MARCH 2008 PAYER PANEL QUESTIONS-HEALTHPARTNERS
HEALTH PARTNERS

1. All require "prior notification" on MRI, CT and (Cardio Stress Tests-do not require prior notification).   The ordering doctors office has to submit the notification along with any clinical notes that might be needed. This is not something that we can do as the providing facility (does not do priors, ordering facility does).
 
a) The ER has a patient come in that they want to have come back as at a later time 



(ie: business hours or when tech is avail, etc) and have an MRI etc. done. Does this 


type of patient need to have a prior notification done on them? AND…..if so, who 


would 
submit the paperwork? Our ER staff does not think at this time that it should be 


them...Do NOT need prior notification if done in ER.
 
b) A patient is seen over at Urgent Care and needs to come to our facility for a test.   We have 
been told that if the test can be tied to an Urgent Care visit then a notification  IS needed. 
The problem we seem to be running into is that not all doctors at MC Urgent care are listed as Urgent care doctors and we are seeing denials, is this right? Also is there a time limit as to how many days there can be between the urgent care visit and the test at our facility?  Notifications needed to done as possible after the office visit
 
ALL INSURANCES

1. When are the payers going to want NPI numbers only on claims and not need the legacy number anymore? May 23rd
2. Are the payers able to accept electronic attachments from our computer system if we do an appeal online?
 1. Can not do a appeal from EDI , can send a corrected claim
 2. Can do an appeal from the HPI Provider Portal electronically

3. Where are payers at for receiving Electronic 2ndary billing from facilities?

  1. ? COB payment, can do that now.   NO payer to payer COB, if that is the question.

4. Credentialing for new Providers:  What can be done to speed up the process and/or go retroactive on eligibility for providers.  Waiting up to 90 days causes a delay in treatment for patients as well as a loss of revenue. 

The primary reason for delays in credentialing is that the practitioner submits incomplete information on the credentialing application or doesn't provide required documents (e.g. malpractice insurance facesheet). Health Plans estimate 50%-75% of applications are received incomplete.  

 

To alleviate this problem, the MN Council of Health Plans, the MN Hospital Assoc and the MN Medical Assoc have formed the MN Credentialing Collaborative. This new organization is working with a vendor to implement a smart, web-based credentialing application. The system will audit the application for completeness prior to allowing its submission to a hospital or health plan. With a complete application submitted electronically, health plans will be able to process applications more quickly.  I am attaching the article that went into Fast Facts last fall.  The plan is to begin implementation of this application 2nd quarter 2008. 

 

I would like to also address the question about retroactive eligibility. Due to regulatory (CMS, DOH, DHS) and accreditation (NCQA) standards, health plans are not permitted to make effective dates retroactive. All credentialing files must be approved by a medical director or credentials committee prior to the practitioner 
seeing our members. The approval date is their effective date. 

· 5. Question: late question
We have some questions for the payer panel about Chiropractic claims:

            What are the timely filing limits?  Standard is 90 days

            Where should be claims go?  ChiroCare changed administrators effective 1/1/08 to Landmark CCMI, this was communicated to all participating providers

            Are there specific things that need to be on the claims ex: certain
modifies etc. CPT coding manual has the correct information for reference
 
ALL MEDICARE ADVANTAGE PLAN PAYERS
We are inundated with requests from various Medicare Advantage Plans, to provide diagnosis information, or copies of records, or to accommodate an auditor on-site, sometimes for up to 2 years of information!  We do not have a signed contract with a majority of these payers.  We do not have the staff to accommodate all of these requests, on top of all the other administrative burdens we are asked to perform (Prior Auths, Hi-tech Diagnostic Imaging, etc…).  Even if we had the staff, we have certified coders applying ICD-9 codes to our claims already.  Can you provide us anything in writing that states we must comply with these requests for reviews? 
We have language in our provider contracts and the terms and conditions document for our MA-Private-fee-for-service plan that requires providers to support us in auditing or compliance activities.  This would include providing files, claims, dx codes and the like.

******Please note that these questions are rather broad, so without specifics it is hard to answer the questions under ALL INSURANCES, appropriately.*****
