC) is
licensed by the state of California, accredited by a recognized accreditation body, or certified by Medicare.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Participating physician group (PPG) coordinators and staff should notify ASCs that charges should be billed on
a hospital form (UB-04). To document that it is a facility fee, a Medicare charge may be billed on a CMS-1500
with an SG modifier. If the Health Net Claims Department receives charges on any claim forms other than a
UB-04 or a CMS-1500 for a Medicare charge for a facility fee, payment is delayed.

PPGs should verify whether the ASC contracts with Health Net. When the ASC contracts with Health Net, the
facility charges are paid in accordance with the Provider Participation Agreement (PPA).

Office Visit

Provider Type: Physicians | Participating Physician Groups (PPG)

Office visits to a physician, physician assistant (PA) and nurse practitioner (NP), and specialist consultations at
a participating physician group (PPG), are covered on all Health Net plans. Specialist consultations are
covered when referred by the member's primary care physician (PCP).

Well-Woman Self Referrals

The well-woman self-referral benefit allows female members to self-refer to an obstetrician/gynecologist (OB/
GYN) within the member's selected PPG for obstetrical and gynecological physician services. Services
received as part of a well-woman visit are considered an OB/GYN self-referral under the specialist consultation
visit and the PPG may establish reasonable requirements for the OB/GYN to communicate with a member's
PCP regarding the member's condition, treatment and any need for follow-up care.

Coverage Explanation

Office visits, consultations with a participating provider, or any necessary referrals for care by a provider other
than the member's primary care physician (PCP) are covered and subject to the scheduled copayments.

Refer to the plan chart in the Schedule of Benefits and Summary Benefits for the standard benefit and
copayments for office visits if applicable.

Outpatient Hospital Services and Supplies

Provider Type: Physicians | Participating Physician Groups (PPG)

The participating provider decides under what circumstances the outpatient department is used (excluding lab
and X-ray procedures performed solely for diagnostic purposes and not in conjunction with a surgery or
emergency).

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Urgent Care Centers

Provider Type: Participating Physician Groups (PPG)

Health Net encourages participating physician groups (PPGs) to operate urgent care centers and endorse their
use by Health Net members for medical conditions that require immediate attention. Additionally, members who
cannot wait hours or days for a scheduled appointment with a primary care physician (PCP) may visit an urgent
care center. These centers provide immediate medical care and reduce inappropriate emergency room
encounters.

Health Net requires that PPG urgent care centers follow these standards:

Maintain written policies, procedures and evaluation techniques
Be located by and have a contracting relationship with a hospital emergency room
Maintain extended hours with services available seven days a week
Have staff that includes the following qualified physicians. Certified physician assistants (PAs) and
nurse practitioners (NPs) must have on-site physician supervision at all times. Unlicensed residents
must be directly supervised by licensed physicians.
o Panel of available specialists
> Registered nurses
o Support staff - licensed vocational nurse (LVN), nursing assistant (NA), PA, technicians
Minimum ancillary services, which include:
o X-ray
° Lab
Medical records procedures (each urgent care center should have its own procedures for handling
medical records information) for:
o Urgent care records
o Records of transfer to primary care
> Procedure for follow-up care
Member access:
> Available to all clinic patients (not prepaid only)
> Procedure for managing member satisfaction and system flexibility to accommodate member
needs
> Methods used to educate members on correct use of the center prior to using it, obtaining
follow-up care and follow-up care procedures
Utilization management (UM) and quality improvement (Ql) procedures:
o Specific procedures for evaluating utilization
o Reporting process
Utilization review (UR) and QI committee (QIC) activity to:
> Process and document procedures in place where the PPG's UR committee reviews
utilization and quality of care provided at the urgent care center
> Document activities of UR committee and report to urgent care center staff
> Make Health Net's periodic UR available

Health Net performs utilization and quality audits by random selection or focused review, either on-
site at the urgent care center, based on emergency room utilization reports, or at Health Net, with
records copied and submitted by the urgent care center.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Periodic Health Evaluations

Provider Type: Physicians | Participating Physician Groups (PPG)

Coverage for periodic health evaluations and diagnostic preventive procedures is based on recommendations
published by the United States Preventive Services Task Force (USPSTF), Centers for Disease Control and
Prevention (CDC). They include female breast and pelvic exams, Pap smears, blood pressure checks, periodic
check-ups, routine preventive care, newborn care office visits, and well-baby care.

Annual cervical cancer screenings are covered, which include Pap smear and the option of any cervical cancer
test approved by the U.S. Food and Drug Administration (FDA) upon referral of the member's physician, nurse
practitioner or certified nurse midwife, or by self-referral to an OB/GYN or family practice physician who
provides such services within the member's participating physician group (PPG). In accordance with California
legislation SB 1245 (ch.482, 2006), annual cervical cancer screening must also include coverage for FDA-
approved human papillomavirus (HPV) screening.

Physicians Visit

Provider Type: Physicians | Participating Physician Groups (PPG)

Physician visits to a member's home (if the member is homebound), or to a hospital, skilled nursing facility
(SNF) or convalescent home (if the member is confined in such a facility) located inside the participating
physician group (PPG) or primary care physician's (PCPs) service area, are covered and subject to scheduled
copayments if applicable. Attending participating providers determine appropriate accessibility and courses of
treatment.

Homebound Members

Physician visits to a member's home may be covered when an eligible member is homebound. Refer to Home
Health Care services for detailed information on Home-Bound Determination.

Home Health Care

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

Intermittent home health care is defined as those medical services customarily provided to members in their
place of residence. Members affiliated with a participating physician group (PPG) must use a Health Net
participating home health care agency.

Home Health Care Services

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Home health care services in the member's home are provided by a registered nurse (RN); licensed vocational
nurse (LVN); tech nurse, pediatric RN; licensed physical, occupational or speech therapist; MSW; or home
health aid. These services may include, but are not limited to, skilled nursing services, medical social services,
rehabilitation therapy (including physical, speech and occupational), and cardiac rehabilitation therapy. These
services are subject to the conditions and limitations in the member's Evidence of Coverage (EOC) or Cal
MediConnect Member Handbook.

The following are additional components of home health care:

» Home health aid services - Coverage for medically necessary home health care provided by a
home health aid is authorized only in conjunction with skilled nursing services provided by a
certified licensed RN, LVN, tech nurse, pediatric RN, physical or speech therapist, or MSW. The
home health aid provides personal care to the member. Custodial care is not covered.

» Medical supplies - Routine supplies, because of their specific therapeutic or diagnostic
characteristics, are essential in enabling home health care staff to provide effective care. Home
health care covers the medical supplies and services needed to provide the skilled care.

Home health care services are in place of continued hospitalization, confinement in a skilled nursing facility, or
outpatient services provided outside of the member's home.

Home health care services that can be safely and effectively performed or self-administered by the average,
unlicensed, non-medical person without direct supervision of a licensed nurse are not skilled nursing services,
even though a licensed nurse may provide the service.

Service Providers

Once authorized by Health Net or the delegated participating physician group (PPG), primary care physicians
(PCPs) may refer members for home health services through Health Net's directly-contracting home health
providers.

Medicare Advantage (MA) Violet PPO plan members may use an in-network or out-of-network provider
depending upon the desired level of coverage.

Providers must reference the Division of Financial Responsibility (DOFR) for the agreement governing the
relationship to ensure services are directed to the appropriate providers.

Homebound Determination

A member is considered homebound if the following criteria are met:

+ The member must either, because of iliness or injury, need the aid of supportive devices, such as
crutches, canes, wheelchairs, and walkers; the use of special transportation; or the assistance of
another person in order to leave their place of residence; or have a condition that makes leaving
their home medically contraindicated.

If the member meets any of the above criteria, then they must also meet both requirements as follows:
+ Inability to leave home, and leaving home requires a considerable and taxing effort.

If the member does leave home, they are considered homebound if the absences from the home are infrequent
or for periods of relatively short duration, or are attributable to the need to receive health care treatment.
Absences attributable to the need to receive health care treatment include, but are not limited to:

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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» attendance at adult day centers to receive medical care.
» ongoing outpatient kidney dialysis.
+ outpatient chemotherapy or radiation therapy.

_
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The physician requesting the home health services determines the homebound criteria. Obstetric (OB) criteria
do not qualify as homebound. Women and newborns in the immediate postpartum phase may require skilled
observation and evaluation. The following selection criteria apply:

* Members who have had a caesarean section and were discharged from the hospital within 96
hours after delivery are eligible for one home health care visit at the attending physician's request.
Authorization is not required. Requests for visits to members discharged after 96 hours are
evaluated on a case-by-case basis.

* Members who delivered vaginally and were discharged from the hospital within 48 hours after
delivery are eligible for one home health visit at the attending physician's request. Authorization is
not required. Requests for visits for members discharged after 48 hours are evaluated on a case-
by-case basis for medical necessity.

Additionally, to receive home health care services, skilled nursing care must be appropriate for the medical
treatment of a condition, iliness, disease, or injury, or home health care services are part-time and intermittent
in nature; for example, a visit lasts up to four hours in duration every 24 hours.

Occasional absences from the home to attend, for example, a family reunion, funeral, graduation, or other
infrequent or unique event do not necessitate a determination that the member is not homebound if:

+ absences are infrequent.

» absences are of relatively short duration.

» absences do not indicate that the member has the capacity to obtain the health care provided
outside rather than in the home.

Exclusions and Limitations

The following are not covered:

» food, housing, homemaker services, and home-delivered meals.

» supportive environmental equipment, such as handrails, ramps, and similar appliances and devices
(not an exclusion for Cal MediConnect members).

+ services not deemed to be medically necessary by the PPG, PCP or Health Net.

+ exercise equipment, gravitonic devices, treadmills, room air purifiers, air conditioners, and similar
devices.

+ any other equipment that is not considered by the Centers for Medicare & Medicaid Services (CMS)
to be durable medical equipment (DME).

Authorization Guidelines

The participating provider prescribes treatment and the home health agency then proposes, develops and
submits a treatment plan, signed by the physician, to the participating physician group (PPG) (for members
affiliated with a PPG) or Health Net (for members not affiliated with a PPG) for review and approval. For
members affiliated with a PPG, the PPG is required to complete the Authorization for Treatment form for the
member. The treatment plan summarizes the services provided, the member's progress, the member's

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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response to treatment, and recommendations for continued service. The participating provider reviews the
treatment plan at least every 60 days and signs it to verify that the services provided are medically necessary.

When determining the appropriateness of home health services the following factors are considered:

* mental status of member

+ types of services and equipment required (including frequency, duration, dressings, injections, and
treatments)

» frequency of visits

* prognosis

+ rehabilitation potential

* activities performed

* nutritional requirements

* medications and treatments (including amount, frequency and duration)

* homebound status

+ any safety measures to protect against injury

+ instructions for timely discharge or referral

+ any other relevant items

Providers should initiate arrangements for home health services upon finalizing a hospitalized member's
discharge plan.

Providers must use the Urgent Request for Continuing Home Health Services (PDF) form for HMO/POS, PPO,
EPO, and Medicare Advantage members continuing home health services. Completed forms must be faxed to
the Health Net Prior Authorization Department.

Physician Certification

Medicare Part A, Part B and Part C (Medicare Managed Care) and Medi-Cal requires physician certification for
home health services. A physician must certify that the medical and other covered health services provided by
the home health agency were medically required. If the member's underlying condition or complication requires
a registered nurse to ensure that essential non-skilled care is achieving its purpose and necessitates a
registered nurse be involved in the development, management and evaluation of a patient's care plan, the
physician must include a brief narrative describing the clinical justification of this need. This certification needs
to be made only once where the member may require over a period of time the furnishing of the same item or
service related to one diagnosis.

Physician Recertification

Additionally, at the end of a 60-day period, a decision must be made whether or not to recertify the member for
a subsequent 60-day period. An eligible member who qualifies for a subsequent 60-day episode of care would
start the subsequent 60-day period on day 61. The plan of care must be reviewed and signed by the physician
every 60 days unless the member transfers to another home health agency or is discharged and returns to the
same home health agency during the 60-day period.

Ongoing Care

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Participating providers initiate home health care services as follows:

» The participating provider or designee contacts the home health or home medical equipment/
respiratory provider with orders for continuation of therapy and additional needs.

» The ancillary provider's staff communicates with the ordering physician about changes in the
member's condition and questions regarding care or the need for extension or termination of
services.

» The ancillary provider's staff cannot deny a service as being not covered without consulting the
participating physician group's (PPG's) Utilization Management (UM) Department or a Health Net
regional medical director. The participating provider communicates all denials to the ordering
physician and the PPG's UM Department or a Health Net regional medical director. The PPG's UM
Department or Health Net issues any denial letter to the member.

» The participating provider contacts the ordering physician to discuss ongoing care before
authorized services come to an end.

For more information, select any subject below:

+ Skilled Nursing Services

Preventive Services

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general member benefit information on preventive care services.
Select any subject below:

* Breast Cancer Susceptibility Gene Testing
» Hepatitis C Screening

* Mammography

» Preventive Services Guidelines

Breast Cancer Susceptibility Gene Testing

Provider Type: Physicians

Health Net covers breast cancer susceptibility gene (BRCA) testing as preventive care for high-risk members
enrolled in non-grandfathered health plans.

For information on Health Net's criteria for BRCA testing, refer to Health Net's medical policy, Genetic Testing
for BRCA1 and BRCAZ2, available on the Health Net provider website > Medical Policies under Resources for
You.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Hepatitis C Screening

Provider Type: Physicians

Health Net covers hepatitis C virus (HCV) screening as preventive care for high-risk members enrolled in non-
grandfathered health plans.

Mammography

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

Health Net of California, Inc. and Health Net Life Insurance Company (Health Net) cover conventional 2-D
mammography for commercial members in accordance with the member's health plan policy and the Women'’s
Preventive Services Guidelines — Health Resources & Services Administration.

Health Net covers 3-D mammography, also known as digital breast tomosynthesis (DBT), for HMO, Point of
Service (POS), HSP, PPO, and EPO (commercial) plans. Claims codes affected by this change are listed
below.

When administered as a preventive screening, this benefit is subject to the annual screening limit, and cost-
shares do not apply. If DBT services are provided for diagnostic purposes outside of the annual screening, they
do not require prior authorization, but are subject to the member's applicable cost-share.

Claims coding for DBT:

CPT Codes Description
77061 Digital breast tomosynthesis; unilateral
77062 Digital breast tomosynthesis; bilateral
77063 Screening digital breast tomosynthesis, bilateral
HCPCS Codes Description
G0279 Diagnostic digital breast tomosynthesis,
unilateral or bilateral

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Preventive Services Guidelines

Provider Type: Physicians | Participating Physician Groups (PPG)

Preventive care refers to services or measures taken to promote health and early detection or prevention of
diseases and injuries, rather than treating or curing them. Preventive care includes, but is not limited to,
immunizations, medications, contraception, tobacco cessation treatment, examinations and screening tests
tailored to an individual’s age, health and family history.

Health Net provides coverage for preventive care in accordance with the requirements of the Affordable Care
Act (ACA). According to the ACA, preventive care services must include the following:

» Evidence based items or services that have in effect a rating of A or B in the current
recommendations of the United States Preventive Services Task Force (USPSTF).

* Immunizations for routine use in children, adolescents and adults that have in effect a
recommendation from the Advisory Committee on Immunization Practices (ACIP) of the Centers for
Disease Control and Prevention (CDC).

+ With respect to infants, children and adolescents, evidence-informed preventive care and
screenings provided for in the comprehensive guidelines supported by the Health Resources and
Services Administration (HRSA).

+ With respect to women, such additional preventive care and screenings as provided for in
comprehensive guidelines supported by the HRSA.

As new preventive care recommendations/guidelines are released by the USPSTF, ACIP and HRSA, they will
ultimately be added to our list of covered preventive care benefits. Note: All newly released preventive care
recommendations/guidelines must be applicable to group health plans and health insurance issuers for plan
years (in the individual market, policy years) that begin on or after the date that is one year after the date the
recommendation or guideline is issued.

On our commercial individual & family, small and large group plans, with the exception of grandfathered plans’,
preventive care benefits obtained from an in-network provider are covered without member cost share (i.e.,
covered in full — without a deductible, coinsurance or copayment). Please keep in mind, certain covered
services can be performed for preventive or diagnostic reasons (e.g., mammograms). Therefore, how such
services are billed — preventive or diagnostic — will determine the applicable benefit category and cost share.
Furthermore, if preventive and diagnostic services are performed during the same visit, cost share may apply
to the latter (depending on the plan design).

Refer to the following websites for the most up-to-date information about preventive care coverage
requirements:

» USPSTF

+ CDCACIP
> Recommended Child and Adolescent Immunization Schedule (PDF)
o Recommended Adult Immunization Schedule (PDF)

*+ HRSA

* HealthCare.gov

'Grandfathered plans are those that were in existence on March 23, 2010, and have stayed basically the
same. Grandfathered plans are not required to provide all of the benefits and consumer protections required by

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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the ACA. As such, Health Net’s in-network preventive care, provided on these plans, does not have to be
covered in full.

Prosthesis

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general member benefit information on prostheses and orthotics.
Select any subject below:

» Coverage Explanation
* Phenylketonuria

Coverage Explanation

Provider Type: Physicians | Ancillary | Participating Physician Groups (PPG)

Prostheses are covered on most plans. Prostheses needs may be referred to any Health Net participating
provider.

Prostheses and supplies include:

+ Artificial limbs

Artificial eyes

Artificial larynx devices after a laryngectomy
* Breast prostheses

Colostomy and ostomy supplies

Contact lenses after cataract surgery

C.V., midline and peripheral catheters
Enteral supplies (including formula)

+ Lmphedema sleeves and gloves
Phenylketonuria (PKU) formulas and food products
» Tacheostomy supplies

» Ventilator supplies

When reconstructive breast surgery (after a medically necessary mastectomy) is performed, prescribed
prostheses are covered and replaceable when no longer functional. In addition, prescribed prostheses are
covered and replaceable when no longer functional if surgery to the healthy breast is performed to restore and
achieve symmetry. Benefits for prostheses include two mastectomy bras each year. If the original mastectomy
was not medically necessary, the cost of a new prosthetic is not covered.

Repair or replacement of prostheses is covered. Repair or replacement due to misuse or loss is not covered.
Supplies required for prostheses maintenance are covered.

Formula is covered under the prostheses benefit as follows:

* When given by a feeding tube

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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* When given for severe metabolic disorders (for example, PKU), whether by mouth or a feeding tube
(as outlined in Health and Safety Code 1374.56 and Insurance Code 10123.89)

Phenylketonuria

Provider Type: Physicians | Ancillary | Participating Physician Groups (PPG)

Health Net covers the testing and treatment of phenylketonuria (PKU). Treatment includes formulas and special
food products that are part of a diet prescribed by a participating licensed physician and managed by a health
care professional in consultation with a physician who specializes in the treatment of metabolic disease.
Coverage is only required to the extent that the cost of necessary formulas and foods exceeds the cost of a
normal diet.

According to Health and Safety Code 1374.56 and Insurance Code 10123.89, formula means an enteral
product for use at home that is prescribed by a physician or nurse practitioner or ordered by a registered
dietitian upon referral by a health care provider authorized to prescribe dietary treatments, as medically
necessary for the treatment of PKU.

Special food products means a food that is both:

» Prescribed for treatment of PKU consistent with recommendations and best practices in care and
treatment of PKU (it does not include a food that is naturally low in protein, but may include food
that is specially formulated to have less than one gram of protein per serving).

» Used in place of normal food products, such as foods from the grocery store that are used by the
general population.

For additional information regarding the coverage of treatment of PKU, refer to the Coverage Explanation
document.

Rehabilitation Therapy

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general member benefit information on rehabilitation therapy services.
Select any subject below:

» Coverage Explanation

» Exclusions and Limitations

* Home Health Services

» Physical, Occupational or Speech Therapy Services Concurrent Review Forms
* Rehabilitation Therapy

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Coverage Explanation

Provider Type: Physicians | Ancillary | Participating Physician Groups (PPG)

Rehabilitation in an inpatient, outpatient or home health setting enables the member to achieve a high level of
functional independence. Rehabilitation programs common to hospital settings (inpatient or outpatient) include:

» Amputee rehabilitation

* Brain injury rehabilitation

+ Cardiac rehabilitation

» Coma stimulation

» Fracture rehabilitation

» General rehabilitation - Physical, speech and occupational therapy (may include the above and
additional conditions)

» Pain management

* Pulmonary rehabilitation

» Spinal cord injury rehabilitation

+ Stroke rehabilitation

If the member is affiliated with a participating physician group (PPG) and the PPG provides physical
rehabilitation and educates the member medically and socially, a formal cardiac rehabilitation program is not
necessary.

Rehabilitation programs are directed by a physician experienced or trained in rehabilitation and supported by
rehabilitative nursing. The ancillary services of physical therapy (PT) and occupational therapy (OT) are
necessary for all of the programs cited.

Psychological and social services should be provided depending on the member's need. In addition to these
basic services, brain injury and stroke rehabilitation programs require speech therapy, and the pulmonary
rehabilitation program requires respiratory therapy.

Exclusions and Limitations

Provider Type: Physicians | Ancillary | Participating Physician Groups (PPG)

Rehabilitation therapy (physical, speech and occupational) is not covered when such problems are the result of
the following conditions. Note: This does not apply to members with Mental Health and Substance Use
Disorders. In such cases, therapy that develops or restores functioning to the maximum extent practicable is
considered medically necessary when rehabilitation or habilitation therapy criteria is met.

» Psychosocial speech delay (includes delayed language development)

» Syndromes associated with diagnosed disorders attributed to perceptual and conceptual
dysfunctions

+ Attention deficit disorders (ADD) and associated behavior problems

+ Developmental articulation and language disorders (such as stuttering and lisping)

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Home Health Services

Provider Type: Physicians | Ancillary | Participating Physician Groups (PPG)

To receive home health services, a member must be confined to the home, under the care of a participating
provider and be in need of physical therapy (PT), respiratory therapy (RT), speech therapy (ST), occupational
therapy (OT), or nursing services.

These services must relate directly and specifically to an active treatment plan written by the participating
provider after the physician consults with a qualified therapist. The therapy must be reasonable and necessary
to the treatment of the member's iliness or injury.

Physical, Occupational or Speech Therapy
Services Concurrent Review Forms

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

Providers must use the Urgent Request for Continuing Occupational, Physical or Speech Therapy (PDF)
concurrent review form for HMO/POS, PPO, EPO, and Medicare Advantage members continuing physical,
occupational or speech therapy and home health services. Completed forms must be faxed to the Health Net
Prior Authorization Department.

Rehabilitation Therapy

Provider Type: Participating Physician Groups (PPG) | Ancillary

Coverage for rehabilitation therapy is limited to medically necessary treatment of conditions resulting from a
defined disease, injury or surgical procedure. The services must be provided by a physical, speech or
occupational therapist, or technician licensed to practice rehabilitation therapy.

The services must be at a level of complexity that requires the judgment, knowledge and skills of a licensed
physical, speech or occupational therapist, be based on a treatment plan and be provided by such therapist or
under the therapist's direct supervision. Such services are not covered when medical documentation does not
support the medical necessity due to the member's inability to progress toward the treatment plan goals or
when a member has already met the treatment goals.

The functional assessment of the member as related to the continuation of rehabilitation services is performed
by one or more rehabilitation professionals.

Institutional and professional services provided for inpatient and outpatient rehabilitation are covered. The
therapy must promote and maintain movement-related health and wellness. Refer to the Health Net Provider
Participation Agreement (PPA) for financial responsibility information.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Routine Physical Exam

Provider Type: Physicians | Participating Physician Groups (PPG)

Coverage for a routine physical examination is optional coverage that an employer group may purchase.
Routine physical examinations differ from periodic health evaluations, which are covered by all plans.

Routine physical exams requested by the member without medical condition indications, along with any related
X-ray and laboratory procedures ordered or approved by the physician, may be covered. X-ray and laboratory
procedures may be subject to a calendar-year deductible if they are not billed and coded in relation to a routine
physical examination. Examinations are subject to scheduled copayments.

Routine physical examination coverage allows the member to request services not otherwise medically
indicated. Refer to the specific plan in the Schedule of Benefits for the number of routine physical examinations
based on the member's age.

A routine physical examination is one that is not physician-directed and is done for the purpose of checking a
member's general health in the absence of symptoms. Examples include exams taken to obtain or maintain
employment, licenses or insurance, or exams administered at the request of a third party, such as a school,
camp or sports-affiliated organization.

Assistance with completing any related forms is not covered. The only exception is completion of a Special
Supplemental Nutrition Program for Women, Infants and Children (WIC) Referral form. Refer to the Referrals to
WIC discussion for additional information.

Second Opinion by a Physician

Provider Type: Physicians | Participating Physician Groups (PPG)

All requests for a second opinion meeting the California Health and Safety Code Section 1383.1 require health
plans to allow members to obtain second opinions in any of the following situations:

* Member questions the reasonableness or necessity of recommended surgical procedures

+ Member questions a diagnosis or plan of care for a condition that threatens loss of life, limb, bodily
function, or substantial impairment, including a serious chronic condition

+ Clinical indications are not clear or are complex and confusing, a diagnosis is in doubt due to
conflicting test results, or the treating physician is unable to diagnose the condition, and the
member requests an additional diagnosis

+ Treatment plan is in progress, but is not improving the member's medical condition within an
appropriate period of time given the diagnosis and plan of care

+ Member has attempted to follow the plan of care or has consulted with the initial provider with
serious concerns about the diagnosis or plan of care

Second opinion consultations include a history, an examination and a medical decision of some complexity.
They do not include additional tests, which have to be approved separately.

Office visits, consultations with a participating physician, or a referral to a physician or qualified professional
provider necessary for obtaining a second opinion, are covered and subject to scheduled copayments.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Out-of-Network Requests

Members who initiate a request for a second or third opinion are limited to in-network providers, except where
appropriate in-network providers are not accessible.

If the member refuses to see an in-network provider and is requesting an out-of-network provider, all requests
for a second opinion (meeting the California Health and Safety code definition) from a non-participating
provider, should be directed to the Health Net Member Services Department.

Second Opinion Referral Responsibilities

Health Net and delegated participating physician groups (PPGs) provide timely referral for a second opinion
consultation by an appropriately qualified health care professional when the second opinion is requested by a
member or the member's physician. An appropriately qualified health care professional is a primary care
physician (PCP) or specialist acting within the PCP's or specialist's scope of practice and possessing clinical
background, training and expertise related to the particular iliness, disease or other condition associated with
the request for a second opinion. Second opinion referrals are approved for a one-time-only consultation. All
tests, lab and X-ray services must be directed back to the member's PPG or PCP for coordination. All care
must be performed or authorized by the PPG or PCP in order to be covered. There are few, if any,
circumstances under which second opinion requests should be denied.

PPGs delegated for utilization management (UM):

* Provide second opinions by an appropriately qualified health care professional (of the same or
equivalent specialty) of the member's choice, from the PPG's network

* Make every effort to accommodate the member within the PPG network

» Must consider all participating specialists for second opinion referrals

+ Should instruct members who request an out-of-network second opinion and refuse to accept
redirection in-network, to contact the Health Net Member Services Department for further
assistance.

Health Net:

+ Authorizes second opinions from appropriately qualified health care professional (of the same or
equivalent specialty) of the member's choice from Health Net's network when appropriate

+ May limit referrals to its network providers if criteria for appropriately qualified health care
professionals are met within the network. Health Net authorizes a second opinion by an
appropriately qualified out-of-network health care professional when no participating Health Net
provider is available

Support for Disabled Members

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general member benefit information about support for disabled members.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Select any subject below:

» Americans with Disabilities Act of 1990
*» Auxiliary Aids and Services

» Dispute Resolution

» Effective Communication

* Financial Responsibility

Americans with Disabilities Act of 1990

Provider Type: Physicians (does not apply to Cal MediConnect) | Hospitals | Participating Physician
Groups (PPG) (does not apply to HSP) | Ancillary

Health Net and its participating providers do not discriminate against members who have physical disabilities.
The Americans with Disabilities Act of 1990 (ADA) requires that places of public accommodation, including
hospitals and medical offices, provide auxiliary aids and services (for example, an interpreter for deaf
members) to disabled members. Health Net's policy describes nondiscrimination toward members with physical
disabilities and the participating providers' responsibility to provide needed auxiliary aids and services.

Auxiliary Aids and Services

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

Participating providers are required to take steps to ensure that no person with a disability is excluded, denied
services, segregated, or otherwise treated differently. Health Net provides American Sign Language and closed
captioning interpreters upon request and at no cost for members with disabilities. Providers can request
interpreter support for members with hearing impairment by calling the Health Net Provider Services
Department.

In order to be excused from providing auxiliary aids and services to those with disabilities, health care providers
must demonstrate that taking those steps would fundamentally alter the nature of the goods, services, facilities,
privileges, advantages, or accommodations being offered or would result in an undue burden.

Dispute Resolution

Provider Type: Participating Physician Groups (PPG)

If there is a dispute between the member and the participating physician group (PPG) about the need for
auxiliary aids and services, Health Net resolves it by filing an expedited appeal on the member's behalf. Health
Net makes the final determination (which may include the use of an independent third-party reviewer) and
assists the PPG in ensuring that any necessary auxiliary aids and services are provided.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Effective Communication

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

Participating providers must communicate with members effectively and make verbally delivered information
available to people with hearing impairments. Use of the most advanced technology is not required, as long as
effective communication is ensured.

When a member requests a specific auxiliary aid or service for effective communication, the provider must
evaluate the request and determine how to ensure effective communication. The ultimate decision about what
measures should be taken to facilitate communication rests with the health care provider.

Financial Responsibility

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

Under federal regulations promulgated for use under the Americans with Disabilities Act of 1990 (ADA),
participating providers bear the financial responsibility when auxiliary aids or services for the hearing impaired
(such as an interpreter) are necessary to ensure effective communication with a member, unless this creates
an undue burden or fundamentally alters the nature of the goods, services or operation.

Undue Burden

An undue burden is a significant difficulty or expense. Several factors may be relevant when determining
whether providing an auxiliary aid or service is an undue burden, including:

» Nature and cost.

» Overall financial resources of the site or sites involved; the number of employees at the site; the
effect on expenses and resources; legitimate safety requirements necessary for safe operation,
including crime prevention measures; or any other negative effect on the operation of the site.

» The geographic separateness, and the administrative or fiscal relationship of the site or sites in
question, to any parent corporation or entity.

» The overall financial resources of any parent corporation or entity; the overall size of the parent
corporation or entity with respect to the number of its employees; and the number, type and location
of its facilities.

» The type of operation or operations of any parent corporation or entity, including the composition,
structure and functions of the workforce of the parent corporation or entity.

Surgery, Surgical Supplies, and Anesthesia

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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This section contains general member benefit information for surgery, surgical supplies and anesthesia.
Select any subject below:

» Coverage Explanation
» Exclusions and Limitations

Coverage Explanation

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals

When arranged and authorized by a member's participating physician group (PPG) or Health Net, surgery and
anesthesia are covered on all plans. Surgical services, including pre- and post-operative care, in an inpatient or
outpatient surgery center or hospital are covered. This includes the services of the surgeon or specialist,
assistant, and anesthetist or anesthesiologist, including administration of anesthetics in conjunction with
surgical services in the hospital.

The services of a Doctor of Dental Surgery (DDS) are covered if this specialty is necessary for the medical
procedure.

Surgical supplies are covered when billed by the hospital in connection with an authorized hospital admission,
outpatient surgery, renal dialysis, or emergency.

Refer to the Schedule of Benefits and Summary of Benefits for specific plan coverage information.

Exclusions and Limitations

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG)

Surgical dressings are therapeutic and protective coverings applied directly to lesions either on the skin or
opening to the skin required as a result of a surgical procedures performed by a physician are primary
dressings and are covered. Surgical dressings for outpatient surgery, with the exception of primary dressings,
are not covered.

T™J

Provider Type: Physicians | Participating Physician Groups (PPG) | Ancillary

Temporomandibular joint (also known as TMD or TMJ) disorder commonly causes headaches, tenderness of
the jaw muscles, tinnitus, or facial pain. These symptoms often occur when chewing muscles and jaw joints do
not align correctly. When medically necessary and prior authorized, treatment of TMJ is covered.

Covered Services

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Coverage of TMJ is limited to the following:

+ Surgical procedures to correct abnormally positioned or improperly developed bones of the upper
or lower jaw when such procedures are medically necessary.

» Custom-made oral appliances (intra-oral splint or occlusal splint) and surgical procedures to correct
TMD or TMJ disorders are covered if medically necessary.

Health Net of California Inc. covers orthognathic surgery for specific conditions. Refer to the National Medical
Policy on Orthognathic Surgery on the Health Net provider website for additional information.

Exclusions and Limitations

Spot grinding, restorative or mechanical devices, orthodontics, inlays or onlays, crowns, bridgework, dental
splints, dental implants, or other dental appliances to treat dental conditions or dental conditions related to TMD
or TMJ disorders are not covered.

For more information, select any subject below:

» Payment

Payment

Provider Type: Physicians | Ancillary | Participating Physician Groups (PPG)

The participating provider refers the member to their participating dentist or oral surgeon for medically
necessary custom-made temporomandibular joint (TMJ) appliances (for example, occlusal splints) or medically
necessary surgeries.

When items or services are covered under the member's benefit plan, claims responsibility for TMJ orthotics
and services, including surgical services, are determined according to the Provider Participation Agreement
(PPA) and the Division of Financial Responsibility (DOFR).

Transgender Services

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

Medically necessary transgender services for treatment of gender identity disorder (GID) are covered benefits
for Health Net members. Refer to the most current Standards of Care (SOC) and guidance located on the
World Professional Association for Transgender Health (WPATH) website at www.wpath.org for clinical
guidance. Additional clinical information is located on the Health Net provider website, under Resources for
you, select Medical Policies > Gender Affirming Procedures (PDF).

Transgender services refer to the treatment of GID, which may include the following:

» Consultation with transgender service providers.
» Transgender services work-up and preparation.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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» Psychotherapy.

» Continuous hormonal therapy.

+ Laboratory testing to monitor hormone therapy.

+ Gender reassignment surgery that is not cosmetic in nature.

Medically Necessary/Reconstructive Surgery

>
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No categorical exclusions or limitations apply to coverage for the treatment of GID. Each of the following
procedures, when used specifically to improve the appearance of an individual undergoing gender
reassignment surgery or actively participating in a documented gender reassignment surgery treatment plan,
must be evaluated to determine if it is medically necessary reconstructive surgery to create a normal
appearance for the gender with which the member identifies. Prior to making a clinical determination of
coverage, it may be necessary to consult with a qualified and licensed mental health professional and the
treating surgeon.

* Abdominoplasty

+ Blepharoplasty

* Breast augmentation
 Electrolysis

* Facial bone reduction

* Facial feminization

» Hair removal

» Hair transplantation
 Liposuction

* Reduction thyroid chondroplasty
* Rhinoplasty

» Subcutaneous mastectomy
» Voice modification surgery

Reconstructive surgery is "surgery performed to correct or repair abnormal structures of the body... to create a
normal appearance to the extent possible." (Insurance Code Section 10123.88(c)). In the case of transgender
patients, "normal appearance" is to be determined by referencing the gender with which the patient identifies.

Cosmetic surgery is "surgery that is performed to alter or reshape normal structures of the body in order to
improve appearance.” (Insurance Code Section 10123.88(d)).

This section clarifies how Health Net administers benefits in accordance with the WPATH, SOC, Version 7.
Provided a patient has been properly diagnosed with gender dysphoria or GID by a mental health professional
or other provider type with appropriate training in behavioral health and competencies to conduct an
assessment of gender dysphoria or GID, particularly when functioning as part of a multidisciplinary specialty
team that provides access to feminizing/masculinizing hormone therapy, certain options for social support and
changes in gender expression are considered to help alleviate gender dysphoria or GID.

For example, with respect to hair removal through electrolysis, laser treatment, or waxing, the WPATH clarifies
that patients with the same condition do not always respond to, or thrive, following the application of identical
treatments. Treatment must be individualized, such as with the various hair removal techniques, and medical
necessity should be determined according to the judgment of a qualified mental health professional and
referring physician. The documentation to support the medical necessity for hair removal should include three
essential elements:

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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. A properly trained (in behavioral health) and competent (in assessment of gender dysphoria)
professional has diagnosed the member with gender dysphoria or GID.
2. The individual is under feminizing hormonal therapy.
3. The medical necessity for hair removal has been determined according to the judgment of a
qualified mental health professional and the referring physician.

If any element remains to be satisfied before medical necessity can be determined, the individual should be
directed to an appropriate network participating provider for consultation or treatment.

Requesting Services

Prior authorization is required for transgender services. Providers must submit clinically relevant information for
medical necessity review with prior authorization request. Members may select an available transgender
surgery specialist from Health Net's network. To find out which providers contract with Health Net to perform
services in conjunction with transgender reassignment surgery, or if Health Net contracts with additional
transgender reassignment surgeons, contact the Health Net Provider Services Department.

Transplants

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general member benefit information on transplant evaluations and services.
Select any subject below:

* Overview

» Compliance for Transplant Performance Centers Standardized Process

* Injectable Transplant Medication

* Health Net Transplant Performance Centers

* Responsibility for Inpatient Concurrent Review and Transfer for Transplant Evaluation

Overview

Provider Type: Physicians | Participating Physician Groups (PPG)

Prior Authorization

The following transplants are covered when prior authorization is obtained and when medically necessary:

» Cornea

* Heart

* Heart and lung
* Intestine

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Kidney

» Kidney and pancreas

* Pancreas

+ Liver

* Lung (single or double)

+ Allogeneic stem cell transplants
+ Autologous stem cell transplants

Solid Organ Transplant Review Procedure

All covered transplant services must be provided by a Health Net Transplant Performance Center (Center).
Transplant service requests are evaluated on a case-by-case basis and must be prior authorized
through Health Net or the delegated participating provider group (PPG).

PPG Procedures

Delegated PPGs use the following procedure for reviewing requests for delegated transplant services:

1. The treating physician or transplant center (requestor) submits a request for transplant services to
the delegated PPG.

2. If Health Net receives a request directly from a treating physician or transplant center for a
delegated transplant service, the requestor is referred to the delegated PPG.

The following applies to all non-delegated PPGs

For non-delegated PPG members, all major organ and bone marrow transplant (both allogenic stem cell and
autologous stem cell) requests must be submitted by the transplant service provider directly to the Centene
Centralized Transplant Unit (CTU) for review. Requests received from the primary care physician (PCP),
specialist or PPG will be returned, and the requestor will be informed to have the transplant center submit the
request.

A PCP, specialist or non-delegated PPG who identifies a member as a potential candidate for transplant
services must provide applicable medical records to a Health Net Transplant Performance Center (Center) for
transplant evaluation. The Center must submit a prior authorization request for the evaluation to the Centene
CTU through the provider portal, or via fax directly to the CTU at 833-769-1142. On receipt of a request for a
transplant, the CTU contacts the Center to request any necessary medical records to complete the clinical
review. Once complete medical records are received, a review is performed to establish medical necessity. If
approved, the Center is notified and provided an authorization number for the evaluation.

Once a member has completed an evaluation and is approved by the Center for transplant, the Center must
submit a prior authorization request for listing to the Centene CTU through the provider portal, or via fax directly
to the CTU at 833-769-1142. On receipt of a request for a listing, the CTU contacts the provider to request any
necessary medical records to complete the clinical review. Once complete medical records are received, a
review is performed to establish medical necessity. If approved, the transplant center is notified and provided
an authorization number.

If the request meets medical necessity, but the requesting transplant center is not a Health Net Transplant
Performance Center, the member may be redirected to a Health Net Transplant Performance Center.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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CAR-T cell therapy, corneal transplant, tissue transplant, pancreatic islet cell auto-transplant after
pancreatectomy, or parathyroid auto-transplant after thyroidectomy requests must be submitted directly to
Health Net.

It is the member's PCP’s, attending physician’s or the PPG's (as applicable) responsibility to authorize medical
care prior to a transplant. This includes maintenance care for the member prior to the transplant.

The transplant program covers the professional and institutional costs of solid organ, cornea and stem cell
transplants for members when medically necessary and not considered experimental or investigative.

For transplants deemed to be medically necessary, the transplant case rate for solid organ transplants begins
either one day prior to the transplant or the day of the transplant (depending on the Transplant Performance
Center). For stem cell transplants, the transplant case rate begins at the onset of the preparative regimen,
which may be either high-dose chemotherapy, radiation therapy or a combination. Pre-transplant evaluation
services are excluded from the global case rate. This is defined as diagnostic services and specialty
consultations required to evaluate a Health Net member for transplant program acceptance as an established
candidate for a transplant. Coverage for pre-transplant expenses would be based on the participating physician
group (PPG) Division of Financial Responsibility (DOFR) matrix determination as described in the PPG
Provider Participation Agreement (PPA), or fee for service as applicable based on the member's plan. If the
provider refers a transplant case to a facility that is not a Health Net-designated Transplant Performance
Center, the transplant-related claims are processed based on the standard PPG DOFR matrix, not the
transplant DOFR matrix.

Allogeneic Stem Cell

The following transplant services are covered by transplant case rate contracts:

» Donor searches - Donor searches include outside search and donor procurement services.
Unrelated searches and stem cell acquisition are done and priced separately through the National
Marrow Donor Program (NMDP) or Stemcyte. Unrelated donor matches may require new,
advanced technology using molecular matching. Related donor searches are done by the approved
transplant facility. Related or unrelated donor searches are covered on all product lines.

» Transplant event (This phase starts with initiation of the preparative regimen, which may be
included: high-dose chemotherapy, radiation therapy or a combination) - The preparative regimen
may be performed inpatient or outpatient depending on the transplant facility case protocol. This
includes institutional, professional and ancillary services related to the transplant.

* Professional fees - Includes all inpatient and outpatient services beginning at the onset of the
preparative regimen prior to stem cell transplants through the case rate period.

+ Institutional fees - Includes all inpatient and outpatient services, including room and board, for
services beginning with the onset of the preparative regimen with high-dose chemotherapy,
radiation therapy or a combination for stem cell transplants through the case rate period as
specified by the transplant facility contract.

» Post-transplant services - Includes all institutional, professional, ancillary, and pharmaceutical
services required after inpatient discharge, except for those medications covered through the
member's outpatient pharmacy benefits. Some exclusions apply based on the transplant facility
contract limits.

Autologous Stem Cell

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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The following transplant services are covered by a transplant case rate contract:

» Stem cell acquisition and collection or apheresis - Includes all institutional, professional and
ancillary services required to retrieve and store stem cells.

» Transplant event - This phase involves initiation of high-dose therapy with chemotherapy, radiation
therapy or a combination followed by the stem cell rescue or re-infusion - Includes institutional,
professional and ancillary services related to this treatment. High-dose therapy may be performed
inpatient or outpatient depending on transplant facility case protocol. The transplant event may be
as inpatient or outpatient depending on the transplant facility protocol.

* Professional fees - Includes all inpatient and outpatient services beginning at the onset of high-
dose chemotherapy, radiation therapy or combination of these prior to the stem cell transplants
through the specified case rate period per transplant facility contract.

+ Institutional fees - Includes all inpatient and outpatient services, including room and board, for
services beginning with the onset of the preparative regimen with high-dose chemotherapy,
radiation therapy or combination of these for stem cell transplants through the case rate period as
specified by the transplant facility contract.

» Post-transplant services - Includes all institutional, professional, ancillary, and pharmaceutical
services required after inpatient discharge, except for those medications covered through the
member's outpatient pharmacy benefits. Some exclusions apply based on the transplant facility
contract limits.

Solid Organs

The following are covered for solid organ transplants and related services:

» Donor search, organ acquisition or procurement services, histocompatibility services, donor
services (for example, identifying prospective donors), and United Network for Organ Sharing
(UNOS) fees - Unrelated donor searches are covered across all product lines and require prior
authorization from Health Net's transplant care managers before beginning the search.

» Transplant of solid organ:

o Professional fees - May include inpatient and outpatient services beginning either one day
prior to the transplant or the date of transplant (depending on the Transplant Performance
Center case rate contract provision) for solid organ transplants through the case rate period.
Professional services include:

» Any and all professional services.

= Consultations including any services rendered by a transplant surgeon for the
transplant operation.

= Post-operative inpatient care and outpatient care.

= Assistant surgeon and physician assistant for operation and post-operative care.

= Anesthesiologist services (professional component).

= Hepatologist for pre- and post-operative inpatient care.

= Pathologist (professional component) of clinical and anatomical lab testing.

= Radiologist for professional component of X-rays.

» Immunologist for the professional component of histocompatibility.

o Institutional fees - May include inpatient and outpatient services, including room and board,
for services beginning either the day prior to the transplant or the date of transplant
(depending on the Transplant Performance Center case rate contract provision) of solid
organs through the case rate period.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com

providerlibrary.healthnetcalifornia.com/medi-cal/provider-manual.html Page 136



https://providerlibrary.healthnetcalifornia.com
https://providerlibrary.healthnetcalifornia.com/medi-cal/provider-manual.html

August 14,2024 15:26

QI

Health net

* Re-transplant - Covered if medically necessary and reimbursed according to the terms of the
transplant case rate contract with the transplant performance center facility.

» Transplant-related services during the case rate period - May not be covered under the transplant
case rate contract depending on the Transplant Performance Center contract provision. Except for
medications covered by a member's outpatient pharmacy benefit, post-discharge care includes all
transplant-related care, including inpatient and outpatient services (for example, laboratory,
radiology, home health care, and durable medical equipment (DME)), all transplant-related
medications, including a medication supply for up to 30 days after discharge. Medications that are
transplant-related and covered by the member's outpatient pharmacy benefit are not covered under
the transplant case rate.

_
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\/
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Coverage Exclusions

Post-transplant care for current Health Net members is not covered under the transplant case rate contract if
the transplant procedure was not pre-approved by Health Net and performed at a facility that is not a Health
Net Transplant Performance Center. The transplant case rate contract does not cover post-transplant care for
members who had a transplant prior to their Health Net effective date or outside their Health Net coverage
period.

Any transplant considered experimental or investigative is not covered, except as referenced under the Group
Exceptions section for members covered under the Federal Employee Health Benefits Program (FEHBP), or
when approved through an independent review organization or third-party reviewer.

The following services are not covered under the stem cell transplant case rate contract:

* Non-transplant related services.

* Any chemotherapy or radiation therapy (for example, induction, consolidation or adjuvant)
performed prior to high-dose chemotherapy is excluded from the case rate and processed
according to the standard PPG Division of Financial Responsibility (DOFR) matrix. If it is
determined to be a health plan risk, payment is based on current Health Net Provider Participation
Agreement (PPA) rates.

Payment

The Health Net transplant program covers transplant services at Health Net Transplant Performance Centers
(PDF). If a Transplant Performance Center authorizes and coordinates care for services rendered through the
PPG, reimbursement is based on the rates included in the Health Net Provider Participation Agreement (PPA).

Out-of-Area Claims

Health Net is responsible for out-of-area claims for transplant-related services that occur out of the member's
typical travel patterns between home and the transplant center in the course of receiving transplant-related
services. If these services are not transplant-related and do not meet the out-of-area emergency criteria, the
services are the member's responsibility.

Payment for Services Not Related to the Transplant Procedure

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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If the member requires inpatient or outpatient hospital services for an injury or underlying iliness that is not
transplant-related, these services are processed according to the PPA with the PPG or service institution.

Transplant Case Rate Contract

The following information applies only to participating physician groups (PPGs).

The transplant case rate contract includes the professional and institutional costs of medically necessary, non-
experimental and non-investigative solid organ, cornea and stem cell transplants, as well as all transplant-
related medications, including a medication supply for up to 30 days after discharge. Health Net covers
transplants at its Transplant Performance Centers (PDF). These centers operate transplant programs based on
a case rate.

For stem cell transplants, donor searches and charges related to the collection and storage of stem cells may
not be included in the case rate. This determination is based on the Transplant Performance Center contract
provision.

For solid organ transplants, donor searches and organ acquisitions may or may not be included in the case
rate. This determination is based on the Transplant Performance Center contract provision.

The transplant case rate is defined by those services provided during the transplant case rate period. If a
member is admitted for any other reason prior to the transplant procedure, services rendered are not included
in the transplant case rate.

For transplants determined medically necessary, coverage under the case rate contract begins based on the
following:

» For a solid organ transplant, the case rate period begins either one day prior to the transplant
procedure or the day of transplant (depending on the Transplant Performance Center contract
provision).

» For an outpatient stem cell transplant, the case rate period begins on the day of high-dose
chemotherapy or radiation therapy and extends to the transplant admission until the specified case
rate period based on the Transplant Performance Center contract provision.

» For an inpatient stem cell transplant, the case rate period begins on the day when the preparative
regimen with high-dose chemotherapy, radiation therapy or a combination is initiated and ends on
the specified case rate period based on the Transplant Performance Center contract provision.

Case Rate Exclusions

Medical services necessary for the maintenance of the member while waiting for a transplant are subject to the
participating physician group's (PPG's) authorization and are not covered under the transplant case rate. These
services are processed based on the PPG Division of Financial Responsibility (DOFR) matrix, and
reimbursement is based on the rates included in the Health Net Provider Participation Agreement (PPA). For
example:

+ Services not directly related to transplant care are not covered under the transplant case rate.

» Outpatient pharmacy charges and take-home medications, otherwise covered by the Health Net
pharmacy program, are not covered under the transplant case rate.

* Pre-transplant evaluations are not included in the case rate.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Compliance for Transplant Performance
Centers Standardized Process

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG)

Designated Transplant Network Participation

Health Net will designate certain transplant programs as “center of excellence” programs (“Tier 1”). In order to
be designated a center of excellence, a program must meet minimum volume, outcome and quality criteria,
which Health Net may modify from year to year at its discretion. Information regarding the transplant
program(s) will be required from the provider on an annual basis to confirm tier status. Health Net may include
transplant programs without the center of excellence designation in a network where additional consideration
may be warranted (“Tier 2”), including but not limited to a covered person’s access/choice or if the provider can
document exceptional circumstances that would mitigate an individual metric. Health Net will consider these
factors, in combination with the transplant program criteria and other factors, to reach a determination on a
program’s eligibility to provide transplant services without center of excellence designation. Transplant
programs may, at Health Net’s sole discretion, move from one tier to the other on an annual basis, depending
upon the data and performance of the transplant program from year to year.

Annual Transplant Program Review

The provider shall comply with Health Net's annual transplant program review process and shall provide to
Health Net, or its designee, such transplant program information and data on an annual basis as necessary, for
Health Net to complete its annual review of the provider’s transplant program(s). The provider acknowledges
that the provider’s failure to provide information in connection with such annual review process within 30 days
of the request may result in suspension of the provider’s transplant programs from participation in the network.
Health Net shall provide the provider with 30 days prior written notice in the event of the suspension of any
transplant program.

Data Submission

The provider will submit transplant program performance data relating to all transplant services provided by the
provider (whether to covered persons or other individuals), including but not limited to volume and outcomes, to
the appropriate national reporting agency on each transplant program in accordance with the required reporting
schedule. Health Net shall access and utilize the reported data. In the event Health Net determines that it
requires additional information, such information will be requested from the provider. The provider shall respond
to such request within 30 days.

Transplant Program Change Notification

The provider shall notify Health Net of any changes in the provider’s transplant program(s) and/or medical
team. Health Net shall be notified immediately of any changes that could impact the quality of the provider’s
transplant program, including but not limited to the loss of transplant program surgeons, loss or suspension of
Centers for Medicare & Medicaid Services (CMS) certification, shutdown of transplant program.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Performance Requirements

In the event Health Net determines that the provider did not maintain compliance with applicable network
criteria, quality standards or other performance requirements, Health Net may require corrective action.

Required Accreditation

Hospital accreditation: The Joint Commission (TJC), NIAHO or local alternative.
Solid organ: CMS certification and member in good standing with United Network for Organ Sharing (UNOS).

Blood and Marrow: Accreditation by Foundation of Accreditation of Cellular Therapy (FACT) and certification by
the National Marrow Donor Program (NMDP).

Two Levels of Participation —

» National Network — Program must meet or exceed minimum volumes and survival/outcomes criteria
below and have all accreditations noted above.

* Regional Network — Program must have all accreditations noted above and be an active program
for at least two years.

Volume Criteria

The minimum volume criteria required by adult-specific Transplant Performance Center programs is
maintained. A combined volume is calculated for transplant performance centers that contract for both adult
and pediatric populations.

Minimum Transplant Volume required per calendar year:

Transplant Type Pediatric
Kidney 30 3
Liver 15 3
Heart 12 2
Lung 12 1
Pancreas or SPK No minimum if kidney meets N/A

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Transplant Type Pediatric

Intestinal/Small Bowel 3 1

Blood and Marrow 40 total, with at least 20 being 10
allogeneic

Survival/Outcomes Criteria:

Solid Organ — Outcomes are reviewed for one-year graft survival, three-year patient survival, mortality rate
while on the waitlist and offer acceptance ratio. They are measured as follows:

» Graft Survival — One-year Graft Survival Hazard Ratio Z-Score of the 95% Lower Credibility Limit to
adjust for observed vs. expected survival rates as compared to transplant programs throughout the
country.

+ Patient Survival — Three-year Patient Survival Hazard Ratio Z-Score of the 95% Lower Credibility
Limit to adjust for observed vs. expected survival rates as compared to transplant programs
throughout the country.

+ Waitlist Mortality — Waitlist time to mortality Hazard Ratio Z-Score of the 95% Lower Credibility Limit
to compare experiences of transplant programs throughout the country.

+ Offer Acceptance Ratio-Number of expected offers to number of accepted offers is equal to or
exceeds 1.0.

Total final score must meet or exceed 2.0 to be considered for participation.

If a total score was given that includes each of the measurements above, then the programs that are in the top
55% of all programs of the same transplant type were deemed to have met the quality criteria and hence,
eligible to be included in the national network.

Blood and Marrow —
Autologous: 100-day survival must be at least 90%.

Allogeneic: 100-day survival must be at least 60% and the actual one-year survival must be “similar to” or
“above” the expected rate as reported on Bethematch.org (for NMDP).

All programs must meet for both autologous and allogeneic to be included in the national network.

Injectable Transplant Medication

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

An injectable transplant medication is an injectable immunosuppressive used specifically during the course of
transplantation to prevent organ rejection. Refer to the Health Net Injectable Medication HCPCS/DOFR
Crosswalk (PDF) table for a list of injectable transplant medications.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Health Net Transplant Performance Centers

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals
Refer to the Health Net Transplant Performance Center (PDF) matrix, which lists the Transplant Performance
Centers and programs by region, when referring Health Net members for a transplant procedure.

Participation in Health Net's transplant network follows the Evaluation Process Standards to meet industry-
accepted standards.

Responsibility for Inpatient Concurrent
Review and Transfer for Transplant
Evaluation

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

For members in need of an evaluation for transplant eligibility, responsibility for the transfer and continued
concurrent review remain with the delegated entity until such time as a transplant event occurs or the member
no longer requires an inpatient level of care and can be safely discharged. The financial risk upon transfer to a
transplant facility will follow the standard Division of Financial Responsibility for inpatient admissions up to the
day of transplant, when Health Net takes over risk for the transplant.

If, during the continued stay, the transplant occurs, the member’s case is transitioned to Health Net's

concurrent review team on the day of the transplant. Until that happens, the delegated entity maintains its
concurrent review responsibilities even if the member is evaluated for transplant eligibility during that time.

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section provides general member benefit information for vision services.
Select any subject below:

* Overview
* PPG Responsibility
+ EyeMed Vision Care

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Overview

Provider Type: Physicians | Participating Physician Groups (PPG)

Vision examinations are covered, subject to the scheduled copayments. Coverage includes eye refractions and
examinations for diagnosis or for correction of vision. Conventional glasses and contact lenses are not
covered, unless the member's contract specifically provides for supplemental coverage with EyeMed Vision
Care. Vision services, including an annual vision exam and eyewear, are covered for pediatric members under
age 19 (until at least the end of the month in which the enrollee turns 19 years of age) enrolled in a Health Net
plan that includes vision coverage, as required by the Affordable Care Act (ACA). Pediatric vision coverage is
administered by Eyemed Vision Care. For a list of additional covered vision services for these members, refer
to the member's Evidence of Coverage (EOC), Certificate of Insurance (COI) or Schedule of Benefits.

Intraocular lens implants to replace the organic eye lens are covered following cataract surgery. If an
intraocular lens is not implanted following such surgery, then contact lenses or cataract eyeglasses are
covered. Refer to the member's EOC, COI or Schedule of Benefits for specific plan information.

Exclusions and Limitations

Refer to the member's Evidence of Coverage (EOC), Certificate of Insurance (COIl) or Schedule of Benefits for
additional information.

PPG Responsibility

Provider Type: Participating Physician Groups (PPG)

The participating physician group (PPG) must develop a simple office-screening procedure to provide routine
vision screening. The screening should include testing for a deviation of the eyes from normal. If the vision
exam indicates a potential refractive problem, a referral must be made for a refraction exam only. Health Net
suggests that the PPG use the Snellen and Jaeger tests and include the use of the Titmus Machine Vision
Tester. This enables the PPG to screen out many potential referrals.

PPGs must provide members who want or need contact lenses a prescription for corrective lenses, including
eye curvature measurements and fitting of contact lenses (a fitting could involve multiple visits).

After an optometrist or ophthalmologist performs a refractive vision exam and determines that a member's
vision can be improved by eyeglasses, the member may obtain the eyeglasses either from the optometrist or
ophthalmologist who performed the vision exam or elsewhere. If the optometrist or ophthalmologist determines
that the member's vision can be improved only by contact lenses or the member prefers contact lenses and the
optometrist or ophthalmologist determines that contact lenses are a medically viable way to correct the
member's vision, the member may obtain the contact lenses either from the optometrist or ophthalmologist who
performed the vision exam or elsewhere. If the member decides to obtain the eyeglasses or contact lenses
elsewhere, the optometrist or ophthalmologist must give the member a prescription for the glasses or a
prescription that includes the necessary measurements to enable purchase of the contact lenses.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Members enrolled in the EyeMed Vision Care vision plan must utilize EyeMed Vision Care participating
providers.

EyeMed Vision Care

Provider Type: Physicians | Participating Physician Groups (PPG)

Health Net contracts with Centene Vision Services to provide vision benefits to Health Net members whose
coverage includes vision plan benefits. Centene Vision Services sub-delegates benefit administration to
EyeMed Vision Care. EyeMed provides benefits for a routine vision exam and/or eyewear through their network
of optometrists, dispensing opticians and optometric laboratories for employer and union groups as well as
individual members (not covered through an employer group). Benefit coverage and benefit administration
varies by plan:

+ Exam only
* Materials only
* Exam and materials

Depending upon the plan the routine vision examination may be covered through their participating physician
group (PPG) or primary care physician (PCP) or through EyeMed.

If the member requires eyeglasses, a prescription is written and the member may purchase eyewear from a list
of participating dispensing opticians in California.

The optician bills EyeMed Vision Care for reimbursement. If the member selects standard lenses and frames,
they do not owe the dispensing optician. If more costly items are selected, members are required to pay the
amount in excess of those specified in the Schedule of Allowances under the member's Evidence of Coverage
(EOC), or Certificate of Insurance (COIl). The HMO member is required to obtain eyewear services only through
participating providers.

Eye Care Network Responsibilities

The PCP or PPG are not responsible for referring Health Net members to EyeMed Vision Care for a refraction
examination when applicable; however, PCPs or PPGs should be aware of which members have this benefit so
they can direct the member to contact EyeMed Vision Care when appropriate.

If the EyeMed Vision Care provider finds a medical problem during the refraction examination, the provider
must refer the member back to the PCP or PPG. If the medical condition is considered acute or emergency, the
provider must call the PPG and direct the member back to the PCP immediately or to a hospital emergency
department, if appropriate. For non-emergency conditions, the provider prepares and sends a report to the
PCP or PPG identifying the problem and instructs the member to follow up with their PCP for further evaluation
and treatment.

A member with a Health Net vision plan can request an appointment for a vision examination through the PPG.

Criteria for Vision Services

Eyewear services is not covered by individual family plans (IFP).

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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The HMO member is required to obtain eyewear services through participating providers. Refer to the
member's Evidence of Coverage (EOC), Certificate of Insurance (COIl) or Schedule of Benefits for additional
information or contact Health Net vision plan.

A member with a Health Net vision plan can request an appointment for a vision examination through the
participating physician group (PPG).

X-Ray and Laboratory Services

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general member benefit information on x-ray and laboratory services.
Select any subject below:

» Overview

» Diagnostic Procedures
» Laboratory Services

* Radiation Therapy

Overview

Provider Type: Physicians | Ancillary | Participating Physician Groups (PPG)

Medically necessary X-ray and laboratory procedures, services and materials are covered when ordered or
approved by the participating provider.

Exclusions and Limitations

X-ray and laboratory procedures associated with routine physical examinations for insurance are not covered
on most plans. These procedures are also not covered when obtained for licensing, employment, school,
camp, or other non-preventive purposes. On plans that cover routine physical examinations, the exam itself
and any related X-ray and laboratory procedures are covered; however, completion of any related forms is not.

Additionally, premarital blood tests are not covered.

Diagnostic Procedures

Provider Type: Physicians | Participating Physician Groups (PPG) | Ancillary

Health Net has an agreement with Evolent Specialty Services, Inc. to provide utilization management (UM)
services, including prior authorization determinations for certain advanced and cardiac imaging for fee-for-
service (FFS) members.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Evolent Specialty Services Agreement

Evolent Specialty Services Agreement provides UM determinations for the following outpatient imaging
procedures:

» Advanced imaging:
o Computed tomography (CT)/computed tomography angiography (CTA)
> Magnetic resonance imaging (MRI)/magnetic resonance angiography (MRA)
o Positron emission tomography (PET) scan
+ Cardiac imaging:
o Coronary computed tomography angiography (CCTA)
o Myocardial perfusion imaging (MPI)
o Multigated acquisition (Muga) scan
o Stress echocardiography
> Transthoracic echocardiography (TTE)
o Transesophageal echocardiography (TEE)

Exceptions

Health Net retains responsibility for UM determinations for these services.

+ Emergency room radiology services

Laboratory Services

Provider Type: Physicians

Quest Diagnostics® and LabCorp® are Health Net's preferred providers are Health Net's preferred provider for
laboratory services for the following lines of business:

+ Point of Service (POS)

+ PPO

+ EPO

» Fee-for-service (FFS):
o HMO
o Medicare Advantage (MA)
o Medi-Cal

Quest Diagnostics is the world's leading provider of diagnostic testing, information and services,
and offers:

+ Convenient access to testing services with over 400 Quest Diagnostics Patient Service Center
(PSC) locations in California, in addition to an online PSC locator and appointment scheduling
function to minimize wait times.

» Access to more than 3,000 clinical, esoteric and anatomic pathology tests performed at one of
Quest Diagnostics' testing facilities.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Industry-leading standards of quality, integrity and clinical excellence, providing the greatest level of
consistency and security for providers' practices.

» Consultation services with more than 800 physician and clinical specialists for rare or difficult test
results.

* 24-hour-a-day, seven-day-a-week access to electronic laboratory orders and results, and other

office solutions through Care360® Labs & Meds.
+ Electronic prescription capability to order and renew prescriptions.
+ Patient-friendly reports that help easily explain test results.

Radiation Therapy

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

eviCore healthcare is responsible for the prior authorization process for radiation therapy for all members*.
Physicians and specialty providers can request prior authorization by contacting eviCore healthcare.

*Health Net continues to review radiation therapy requests for Direct Network HMO (including Ambetter HMO)
until Department of Managed Healthcare (DMHC) approval is received.

Claims and Provider Reimbursement

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section describes claims and provider reimbursement
Select any subject below:

* Remittance Advice and Explanation of Payment System
» Accessing Claims on Health Net Provider Portal

» Adjustments

» Balance Billing

* Billing and Submission

» Capitated Claims and Billing Information

+ Eligibility and Capitation

Eligibility Guarantee

Emergency Claims Processing

Fee-For-Service Billing and Submission

Insured Services

* Premium Payment Grace Period for Beneficiary Qualifying for APTC
* Professional Claim Editing

* Professional Stop Loss

* Refunds

* Reimbursement

* Reinsurance

» Schedule of Benefits or Summary of Benefits

» Shared Risk

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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» Timely Filing Criteria
* When Medicare is a Secondary Payer

Remittance Advice and Explanation of
Payment System

Provider Type: Hospitals

The remittance advice (RA) and explanation of payment (EOP) system communicates Health Net's claims
resolution and outcomes to participating hospitals. This automated system consolidates claim payments to
providers and recognizes and recovers any overpayment allowed under the provider's contract.

Hospitals receive a RA and EOP from Health Net when any of the following occurs:

» Health Net pays, denies or contests a claim for services provided to a Health Net member

* For Medicare employer groups withholds a payment to recover a previous overpayment. A RA and
EOP overpayment detail notification is sent to the provider. This notification does not apply to
individual Medicare or Special Needs Plan (SNP) providers.

A RA and EOP notification lists payments Health Net makes to hospitals claim by claim. It is composed of the
following:

» Subscriber identification number

+ Patient name

+ Patient account number - recorded on the CMS-1500 or UB-04
* Health Net claim identification (ID) number

» Service dates

+ Total billed

» Contract adjustment

* Amount paid - same as contract adjustment

+ Total claims payable

+ Total check amount - total claims payable

Hospitals must carefully review all RA and EOP notifications to verify payments and denials. Health Net does
not send letters on initial claim denials. Questions regarding RA and EOP notifications must be directed to the
Provider Services Center.

Accessing Claims on the New Health Net
Portal

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) (does not apply to
HSP) | Ancillary

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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To obtain step-by-step guidance on how to access the claims and more on Health Net's provider portal
download the Save Time Navigating the Provider Portal (PDF), Save Time Navigating the Provider Portal —
Community Health Plan of Imperial Valley (PDF), Save Time Navigating the Provider Portal — CalViva (PDF) or
Save Time Navigating the Provider Portal — WellCare by Health Net booklet.

» Accessing member claims

» Submitting professional claims
» Submitting institutional claims

* Viewing claims

» View details of individual claims
» Correct claims

» Copy claims

» Saved claims

» Submitted claims

+ Batch claims

* Viewing submitted batch claims
» Payment history

» Explanation of payment details
» Downloading the explanation of payment
+ Claims audit tool

Adjustments

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

If a participating physician group (PPG) or hospital believes that a claim was processed inaccurately and wants
to request an adjustment, the claim may be resubmitted to Health Net requesting reconsideration of the claim
by following the provider dispute and resolution process.

Balance Billing

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

Balance billing is strictly prohibited by state and federal law and Health Net's Provider Participation Agreement
(PPA).

Balance billing occurs when a participating provider bills a member for fees and surcharges above and beyond
a member's copayment and coinsurance responsibilities for services covered under a member's benefit
program, or for claims for such services denied by Health Net or the affiliated participating physician group
(PPG). Participating providers are also prohibited from initiating or threatening to initiate a collection action
against a member for non-payment of a claim for covered services. Participating providers agree to accept
Health Net's fee for these services as payment in full, except for applicable copayments, coinsurance, or
deductibles.

Dual Special Needs Plan (D-SNP) members are not subject to copayments, so providers must not charge D-
SNP members coinsurance, copayments, deductibles, financial penalties, or any other amount due to their
Medi-Cal eligibility. Any amounts non-covered by the Medicare payment/reimbursement must be sent for

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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secondary payment to the member’s Medi-cal managed care plan (MCP) or directly to the Department of
Health Care Services (DHCS) if not assigned to a Medi-cal MCP for that date of service.

Providers can verify the member’s Medi-cal MCP by checking the Medi-Cal Automated Eligibility Verification
(PDF).

Providers can refer to the Verifying and Clearing Share-of-Cost section for information regarding D-SNP
members' share of cost (SOC) responsibility for certain services.

Participating providers may bill a member for non-covered services when the member is notified in advance
that the services to be provided are not covered and the member, nonetheless, requests in writing that the
services be rendered. A participating provider who exhibits a pattern and practice of billing members will be
contacted by Health Net and is subject to disciplinary action.

For more information, select any subject below:

» 15-Day Letters MEDI-CAL

+ Billing Medicare/Medi-Cal Members Prohibited MEDICARE
» Fee Prohibitions MEDI-CAL

» Hold Harmless Provisions MEDICARE

* Missed Appointments MEDI-CAL

Billing and Submission

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

This section contains general information on claims billing and submission.
Select any subject below:

» Claims Receipt Acknowledgement
* Claims Submission

» Claims Submission Requirements
* Clinical Information Submission

+ CMS-1500 Billing Instructions

» Hospital Acquired Conditions

* Trauma Services

» UB-04 Billing Instructions

» Workers' Compensation

Claims Receipt Acknowledgement

Provider Type: Physicians | Ancillary | Hospitals

Health Net provides an acknowledgement of claims receipt, whether or not the claims are complete, within two
business days for electronically submitted claims. For paper claims, Health Net provides an acknowledgement
of claims receipt within 15 business days of receipt for HMO, Medi-Cal, PPO, and EPO. If a paper claim is paid

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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or denied within 15 days, the Remittance Advice (RA) is considered an acknowledgement of claims receipt. A
provider may obtain acknowledgement of claim receipt in the following manner:

HMO, PPO, EPO, and HSP claims: Electronic fax-back confirmation of claims receipt through the Health Net
Provider Services Center interactive voice response (IVR) system, via a paper acknowledgement report mailed
within 14 days of claims receipt and on the Health Net provider portal.

Medi-Cal claims: Confirmation of claims receipt through the provider portal of Health Net's website and by
calling the Medi-Cal Provider Services Center, Community Health Plan of Imperial Valley Provider Services
Center or CalViva Health Provider Services Center.

Claims received from a provider's clearinghouse are acknowledged directly to the clearinghouse in the same
manner and time frames noted above.

Date of Receipt definition: Date of receipt is the business day when a claim is first delivered, electronically or
physically, to Health Net's designated address.

Claims Submission

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) |Ancillary

Providers must use correct coding to ensure prompt, accurate processing of claims. Physicians should use
CMS-1500 forms and CPT or HCPCS coding, as indicated in the Provider Participation Agreement (PPA).
Hospitals use UB-04 (CMS-1450) form and current UB coding, including CPT, DRG, HCPCS, and ICD-10.

If the provider has more than one tax identification number, use the tax identification number under which the
PPA has been signed and also include the National Provider Identifier (NPI) number. Claims cannot be
processed without these identifying numbers.

The physician's name must be listed in the Referring Physician box on the claim form only if the member has
received a referral from the primary care physician (PCP). Claims submitted with a physician's name in the
Referring Physician box are processed at the Tier 1 (HMO) coverage level. Members accessing Tier 2 or Tier 3
coverage levels do not have a referral form from the PCP and the claim form needs to accurately reflect this.

Submit Health Net claims within 120 calendar days from the date of service to the Health Net commercial
claims address (PPO). Do not send claims to members unless the member has agreed, in writing, to take
financial responsibility for a non-covered service.

Claims Submission Requirements

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) |Ancillary

Health Net encourages providers to submit claims electronically. Paper submissions are subject to the same
edits as electronic and web submissions.

All paper claims sent to the claims office must first pass specific edits prior to acceptance. Claim records that
do not pass these edits are invalid and will be rejected or denied. Claims missing the necessary requirements
are not considered clean claims and will be returned to providers with a written notice describing the reason for

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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return. Nonstandard forms include any that have been downloaded from the Internet or photocopied, which do
not have the same measurements, margins, and colors as commercially available printed forms.

Refer to un-clean claims for more information.

Acceptable Forms

For paper claims, Health Net only accepts the Centers for Medicare & Medicaid Services (CMS) most current:

+ CMS-1500 form - complete in accordance with the guidelines in the National Uniform Claim
Committee (NUCC) 1500 Claim Form Reference Instruction Manual, updated each July.

+ CMS-1450 (UB-04) form - complete in accordance to UB-04 Data Specifications Manual, updated
each July.

Other claim form types will be upfront rejected and returned to the provider. Providers should adhere to the
claims submission requirements below to ensure that submitted claims have all required information, which
results in timely claims processing.

Electronic Claims

For fastest delivery and processing, claims can be submitted electronically using the HIPAA 5010 standard 8371
(005010X223A2) and 837P (005010X222A1) transaction. Each claim submitted must include all mandatory
elements and situational elements, where applicable. Secondary COB claims can be sent electronically with all
appropriate other payer information and paid amounts.

Paper Claims

Paper claim forms must be typed in black ink with either 10 or 12 point Times New Roman font, and on the
required original red and white version to ensure clean acceptance and processing. Claims submitted on black
and white, handwritten or nonstandard forms will be rejected and a letter will be sent to the provider indicating
the reason for rejection. To reduce document handling time, providers must not use highlights, italics, bold text,
or staples for multiple page submissions. Copies of the form cannot be used for submission of claims, since a
copy may not accurately replicate the scale and optical character recognition (OCR) color of the form.

Health Net only accepts claim forms printed in Flint OCR Red, J6983 (or exact match) ink and does not supply
claim forms to providers. Providers should purchase these forms from a supplier of their choice.

Professional Claims

Providers billing for professional services and medical suppliers must complete the CMS-1500 (02/12) form.
The form must be completed in accordance with the guidelines in the National Uniform Claim Committee
(NUCC) 1500 Claim Form Reference Instruction Manual Version 5.0 7/17 at www.nucc.org. Paper claims follow
the same editing logic as electronic claims and will be rejected with a letter sent to the provider indicating the
reason for rejection if non-compliant.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Institutional Claims

Providers billing for institutional services must complete the CMS-1450 (UB-04) form. The form must be
completed in accordance with the National Uniform Billing Committee (NUBC) Official UB-04 Data
Specifications Manual 2018 at www.nubc.org. Paper claims follow the same editing logic as electronic claims
and will be rejected with a letter sent to the provider indicating the reason for rejection if non-compliant.

Medicare Billing Instructions

Medicare CMS-1500 and completion and coding instructions, are available on the CMS website at
WWW.CMS.goV.

Mandatory Items for Claims Submission

Refer to CMS-1500 Billing instructions or UB-04 Billing Instructions as applicable for complete description and
required or conditional fields.

Reference guide for commonly submitted items

Form Fields

CMS-1500

Electronic

address and NP

Subscriber (name,
address, DOB, sex,
and member ID
required)

Provider taxonomy

Patient (name,
address, DOB, sex,
relationship to
subscriber, status, and
member ID)

qualifier

2000B and 2010BA

2000C and 2010CA

Subscriber box 1a, 4,

7,11

Box 33B and Box 24

Patient box 2, 3, 5, 6,
8

Billing provider tax ID Loop 2010AA REF Box 25 Box 5
segment with TJ
qualifier

Billing provider name, Loop NM109 with XX Box 33 Box 1

Box 58 and 60

Box 57

Box 8, 9, 10, 11

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Form Fields

Electronic

CMS-1500

Principal diagnosis
and additional
diagnoses

Diagnosis pointers (up
to 4)

Referring provider with
NPI

Attending provider
with NPI

Rendering provider

Service facility
information

Procedure code

NDC code

UPN

Loop 2300 HI
segment qualifier BK
(ICD9) or ABK (ICD10)

Loop 2410 SV107

Loop 2300 NM1 with
DN qualifier

Loop 2300 NM1with
DN qualifier

Loop 2300 NM1 with
82 qualifier (if differs
from billing provider)

Loop 2310C or 2310E
NM1 with 77 qualifier
(if differs from billing
provider)

Loop 2400 SV
segment

Loop 2410 LIN
segment with N4
qualifier. Must include
mandatory CTP
segment.

Loop 2410 LIN
segment with
appropriate UP, UK,
UN qualifier. Must
include mandatory
CTP segment.

Box 21

Box 24E (A-L)

Box 17

N/A

NPI in Box 24J

Box 32

Box 24D

Box 24D shaded

Box 24D shaded

Box 66

N/A

N/A

Box 76

N/A

N/A

Box 44 if applicable

Box 43

Box 43

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Form Fields

Electronic

CMS-1500

Value codes (for
accommodation
codes, share of cost,
etc.)

Condition codes

COB-other subscriber
or third party liability

Claim DOS

Claim statement date

Loop 2300 HI
segment with qualifier
BE

Loop 2300 HI
segment with qualifier
BG

Loop 2320, 2330A and
2330B

Loop 2400 DTP
segment with 472
qualifier

Loop 2300 with 434
qualifier

N/A

N/A

Box 9, if applicable
(requires paper EOB
from other payer), 10,
11

Box 24A

N/A

Box 39, 40, 41

Box 18-28

Box 50-62 (requires
paper EOB from other

payer)

Box 45 for outpatient
when required

Box 6 from and
through

Claims Rejection Reasons and Resolutions

The following are some claims rejection reasons, challenges and possible resolutions.

Reject code

Reject reason

Requirements

CMS-1500 or UB-04

ECM and
Community

Supports Invoice

Claim Form

01 Member's DOB Enter the CMS-1500 box 3 Section 2
is missing or member’s 8-digit
invalid date of birth UB-04 box 10 "Non-standard
(MM/DD/YYYY) submission or
equivalent
02 Incomplete or Enter the CMS-1500 box Section 2
invalid member member’s Health 1a
information Plan member "Non-standard
identification (ID) | UB-04 box 60 submission or
for Commercial equivalent

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Reject code CMS-1500 or UB-04

ECM and

Reject reason Requirements

06

17

Missing/invalid
tax ID

Diagnosis
indicator is
missing

POA indicator is
not valid DRG
code is not valid

and Medicare or
Client
Identification
Number (CIN) for
Medi-Cal. Social
Security number
(SSN) should not
be used. Check
eligibility online,
electronically, or
refer to the
member’s
current ID card to
determine ID
numbers

Include complete
9-character tax
identification
number (TIN)

Ensure 9/0 (“9”
for ICD-9 or “0”
for ICD-10)
appears in field
66 for all claims.

Ensure present
on admission
(POA) indicators
are valid when
billed.

Ensure a valid
DRG code is
used in field 71.
POA valid values
are:

Y — Diagnosis
was present at

CMS-1500 box
25

UB-04 box 5

UB-04 box 66-70
UB-04 box 71

Community

Supports Invoice
Claim Form

Section 1a

"Non-standard
submission or
equivalent

Section 3

"Non-standard
submission or
equivalent

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Reject code Reject reason

Requirements

CMS-1500 or UB-04

ECM and
Community

Supports Invoice

75 The claim(s)
submitted has
missing, illegible
or invalid value
for anesthesia
minutes

76 Original claim
number and
frequency code
required

time of inpatient
admission.

N — Diagnosis
was not present
at time of
inpatient
admission.

Leave blank if
cannot be
determined

When box 24 is
completed, then
box 24G must be
completed as
well

When submitting
a corrected
claim, for UB-04
box 64 and
CMS-1500 box
22, you must
reference the
original claim.
Claim numbers
can be found on
your Remittance
Advice (RA)/
Explanation of
Payment (EOP)
or check claims
status online. Do
not include
punctuation,
words or special
characters
before or after
the claim
number.
Submission ID
from a reject

CMS-1500 box
24D and 24G

CMS-1500 box
22

UB-04 box 4 and
64

Claim Form

N/A

Section 4

"Non-standard
submission or
equivalent

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Reject code CMS-1500 or UB-04

ECM and
Community

Reject reason Requirements

Supports Invoice
Claim Form

letter is not a
valid claim
number. If not
using frequency
codes 7 or 8
leave boxes 64
and 22 blank.
Submit contested
claims to Medi-
Cal Provider
Contested
Claims.

77

87

Type of bill or
place of service
invalid or missing

One or more of
the REV codes
submitted is
invalid or missing

Enter the
appropriate type
of bill (TOB) code
as specified by
the NUBC UB-04
Uniform Billing
Manual minus
the leading

“0” (zero). A
leading “0” is not
needed. Digits
should be
reflected as
follows:

1st digit —
Indicating the
type of facility
2nd digit —
Indicating the
type of care

3rd digit —
Indicating the bill
sequence
(frequency code)

Include complete
4-digit revenue
code

UB-04 box 4

UB-04 box 42

N/A

N/A

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Reject code

Reject reason

Requirements

CMS-1500 or UB-04

ECM and
Community
Supports Invoice

92

A5

A7

A9

Missing or invalid
NPI

NDC or UPIN
information
missing/invalid

Invalid/missing
ambulance point
of pick- up ZIP
Code

Provider name
and address
required at all
levels

Enter provider’s
10-character
National Provider
Identifier (NPI) ID

Providers must
bill the UPIN
qualifier, number,
quantity, and
type or National
Drug Code
(NDC) qualifier,
number, quantity,
and unit/basis of
measure. If any
of these
elements are
missing, the
claim will reject

When box 24 D
is completed,
include the
pickup/drop off
address in
attachments

Include complete
provider billing
address
including city,
state and ZIP
Code

CMS-1500 box
24J and 33A

UB-04 box 56

CMS-1500 box
24D

UB-04 box 43

CMS-1500 box
24 or box 32.

Medicare claims
require a point of
pickup (POP) ZIP
in box 23 in
addition to the
addresses in 24
shaded area or
box 32

CMS-1500 box
33

UB-04 box 1

Claim Form

Section 1b
"Non-standard

submission or
equivalent

N/A

N/A

Section 1a

"Non-standard
submission or
equivalent

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Reject code CMS-1500 or UB-04

ECM and

Reject reason Requirements

AK

C8

B7

C6

Original claim
number sent
when the claim is
not an
adjustment

Valid POA
required for all
DX fields

Review NUCC
guidelines for
proper billing of
the CMS-1500
versions (08/05)
and (02/12).
Claims will be
rejected if data is
not submitted
and/or formatted
appropriately

Other Insurance
fields 9, 9a, 9d,
and 11d are
missing
appropriate data

When submitting
an initial claim,
leave CMS 1500
box 22 and
UB-04 box 64
blank. Any
values entered in
these boxes will
cause a claim to
reject.

Do not include
the POA of 1.
The valid values
for this field are Y
or N or blank.

(for description
see Reject code
17)

Only CMS-1500
02/12 version is
accepted

If the member
has other health
insurance, box 9,
9a and 9d must
be populated,
and box 11d
must be marked
as yes. If this is
not provided, the

CMS-1500 box
22

UB-04 box 64

UB-04 box 67—
67Q and 72A—
72C

N/A

CMS-1500 box
9, 9a, 9d and 11d

Community

Supports Invoice
Claim Form

Section 4

"Non-standard
submission or
equivalent

N/A

N/A

N/A
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Reject code

AV

HP

RE

Reject reason

Patient's reason
for visit should
not be used
when claim does
not involve
outpatient visits

ICD-10 is
mandated for this
date of service

Black/white,
handwriting or
nonstandard
format

Requirements

claim will be
rejected

Include patient
reason for visit
for bill type 013x,
078x, and 085x
(outpatient) when
Type of
Admission/Visit
(Box 14)is 1
(emergency), 2
(urgent) or 5
(trauma) and
revenue code
045x, 0516 or
0762 are
reported.
Otherwise, do
not populate

Submit with the
ICD indicator of
9/0 on both

UB-04 and
CMS-1500 claim
forms according
to the 5010
Guidelines
requirement to
bill this
information. (for
description see
Reject code 17)

Use proper
CMS-1500 or
UB-04 form
typed in black ink
in 10 or 12 point
Times New
Roman font

CMS-1500 or UB-04

UB-04 box 70a,
b, c

CMS-1500 box
21

UB-04 box 66

N/A

ECM and
Community

Supports Invoice
Claim Form

N/A

N/A

N/A
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"This is not a standard claim form like the CMS-1500 or the UB-04 claim forms; used to bill ECM and
Community Supports services only.

CMS-1500 Billing Instructions

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

All claims from participating providers that are Health Net's responsibility must be submitted to Health Net
Medi-Cal claims within 180 days from the last day of the month of the date services were rendered. Medicare
Advantage, EPO, HMO, HSP and PPO participating providers must be submitted claims to Health Net within
120 days from the date services were rendered, unless a different time frame is stated in the providers'
contract. Health Net accepts claims submitted on the standard CMS-1500 and computer generated claims
using these formats.

1a

Field number

Field description

Insurance program
identification

Insured identification
(ID) number

Patient's name (Last
name, first name,
middle initial)

Patient's birth date
and sex

Instruction or comments Required, conditional or

Check only the type of
health coverage
applicable to the
claim. This field
indicated the payer to
whom the claim is
being field. Enter "X"
in the box noted
"Other"

The nine-digit
identification number
on the member's ID
card

Enter the patient's
name as it appears on

the member's ID. card.

Do not use nicknames

Enter the patient's
eight-digit date of birth
(MM/DD/YYYY), and
mark the appropriate

not required

Required

Required

Required

Required

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number

Field description

Instruction or comments

Required, conditional or

not required

Insured's name

Patient's address
(number, street, city,
state, ZIP code)
Telephone number
(include area code)

box to indicate the
patient's sex/gender.

M= Male or F= Female

Enter the subscriber's
name as it appears on
the member's ID card

Enter the patient's
complete address and
telephone number,
including area code on
the appropriate line.

First line - Enter the
street address. Do not
use commas, periods,
or other punctuation in
the address such as
123 N Main Street 101
instead of 123 N. Main
Street, #101).

Second line - In the
designated block,
enter the city and
state.

Third line - Enter the
ZIP code and
telephone number.
When entering a nine-
digit ZIP code (ZIP +4
codes), include the
hyphen. Do not use a
hyphen or space as a
separator within the
telephone number
such as
(803)5551414.

Note: Patient's
telephone does not
exist in the electronic

Conditional - Needed
if different than patient

Conditional

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description

Instruction or comments

Required, conditional or

not required

6 Patient's relationship
to insured
7 Insured's address

(number, street, city,
state, ZIP code)
Telephone number
(include area code)

837 Professional
4010A1

Always mark to
indicate self if the
same

Enter the insured's
complete address and
telephone number,
including area code on
the appropriate line.

First line - Enter the
street address. Do not
use commas, periods,
or other punctuation in
the address such as
123 N Main Street 101
instead of 123 N. Main
Street, #101.

Second line - In the
designated block,
enter the city and
state.

Third line - Enter the
ZIP code and
telephone number.

When entering a nine-
digit zip code (ZIP + 4
codes), include the
hyphen. Do not use a
hyphen or space as a
separator within the
telephone number
such as
(803)5551414.

Note: Patient's
telephone does not
exist in the electronic

Conditional - Always
mark to indicate self if
the same

Conditional

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description Instruction or comments Required, conditional or

9a

9b

9c

9d

104a,b, c

Reserved for NUCC

Other insured's name
(last name, first name,
middle initial)

Other insured's policy
or group number

Reserved for NUCC

Reserved for NUCC

Insurance plan name
or program name

Is patient's condition
related to:

837 Professional
4010A1

N/A

Refers to someone
other than the patient.
REQUIRED if patient
is covered by another
insurance plan. Enter
the complete name of
the insured

REQUIRED if field 9 is
completed. Enter the
policy of group
number of the other
insurance plan

N/A

N/A

REQUIRED if field 9 is
completed. Enter the
other insured's (name
of person listed in field
9) insurance plan or
program name

Enter a Yes or No for
each category/line (a,
b and c). Do not enter
a Yes and No in the
same category/line.
When marked Yes,
primary insurance

not required

Not required

Conditional refers to
someone other than
the patient.

REQUIRED if patient
is covered by another
insurance plan

Conditional

REQUIRED if field 9 is
completed. Enter the
policy for group
number of the other
insurance plan

Not required

Not required

Conditional

REQUIRED if field 9 is
completed

Required

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number

Field description

Instruction or comments Required, conditional or

not required

10d

11

11a

11b

Claims codes
(designated by NUCC)

Insured policy or
FECA number

Insured date of birth
and sex

Other claims ID
(Designated by
NUCC)

information must then
be shown in box 11

When reporting more
than one code, enter
three blank spaces
and then the next
code

REQUIRED when
other insurance is
available. Enter the
policy, group, or FECA
number of the other
insurance. If box 10 a,
b or ¢ is marked Y, this
field should be
populated

Enter the eight-digit
date of birth (MM/DD/
YYYY) of the insured
and an X to indicate
the sex (gender) of the
insured. Only one box
can be marked. If
gender is unknown,
leave blank

The following qualifier
and accompanying
identifier has been
designated for use:

Y4 Property Casualty
Claim Number

For worker's
compensation of
property and casualty:
Required if known.

Conditional

Conditional

REQUIRED when
other insurance is
available

Conditional

Conditional

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number

11c

11d

12

13

14

Field description

Insurance plan name
or program number

Is there another health
benefit plan

Patient's or authorized
person's signature

Insured's or
authorized person's
signature

Date of current:

lliness (First symptom)
or

Injury (Accident) or
Pregnancy (LMP)

Instruction or comments Required, conditional or

Enter the claim
number assigned by
the payer

Enter name of the
insurance health plan
or program

Mark Yes or No. If
Yes, complete field's
9a-d and 11c

Enter "Signature on
File," "SOF," or the
actual legal signature.
The provider must
have the member's or
legal guardian's
signature on file or
obtain his/her legal
signature in this box
for the release of
information necessary
to process and/or
adjudicate the claim

Obtain signature if
appropriate.

Enter the six-digit
(MM/DD/YY) or eight-
digit

(MM/DD/YYYY) date
of the first date of the
present illness, injury,
or pregnancy. For
pregnancy, use the
date of the last

not required

Conditional

Required

Conditional - Enter
"Signature on File,"
"SOF," or the actual
legal signature

Not required

Conditional

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description Instruction or comments Required, conditional or

15

16

17

17a

If patient has same or
similar iliness. Give
first date.

Dates patient unable
to work in current
occupation

Name of referring
physician or other
source

ID number of referring
physician

menstrual period
(LMP) as the first date.

Enter the applicable
qualifier to identify
which date is being
reported.

431 Onset of Current
Symptoms or lliness

484 Last Menstrual
Period

Enter another date
related to the patient's
condition or treatment.
Enter the date in the
six-digit

(MM/DD/YY) or eight-
digit (MM/DD/YYYY)
format

Enter the six-digit
(MM/DD/YY) or eight-
digit (MM/DD/YYYY)

Enter the name of the
referring physician or
professional (first
name, middle initial,
last name, and
credentials)

Required if field 17 is
completed. Use Z2Z
qualifier for Taxonomy
code

not required

Conditional

Conditional

Conditional - Enter the
name of the referring
physician or
professional (first
name, middle initial,
last name, and
credentials)

Conditional

REQUIRED if field 17
is completed

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description Instruction or comments Required, conditional or

17b

18

19

20

21

22

NPI number of
referring physician

Hospitalization on
dates related to
current services

Reserved for local use
- new form: Additional
claim information

Outside lab/ charges

Diagnosis or nature of
iliness or injury
(related items A-L to
item 24E by line). New
form allows up to 12
diagnoses, and ICD
indicator

Resubmission code /
original REF

Required if field 17 is
completed. If unable
to obtain referring NP,
servicing NPl may be
used

Enter the codes to
identify the patient's
diagnosis and/or
condition. List no more
than 12 ICD-10-CM
diagnosis codes.
Relate lines A-L to the
lines of service in 24E
by the letter of the line.
Use the highest level
of specificity. Do not
provide narrative
description in this
field. Note: Claims
missing or with invalid
diagnosis codes will
be rejected or denied
for payment

For resubmissions or

adjustments, enter the
original claim number
of the original claim.

not required

Conditional

REQUIRED if field 17
is completed. If unable
to obtain referring NP,
servicing NPl may be
used

Conditional

Conditional

Conditional

Required - Include the
ICD indicator

Conditional - For
resubmissions or
adjustments, enter the

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number

Field description

Instruction or comments

Required, conditional or

not required

23

24 A-G Shaded

Prior authorization
number or CLIA
number

Supplemental
information

New form - for
resubmissions only:

- Replacement of Prior
Claim

- Void/Cancel Prior
Claim

Enter the authorization
or referral number.
Refer to the provider
operations manual for
information on
services requiring
referral and/or prior
authorization.

CLIA number for CLIA
waived or CLIA
certified laboratory
services

The shaded top
portion of each service
claim line is used to
report supplemental
information for:

« NDC

* Narrative
description of
unspecified
codes

» Contract rate

* For detailed
instructions and
qualifiers refer

original claim number
of the original claim

If authorization, then
conditional If CLIA,
then required If both,
submit the CLIA
number

Enter the authorization
or referral number.
Refer to the provider
operations manual for
information on
services requiring
referral and/or prior
authorization.

CLIA number for CLIA
waived or CLIA
certified laboratory
services

Conditional - The
shaded top portion of
each service claim line
is used to report
supplemental
information for:

NDC

Narrative description
of unspecified codes

Contract rate

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description Instruction or comments Required, conditional or

not required

24A Unshaded

24B Unshaded

24C Unshaded

24D Unshaded

Dates of service

Place of service

EMG

Procedures, services
or supplies CPT/
HCPCS modifier

to Appendix IV
of this guide

Enter the date the
service listed in field
24D was performed
(MM/DD/YYYY). If
there is only one date,
enter that date in the
"From" field. The "To"
field may be left blank
or populated with the
"From" date. If
identical services
(identical CPT/HCPC
code(s)) were
performed, each date
must be entered on a
separate line

Enter the appropriate
two-digit CMS
standard place of
service (POS) code. A
list of current POS
codes may be found
on the CMS website

Enter Y (Yes) or N
(No) to indicate if the
service was an
emergency

Enter the five-digit
CPT or HCPCS code
and two-character
modifier, if applicable.
Only one CPT or
HCPCS and up to four

Required

Required

Not required

Required - Ensure
NDC or UPIN is
included if applicable

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date

information, visit providerlibrary.healthnetcalifornia.com

providerlibrary.healthnetcalifornia.com/medi-cal/provider-manual.html

Page 171



https://providerlibrary.healthnetcalifornia.com
https://providerlibrary.healthnetcalifornia.com/medi-cal/provider-manual.html

August 14,2024 15:26

4
\w? Y

-

health net

Field number Field description Instruction or comments Required, conditional or

not required

modifiers may be
entered per claim line.

Codes entered must
be valid for date of
service.

Missing or invalid
codes will be denied
for payment.

Only the first modifier
entered is used for
pricing the claim.
Failure to use
modifiers in the
correct position or
combination with the
procedure code, or
invalid use of
modifiers, will result in
a rejected, denied, or
incorrectly paid claim

24 E Unshaded Diagnosis code In 24E, enter the Required
diagnosis code
reference letter
(pointer) as shown in
box 21 to relate the
date of service and
the procedures
performed to the
primary diagnosis.
When multiple
services are
performed, the
primary reference
letter for each service
should be listed first;
other applicable
services should follow.
The reference letter(s)
should be A-L or
multiple letters as
applicable. ICD-10-

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Field number

Field description Instruction or comments

Required, conditional or

not required

24 F Unshaded

24 G Unshaded

24 H Shaded

CM diagnosis codes
must be entered in
box 21 only. Do not
enter them in 24E. Do
not use commas
between the diagnosis
pointer numbers.
Diagnosis Codes must
be valid ICD-10 codes
for the date of service,
or the claim will be
rejected/denied

Charges Enter the charge
amount for the claim
line item service billed.
Dollar amounts to the
left of the vertical line
should be right
justified. Up to eight
characters are allowed
(i.e., 199,999.99). Do
not enter a dollar sign
($). If the dollar
amount is a whole
number (i.e. 10.00),
enter 00 in the area to
the right of the vertical
line

Days or units Enter quantity (days,
visits, units). If only
one service provided,
enter a numeric value

of one

Leave blank or enter
"Y" if the services
were performed as a
result of an EPSDT
referral

EPSDT (Family
Planning)

Required

Required

Conditional - Leave
blank or enter "Y" if
the services were
performed as a result
of an Early and
Periodic Screening,
Diagnostic and

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description

Instruction or comments

Required, conditional or

not required

24 H Unshaded EPSDT (Family

Planning)
24 | Shaded ID qualifier
24 J Shaded Non-NPI provider ID#

24 J Unshaded NPI provider

ID

Enter the appropriate
qualifier for EPSDT
visit

Use ZZ qualifier for
taxonomy. Use 1D
qualifier for ID, if an
atypical provider

Typical providers:
Enter the provider
taxonomy code that
corresponds to the
qualifier entered in
box 241 shaded. Use
ZZ qualifier for
taxonomy code

Atypical providers:
Enter the provider ID
number.

Typical providers
ONLY: Enter the 10-
character NPI of the
provider who rendered
services. If the
provider is billing as a
member of a group,
the rendering
individual provider's
10-character NPl may
be entered. Enter the
billing NP1 if services
are not provided by an
individual (such as
DME, independent
lab, home health,

Treatment (EPSDT)
referral

Conditional - Enter the
appropriate qualifier
for EPSDT visit

Required

Required

Required

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description Instruction or comments Required, conditional or

25

26

27

28

Federal Tax ID
number SSN/EIN

Patient's account NO

Accept Assignment?

Total charge

RHC/FQHC general
medical exam)

Enter the provider or
supplier nine-digit
federal tax ID number,
and mark the box
labeled EIN

Enter the provider's
billing account number

Enter an X in the YES
box. Submission of a
claim for
reimbursement of
services provided to a
recipient using state
funds indicates the
provider accepts
assignment. Refer to
the back of the CMS-
1500 (02-12) claim
form for the section
pertaining to
payments

Enter the total charges
for all claim line items
billed - claim lines 24F.
Dollar amounts to the
left of the vertical line
should be right
justified. Up to eight
characters are allowed
(i.e., 199999.99). Do
not use commas. Do
not enter a dollar sign
($). If the dollar
amount is a whole
number (i.e., 10.00),

not required

Required

Conditional - Enter the
provider's billing
account number

Conditional - Enter an
X in the YES box.
Submission of a claim
for reimbursement of
services provided to a
recipient using state
funds indicates the
provider accepts
assignment

Required

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description Instruction or comments Required, conditional or

not required

enter 00 in the area to
the right of the vertical
line.

29 Amount paid REQUIRED when Conditional
another carrier is the
primary payer. Enter REQUIRED when

the payment received another carrier is the
from the primary payer | primary payer. En.ter
prior to invoicing. the payment received

from the primary payer
Dollar amounts to the prior to invoicing

left of the vertical line
should be right
justified. Up to eight
characters are allowed
(i.e., 199999.99). Do
not use commas. Do
not enter a dollar sign
($). If the dollar
amount is a whole
number (i.e., 10.00),
enter 00 in the area to
the right of the vertical
line

30 Balance due REQUIRED when field Conditional

29 is completed. Enter _
the balance due (total | REQUIRED when field

charges minus the 29 is completed. Enter
amount of payment the balance due (total
received from the charges minus the
primary payer). amount of payment

received from the
Dollar amounts to the primary payer)

left of the vertical line
should be right
justified. Up to eight
characters are allowed
(i.e., 199999.99). Do
not use commas. Do
not enter a dollar sign
($). If the dollar
amount is a whole

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Field number

Field description

Instruction or comments

Required, conditional or

not required

31

32

Signature of physician
or supplier including
degrees or credentials

Service facility
location information

number (i.e., 10.00),
enter 00 in the area to
the right of the vertical
line

If there is a signature
waiver on file, you
may stamp, print, or
computer-generate
the signature;
otherwise, the
practitioner or
practitioner's
authorized
representative MUST
sign the form. If
signature is missing or
invalid, the claim will
be returned
unprocessed.

Note: Does not exist in
the electronic 837P

REQUIRED if the
location where
services were
rendered is different
from the billing
address listed in field
S5,

Enter the name and
physical location. (PO
box numbers are not
acceptable here.)

First line - Enter the
business/facility/
practice name.

Second line- Enter the
street address. Do not
use commas, periods,
or other punctuation in

Required

Conditional

REQUIRED if the
location where
services were
rendered is different
from the billing
address listed in field
89

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number

Field description

Instruction or comments Required, conditional or

not required

32a

32b

NPI - Services
rendered

Other provider ID

the address (for
example, 123 N Main
Street 101 instead of
123 N. Main Street,
#101).

Third line - In the
designated block,
enter the city and
state.

Fourth line - Enter the
ZIP code and
telephone number.
When entering a nine-
digit ZIP code (ZIP + 4
codes), include the
hyphen

Typical providers
ONLY: REQUIRED if
the location where
services were
rendered is different
from the billing
address listed in field
33.

Enter the 10-character
NPI of the facility
where services were
rendered.

REQUIRED if the
location where
services were
rendered is different
from the billing
address listed in field
33.

Typical providers:
Enter the 2-character
qualifier ZZ followed

Conditional

Typical providers
ONLY: REQUIRED if
the location where
services were
rendered is different
from the billing
address listed in field
33.

Conditional

REQUIRED if the
location where
services were
rendered is different
from the billing
address listed in field
33

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description

Instruction or comments

Required, conditional or

not required

33 Billing provider INFO
& PH#

by the taxonomy code
(no spaces).

Atypical providers:
Enter the 2-character
qualifier 1D (no
spaces)

Enter the billing
provider's complete
name, address
(include the ZIP + 4
code), and telephone
number.

First line -Enter the
business/facility/
practice name.

Second line - Enter
the street address. Do
not use commas,
periods, or other
punctuation in the
address (for example,
123 N Main Street 101
instead of 123 N. Main
Street, #101).

Third line - In the
designated block,
enter the city and
state.

Fourth line- Enter the
ZIP code and
telephone number.
When entering a nine-
digit ZIP code (ZIP + 4
code), include the
hyphen. Do not use a
hyphen or space as a
separator within the

Required

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description

Instruction or comments

Required, conditional or

not required

33a Group billing NPI

33b Group billing other ID

telephone number
(i.e., (555)555-5555).

NOTE: The nine digit
ZIP code (ZIP + 4
code) is a requirement
for paper and EDI
claim submission

Typical providers
ONLY: REQUIRED if
the location where
services were
rendered is different
from the billing
address listed in field
33.

Enter the 10-character
NPI .

Enter as designated
below the billing group
taxonomy code.

Typical providers:
Enter the provider
taxonomy code. Use
ZZ qualifier.

Atypical providers:
Enter the provider ID
number

Required

Required

Clinical Information Submission

Provider Type: Physicians | Participating Physician Groups (PPG)

Health Net routinely requires Medicare employer groups to include clinical information at the time of claim

submission as follows:

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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» Evaluation and Management Services (E&M) - There are general principles of medical record
documentation that are applicable to all types of medical and surgical services in all settings. While
E&M services vary in several ways, such as the nature and amount of physician work required, the
following general principles help ensure that medical record documentation for all E&M services is
appropriate. The diagnosis and treatment codes reported on the health insurance claim form or
billing statement should be supported by the documentation in the medical record.

The documentation of each patient encounter should include the following:

» Reason for the encounter and relevant history, physical examination findings, and any prior and
additional diagnostic test results.

» Assessment, clinical impression or diagnosis.

» Medical plan of care.

+ Date and legible identity of the observer.

» Any additional relevant information.

Medical necessity of a service is the overarching criterion for payment in addition to the individual requirements
of a CPT code. It would not be medically necessary or appropriate to bill higher level of evaluation and
management service when a lower level of service is warranted.

Health Net reserves the right to request clinical records before or after claim payment to identify possible
fraudulent or abusive billing practices, as well as any other inappropriate billing practice not consistent or
compliant with the American Medical Association (AMA) CPT codes or guidelines, provided there is evidence
such an investigation is warranted.

CMS-1500 Billing Instructions

Provider Type: Physicians | Participating Physician Groups (PPG) | Hospitals | Ancillary

All claims from participating providers that are Health Net's responsibility must be submitted to Health Net
Medi-Cal claims within 180 days from the last day of the month of the date services were rendered. Medicare
Advantage, EPO, HMO, HSP and PPO participating providers must be submitted claims to Health Net within
120 days from the date services were rendered, unless a different time frame is stated in the providers'
contract. Health Net accepts claims submitted on the standard CMS-1500 and computer generated claims
using these formats.

Field number Field description Instruction or comments Required, conditional or

not required

1 Insurance program Check only the type of Required
identification health coverage
applicable to the
claim. This field
indicated the payer to
whom the claim is
being field. Enter "X"

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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1a

Field number

Field description

Insured identification
(ID) number

Patient's name (Last
name, first name,
middle initial)

Patient's birth date
and sex

Insured's name

Patient's address
(number, street, city,
state, ZIP code)
Telephone number
(include area code)

Instruction or comments

in the box noted
"Other"

The nine-digit
identification number
on the member's ID
card

Enter the patient's

name as it appears on
the member's ID. card.
Do not use nicknames

Enter the patient's
eight-digit date of birth
(MM/DD/YYYY), and
mark the appropriate
box to indicate the
patient's sex/gender.

M= Male or F= Female

Enter the subscriber's
name as it appears on
the member's ID card

Enter the patient's
complete address and
telephone number,
including area code on
the appropriate line.

First line - Enter the
street address. Do not
use commas, periods,
or other punctuation in
the address such as
123 N Main Street 101
instead of 123 N. Main
Street, #101).

Required, conditional or

not required

Required

Required

Required

Conditional - Needed
if different than patient

Conditional

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description Instruction or comments Required, conditional or

not required

Second line - In the
designated block,
enter the city and
state.

Third line - Enter the
ZIP code and
telephone number.
When entering a nine-
digit ZIP code (ZIP +4
codes), include the
hyphen. Do not use a
hyphen or space as a
separator within the
telephone number
such as
(803)5551414.

Note: Patient's
telephone does not
exist in the electronic
837 Professional
4010A1

Patient's relationship
to insured

Insured's address

(number, street, city,
state, ZIP code)
Telephone number
(include area code)

Always mark to
indicate self if the
same

Enter the insured's
complete address and
telephone number,
including area code on
the appropriate line.

First line - Enter the
street address. Do not
use commas, periods,
or other punctuation in
the address such as
123 N Main Street 101
instead of 123 N. Main
Street, #101.

Conditional - Always
mark to indicate self if
the same

Conditional

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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health net

Field description

Instruction or comments Required, conditional or

not required

9a

Reserved for NUCC

Other insured's name
(last name, first name,
middle initial)

Other insured's policy
or group number

Second line - In the
designated block,
enter the city and
state.

Third line - Enter the
ZIP code and
telephone number.

When entering a nine-
digit zip code (ZIP + 4
codes), include the
hyphen. Do not use a
hyphen or space as a
separator within the
telephone number
such as
(803)5551414.

Note: Patient's
telephone does not
exist in the electronic
837 Professional
4010A1

N/A

Refers to someone
other than the patient.
REQUIRED if patient
is covered by another
insurance plan. Enter
the complete name of
the insured

REQUIRED if field 9 is
completed. Enter the
policy of group
number of the other
insurance plan

Not required

Conditional refers to
someone other than
the patient.

REQUIRED if patient
is covered by another
insurance plan

Conditional

REQUIRED if field 9 is
completed. Enter the
policy for group
number of the other
insurance plan

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number

9b

9c

9d

104a,b,c

10d

11

11a

Field description

Reserved for NUCC

Reserved for NUCC

Insurance plan name
or program name

Is patient's condition
related to:

Claims codes
(designated by NUCC)

Insured policy or
FECA number

Insured date of birth
and sex

Instruction or comments Required, conditional or

N/A

N/A

REQUIRED if field 9 is
completed. Enter the
other insured's (name
of person listed in field
9) insurance plan or
program name

Enter a Yes or No for
each category/line (a,
b and c). Do not enter
a Yes and No in the
same category/line.
When marked Yes,
primary insurance
information must then
be shown in box 11

When reporting more
than one code, enter
three blank spaces
and then the next
code

REQUIRED when
other insurance is
available. Enter the
policy, group, or FECA
number of the other
insurance. If box 10 a,
b or ¢ is marked Y, this
field should be
populated

Enter the eight-digit
date of birth (MM/DD/
YYYY) of the insured

not required

Not required

Not required

Conditional

REQUIRED if field 9 is
completed

Required

Conditional

Conditional

REQUIRED when
other insurance is
available

Conditional

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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11b

1Mc

11d

12

Field number

Field description

Other claims ID
(Designated by
NUCC)

Insurance plan name
or program number

Is there another health
benefit plan

Patient's or authorized
person's signature

Instruction or comments

and an X to indicate
the sex (gender) of the
insured. Only one box
can be marked. If
gender is unknown,
leave blank

The following qualifier
and accompanying
identifier has been
designated for use:

Y4 Property Casualty
Claim Number

For worker's
compensation of
property and casualty:
Required if known.

Enter the claim
number assigned by
the payer

Enter name of the
insurance health plan
or program

Mark Yes or No. If
Yes, complete field's
9a-d and 11c

Enter "Signature on
File," "SOF," or the
actual legal signature.
The provider must
have the member's or
legal guardian's
signature on file or
obtain his/her legal
signature in this box
for the release of
information necessary

Required, conditional or

not required

Conditional

Conditional

Required

Conditional - Enter
"Signature on File,"
"SOF," or the actual
legal signature

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description

Instruction or comments

Required, conditional or

not required

13 Insured's or
authorized person's
signature

14 Date of current:

lliness (First symptom)
or

Injury (Accident) or

Pregnancy (LMP)

15 If patient has same or
similar illness. Give
first date.

to process and/or
adjudicate the claim

Obtain signature if
appropriate.

Enter the six-digit
(MM/DD/YY) or eight-
digit

(MM/DD/YYYY) date
of the first date of the
present illness, injury,
or pregnancy. For
pregnancy, use the
date of the last
menstrual period
(LMP) as the first date.

Enter the applicable
qualifier to identify
which date is being
reported.

431 Onset of Current
Symptoms or lliness

484 Last Menstrual
Period

Enter another date
related to the patient's
condition or treatment.
Enter the date in the
six-digit

(MM/DD/YY) or eight-
digit (MM/DD/YYYY)
format

Not required

Conditional

Conditional

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description Instruction or comments Required, conditional or

16

17

17a

17b

18

19

20

21

Dates patient unable
to work in current
occupation

Name of referring
physician or other
source

ID number of referring
physician

NPl number of
referring physician

Hospitalization on
dates related to
current services

Reserved for local use
- new form: Additional
claim information

Outside lab/ charges

Diagnosis or nature of
illness or injury
(related items A-L to
item 24E by line). New

Enter the six-digit
(MM/DD/YY) or eight-
digit (MM/DD/YYYY)

Enter the name of the
referring physician or
professional (first
name, middle initial,
last name, and
credentials)

Required if field 17 is
completed. Use ZZ
qualifier for Taxonomy
code

Required if field 17 is
completed. If unable
to obtain referring NP,
servicing NPI may be
used

Enter the codes to
identify the patient's
diagnosis and/or
condition. List no more

not required

Conditional

Conditional - Enter the
name of the referring
physician or
professional (first
name, middle initial,
last name, and
credentials)

Conditional

REQUIRED if field 17
is completed

Conditional

REQUIRED if field 17
is completed. If unable
to obtain referring NP,
servicing NPl may be
used

Conditional

Conditional

Conditional

Required - Include the
ICD indicator

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number

Field description

Instruction or comments

Required, conditional or

not required

22

23

form allows up to 12
diagnoses, and ICD
indicator

Resubmission code /
original REF

Prior authorization
number or CLIA
number

than 12 ICD-10-CM
diagnosis codes.
Relate lines A-L to the
lines of service in 24E
by the letter of the line.
Use the highest level
of specificity. Do not
provide narrative
description in this
field. Note: Claims
missing or with invalid
diagnosis codes will
be rejected or denied
for payment

For resubmissions or
adjustments, enter the
original claim number
of the original claim.
New form - for
resubmissions only:

- Replacement of Prior
Claim

- Void/Cancel Prior
Claim

Enter the authorization
or referral number.
Refer to the provider
operations manual for
information on
services requiring
referral and/or prior
authorization.

CLIA number for CLIA
waived or CLIA
certified laboratory
services

Conditional - For
resubmissions or
adjustments, enter the
original claim number
of the original claim

If authorization, then
conditional If CLIA,
then required If both,
submit the CLIA
number

Enter the authorization
or referral number.
Refer to the provider
operations manual for
information on
services requiring
referral and/or prior
authorization.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number

Field description

Instruction or comments

Required, conditional or

not required

24 A-G Shaded

24A Unshaded

Supplemental
information

Dates of service

The shaded top
portion of each service
claim line is used to
report supplemental
information for:

« NDC

* Narrative
description of
unspecified
codes

« Contract rate

* For detailed
instructions and
qualifiers refer
to Appendix IV
of this guide

Enter the date the
service listed in field
24D was performed
(MM/DD/YYYY). If
there is only one date,
enter that date in the
"From" field. The "To"
field may be left blank
or populated with the
"From" date. If
identical services
(identical CPT/HCPC
code(s)) were
performed, each date
must be entered on a
separate line

CLIA number for CLIA
waived or CLIA
certified laboratory
services

Conditional - The
shaded top portion of
each service claim line
is used to report
supplemental
information for:

NDC

Narrative description
of unspecified codes

Contract rate

Required

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description

Instruction or comments

Required, conditional or

not required

24B Unshaded Place of service

24C Unshaded EMG

24D Unshaded Procedures, services
or supplies CPT/

HCPCS modifier

Enter the appropriate
two-digit CMS
standard place of
service (POS) code. A
list of current POS
codes may be found
on the CMS website

Enter Y (Yes) or N
(No) to indicate if the
service was an
emergency

Enter the five-digit
CPT or HCPCS code
and two-character
modifier, if applicable.
Only one CPT or
HCPCS and up to four
modifiers may be
entered per claim line.

Codes entered must
be valid for date of
service.

Missing or invalid
codes will be denied
for payment.

Only the first modifier
entered is used for
pricing the claim.
Failure to use
modifiers in the
correct position or
combination with the
procedure code, or
invalid use of
modifiers, will result in
a rejected, denied, or
incorrectly paid claim

Required

Not required

Required - Ensure
NDC or UPIN is
included if applicable

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description Instruction or comments Required, conditional or

not required

24 E Unshaded Diagnosis code In 24E, enter the Required
diagnosis code
reference letter
(pointer) as shown in
box 21 to relate the
date of service and
the procedures
performed to the
primary diagnosis.
When multiple
services are
performed, the
primary reference
letter for each service
should be listed first;
other applicable
services should follow.
The reference letter(s)
should be A-L or
multiple letters as
applicable. ICD-10-
CM diagnosis codes
must be entered in
box 21 only. Do not
enter them in 24E. Do
not use commas
between the diagnosis
pointer numbers.
Diagnosis Codes must
be valid ICD-10 codes
for the date of service,
or the claim will be
rejected/denied

24 F Unshaded Charges Enter the charge Required
amount for the claim
line item service billed.
Dollar amounts to the
left of the vertical line
should be right
justified. Up to eight
characters are allowed
(i.e., 199,999.99). Do
not enter a dollar sign

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Field number

Field description

Instruction or comments Required, conditional or

not required

24 G Unshaded

24 H Shaded

24 H Unshaded

24 | Shaded

24 J Shaded

Days or units

EPSDT (Family
Planning)

EPSDT (Family
Planning)

ID qualifier

Non-NPI provider ID#

($). If the dollar
amount is a whole
number (i.e. 10.00),
enter 00 in the area to
the right of the vertical
line

Enter quantity (days,
visits, units). If only
one service provided,
enter a numeric value
of one

Leave blank or enter
"Y" if the services
were performed as a
result of an EPSDT
referral

Enter the appropriate
qualifier for EPSDT
visit

Use ZZ qualifier for
taxonomy. Use 1D
qualifier for ID, if an
atypical provider

Typical providers:
Enter the provider
taxonomy code that
corresponds to the
qualifier entered in
box 241 shaded. Use
ZZ qualifier for
taxonomy code

Required

Conditional - Leave
blank or enter "Y" if
the services were
performed as a result
of an Early and
Periodic Screening,
Diagnostic and
Treatment (EPSDT)
referral

Conditional - Enter the
appropriate qualifier
for EPSDT visit

Required

Required

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number

Field description

Instruction or comments Required, conditional or

not required

24 J Unshaded

25

26

27

NPI provider
ID

Federal Tax ID
number SSN/EIN

Patient's account NO

Accept Assignment?

Atypical providers:
Enter the provider ID
number.

Typical providers
ONLY: Enter the 10-
character NPI of the
provider who rendered
services. If the
provider is billing as a
member of a group,
the rendering
individual provider's
10-character NPl may
be entered. Enter the
billing NPI if services
are not provided by an
individual (such as
DME, independent
lab, home health,
RHC/FQHC general
medical exam)

Enter the provider or
supplier nine-digit
federal tax ID number,
and mark the box
labeled EIN

Enter the provider's
billing account number

Enter an X in the YES
box. Submission of a
claim for
reimbursement of
services provided to a
recipient using state
funds indicates the
provider accepts
assignment. Refer to

Required

Required

Conditional - Enter the
provider's billing
account number

Conditional - Enter an
X in the YES box.
Submission of a claim
for reimbursement of
services provided to a
recipient using state
funds indicates the

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number

Field description

Instruction or comments Required, conditional or

not required

28

29

Total charge

Amount paid

the back of the CMS-
1500 (02-12) claim
form for the section
pertaining to
payments

Enter the total charges
for all claim line items
billed - claim lines 24F.
Dollar amounts to the
left of the vertical line
should be right
justified. Up to eight
characters are allowed
(i.e., 199999.99). Do
not use commas. Do
not enter a dollar sign
($). If the dollar
amount is a whole
number (i.e., 10.00),
enter 00 in the area to
the right of the vertical
line.

REQUIRED when
another carrier is the
primary payer. Enter
the payment received
from the primary payer
prior to invoicing.

Dollar amounts to the
left of the vertical line
should be right
justified. Up to eight
characters are allowed
(i.e., 199999.99). Do
not use commas. Do
not enter a dollar sign
($). If the dollar
amount is a whole
number (i.e., 10.00),
enter 00 in the area to

provider accepts
assignment

Required

Conditional

REQUIRED when
another carrier is the
primary payer. Enter
the payment received
from the primary payer
prior to invoicing

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number

Field description

Instruction or comments

Required, conditional or

not required

30

31

Balance due

Signature of physician
or supplier including
degrees or credentials

the right of the vertical
line

REQUIRED when field
29 is completed. Enter
the balance due (total
charges minus the
amount of payment
received from the

primary payer).

Dollar amounts to the
left of the vertical line
should be right
justified. Up to eight
characters are allowed
(i.e., 199999.99). Do
not use commas. Do
not enter a dollar sign
($). If the dollar
amount is a whole
number (i.e., 10.00),
enter 00 in the area to
the right of the vertical
line

If there is a signature
waiver on file, you
may stamp, print, or
computer-generate
the signature;
otherwise, the
practitioner or
practitioner's
authorized
representative MUST
sign the form. If
signature is missing or
invalid, the claim will
be returned
unprocessed.

Note: Does not exist in
the electronic 837P

Conditional

REQUIRED when field
29 is completed. Enter
the balance due (total
charges minus the
amount of payment
received from the

primary payer)

Required

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description Instruction or comments Required, conditional or

not required

32 Service facility REQUIRED if the Conditional
location information location where
services were REQUIRED if the
rendered is different location where
from the billing services were
address listed in field rendered is different
33. from the billing
address listed in field
Enter the name and 89

physical location. (PO
box numbers are not
acceptable here.)

First line - Enter the
business/facility/
practice name.

Second line- Enter the
street address. Do not
use commas, periods,
or other punctuation in
the address (for
example, 123 N Main
Street 101 instead of
123 N. Main Street,
#101).

Third line - In the
designated block,
enter the city and
state.

Fourth line - Enter the
ZIP code and
telephone number.
When entering a nine-
digit ZIP code (ZIP + 4
codes), include the

hyphen
32a NPI - Services Typical providers Conditional
rendered ONLY: REQUIRED if
the location where Typical providers
services were ONLY: REQUIRED if

the location where

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description

Instruction or comments

Required, conditional or

not required

32b Other provider ID
33 Billing provider INFO
& PH#

rendered is different
from the billing
address listed in field
33.

Enter the 10-character
NPI of the facility
where services were
rendered.

REQUIRED if the
location where
services were
rendered is different
from the billing
address listed in field
33.

Typical providers:
Enter the 2-character
qualifier ZZ followed
by the taxonomy code
(no spaces).

Atypical providers:
Enter the 2-character
qualifier 1D (no
spaces)

Enter the billing
provider's complete
name, address
(include the ZIP + 4
code), and telephone
number.

First line -Enter the
business/facility/
practice name.

Second line - Enter
the street address. Do
not use commas,
periods, or other
punctuation in the

services were
rendered is different
from the billing
address listed in field
33

Conditional

REQUIRED if the
location where
services were
rendered is different
from the billing
address listed in field
33

Required

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number

Field description

Instruction or comments

Required, conditional or

not required

33a

33b

Group billing NPI

Group billing other ID

address (for example,
123 N Main Street 101
instead of 123 N. Main
Street, #101).

Third line - In the
designated block,
enter the city and
state.

Fourth line- Enter the
ZIP code and
telephone number.
When entering a nine-
digit ZIP code (ZIP + 4
code), include the
hyphen. Do not use a
hyphen or space as a
separator within the
telephone number
(i.e., (555)555-5555).

NOTE: The nine digit
ZIP code (ZIP + 4
code) is a requirement
for paper and EDI
claim submission

Typical providers
ONLY: REQUIRED if
the location where
services were
rendered is different
from the billing
address listed in field
8.

Enter the 10-character
NPI .

Enter as designated
below the billing group
taxonomy code.

Required

Required

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description Instruction or comments Required, conditional or

not required

Typical providers:
Enter the provider
taxonomy code. Use
ZZ qualifier.

Atypical providers:
Enter the provider ID
number

Hospital Acquired Conditions

Provider Type: Hospitals

Hospital-acquired conditions (HACs) are a set of hospital complications and medical errors that may cause
severe consequences. They occur during a hospital stay (are not present at the time of admission) and can
reasonably be prevented through the application of appropriate evidence-based protocols. These events may
result in more serious outcomes to the member, including loss of function, disability and death. Their
occurrence may also prolong hospital stays.

Billing Instructions

Each HAC is to be reported on the claim and must be catalogued according to when it occurred. Like the
Centers for Medicare & Medicaid Services (CMS), Health Net requests hospitals to submit inpatient hospital
claims (UB-04/CMS 1450) with Present on Admission (POA) indicators. POA is defined as a condition that is
present at the time the order for inpatient admission occured. Conditions that develop during an outpatient
encounter, including in the emergency department or during observation or outpatient surgery, are included
within the definition of POA conditions.

The POA indicator must be assigned to all ICD-10 diagnoses (primary and secondary diagnosis codes, as well
as to external cause of injury codes) on all inpatient claims (UB-04/CMS 1450) for all lines of business.
Categories and codes exempt from reporting include late effect codes, normal delivery, Z-codes, and certain
external codes (for example, railway, motor vehicle, water transport, air transport, and space transport).

Refer to the current HAC ICD-10 codes available on the CMS website at www.cms.gov/Medicare/Medicare-
Fee-for-Service-Payment/HospitalAcqCond/icd10_hacs.html; select FY 2017 HOSPITAL ACQUIRED
CONDITIONS LIST under Downloads. This list includes the HAC descriptions, codes and diagnoses, and is
subject to change, as Health Net relies on guidance from CMS on these diagnoses. An HTML version of the
ICD-10 HAC list is also available. Look for a link on the same page, titled Appendix | Hospital Acquired
Conditions (HACS) List.

The following POA indicators should be submitted in field locator 67 of the UB-04/CMS 1450, and in segment
K3 in the 2300 loop, data element K301 for the 8371 electronic claim submission.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Indicator Description

Y Present at the time of inpatient admission
N Not present at the time of inpatient admission
U Documentation is insufficient to determine if

condition is present on admission

W Provider is unable to clinically determine whether
condition was present on admission or not

1 Exempt from POA reporting (equivalent of a
blank code on UB-04/CMS 1450 form). This
code should rarely be used and every effort to
determine the appropriate indicator must be
made

The POA only applies to inpatient prospective payment systems (IPPS) hospitals. The following hospitals are
exempt from the POA indicator:

+ Critical access hospitals (CAHSs)

* Long-term care hospitals (LTCHSs)

* Maryland waiver hospitals

» Cancer hospitals

+ Children's inpatient facilities

* Religious non-medical health care institutions

* Inpatient psychiatric hospitals

* Inpatient rehabilitation facilities

* Veterans Administration (VA)/Department of Defense (DOD) hospitals

Source: https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/
Downloads/wPOA-Fact-Sheet.pdf

Quality Improvement HAC Program

Health Net's Quality Improvement (Ql) HAC program is designed to encourage hospitals to improve patient
safety by reducing or eliminating the occurrence of serious and costly errors in the provision of health care
services. The QI HAC program supports improving hospital reporting and member awareness about hospital
quality issues. The program also serves to more closely align Health Net practices with those of CMS and The
Leapfrog Group, which represents purchasers and employer groups.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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HAC Confirmation

Health Net's QI Department monitors claims submitted by the hospital after discharge for evidence of reported
Not Present on Admission indicators of HACs. In accordance with the QI HAC Program, if a Health Net
member experiences a HAC noted on the CMS website, Health Net requests that the admitting hospital take
the following action:

» Determine if the event was potentially preventable and within the control of the hospital and the
medical staff who provided care during the member's stay.

» Agree to refrain from billing or adjust billing to Health Net or the member for any charges
associated with the HAC if it is determined that the HAC was preventable.

» Perform a root cause analysis and take measures to prevent recurrences as necessary.

HAC Notification

Health Net's QI Department notifies the hospital's QI Department director or whoever is responsible to confirm
that the above actions were taken according to the instructions in the notification. The notification also allows
the hospital to explain extenuating circumstances that preclude these actions from being taken. The hospital
has 30 days to complete and fax-back the confirmation to Health Net's QI Department. Health Net may also
address potential HACs through the plan's established potential quality of care issues (PQI) process.

Trauma Services

Provider Type: Hospitals

Hospitals billing Health Net for trauma admissions, trauma care or other trauma-related services must submit
complete documentation with the UB-04 (CMS-1450) and the itemized claim form at the time of billing.
Submission of complete trauma service records assists Health Net with timely claims processing and payment.
Failure to submit the required documentation can lead to delay in claims processing or denial of the claim.

The following documents may be required when billing any trauma-related services (documents may be
handwritten or transcribed):

» Emergency room (ER) report.

» Trauma activation/trauma team involvement (for example, members or specialties).
» Complete clinical hospital records, if admitted.

+ Admitting notes.

» Emergency medical services (EMS or paramedic) record.

+ ER attending physician's report.

+ All additional reports from any other physician.

Documentation for inpatient admissions must include the above documents and the following:

» Admission history and physical.

» Discharge summary.

» Operating room reports, if applicable.
» Complete clinical hospital records.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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+ All additional reports from any other physician.

UB-04 Billing Instructions

Provider Type: Physicians | Hospitals | Participating Physician Groups (PPG) | Ancillary

All claims from participating providers that are Health Net's responsibility must be submitted to Health Net
Medi-Cal claims within 180 days from the last day of the month of the date services were rendered. EPO,
HMO, HSP, Medicare Advantage, and PPO participating providers must be submitted claims to Health Net
within 120 days from the date services were rendered, unless a different time frame is stated in the providers'
contract. Health Net accepts claims submitted on the standard CMS-1500 and UB-04 form and computer
generated claims using these formats.

Field number Field description Instruction or comments Required, conditional or

not required

1 Unlabeled field Line 1: Enter the Required
complete provider
name. Line 2: Enter
the complete mailing
address. Line 3: Enter
the city, state, and ZIP
+4 Codes (include
hyphen). Note: The 9
digit ZIP (ZIP +4
codes) is a
requirement for paper
and EDI claims. Line
4: Enter the area code
and telephone number

**ALERT: Providers
submitting paper
claims should left-
align data in this field.

2 Unlabeled field Enter the pay-to name Not required
and address

3a Patient control no Enter the facility Not required
patient account/control
number

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Field number Field description Instruction or comments Required, conditional or

not required

3b Medical record Enter the facility Required
number patient medical or
health record number

4 Type of bill Enter the appropriate Required
type of bill (TOB) code
as specified by the
NUBC UB-04 Uniform
Billing Manual minus
the leading "0" (zero).
Aleading "0" is not
needed. Digits should
be reflected as
follows:

1st Digit - Indicating
the type of facility. 2nd
Digit - Indicating the
type of care. 3rd Digit-
Indicating the bill
sequence (frequency
code).

5 Fed Tax No Enter the nine-digit Required
number assigned by
the federal
government for tax
reporting purposes

6 Statement covers Enter begin and end, Required
period from/through or admission and
discharge dates, for
the services billed.
Inpatient and
outpatient observation
stays must be billed
using the admission
date and discharge
date. Outpatient
therapy,
chemotherapy,
laboratory, pathology,

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com

providerlibrary.healthnetcalifornia.com/medi-cal/provider-manual.html Page 204



https://providerlibrary.healthnetcalifornia.com
https://providerlibrary.healthnetcalifornia.com/medi-cal/provider-manual.html

August 14,2024 15:26

s
Y

\{
-

health net

Field number Field description Instruction or comments Required, conditional or

not required

radiology, and dialysis
may be billed using a
date span. All other
outpatient services
must be billed using
the actual date of
service (MMDDYY).

7 Unlabeled field Not used. Not required
8a Patient name 8a - Enter the first nine | Not required
digits of the

identification number
on the member's ID
card.

8b Enter the patient's last Required
name, first name, and
middle initial as it
appears on the ID
card. Use a comma or
space to separate the
last and first names.

Titles: (Mr., Mrs., etc.)
should not be reported
in this field.

Prefix: No space
should be left after the
prefix of a name (e.g.,
McKendrick. H).

Hyphenated names:
Both names should be
capitalized and
separated by a
hyphen (no space).

Suffix: a space should
separate a last name
and suffix.

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Field number

Field description

Instruction or comments Required, conditional or

not required

10

11

12

13

Patient address

Birthdate

Sex

Admission date

Admission hour

Enter the patient's
complete mailing
address.

Enter the patient's
complete mailing
address.

Line a: Street address
Line b: City Line c:
State Line d: ZIP code
Line e: Country code
(NOT REQUIRED)

Enter the patient's
date of birth
(MMDDYYYY)

Enter the patient's
sex. Only M or F is
accepted

Enter the date of
admission for inpatient
claims and date of
service for outpatient
claims (MMDDYY)

Enter the time using
two-digit military time
(00-23) for the time of
inpatient admission or
time of treatment for
outpatient services.

Required - Except line
9e county code

Required - Ensure
DOB of patient is
entered and not the
insured)

Required

Required for Inpatient
claims. Leave blank
for Outpatient claims.

Exceptions: Type of
bill codes 012x, 022x,
032x, 034x, 081x, and
082x require boxes
12-13 to be
populated.

Required for Inpatient
claims. Leave blank
for Outpatient claims.

Exceptions: Type of
bill codes 012x, 022x,
032x, 034x, 081x, and

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description Instruction or comments Required, conditional or

not required

082x require boxes
* 00-12:00 a.m. 12—-13 to be

01-1:00 a.m. populated.
* 02-2:00a.m.
03-3:00 a.m.
* 04 -4:00 a.m.
05-5:00 a.m.
* 06 - 6:00 a.m.
07 - 7:00 a.m.
* 08-8:00a..m
09-9:00 a.m.
* 10-10:00 a.m.
11 -11:00 a.m.
* 12-12:00 p.m.
13-1:00 p.m.
* 14 -2:00 p.m.
15-3:00 p.m.
* 16 -4:00 p.m.
17 - 5:00 p.m.
* 18 -6:00 p.m.
19-7:00 p.m.
* 20 -8:00 p.m.
21-9:00 p.m.
e 22 -10:00 p.m.
23 -11:00 p.m.

14 Admission type Require for inpatient Required
and outpatient
admissions. Enter the
one-digit code
indicating the type of
the admission using
the appropriate
following codes:

* 1 - Emergency
* 2 - Urgent

» 3 - Elective

* 4 - Newborn

* 5-Trauma

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description Instruction or comments Required, conditional or

not required

15 Admission source Required for inpatient Required
and outpatient
admissions. Enter the
one-digit code
indicating the source
of the admission or
outpatient service
using one of the
following codes.

For type of admission
1,2,3, or 5:

* 1 - Physician
referral

e 2 -Clinic
referral

* 3 - Health
maintenance
referral (HMO)

e 4 - Transfer
from a hospital

e 5-Transfer
from skilled
nursing facility

e 6 - Transfer
from another
health care
facility

« 7 - Emergency
room

e 8 - Court/law
enforcement

¢ 9 - Information
not available

For type of admission
4 (newborn):

* 1 -Normal
delivery

e 2 - Premature
delivery

* 3 - Sick baby

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Field description

Instruction or comments Required, conditional or

not required

16

17

Discharge hour

Patient status

e 4 - Extramural
birth

 Information not
available

Enter the time using
two-digit military times
(00-23) for the time of
the inpatient or
outpatient discharge.

* 00-12:00 a.m.
01-1:00 a.m.
* 02-2:00 a.m.
03 - 3:00 a.m.
* 04 -4:00 a.m.
05-5:00 a.m.
* 06 -6:00 a.m.
07 - 7:00 a.m.
* 08-8:00a.m
09 - 9:00 a.m.
* 10-10:00 a.m.
11 - 11:00 a.m.
* 12-12:00 p.m.
13-1:00 p.m.
* 14 -2:00 p.m.
15-3:00 p.m.
* 16 -4:00 p.m.
17 - 5:00 p.m.
* 18-6:00 p.m.
19 -7:00 p.m.
* 20 - 8:00 p.m.
21-9:00 p.m.
e 22 -10:00 p.m.
23 -11:00 p.m.

REQUIRED for
inpatient and
outpatient claims.
Enter the two-digit
disposition of the
patient as of the
"through" date for the

Conditional - Enter the
time using two-digit
military times (00-23)
for the time of the
inpatient or outpatient
discharge

Required

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date

information, visit providerlibrary.healthnetcalifornia.com

providerlibrary.healthnetcalifornia.com/medi-cal/provider-manual.html

Page 209



https://providerlibrary.healthnetcalifornia.com
https://providerlibrary.healthnetcalifornia.com/medi-cal/provider-manual.html

August 14,2024 15:26

4
\w? Y

-

health net

Field number Field description Instruction or comments Required, conditional or

not required

billing period listed in
field 6 using one of the
following codes:

* 01 - Routine
discharge

* 02 - Discharged
to another
short-term
general hospital

* 03 - Discharged
to SNF

* 04 - Discharged
to ICF

* 05 - Discharged
to another type
of institution

* 06 - Discharged
to care of home
health service
organization

» 07 - Left against
medical advice

e 09 -
Discharged/
transferred to
home under
care of a home
[V provider

* 09 - Admitted as
an inpatient to
this hospital
(only for use on
Medicare
outpatient
hospital claims)

» 20 - Expired or
did not recover

+ 30 - Still patient
(To be used
only when the
client has been
in the facility for
30 consecutive
days if payment

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description Instruction or comments Required, conditional or

not required

is based on
DRG)

* 40 - Expired at
home (hospice
use only)

* 41 - Expired in
a medical
facility (hospice
use only)

* 42 - Expired-
place unknown
(hospice use
only)

e 43 -
Discharged/
transferred to a
federal hospital
(such as a
Veteran's
Administration
[VA] hospital)

* 50 - Hospice-
Home

* 51 - Hospice-
Medical Facility

e 61 -
Discharged/
transferred
within this
institution to a
hospital-based
Medicare
approved swing
bed

. 62 -
Discharged/
transferred to
an Inpatient
rehabilitation
facility (IRF),
including
rehabilitation
distinct part

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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Field number

Field description

Instruction or comments

Required, conditional or

not required

18-28

Condition codes

units of a
hospital

. 63 -
Discharged/
transferred to a
Medicare
certified long-
term care
hospital (LTCH)

. 64 -
Discharged/
transferred to a
nursing facility
certified under
Medicaid but
not certified
under Medicare

. 65 -
Discharged/
transferred to a
psychiatric
hospital or
psychiatric
distinct part unit
of a hospital

. 66 -
Discharged/
transferred to a
critical access
hospital (CAH)

REQUIRED when
applicable. Condition
codes are used to
identify conditions
relating to the bill that
may affect payer
processing.

Each field (18-24)
allows entry of a two-
character code. Codes
should be entered in
alphanumeric

Conditional

REQUIRED when
condition codes are
used to identify
conditions relating to
the bill that may affect
payer processing

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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Field number Field description

Instruction or comments Required, conditional or

not required

29 Accident state
30 Unlabeled Field
31-34 a-b Occurrence code and

occurrence date

sequence (numbered
codes precede
alphanumeric codes).

For a list of codes and
additional instructions
refer to the NUBC
UB-04 Uniform Billing
Manual

N/A

N/A

Occurrence code:
REQUIRED when
applicable.
Occurrence Codes are
used to identify events
relating to the bill that
may affect payer
processing.

Each field (31-34a)
allows for entry of a
two-character code.
Codes should be
entered in
alphanumeric
sequence (numbered
codes precede
alphanumeric codes).

For a list of codes and
additional instructions
refer to the NUBC
UB-04 Uniform Billing
Manual.

Occurrence date:
REQUIRED when
applicable or when a
corresponding
occurrence code is

Not required

Not required

Conditional

REQUIRED when
occurrence codes are
used to identify events
relating to the bill that
may affect payer
processing

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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45

‘/

health net

Field number Field description

Instruction or comments Required, conditional or

not required

35-36 a-b Occurrence SPAN
code and Occurrence

date

present on the same
line (31a-34a). Enter
the date for the
associated occurrence
code in MMDDYY
format

Occurrence span
code: REQUIRED
when applicable.
Occurrence codes are
used to identify events
relating to the bill that
may affect payer
processing.

Each field (35-36a)
allows for entry of a
two-character code.
Codes should be
entered in
alphanumeric
sequence (numbered
codes precede
alphanumeric codes).

For a list of codes and
additional instructions
refer to the NUBC
UB-04 Uniform Billing
Manual.

Occurrence span
date: REQUIRED
when applicable or
when a corresponding
occurrence span code
is present on the
same line (35a-36a).
Enter the date for the
associated occurrence
code in MMDDYY
format.

Conditional

REQUIRED when
occurrence codes are
used to identify events
relating to the bill that
may affect payer
processing

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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health net

Field number

Field description

Instruction or comments

Required, conditional or

not required

37

38

39-41 a-d

Unlabeled field

Responsible party
name and address

Value codes and
amounts

REQUIRED for re-
submissions or
adjustments. Enter the
DCN (document
control number) of the
original claim

N/A

Code: REQUIRED
when applicable.
Value codes are used
to identify events
relating to the bill that
may affect payer
processing. Each field
(39-41) allows for
entry of a two-
character code. Codes
should be entered in
alphanumeric
sequence (numbered
codes precede
alphanumeric codes).

Up to 12 codes can be
entered. All "a" fields
must be completed
before using "b" fields,
all "b" fields before
using "c" fields, and all
"c" fields before using

"d" fields.

For a list of codes and
additional instructions
refer to the NUBC
UB-04 Uniform Billing
Manual.

Conditional

REQUIRED for
resubmissions or
adjustments. Enter the
DCN (document
control number) of the
original claim

Not required

Conditional

REQUIRED when
value codes are used
to identify events
relating to the bill that
may affect payer
processing
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4
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-

health net

Field number Field description Instruction or comments Required, conditional or

not required

Amount: REQUIRED
when applicable or
when a value code is
entered. Enter the
dollar amount for the
associated value
code. Dollar amounts
to the left of the
vertical line should be
right justified. Up to
eight characters are
allowed (i.e.,
199,999.99). Do not
enter a dollar sign ($)
or a decimal. A
decimal is implied. If
the dollar amount is a
whole number (i.e.,
10.00), enter 00 in the
area to the right of the
vertical line

42 Lines 1-22 REV CD Enter the appropriate Required
revenue codes
itemizing
accommodations,
services, and items
furnished to the
patient. Refer to the
NUBC UB-04 Uniform
Billing Manual for a
complete listing of
revenue codes and
instructions.

Enter accommodation
revenue codes first
followed by ancillary
revenue codes. Enter
codes in ascending
numerical value

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
information, visit providerlibrary.healthnetcalifornia.com
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health net

Field number

Field description

Instruction or comments Required, conditional or

not required

42 Line 23

43 Lines 1-22

43 Line 23

44 lines 1-22

Rev CD

Description

PAGE ___ OF

HCPCS/Rates

Enter 0001 for total
charges.

Enter a brief
description that
corresponds to the
revenue code entered
in the service line of
field 42

Enter the number of
pages. Indicate the
page sequence in the
"PAGE" field and the
total number of pages
in the "OF" field. If
only one claim form is
submitted, enter a "1"
in both fields (i.e.,
PAGE "1" OF "1").
(Limited to 4 pages
per claim)

REQUIRED for
outpatient claims
when an appropriate
CPT/HCPCS code
exists for the service
line revenue code
billed. The field allows
up to nine characters.
Only one CPT/HCPCS
and up to two
modifiers are
accepted. When
entering a CPT/
HCPCS with a
modifier(s), do not use
spaces, commas,
dashes, or the like
between the CPT/

Required

Required

Conditional - Enter the
number of pages.
(Limited to 4 pages
per claim)

Conditional

REQUIRED for
outpatient claims
when an appropriate
CPT/HCPCS code
exists for the service
line revenue code
billed

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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health net

Field number

Field description

Instruction or comments

Required, conditional or
not required

45 Lines 1-22

45 Line 23

46 lines 1-22

Service date

Creation date

Service units

HCPCS and
modifier(s).

Refer to the NUBC
UB-04 Uniform Billing
Manual for a complete
listing of revenue
codes and
instructions.

Please refer to your
current provider
contract

REQUIRED on all
outpatient claims.
Enter the date of
service for each
service line billed
(MMDDYY). Multiple
dates of service may
not be combined for
outpatient claims

Enter the date the bill
was created or
prepared for
submission on all
pages submitted
(MMDDYY).

Enter the number of
units, days, or visits
for the service. A value
of at least "1" must be
entered. For inpatient
room charges, enter
the number of days for
each accommodation
listed

Conditional

REQUIRED on all
outpatient claims.
Enter the date of
service for each
service line billed
(MMDDYY). Multiple
dates of service may
not be combined for
outpatient claims

Required

Required

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date

information, visit providerlibrary.healthnetcalifornia.com

providerlibrary.healthnetcalifornia.com/medi-cal/provider-manual.html

Page 218



https://providerlibrary.healthnetcalifornia.com
https://providerlibrary.healthnetcalifornia.com/medi-cal/provider-manual.html

August 14,2024 15:26

4
\w? Y

-

health net

Field number

Field description

Instruction or comments Required, conditional or

not required

47 Lines 1-22

47 Line 23

48 Lines 1-22

48 Line 23

49

50 A-C

51A-C

52 A-C

Total charges

Totals

Non-covered charges

Totals

Unlabeled field

Payer

Health plan
identification number

REL information

Enter the total charge
for each service line

Enter the total charges
for all service lines

Enter the non-covered
charges included in
field 47 for the
revenue code listed in
field 42 of the service
line. Do not list
negative amounts

Enter the total non-
covered charges for
all service lines

Not used

Enter the name of
each payer from which
reimbursement is
being sought in the
order of the payer
liability.

Line A refers to the
primary payer; B,
secondary; and C,
tertiary

N/A

REQUIRED for each
line (A, B, C)
completed in field 50.

Required

Required

Conditional - Enter the
noncovered charges
included in field 47 for
the revenue code
listed in field 42 of the
service line. Do not list
negative amounts

Conditional - Enter the
total noncovered
charges for all service
lines

Not required

Required

Not required

Required

The information provided is the most up-to-date as of the date of this publication. For the most up-to-date
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health net

Field number Field description

Instruction or comments

Required, conditional or

not required

53 ASG. BEN.

54 Prior payments

55 EST amount due

56 National Provider
Identifier or provider
ID

57 Other provider ID

Release of Information
Certification Indicator.
Enter 'Y' (yes) or

'N' (no). Providers are
expected to have
necessary release
information on file. It is
expected that all
released invoices
contain 'Y’

Enter 'Y' (yes) or

'N' (no) to indicate a
signed form is on file
authorizing payment
by the payer directly to
the provider for
services

Enter the amount
received from the
primary payer on the
appropriate line

N/A

REQUIRED: Enter
providers 10-character
NPI ID

Enter the numeric
provider identification
number.

Enter the TPI number
(non-NPI number) of
the billing provider

Required

Conditional - Enter the
amount received from
the primary payer on
the appropriate line
when Health Net is
listed as secondary or
tertiary

Not required

Required

Required
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Field number Field description Instruction or 