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CHAPTER 1: INTRODUCTION 
 
Formed in 1980, Physicians Medical Group of San Jose (PMGSJ) is the largest Independent 
Physicians Association (IPA) in Santa Clara County. Over the last few years we have experienced 
unprecedented growth in Medicare Advantage and are proud to have the most health plan contracts 
for independent physicians in the county. With 250+ primary care physicians and 800+ specialty 
physicians covering 40+ disciplines, we provide health care to 95,000+ HMO and PPO patients 

 
By joining PMGSJ providers gain the advantage of: 
 
Highly Competitive Rates 

• 18 plans 

• Blue Shield Clinically Integrated Network (CIN) - First CIN in Santa Clara County 

• 130% of contracted rates 
 
Rewards for Exceptional Care 

• Adjustments for Quality (HEDIS) and Utilization Management 
 
Responsiveness 

• Dedicated San Jose team (onsite for your practice) 

• Fast claim turnaround times 
 
Comprehensive Network 

• Full complement of specialists across Santa Clara County 
 
Support and Innovation 

• Cozeva - HCC risk score improvement and automated annual exam paperwork 

• Clinically Integrated Networks 
 
Flexibility 

• PCPs do not have to take Medi-Cal 

• Capitation - we work with you to safely take on risk 

• Join the IPAs you desire 
 
Physicians Medical Group of San Jose Provides an effective mechanism for independent physicians to 
achieve economies of scale and competitive advantages without practice mergers. 
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CHAPTER 2: RESOURCES FOR PROVIDERS 
 
 

Resource Contact 

Website www.pmgmd.com 

Mailing Address 

 
Physicians PMGSJ of San Jose 
2304 Zanker Road 
San Jose, CA  95131 
 

Administration 
 
Tel: 408.937.3622 
 

Appeals and Grievances Submission 
Address 

 
Fax: 408.908.6203 
appealsandgrievances@excelmso.com 
 

Claims Inquiries 
 

Tel. 408.937.3600  providerservices@excelmso.com 
 

Claims Submissions Address – Electronic 
Claims 

 
Clearinghouse: Office Ally  
Payor ID EXC01  
(See Page 74 for more details) 
 

Claims Submission Address – Paper Claims See Page 74 

Compliance, HIPPA, Privacy, Fraud, Waste 
& Abuse 

 
Tel. 669.666.5077 
compliance@excelmso.com 
 

Credentialing and Recredentialing 

 
Tel. 408.418.1871 
credentialing@excelmso.com  
 

Health Education Call Health Plan 

Language Assistance (Interpretation, 
Translation, and Disability Access) 

See Page 12 

Member Eligibility 

 
Check Provider Portal 
https://portal.excelmso.com/EXCELMSO/general/index.php 
 

mailto:appealsandgrievances@excelmso.com
mailto:providerservices@excelmso.com
mailto:compliance@excelmso.com
mailto:credentialing@excelmso.com
https://portal.excelmso.com/EXCELMSO/general/index.php
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Member Services Call Health Plan 

Prior Authorization Submissions 

 
Utilize Provider Portal 
https://portal.excelmso.com/EXCELMSO/general/index.php 
 

Provider Contract Questions 

 
Tel. 408.937.3600   

providerservices@excelmso.com 
 

Provider Relations 

 
Tel. 408.937.3600   

providerservices@excelmso.com 
 

Quality  

 
Medicare Quality Team 
Tel. 408 565-8362  
(M-F 8:30-5pm)  
Medicare@excelmso.com 
 
Medi-Cal/Commercial Quality Team 
Tel. 408-477-3843  
(M-F 8:30-5pm) 
QualityUsers@excelsmo.com 
 
Medicare Fax. 408.565.8361 
Quality Fax. 408.908.6203 
 

 
 
Physicians PMGSJ of San Jose observes the following holidays: 

• New Year’s Day 

• Martin Luther King, Jr. Day 

• President’s Day 

• Memorial Day 

• Juneteenth 

• Independence Day 

• Labor Day 

• Veteran’s Day 

• Thanksgiving Day  

• Day after Thanksgiving 

• Christmas Day 
 

https://portal.excelmso.com/EXCELMSO/general/index.php
mailto:providerservices@excelmso.com
mailto:providerservices@excelmso.com
mailto:Medicare@excelmso.com
mailto:QualityUsers@excelsmo.com
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Diagnostic Authorization Information  
 
 
No Authorization Required for: Routine X-rays including contrast studies, Bone Density, Screening 
Mammogram, Diagnostic Mammogram and Diagnostic Ultrasounds at the contracted facilities listed below. 
 
Authorization Required for: CT Scans, Diagnostic Infertility Studies, MRI’s, Nuclear Medicine Scans, and PET 
Scans for all members at all facilities. 
  
 
Just X-Rays  
244 N. Jackson Avenue, Suite 110, San Jose 
(408) 272-2727 
 
PET/CT Imaging of San Jose  
2311 Moorpark Avenue Suite 220, San Jose 
(408) 297-8844 
 
Morgan Hill Imaging  
16130 Juan Hernandez Dr #106, Morgan Hill 
(408) 465-2555 
 
Silver Creek Radiology  
2365 Quimby Road Suite 100, San Jose 
(669) 888-0001 
 
South Valley Imaging Center  
8359 Church Street, Gilroy  
(408) 842-0855 
 
 
 
 
 

Sunnyvale Imaging Center 
568 South Mathilda Avenue, Sunnyvale 
(408) 738-0232 
 
Valley Radiology Medical Associates, Inc (VRI)  
555 Knowles Drive, Suite 116, Los Gatos  
(408) 866-7131 
 
125 Ciro Avenue, Suite 130, San Jose  
(408) 297-4591 
 
125 Ciro Avenue, Suite 220, San Jose  
(408) 297-4591 
 
2581 Samaritan Drive, Suite 100, San Jose   
(408) 358-6881 
 
2323 McKee Road, Suite 40, San Jose 

(408) 964-1000 
 
696 West El Camino Real, Sunnyvale 
(650) 967-1331 
 
 

  
 
  

Lab does not require authorization at the following contracted provider: 

 
Quest Labs 

(For locations, see Appendix or visit QuestDiagnostics.com)  
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EXHIBIT D: PMGSJ Physicians 
HMO and PPO Contracts  
 

HMO Plans 

Aetna  

HMO 

POS 

EPO (Elect Choice®)* 

Managed Choice* 

PPO* 

US Access* 

Alignment Healthcare 

Medicare Advantage 

Anthem Blue Cross 

ACO 

Medi-Cal 

Blue Shield 

HMO 

POS (Access Plus) 

Promise Health (Medicare Advantage) 

Brand New Day 

Medicare Advantage 

California Care (Anthem) 

Direct Access 

HMO 

POS 

Caremore 

Cal – MediConnect 

Medicare Advantage 

SCAN 

Cigna 

CAC 

HMO 

Open Access 

PPO* 

POS 

 

 

Health Net 

EPO 

HMO 

Medicare Advantage 

POS 

PPO* 

Workers Compensation* 

Santa Clara Family Health Plan 

Medi-Cal 

United Health Care 

HMO  

POS 

Medicare Advantage 

Valley Health Plan 

HMO  

Medicare Advantage 

PPO Plans 

A&G Healthcare* 

Beech Street* 

Choice Care* 

Corvel* 

Galaxy Health Network* 

Inter Plan* 

Multi Plan* (Multi Plan includes Admar, AHC, BCE 

Emergis , ForMost *, Health Network, Health EOS *, 

Med Network, Preferred Plan, ProAmerica , Up & 

Up, Private Health Care Systems) 

Pacific Health Alliance* 

Tricare*  

USA Managed Care* 

EPO Plans 

BCE Emergis* 

Workers Compensation 

Beech Street* 

Corvel* 

Inter Plan* 

Multi Plan* 

Pacific Health Alliance* 

USA Managed Care* 

*Submit claims and Utilization Management 
requests directly to the Plan or its designated 

Payor. PMGSJ may update or change this list of 
Plans from time to time 
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Urgent Care & After-Hours Care Providers  
 

Facility Location Office Hours 

 
Alexian Extended Care 

2350 McKee Rd. #1 
San Jose, CA 95116  
408-251-9100 

Mon. Tues. Thurs. Fri. 
1:00pm - 5:00pm 
 

 
De Paul Urgent Care Center 
www.saintlouiseregionalhospital.org 

18550 De Paul Drive  
#109  
Morgan Hill, CA 95037  
408-782-1216 

Monday - Friday 
2:00pm - 9:00pm  
Saturday, Sunday, Holidays 
11:00am - 6:00pm 

 
First Health Clinic Urgent Care 
www.urgentcaresanjose.com 
(Ages 3 months and above) 

459 S. Capitol Avenue  
#4  
San Jose, CA 95127 
408-929-5505 

Monday - Thursday  
9:00am - 6:30pm  
Friday 9:00am - 6:00pm 
Saturday 9:00am - 1:00pm  
Sunday 9:00am - 3:00pm  

 
Nga V. Pham, M.D. Urgent Care 
(Ages 18 years and above) 

1569 Lexann Avenue 
#112  
San Jose, CA 95121 
408-532-0105 

Mon. Tues. Thurs. Fri 
9:00am - 6:00pm 
Saturday 9:00am – 1:00pm  
 

 
Physicians Medical Urgent Care 
www.urgentcare-sj.com  
 

1910 N. Capitol Ave. 
San Jose, CA 95132 
888-265-2120 

Monday - Friday 
8:00am - 8:00pm 
Saturday 8:00am - 3:00pm 

 
Physicians Medical Primary Care  
(Walk In Clinic / Urgent Care) 
www.myprimarycare-sj.com  
 

1060 Saratoga Ave.  
San Jose, CA 95129  
408-243-6911  

Mon. Wed. Thurs. Fri. 
9:00am - 6:00pm 
Tuesday 
10:00am – 6:00pm 
Saturday 10:00am - 2:00pm 
 

 
Sima Stein, M.D. Urgent Care  
(ages 21 years and under) 
 

105 North Bascom Avenue 
#102  
San Jose, CA 95128 
408-292-0100 

Monday - Friday 
8:30am - 6:30pm  
Saturday 8:30am -3:00pm  
 

O’Connor Pediatric  

Urgent Care Clinic 
(Newborn – 18 years) 

2101 Forest Ave,  
#130 
San Jose, CA 95128 

 

Monday – Friday 
3 pm – 10 pm 

Urgent Care and After-Hours Care may be used for minor injuries 
when a primary care physicians’ office is closed. 

 
Symptoms such as fever, rashes, flu symptoms, respiratory illnesses, 

sprains and minor injuries can be treated 
without waiting in a crowded emergency room. 

http://www.saintlouiseregionalhospital.org/
http://www.urgentcaresanjose.com/
http://www.urgentcare-sj.com/
http://www.myprimarycare-sj.com/
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Health Plan Language Assistance Interpreter 
Access 

 

Commercial 

Aetna 1-800-525-3148 

Anthem Blue Cross - California Care 1-855-817-5785 

Blue Shield Provider: 1-800-541-6652 OPTION 7  
Member: 1-866-346-7198 

Cigna 1-800-806-2059 

Health Net 1-800-926-4178 

United Healthcare Spanish: 1-800-730-7270 
Chinese: 1-800-938-2300 
English and all other Languages: 1-800-624-8822 

 
Medi-Cal 
Anthem Blue Cross 1-800-407-4627 

Santa Clara Family Health Plan 1-800-260-2055 

 
MediConnect 
Anthem Blue Cross 1-855-817-5785 

 
Medicare Advantage 
Aetna 1-800-525-3148 

Alignment  1-833-741-5947 PIN# 1507  
Press option: (1) Spanish (2) Vietnamese (3) 
Chinese Mandarin (4) Cantonese 

Brand New Day Interpreter Unlimited (Onsite) 1-800-726-9891 
Pacific Interpreter (By Phone) 1-800-264-1552  
Access Code: 828219 

Cigna 1-800-806-2059 

Health Net  1-800-926-4178 

SCAN Health Plan  1-866-487-4565 

Vitality 1-866-333 -3530  
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Special Services by Health Plan 
 

Direct Access to Special Services by Health Plan 

These services do not require authorization by PMGSJ 

Refer families directly to these numbers to access services 

 
 
 
 
 

Health Plan 

 
 
 
 

Routine Vision 

 
 
 
 

Mental Health 

 
Pervasive 

Developmental 
Disorder and Autism 
Spectrum Disorders 

 
 
 
 

Developmental Delay 

 
 

Benefit 

 
Refer for failed or 
abnormal vision 

screening 

 
Mild to Moderate = 
Behavioral issues; 

situational depression; 
anxiety; ADHD. 

Major/Severe = bipolar 
disorder; schizophrenia 

 
Applied behavioral 

therapy 
Psychiatry/psychologist 

Diagnostic testing 
 

Lab ordered by 
psychiatry 

 

 
Refer for failed or 

abnormal 
developmental 

screening 

 
Aetna 

 
Eye Med 

 
Have family call 
Aetna Member 

Services for specific 
phone number 

 

 
Aetna 

Behavioral 
Health 

1(800)624-0156 

 
Aetna 1(800)756-7039 

 
Submit referral to 

PMGSJ 

 
Anthem CA Care 

 
Eye Med 

1(800)521-3605 

 
Blue Cross Behavioral 

Health 
1(833)913-2245 

 
Anthem Blue Cross 

1(800)274-7767 

 
Submit referral to 

PMGSJ 

 
Anthem BC Medi-

Cal 

 
VSP 1(800)877-

7195 

 
Santa Clara County 

Mental Health 
(Major/Severe) 
1(800)704-0900 

(Mild to Moderate) 
Anthem Blue Cross 

1(800)407-4627 
 

 
Anthem Blue Cross 

1(800)407-4627 

 
Under 2.9 years old 
refer to Early Start 

 
1-800-404-5900 

2 years 10 months and 
older refer to LEA 

 
Blue Shield 

 
Eye Med 

1(800)334-7591 

 
Magellan 1(877)263-

9952 

 
Blue Shield 1(800)319-

5999 

 
Submit referral to 

PMGSJ 
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Cigna 

 
Have family call 
Cigna Member 

Services for specific 
phone number 

 
Cigna Behavioral 

Program 1(800)433-
5762 

 
Cigna Behavioral 

Program 1(800)433-
5762 

 
Submit referral to 

PMGSJ 

 
Health Net 

 
Submit referral to 

PMGSJ 

 
MHN Health Network 

1(800)444-4281 

 
Mental Health Network 

1(800)977-8216 

 
Submit referral to 

PMGSJ 
 

 
SCFHP Medi-Cal & 

Healthy Kids 

 
VSP 1(800)877-

7195 

 
Santa Clara County 

Mental Health 
(Major/Severe) 
1(800)704-0900 

 
SCFHP (Mild to 

Moderate) 
1(408)376-2000 

 

 
SCFHP 1(408)376-2000 

 
Under 2.9 years old 
refer to Early Start 

 
2 years 

10 months 
and older 

refer to LEA 

 
United 

Healthcare 
 

 
Submit referral to 

PMGSJ 

 
Optum Behavioral 

Health 1(800)999-9585 

 
Optum Behavioral 

Health 1(800)999-9585 

 
Submit referral to 

PMGSJ 

 
 

SCFHP and Anthem Blue Cross Medi Cal additional information: 

• If the referral is “medical” refer to PMGSJ; if “developmental” must go to Early Start or Local 
Educational Agency (LEA) which means local school district. 
 

• Males and Females over the age of 12 years old can be directly referred to any 

family planning services without authorization from PMGSJ 

 

• MRI’s and genetic testing for purposes of diagnoses and treatment of Pervasive 
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Provider Training and Communication Process 
 
A. Orientation and Training: 

1. New Provider Orientations: 
a. Provider Services schedules and conducts initial orientation training with newly 

contracted providers no later than ten (10) calendar days after the effective date of 
participation. 

b. Upon request, Provider Services orients newly hired staff of existing contracted 
providers. 

c. Orientation materials can also be found on www.pmgmd.com. 
2. Individualized Provider Training: 

a. Provider Services schedules and conducts individual provider training at the provider’s 
office.  Training includes: 

i. Reviewing plan policies and procedures, as applicable. 
ii. Assisting with any identified problems or concerns. 

iii. Obtaining feedback regarding provider satisfaction with participation. 
b. Training is scheduled based on one of the following situations: 

i. During periodic provider visits. 
ii. When a contracted provider requests training on a specific policy, process, or 

procedure. 
iii. When another department identifies a provider who needs additional training 

related to an identified policy process. 
c. At the end of the training session, Provider Services presents to the provider a Provider 

Visit Form identifying all of the materials, policies and processes reviewed and delivered 
during each provider visit. 

 
B. Support Services: 

1. Providers are able to obtain assistance by contacting the Provider Services Department on a 
dedicated phone line and/or email.  Contact: 408.937.3600 or providerservices@excelmso.com 

2. Provider Services encourages providers to call the department with outstanding issues relating 
to policies, procedures, general inquiries, classification of benefits, unresolved claim issues, 
disputes; and any issue related to their relationship with PMGSJ. 

3. PMGSJ contact numbers are published in the provider manual, newsletter, materials, and 
provided during provider visits. 

 
C. Provider Newsletter: 

1. Provider Services provides a periodic newsletter and/or informational memos include topics of 
general information for providers including information about new and existing PMGSJ policies 
and services, information about health education programs and community or industry news 
related to PMGSJ’s operations. 

2. Provider Services encourages providers to submit suggestions for articles. 
 

D. Provider Manuals: 
1. PMGSJ maintains this Provider Manual. 
2. During the new provider orientation, Provider Services reviews this Provider Manual with the 

provider. 
3. During the new provider orientation, Provider Services provides an overview access to all Health 

Plan Provider Manuals. 
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4. All contracted providers have access to this on-line Provider Manual. 
5. The Provider Manual contains information regarding policies and procedures providers must 

follow to be in compliance with their PMGSJ contract. 
6. The Provider Manual is reviewed and revised as applicable by PMGSJ’s operational departments 

to ensure compliance. Departments include but are not limited to: 
a. Claims 
b. UM 
c. Quality 
d. Provider Services 
e. Compliance 
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CHAPTER 3: ELIGIBILITY 
 

Member Eligibility Verification Process 
 
A. Verifying member eligibility prior to provider visit  

1. Providers are instructed to verify member’s eligibility on PMGSJ’s provider portal, no more than 
two (2) business days prior to a member’s visit. 

a. Medi-Cal only--Providers call into the Medi-Cal provider eligibility line 800-541-5555 prior 
to providing services and documenting the provided code to verify eligibility. 

2. Providers may keep a screenshot verifying eligibility in the member’s file at the time of visit, 
which would provide proof that eligibility was verified within the required timeframe.   

3. For providers who do not keep copies of the member’s eligibility verification, they may contact 
PMGSJ for further assistance.   

4. Providers report online eligibility issues to PMGSJ’s Provider Services Department, who 
troubleshoot and work within PMGSJ to resolve the issue.  

5. If the provider cannot verify the member’s eligibility online they are instructed to contact the 
health plan’s member services department for further assistance.  

6. If the patient believes the provider’s office does not have access to their current eligibility, the 
patient should contact their health plan’s member services department for assistance.   

 
B. Documenting member eligibility 

1. Providers should document the status of member’s eligibility no more than two (2) business 
days prior to providing services.   

2. A provider may contact PMGSJ’s Provider Services Department if they need assistance in 
demonstrating a member was eligible at the time they provided service. PMGSJ will have record 
of all member eligibility they received during the time period in question.  

3. If disputing a denied claim, providers may use evidence of member eligibility during the 
Provider Dispute Resolution Process.  
  

C. Reporting member eligibility errors--Providers who believe the member’s eligibility is incorrect in 
PMGSJ’s eligibility software system, should contact PMGSJ’s Provider Services Department.  
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Medi-Cal Other Health Coverage (OHC) 
 
A. Federal and state laws require Medi-Cal members to report Other Health Coverage (OHC), i.e. private 

health insurance, to ensure Medi-Cal is the payer of last resort. Services may include medical, dental, 
vision, pharmacy, and/or Medicare supplemental plans (Part C & D). The following is not OHC: 

1. Medical Managed Care Plans (i.e. LA Care, Molina, etc.)  
2. Medicare Part A & B 
3. Institutionalized (OHC Code “I”)  
4. Medi-Cal  

 
B. Check Eligibility: Check the Medi-Cal member’s eligibility by calling AVES-Automated Eligibility 

Verification System at 800-427-1295.  
 

C. Billing: If the Medi-Cal member has OHC, be sure to bill that insurance as the primary insurance.  
 

D. Claim Denial: If your claim is denied because of OHC, your Remittance Advice (RA) will instruct you to 
visit the Santa Clara Family Health Plan or Anthem websites to get the insurance mailing information.  
 

E. Incorrect Payment: If you are paid under Medi-Cal as the primary and the member has OHC, we will 
contact you to collect back the funds and provide instructions on where you should bill correctly. 
 

F. Reporting OHC: If the patient tells you s/he has OHC, to avoid future paperwork for your office, you 
should call 1-800-541-5555 or visit https://www.dhcs.ca.gov/services/Pages/TPLRD_OCU_cont.aspx 
to report the OHC to Medi-Cal. Before submitting your request to modify OHC, please have the Medi-
Cal member’s Client Index Number (CIN) available and OHC information. The CIN is the first nine 
characters of the identification number located on the front of the member’s Benefits Identification 
Card (BIC). 
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Transition from Pediatrician to Adult Medicine 
 
A. Once a member becomes 21 years of age, they can transition from their pediatrician to an adult 

medicine primary care physician. 
 

B. Once the member selects their new primary care physician, the health plan will send an updated 
eligibility record to PMGSJ. 
 

C. Should a member need or want to remain with their current pediatric primary care physician or 
specialist based on medical necessity, the health plan and PMGSJ’s Case Management Department will 
assist the member with the continuity of care process. 
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CHAPTER 4: SPECIALTY PROGRAMS AND SERVICES 
 

Medi-Cal Specific Programs and Services 
 
A. Medi-Cal Carve-Out Services: 

1. Certain benefits under Medi-Cal managed care are a carve-out to other contracted vendors.  
These benefits include but are not limited to: 

a. Mental health services 
b. Developmental delay services 
c. Dental services 
d. Vision service for routine vision benefit. 

 
B. Medi-Cal California Children’s Services (CCS): 

1. Upon adequate diagnostic evidence that a Medi-Cal member under 21 years of age may have 
California Children Service (CCS) eligible conditions, PMGSJ contracted providers refer members 
to CCS and monitors the continuity of their care.   

2. Contracted providers perform appropriate baseline health assessments and diagnosis 
evaluations which provide sufficient clinical detail to establish, or raise a reasonable suspicion 
that a member has a CCS-eligible medical condition.   

3. Providers submit referrals of members with CCS-eligible conditions to the local CCS Program by 
telephone, same-day mail, or fax, if available.  The initial referral is followed by submission of 
supporting medical documentation sufficient to allow for eligibility determination by the local 
CCS program.   

4. PMGSJ continues to provide all medically necessary covered services to the member until CCS 
eligibility is confirmed.  

5. Once eligibility for the CCS program is established for a member, PMGSJ continues to provide all 
medically necessary covered services that are not authorized by CCS. 

6. PMGSJ ensures the coordination of services and joint case management between its primary 
care providers, the CCS specialty providers, and the local CCS program. 

a. If the local CCS program does not approve eligibility, PMGSJ remains responsible for the 
provision of all medically necessary covered services to the member.  

b. If the local CCS program denies authorization for any service, PMGSJ remains responsible 
for any service, if it is medically necessary and delegated for the service, if it has been 
provided. 

7. PMGSJ continues to provide all medically necessary covered services to the member after 
member ages out of the CCS program. 

8. Members are educated about CCS services by their health plan. 
 

C. Child Health and Disability Program (CHDP) 
1. Eligibility Requirements 

a. The Child Health & Disability Prevention Program (CHDP) is a service of the state of 
California and funded by both federal and state funds.  

2. The program covers: 
a. Medi-Cal (Medicaid) children up to age 21, and 
b. Low-income children between 186-200% of poverty level up to age 18. 

 
3. Screening service 
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a. A screening service must be provided by CHDP certified primary care physicians in 
accordance with the most recent recommendations from: 

I. American Academy of Pediatrics (AAP). 
II. Immunization schedule based on recommendations of the Advisory Committee 

on Immunization Practice (ACIP) and American Academy of Pediatrics (AAP). 
III. Guidelines set forth by the Department of Health Services. 

b. Primary care physicians must obtain voluntary written consent from the 
parents/guardians before performing a CHDP examination.  

I. Consent is also required for the release of medical information.  
II. Refusal to have the examination, portion of examination, or immunization must 

also be documented by the provider in the member’s medical record. 
4. Preventive service requirements 

a. The frequency requirement of preventive health visits under CHDP differs slightly from 
the recommendation of the American Academy of Pediatrics. Complete guidelines for 
CHDP preventive health services are outlined in CHDP Periodicity Schedule for Health 
Assessment and Dental Referral and the Department of Health Services CHDP Health 
Assessment Guidelines, available through the Santa Clara County CHDP office. 

b. All primary care physicians who deliver care to the CHDP eligible member must 
complete a CMS 1500 claim form. The form is used by the health plan to monitor the 
quality of and the compliance with the CHDP screening requirements.  

c. The CHDP exam includes, but is not limited to the following: 
III. Complete health and development history. 
IV. Head to toe physical exam. 
V. Vision screen. 
VI. Hearing screen. 
VII. Dental screen. 
VIII. Nutritional assessment. 
IX. Tuberculosis test. 
X. Lead testing according to the CHDP guidelines. 
XI. Immunizations if needed to make the member’s status current. 
XII. Lab tests appropriate to age and sex, including anemia, diabetes and urinary 

tract infections. 
XIII. Health education and guidance appropriate to the age and health status of the 

child. 
XIV. Adolescent assessments including the following: 

a. Spinal exam 
b. Breast exam, pelvic and PAP smear 
c. Testicular exam 
d. Contraception information 
e. Childhood injury prevention information 
f. Tobacco usage assessment 

5. Children with dental problems must be referred to a dentist for care.  
a. All children age three and older must be referred annually for preventive dental care to a 

dentist that accepts Denti-Cal, a carve out program that is managed by the health plan.  
b. Fluoride Varnish Application is a Medi-Cal benefit, as of September 2013, for children less 

than 6 years of age and may be applied up to three times in a 12-month period by the 
primary care physicians or the dentists. 
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6. Primary Care Physician Responsibilities 
a. The primary care physicians are responsible to: 

I. Provide periodic health assessment, according to the CDHP program schedule. 
Appointment for health assessment must be provided within two weeks of 
appointment request. 

II. Utilize all health encounters as opportunities to screen the members for 
needed immunizations. 

III. Notify the Public Health Department’s Lead Program of the lead testing values 
so that Public Health can provide follow-up, and can investigate home setting as 
needed. 

IV. Initiate diagnosis and treatment of any medical condition within sixty (60) 
calendar days of the assessment. Any delay greater than sixty (60) calendar 
days must be justified in the medical records. 

V. Maintain office equipment and procedures according the Department of Health 
Services CHDP program requirements. 

VI. Submit the CMS1500 claims forms to PMGSJ for reimbursement. 
VII. Inform the member of the date for next examination after each health 

assessment is completed. 
VIII. Provide anticipatory guidance and health education appropriate to age and 

health status. 

 
D. Comprehensive Perinatal Services Program (CPSP) 

1. All pregnant women members, assigned to PMGSJ, are referred to CPSP services if appropriate 
2. Comprehensive Perinatal Services Program (CPSP) Services is a voluntary participation program 

for Medi-Cal recipients, designed to provide comprehensive perinatal services during pregnancy 
and 60 days following delivery, by or under the supervision of a physician approved by the 
Department of Health Services to provide CPSP services. All pregnant women covered by Medi-
Cal Managed Care health plans may access CPSP services without prior authorization.  

3. How do I apply to become a CPSP Provider? Please contact CPSP Provider Relations at (408) 
937-2250. All interested clinics/practitioners must apply through Santa Clara County’s CPSP 
Provider Relations Nurse, who will be able to assist you with the CPSP application process. 

4. Comprehensive Perinatal Services Program Services includes:  
a. Case coordination – provision of comprehensive perinatal services including 

antepartum, intrapartum, and postpartum.  
b. Obstetrical services – preparation of individualized obstetrical care plan with written 

assessment of member’s obstetrical status including the following:  
i. Nutrition services - addressing prevention, treatment and resolution of 

nutritional problems, support and maintenance of strengths and habits oriented 
toward optimal nutritional status, and goals to be achieved through nutritional 
interventions, during pregnancy and postpartum period. Dispensing, as medical 
necessary, prenatal vitamin/mineral supplements to the member.  

ii. Health education services – addresses and identifies health education strengths, 
prevention, and resolution of health education problems/needs, health 
promotion and risk-reduction behaviors which can be ameliorated through 
education about pregnancy, prenatal care, delivery, postpartum, self-care, infant 
care and safety.  

iii. Psychosocial services - addressing, preventing and resolving general emotional 
status and history, psychosocial problems (including history of substance use 
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and abuse, housing, education, employment and financial resources), support 
system, and maintenance of strengths of psychosocial functioning. Providing 
treatment and intervention directed toward helping the member understand 
and deal effectively with the biological, emotional and social stresses of 
pregnancy and postpartum period with referrals as appropriate.  

5. Primary care physicians are responsible to assess the female members’ need(s) and refer the 
members to CPSP services, if appropriate, as soon as possible after the pregnancies have been 
determined especially women with high-risk factors.  

6. Documentation must be on the medical record if a woman elects not to participate in the CPSP 
program.  

7. Physicians who provide and bill for CPSP services must be a CPSP certified provider.  
8. Providers, who are contracted to provide services to pregnant members, will utilize the 

Obstetric Patient Record to assess obstetric risk factors.  
9. CPSP certified providers are expected to provide care for pregnant women that are consistent 

with the Guidelines for Perinatal Care published by American College of Obstetrics & 
Gynecology as the minimum standard for service.  

a. Uncomplicated pregnancies will be seen with the following frequency:  
i. Initial assessment during the first trimester.  

ii. Every four weeks for the first 28 weeks of pregnancy.  
iii. Every 2-3 weeks until 36 weeks of gestation.  
iv. Every week thereafter until delivery.  

b. More frequent visits are determined by individual member needs and risk factors. 
10. Providers are also responsible to refer pregnant women, when appropriate, to services not 

specifically included in the CPSP program. These services include but are not limited to:  
a. Women, Infants, and Children Supplemental Food Program (WIC).  
b. Genetic screening.  
c. Dental care.  
d. Family planning.  
e. Well child care (Child Health and Disability Prevention Program - CHDP).  

11. Providers, who are providing obstetrical care, are responsible for initiating the individual care 
plan at time of first contact and each trimester thereafter including assessment, intervention, 
treatment, and referral to appropriate providers when necessary. 

12. Certain common pregnancy and postpartum related condition/issues identified through the 
initial assessment for individual care plan require multidisciplinary management, including but 
not limiting to:  

a. Unintended or unwanted pregnancy.  
b. Teenage pregnancy.  
c. Fear of physicians, hospitals, and medical personnel.  
d. Language barrier. 
e. Lack of basic reproductive awareness.  
f. Housing and transportation problem.  
g. Domestic violence.  
h. Lack of previous contract with the health care system.  
i. HIV positive.  
j. History or current substance use and abuse.  

13. Multidisciplinary management involves coordination of care, interventions and services by the 
obstetricians and other perinatal service providers to the degree warranted by the risk 
assessment.  
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a. Multidisciplinary management system should support personal attention to the 
member, and the original physician-patient relationship should resume when the 
referral or consultative care is no longer necessary.  

b. Communication and exchange of information by case conference, comprehensive 
record keeping, and record-sharing system, is encouraged to the extent allowable under 
confidentiality regulations.  

14. All members of the Medi-Cal managed care plans, who are eligible for Women, Infants, and 
Children (WIC) Supplemental Food Program, should be referred to one of the WIC Program in 
their County. 

 
E. Medi-Cal Direct Observed Therapy (DOT) for treatment of tuberculosis: 

1. According to legislature enacted in 1993, members who are determined to be at risk for non-
compliance in following through with medical and preventive treatment for tuberculosis, will be 
referred by their Primary Care Physician to the County Public Health Service Department for 
Direct Observed Therapy (DOT) services.  

2. Providers are directed to the training programs provided by DHCS. 
3. The following groups of members with active tuberculosis will be referred for DOT service: 

a. Members with demonstrated multiple drug resistance (defined as resistance to isoniazid 
and Rifampin) 

b. Members whose treatment has failed or who have relapsed after completion of a prior 
regimen. 

c. Members who have demonstrated non-compliance with treatment due to personal and 
psychosocial factors. 

d. Children/adolescents with active tuberculosis. 
4. Certain targeted group of members with potential for non-compliance will be considered for 

DOT referrals, including: 
a. Members with history of substance abuse. 
b. Members with mental illness. 
c. Children, adolescents, and the elderly with active tuberculosis. 
d. Members with unmet housing needs. 
e. Members with language and cultural barriers. 
f. Migrant workers. 

5. Treating providers, including primary care physicians, specialty care physicians, and other 
treating providers, and PMGSJ utilization management clinical staff identifies, evaluates, and 
refers members, fulfilling the above criteria, to the Public Health Service DOT Program 
coordinator for evaluation and follow-up for DOT services.  

6. The treating providers and utilization management clinical staff continues to coordinate medical 
care of the members. The clinical staff: 

a. Sends a fax notification to the provider detailing how to access DOT Services for their 
member.   

b. Sends a letter to the member providing information related to accessing DOT services. 
c. Sends a fax notification to the health plan outlining the provider and member’s need for 

DOT services. 
d. Documents communications and activity into the core system.   
e. Notifies Provider Services that the provider may need re-education about the DOT 

services available to their members and how to access those services.  
7. The Primary Care Physician continues to ensure their member receives all medically necessary 

covered diagnostic, preventative, and treatment services in outside of their DOT benefit. 
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F. Medi-Cal Drug and Alcohol Treatment Services: 

1. Providers are directed to the training programs provided by DHCS.   
2. Members requiring drug and alcohol treatment services are generally identified by the primary 

care physicians, treating providers, and, in case of pregnant members, by the treating 
obstetricians during preventive examinations, medical treatments, and CPSP assessments. 

3. Members may be referred to one of the following programs for an acute episode or ongoing 
treatment: 

a. Acute detoxification program. 
b. Acute inpatient rehabilitation program. 
c. Residential rehabilitation program. 
d. Outpatient rehabilitation treatment program 

4. Members, who are identified needing acute detoxification treatment of alcohol and drug 
dependency by the treating providers, will be managed by PMGSJ’s Utilization Management 
clinical staff.  

a. Detoxification treatments are defined as medical services required for the treatment of 
symptomatology relating to withdrawal from alcohol or drug dependency requiring 
admission to an acute treatment facility.  

b. The symptomatology may include delirium tremors, convulsions, impaired neurological 
functions, psychiatric disorder, etc. Detoxification admission lasts three days or less. 

5. The Utilization Management clinical staff assists the provider by working with the health plan in 
referring the member to an appropriate County or community alcohol or drug rehabilitation 
facility or provider. 

6. Clinical staff contacts providers who submit authorizations to PMGSJ for drug and alcohol 
treatment services.  The clinical staff: 

a. Sends a fax notification to the provider detailing how to access drug and alcohol 
treatment services for their member.   

b. Sends a letter to the member providing information related to accessing drug and alcohol 
treatment services. 

c. Sends a fax notification to the health plan outlining the provider and member’s need for 
drug and alcohol treatment services. 

d. Documents communications and activity into the core system.   
e. The Primary Care Physician continues to ensure their member receives all medically 

necessary covered diagnostic, preventative, and treatment services in outside of their 
drug and alcohol treatment services. 

f. If a member in need of treatment refuses a referral to a rehabilitation facility or provider, 
the Utilization Management clinical staff may request and work with the health plan to 
disenroll the member following the health plan and the California Department of Health 
Care Service procedure. 

g. The provider and PMGSJ continues to be responsible for the medical care of the member. 
 
G. Medi-Cal Family Planning and Sensitive Services: 

1. Providers are directed to the training programs provided by DHCS.   
2. Family planning and other sensitive services do not require prior authorization by Federal Law 

and can be obtained from any family planning and sensitive service provider.  
3. PMGSJ encourages its providers to promote the utilization of in-network providers for these 

services.  
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Family planning and sensitive services include, but not limited to: 

Abortion Contraceptive services 

Pregnancy and Counseling Screening for HIV  

Sexually Transmitted Disease  Sterilization: Refer to the Sterilization Process  

 
4. The sensitive services listed below are provided to adolescents without the need of prior 

authorization and in confidence.  
a. No parental consent is required, by PMGSJ, for children age 12 years and above.  
b. PMGSJ will not inform the minor’s parents or legal guardians of the medical care related 

to these sensitive services without the minor’s permission, except as allowed by law. 
 

Adolescent sensitive services include services related to: 

Drug or alcohol abuse Family planning, pregnancy termination or abortion 

HIV testing and treatment Outpatient mental health services 

Pregnancy and related services Sexual assault 

Sexually transmitted diseases  

 
5. Certain services are not included in the Family Planning Service, including: 

a. Routine infertility studies or procedures. 
b. Reversal of a voluntary sterilization. 
c. Hysterectomy for sterilization purposes. 
d. Therapeutic abortions and related services – spontaneous, missed or septic abortions 

and related services. 
6. The Primary Care Physician continues to ensure their member receives all medically necessary 

covered diagnostic, preventative, and treatment services in outside of their family planning and 
services. 

 
H. Medi-Cal Home and Community-Based Services: 

1. Providers are directed to the training programs provided by DHCS.   
2. HCBS is covered service for members with functional limitations who need assistance with 

everyday activities.  
3. Members are educated about HCBS by their health plan. 

 
I. Medi-Cal Local Education Agency Services (LEA): 

1. Members are provided a Primary Care Physician (PCP) and all medically covered services for the 
member.   

2. Contracted PCP cooperates and collaborates in the development of the Individual Education 
Plan (IEP) or Individual Family Service Plan (IFSP) as requested. 

3. As with all Medi-Cal members, PMGSJ and its contracted physicians, are provided case 
management and care coordination to ensure that all medically necessary covered diagnostics, 
preventive and treatment services identified in the IEP and/or IFSP. 

4. Local Educational Agencies (Providers) can consist of one of the following: 
a. School District  
b. County Office of Education (COE)  
c. Charter School  
d. State Special School  
e. Community College District  
f. California State University Campus  
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g. University of California Campus  
5. Providers are directed to the training programs provided by DHCS.   
6. For eligible Medi-Cal members under the age of 22 who are enrolled in a school within an LEA in 

California and primarily attending Public School, Charter Schools, Community Colleges, and 
Universities, who have been referred and/or are receiving carve-out LEA services, PMGSJ has 
the responsibility to provide medically necessary services which exceed the amount provided by 
LEAs. 

7. Providers may identify members in any categories listed below through: 
a. Developmental assessments performed as part of a well-child exam. 
b. Evaluation of children noted to have possible developmental delay by parents, guardians, 

school officials, or other contracts. 
c. Other medical encounters that generate suspicion of developmental delay for the 

member. 
8. When school is not in session, the group will cover medically necessary services that were 

provided by the LEA program when school was in session. 
9. Prescriptions, Referrals, Recommendations, and Protocol 

a. PMGSJ physicians, Early Start and Regional Centers must obtain written consent from the 
parents prior to referral, and to release any clinical information. 

b. For treatment services, the appropriate health service practitioner(s) may record the 
prescription, referral, and/or recommendation requirements for treatment services 
directly in the child’s IEP/IFSP. Additionally, any prescriptions should be attached as a 
separate document to the IEP/IFSP or retained in the student’s file.  

c. A written prescription is required for PT or OT treatments. At a minimum, the 
prescription must identify: school name, student's name, provider observations and 
reason for treatment, type of provider, and signature of provider. The documentation 
should be maintained in the student's files.  

d. Prescriptions for PT and OT treatment services, as required by Title 22, California Code of 
Regulations, Section 51309(a), shall come from physicians employed by or contracted 
with the LEA, or shall come from the student’s primary care physician, dentist or 
podiatrist. A prescribing physician does not need to be the student’s primary care 
physician, and does not need to personally evaluate the student to issue a prescription 
for PT or OT treatment services. However, the prescribing physician must have a working 
relationship with the LEA and treating physical/occupational therapist, and must review 
the student’s records prior to prescribing services.  

10. LEA services include: 
a. Nutritional assessment and non-classroom nutritional education 
b. Education and psychosocial assessments 
c. Development assessments 
d. Speech services 
e. Audiology services 
f. Physical and occupational therapy 
g. Medical transportation 
h. School health aids 

11. Local Education Agency, Special Education Services 
 

Santa Clara County 

1-408-535-6542 
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J. Medi-Cal Regional Center/Early Start/Early Intervention Program: 
1. Providers are directed to the training programs provided by DHCS.   
2. Certain developmental delay services are provided through the statewide locally based Regional 

Centers which offer services including respite day programs, supervised living, psychosocial, and 
developmental services and training.  

3. Potentially eligible conditions include but are not limited to: 
a. Member of any age 
b. Mental retardation 
c. Cerebral palsy 
d. Seizures 
e. Autism 
f. Other similar conditions.  

4. The Early Start Program provides a variety of services for infants and children up to three years 
of age, especially for conditions that may have potential for developmental delay and disability.  

 

Examples of these conditions include but are not limited to: 

Asthma Blindness Cancer 

Cleft palate Cystic fibrosis Downs Syndrome 

Epilepsy Hearing impaired Heart conditions 

HIV/AIDS Juvenile diabetes Lung disorders 

Neurologically 
Impaired 

Physically handicapped due to extensive orthopedic problems 

Retardation Sickle Cell Anemia Spinal Cord Injuries 

 
5. Members are identified by PMGSJ through: 

a. A referral/authorization request from a provider 
b. Concurrent review 
c. Case management process.  

6. Members may also be identified by their physicians or schools through: 
a. A health screening 
b. CHDP  
c. During the course of other medical service.   

7. Clinical staff contacts providers who submit authorizations to PMGSJ for Regional Center/Early 
Start/Early Intervention Program services.  The clinical staff: 

a. Sends a fax notification to the provider detailing how to access services for their 
member.   

b. Sends a letter to the member providing information related to accessing services. 
c. Sends a fax notification to the health plan outlining the provider and member’s need for 

services. 
d. Documents communications and activity into the core system.  Refer to the Regional 

Center/Early Start/Early Intervention Program policy.  
e. Notifies Provider Services that the provider may need re-education about the carve out 

services available to their members and how to access those services.  
8. PMGSJ and its contracted providers continue to provide all medically necessary covered services 

after member ages out of the Early Start Program and Regional Center services. 
9. The health plan educates the members about these services and how to access the centers.  

a. Regional centers provide intake and assessment services to determine eligibility and 
service needs.  
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b. The member or family must call the intake coordinator at the regional center to 
determine eligibility. 
 

Regional Centers by PMGSJ 

San Andreas Regional Center 
(Santa Clara County) 

300 Orchard City Drive, Suite 170 

Campbell, CA 95008 

Tel: (408) 374-9960 

Fax: (408) 376-0586 

 
K. Medi-Cal waiver and other programs not covered under Medi-Cal managed care plans 

1. Providers are educated about Medi-Cal waiver and other services available to their Medi-Cal 
members upon contract and annually thereafter including the importance of thoroughly 
documenting the member’s medical record related to all collaborative treatment efforts. 

2. Providers are directed to the training programs provided by DHCS.   
3. Members, with certain medical needs, who qualify under Medi-Cal waiver programs, will need 

to be disenrolled from their respectively Medi-Cal managed care. These waiver programs 
include: 

a. AIDS Medi-Cal Waiver Program 
b. Major organ transplant (except Kidney) 

4. Once a member is identified by the Utilization Management clinical staff as potentially 
qualifying under a Medi-Cal waiver program, the clinical staff: 

a. Immediately sends a fax notification to the health plan to initiate the disenrollment 
process.  

b. Provides necessary documentation to the health plan of the need for the services and 
disenrollment. The health plan: 

i. Is responsible for disenrolling the member from the health plan and PMGSJ once 
these members have been accepted into these programs. 

ii. Notifies the primary care physician and/or the treating physician of the 
availability for these services. 

iii. Notifies the member of the status of his/her medical care. 
iv. Provides necessary documentation to the health plan of the need for the 

services and disenrollment.  
v. Approves services so that the member’s care will not be compromised until the 

member is disenrolled.  
vi. Documents communications and activity into the core system.   

c. Updates the core system once the health plan notifies PMGSJ on the outcome of the 
disenrollment process. 

5. When medically necessary, the following services are covered by PMGSJ under Medi-Cal 
Managed Care: 

a. Cornea transplant. 
b. Services at Long Term Care (LTC) facilities (from time of admission and up to one month 

after the month of admission). 
c. Organ Transplant services prior to member disenrollment.  
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CHAPTER 5 MEMBER RIGHTS & RESPONSIBILITIES 
 

Member Rights and Responsibilities  
 
A. Members have a right to: 

1. Receive information about services, practitioners, and providers. 
2. Be treated with respect in recognition of their dignity and right to privacy. 
3. Participate with practitioners in decision making regarding their health care. 
4. A candid discussion of appropriate or medically necessary treatment options for their 

conditions, regardless of cost or benefit coverage. 
5. Voice complaints or appeals about their care. 
6. Be represented by parents, guardians, family members or other conservators when the 

members are unable to fully participate in their treatment decisions. 
7. Discuss potential treatment options (without regard to plan coverage), side effects of 

treatment, and management of symptoms. 
a. Practitioners will be expected to educate members regarding their health needs and 

share findings of history and physical examinations. 
b. Make the final determination in the course of action among clinically acceptable choices. 

 
B. Members have the responsibility to:  

1. Provide, to the extent possible, information that its practitioners/providers need in order to 
care for them. 

2. Follow the plans and instructions for care that they have agreed on with their practitioners. 
 

C. Practitioners/providers have the responsibility to:  
1. Provide services in a culturally competent/non-discriminatory manner to all members, including 

those with limited English proficiency or reading skills (i.e., translator and interpreter services), 
and those with diverse cultural or ethnic backgrounds.  

2. Provide information that is readable, easily understood (at 6th grade level), consumer tested and 
as needed, in the languages of the major population groups served.  

3. If 10% of the population speaks a language other than English, member materials should be 
provided in that language. 

4. Make public declarations (i.e., via posters, member handbooks, newsletters or mission 
statement) that provision of health services is not influenced by member’s race, ethnicity, 
national origin, religion, sex, age, mental or physical disability, sexual orientation, genetic 
information, or source of payment. 

5. Provide members with information needed to understand benefit coverage and obtain primary 
and specialty care. 

6. Provide members, upon request, with information about prior authorization rules. 
7. Provide written information to the member about how to voice a complaint.  
8. Send all member complaints, grievances, and appeals directly to the Health Plan.  
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Compliance with the Americans with Disabilities Act for Members (ADA) 
 

A. PMGSJ, their contracted providers and subcontractors do not discriminate against any PMGSJ member.  

 
B. The obligation of the providers and their staff is to comply with the requirements under the federal 

ADA is not removed by the existence of any state or local law or other requirement that, on the basis of 

a person’s disability, imposes prohibitions or limits upon the eligibility of qualified disabled persons to 

receive services. 

  
Member Notification 
 
C. The health plans that contract with PMGSJ notify members, including those with impaired vision or 

hearing that the provider does not discriminate on the basis of a person’s disability.  
1. The notification states that PMGSJ does not discriminate against PMGSJ members in admission 

or access to, or treatment arranged through, PMGSJ’s programs or activities.  
 
Providers and Subcontractors  
 
D. The Contracting Department includes a nondiscrimination clause in all provider contracts. It includes 

the following sections:  
1. Compliance: Comply with applicable law and the contract.  
2. Non-Discrimination: Prohibit discrimination on the basis of age, race, color, creed, religion, sex, 

sexual preference, national origin, health status, genetic characteristics, physical and/or mental 
disability, income level or on the basis that they are Enrollees of a prepaid health care plan.  

3. Contract binding on Subcontractors: Subcontract shall be governed by and construed in 
accordance with the all laws, regulations and contractual obligations incumbent upon PMGSJ.  

 
E. If a facility is inaccessible or unusable by disabled persons, PMGSJ and their contracted providers do 

not:  
1. Deny members benefits or  
2. Exclude members from participation in any PMGSJ program, or  
3. Subject members to discrimination under any program or activity to which the requirements 

under the ADA applies.  
 

Facility Site Reviews 
 
F. The Health Plans conduct a physical accessibility review survey to evaluate ADA compliance.  

1. The health plan maintains results of the survey on their website.  
2. Levels of access are also identified in the provider directory as follows 

a. Basic Access: Demonstrates facility site access for the members with disabilities to 
parking, building, elevator, doctor’s office, exam room, and restroom. To meet basic 
access all 29 critical elements established by DHCS must be met.  

b. Limited Access: Demonstrate facility site access for the member with a disability are 
missing or incomplete in one or more features for parking, building, elevator, doctor’s 
office, exam room, and restroom. Deficiencies in 1 or more of the critical elements are 
encountered.  
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c. Medical Equipment Access: PCP site has height adjustable exam table and patient 
accessible weight scales per guidelines for wheelchair/scooter plus patient. This is noted 
in addition to level of Basic or Limited Access as appropriate.  

d. In addition to the levels of access, the following designations are used in the health plan 
provider directory and on the website:  

I. P=Parking  
II. EB=Exterior Building  

III. IB=Interior Building  
IV. R‐Restroom  
V. E=Exam Room  

VI. T=Exam Table/Scale  
e.  The survey is conducted by the health plan prior to credentialing and every three years 

prior to recredentialing.  
 

Grievance Process 
 
G. A PMGSJ member has the right to file a complaint or grievance about discrimination with:  

1. Their health plan  
2. U.S. Department of Health and Human Services  
3. Federal Office of Civil Rights  
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Chaperone Guidance 
 
A. All members may be offered a chaperone during any consultation, or intimate examination or 

procedure. 
1. The chaperone may sign the member’s record indicating their presence during the visit.  
2. The member must have the right to decline any chaperone offered.  If the member declines 

the offer, it is important to record that the offer was made and declined. 
3. The presence of a chaperone during a clinical examination and treatment must be clearly 

expressed choice of a member. However, the default position should be that all intimate 
examinations are chaperoned. 

4. Chaperoning should not be undertaken by anyone other than medical staff.  This applies to 
all healthcare professionals working within a clinical or medical office setting. 

5. No family member or friend of a member may be routinely expected to undertake any formal 
chaperoning role in normal circumstances. 
 

B. Role of the chaperone: 
1. The chaperone can be utilized in any of the following areas: 

a. Providing emotional comfort and reassurance for members; 
b. To assist in the examination, for example; handing instruments to the physician; 
c. To assist with undressing members; 
d. To act as an interpreter; 
e. To provide protection to healthcare professional against unfounded allegations of 

improper behavior; and/or 
f. To protect the clinician against an attack. 

2. An experienced chaperone, who identifies unusual or unacceptable behavior by the 
healthcare professional is expected to report to the following: 
a. The Compliance Hotline (669) 666-5077 or 
b. The California Medical Board (800) 633-2322. 

3. Where a chaperone is needed but not available: 
a. If the member has requested a chaperone and none is available at that time, the 

member must be given the opportunity to reschedule their appointment within a 
reasonable timeframe. 

b. Providers must contact the member upon notice of unavailability of chaperone. 
c. If the seriousness of the condition would dictate that a delay is inappropriate, then this 

should be explained to the member and recorded in their notes. 
d. It is acceptable for a doctor (or other appropriate member of the healthcare team) to 

perform an intimate examination without a chaperone if the situation is life-threatening 
or speed is essential in the care or treatment of the member.  This should be recorded in 
the member’s medical records. 
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CHAPTER 6: CULTURAL, LINGUISTICS, AND DISABILITY ACCESS 
REQUIREMENTS AND SERVICES 
 

Language Assistance Program 
 

Interpreter Services Accessibility Process 

 
A. The health plans contract with interpreter service vendors, whose services include but are not limited 

to: 
1. Telephonic 
2. Face to Face 
3. Hearing Impaired 
4. Visually Impaired 

 
B. If a member needs interpreter services, provider’s office should reach out to the member’s health plan 

as far in advance as possible to make arrangements. 
 
Interpretation Service 
 
C. Provider Clinical Contact  

1. PMGSJ makes available to all contracted providers and their office staff the LAP service contact 
information for all the contracted health plans.  

2. All staff members are trained that availability of interpreter services are 24 hours a day, 7 days a 
week, at no cost to the member.  

3. If a provider office contacts PMGSJ, PMGSJ staff refers them to the appropriate health plan LAP 
service number.  

4. Provider offices discourage the use of family members or friends as interpreters and instead 
contact the member’s health plan for all translation services.  

5. As part of initial and annual training, providers offices are notified that all LEP members have 
right to access their health plan LAP services.  

6. Providers offices are encouraged to facilitate the member’s access to their health plan LAP 
services.  

7. Providers offices are required to document each member’s preferred language and also refusal 
of LAP services offer in the member’s medical record.  

 
Offer of Translation Services Notices  
 
D. Although PMGSJ is not delegated to provide LAP service, PMGSJ is delegated to issue certain regulatory 

Utilization Management (UM) and Claims documents.  
1. Each contracted health plan has identified and provided a regulatory approved notice of 

translation services in the appropriate threshold language.  
2. These health plan approved notice templates are available in PMGSJ’s core system.  

 
Notice of Action letters and Organizational Determination Letters requiring offer and notice of translation 
services:  
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E. Each contracted health plan has identified and provided a regulatory approved notice of action letters 
and organizational determination letters in the appropriate threshold language. 

1. These health plan approved notice templates are available in PMGSJ’s core system 
2. Utilization Management denial, modification or delay member notification letters.  
3. Claims denial letters, e.g. member liability letters or those requiring a response from the 

member.  
4. Primary Care Providers and/or Specialist termination and notification letters.  

 
Requests for Translation 
 
F. Since PMGSJ is not delegated to provide translations of non-standardized vital documents, PMGSJ 

forwards requests for translation and copies of the non-standardized vital documents to the contracted 
health plan when requested by a Limited English Proficient (LEP) member, and also upon health plan 
request, in a timely manner.  

 
Member Request for Translation of Notice of Action Letters and Organizational Determination Letters  
 
G. When PMGSJ receives a member request for translation, the member service staff:  

1. Accesses the health plan interpreter services to facilitate communication with the LEP member, 
if necessary,  

2. Documents the time and date of request,  
3. Confirms or obtain, from the appropriate department, the documents that need translation 

using the referral number, member ID number, or other specific identification,  
4. Forwards the request and the requested documents to the appropriate contracted health plan 

within the timeliness standards.  
 
Health Plan Request for Copy of Action Letters and Organizational Determination Letters 
 
H. When medical staff receives a request for copy of document issued by PMGSJ in accordance with the 

UM or Claims delegation processes, PMGSJ staff will:  
1. Document the date and time of request  
2. Document the health plan requesting person and department  
3. Return the requested documents within the timeliness standards. 

 
Timeliness Standard for Submission of Request and Documents  
 
I. Timeliness standards are necessary to ensure the requested document is translated by the health plan 

within 21 calendar days as required by the regulation. PMGSJ forwards the member request and 
documents within the following timeframes: 

1. Expedited/Urgent request for service: One (1) business day  
2. Non-urgent or post-service request: Two (2) business days.  

 
Outcome of Authorization Requests  
 
J. Outcome of Authorization Requests must be communicated to Commercial members within the 

threshold language for that area.  
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K. Outcomes for Medicare members should be sent to members in either English or Spanish (any non-
Spanish communication will go out in English even if the member speaks a language that is threshold in 
a given county). 
 

L. For Medi-Cal, PMGSJ must send out member letters in the threshold language for the county PMGSJ is 
operating in.  

 
Training and Education 
 
M. Each contracted health plan distributes Language Assistance Program (LAP) staff training and 

educational materials regarding the health plan’s LAP services, cultural competency, cultural sensitivity, 
and effective use of interpreters. 

1. PMGSJ makes available the contracted health plan Language Assistance Program (LAP) 
education and training materials to contracted providers and their office staff. 

2. Contracted Providers and their office staff are required to participate in cultural sensitivity 
training upon hire, annually thereafter, or with any changes.  

3. Training materials include the following:  
a. Effective communication with a LEP member via an interpreter. 
b. Accessing individual health plan LAP services. 
c. Frequently asked questions related to health plan LAP services.  
d. Guidelines on cultural sensitivity and health customs for threshold populations.  
e. Documenting LEP member grievances related to LAP services.  
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Health Plan Language Assistance Interpreter 
Access 

 

Commercial 

Aetna 1-800-525-3148 

Anthem Blue Cross - California Care 1-855-817-5785 

Blue Shield Provider: 1-800-541-6652 OPTION 7  
Member: 1-866-346-7198 

Cigna 1-800-806-2059 

Health Net 1-800-926-4178 

United Healthcare Spanish: 1-800-730-7270 
Chinese: 1-800-938-2300 
English and all other Languages: 1-800-624-8822 

Valley Health Plan 1-888-421-8444 

 
Medi-Cal 
Anthem Blue Cross 1-800-407-4627 

Santa Clara Family Health Plan 1-800-260-2055 

 
MediConnect 
Anthem Blue Cross 1-855-817-5785 

 
Medicare Advantage 
Aetna 1-800-525-3148 

Alignment  1-866-634-2247 

Anthem 1-855-817-5785 

Brand New Day Interpreter Unlimited (Onsite) 1-800-726-9891 
Pacific Interpreter (By Phone) 1-800-264-1552  
Access Code: 828219 

Cigna 1-800-806-2059 

Health Net  1-800-926-4178 

SCAN Health Plan  1-866-487-4565 

Valley Health Plan 1-888-421-8444 
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Special Services by Health Plan 
 

Direct Access to Special Services by Health Plan 

These services do not require authorization by PMGSJ 

Refer families directly to these numbers to access services 

 
 
 
 
 

Health Plan 

 
 
 
 

Routine Vision 

 
 
 
 

Mental Health 

 
Pervasive 

Developmental 
Disorder and Autism 
Spectrum Disorders 

 
 
 
 

Developmental Delay 

 
 

Benefit 

 
Refer for failed or 
abnormal vision 

screening 

 
Mild to Moderate = 
Behavioral issues; 

situational depression; 
anxiety; ADHD. 

Major/Severe = bipolar 
disorder; schizophrenia 

 
Applied behavioral 

therapy 
Psychiatry/psychologist 

Diagnostic testing 
 

Lab ordered by 
psychiatry 

 

 
Refer for failed or 

abnormal 
developmental 

screening 

 
Aetna 

 
Eye Med 

 
Have family call 
Aetna Member 

Services for specific 
phone number 

 

 
Aetna 

Behavioral 
Health 

1(800)624-0156 

 
Aetna 1(800)756-7039 

 
Submit referral to 

PMGSJ 

 
Anthem CA Care 

 
Eye Med 

1(800)521-3605 

 
Blue Cross Behavioral 

Health 
1(833)913-2245 

 
Anthem Blue Cross 

1(800)274-7767 

 
Submit referral to 

PMGSJ 

 
Anthem BC Medi-

Cal 

 
VSP 1(800)877-

7195 

 
Santa Clara County 

Mental Health 
(Major/Severe) 
1(800)704-0900 

(Mild to Moderate) 
Anthem Blue Cross 

1(800)407-4627 
 

 
Anthem Blue Cross 

1(800)407-4627 

 
Under 2.9 years old 
refer to Early Start 

 
1-800-404-5900 

2 years 10 months and 
older refer to LEA 

 
Blue Shield 

 
Eye Med 

1(800)334-7591 

 
Magellan 1(877)263-

9952 

 
Blue Shield 1(800)319-

5999 

 
Submit referral to 

PMGSJ 
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Cigna 

 
Have family call 
Cigna Member 

Services for specific 
phone number 

 
Cigna Behavioral 

Program 1(800)433-
5762 

 
Cigna Behavioral 

Program 1(800)433-
5762 

 
Submit referral to 

PMGSJ 

 
Health Net 

 
Submit referral to 

PMGSJ 

 
MHN Health Network 

1(800)444-4281 

 
Mental Health Network 

1(800)977-8216 

 
Submit referral to 

PMGSJ 
 

 
SCFHP Medi-Cal & 

Healthy Kids 

 
VSP 1(800)877-

7195 

 
Santa Clara County 

Mental Health 
(Major/Severe) 
1(800)704-0900 

 
SCFHP (Mild to 

Moderate) 
1(408)376-2000 

 

 
SCFHP 1(408)376-2000 

 
Under 2.9 years old 
refer to Early Start 

 
2 years 

10 months 
and older 

refer to LEA 

 
United 

Healthcare 
 

 
Submit referral to 

PMGSJ 

 
Optum Behavioral 

Health 1(800)999-9585 

 
Optum Behavioral 

Health 1(800)999-9585 

 
Submit referral to 

PMGSJ 

 
 

SCFHP and Anthem Blue Cross Medi Cal additional information: 

• If the referral is “medical” refer to PMGSJ; if “developmental” must go to Early Start or Local 
Educational Agency (LEA) which means local school district. 
 

• Males and Females over the age of 12 years old can be directly referred to any 

family planning services without authorization from PMGSJ 

 

• MRI’s and genetic testing for purposes of diagnoses and treatment of Pervasive 
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CHAPTER 7: HEALTH EDUCATION 
 

Comprehensive Tobacco Prevention and Cessation Services for Medi-Cal Members 
 
A. Tobacco Cessation Services: 

1. Initial and annual assessment of tobacco use for each adolescent and adult Medi-Cal member—
PMGSJ ensures their contracted providers identify and track all tobacco use (both initially and 
annually) and do the following: 

a. Complete the Individual Health Assessment, which includes the Individual Health 
Education Behavioral Assessment (IHEBA), for all new Medi-Cal members within 120 days 
of enrollment.  

I. The Staying Healthy Assessment is DHCS’s IHEBA. 
II. Each age-appropriate Staying Healthy Assessment questionnaire asks about 

smoking status and/or exposure to tobacco smoke. 
b. Annually assess tobacco use status for every Medi-Cal member, (unless an assessment 

needs to be re-administered), based on the Staying Healthy Assessment’s periodicity 
schedule. Since the Individual Health Education Behavioral Assessment must be reviewed 
or re-administered on an annual basis, smoking status can be re-assessed through the 
use of the Staying Healthy Assessment. 

c. Ask tobacco users about their current tobacco use and document in their medical record 
at every visit.  

2. FDA-approved tobacco cessation medications for (non-pregnant adults of any age) 
a. The health plan covers all FDA-approved tobacco cessation medications for adults who 

use tobacco products. This includes over-the-counter medications with a prescription 
from the provider. See table below. 

b. At least one FDA-approved tobacco cessation medication must be available without prior 
authorization.  

 

Medication Prescription 
Needed 

Bupropion SR (Zyban) Yes 

Varenicline (Chantix) Yes 

Nicotine gum No 

Nicotine inhaler Yes 

Nicotine lozenge No 

Nicotine nasal spray Yes 

Nicotine patch No* 

*A prescription generic version is also available. 
 

c. The health plan provides a 90-day treatment regimen of medications without other 
requirements, restrictions or barriers. 

d. The health plan covers any additional medications once approved by the FDA to treat 
tobacco use.  

e. The health plan does not require Medi-Cal members to receive a particular form of 
tobacco cessation service as a condition of receiving any other form of tobacco cessation 
service. 
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f. The health plan does not require Medi-Cal members to provide proof of counseling to a 
pharmacist, or other Medi-Cal provider in order to obtain tobacco cessation medications.  

3. Individual, group and telephone counseling for beneficiaries of any age who use tobacco 
products. 

a. The health plans are encouraged to collaborate with their county tobacco control 
program(s) to identify local group tobacco cessation counseling resources. 

b. The health plan offers individual, group, and telephone counseling at no cost to Medi-Cal 
members, through health education, who wish to quit smoking, whether or not those 
Medi-Cal members opt to use tobacco cessation medications. 

c. Providers and staff are encouraged to use the “5 A's"(Ask, Advise, Assess, Assist, and 
Arrange), the “5 R’s” (Relevance, Risks, Rewards, Roadblocks, Repetition), or other 
validated behavior change models when counseling beneficiaries. 

d. Providers should provide Medi-Cal members a minimum of at least four counseling 
sessions of at least ten minutes as identified by the health plan’s health education 
program. Medi-Cal members are given the option of choosing individual or group 
counseling conducted in person or by telephone.  

e. The health plan covers tobacco cessation counseling for at least two separate quit 
attempts per year, without prior authorization, and no mandatory breaks between quit 
attempts. 

f. Providers should refer Medi-Cal members who use tobacco, to the California Smokers’ 
Helpline (Helpline)(1-800-NO-BUTTS), a free statewide quit smoking service operated by 
the University of California San Diego Moore Cancer Center or other comparable quit-line 
services.  

g. Providers should use the Helpline’s web referral, or if available in their area, the 
Helpline’s e-referral systems. 

4. Services for Pregnant Tobacco Users-Because of the serious risk of smoking to the pregnant 
smoker and fetus, whenever possible, pregnant Medi-Cal members should be offered tailored, 
one-on-one counseling exceeding minimal advice to quit described below.  At a minimum, 
providers: 

a. Ask all pregnant Medi-Cal members if they use tobacco or are exposed to tobacco smoke. 
Pregnant Medi-Cal members who smoke should obtain assistance with quitting 
throughout their pregnancies. Refer to Attachment A for more information. 

b. Offer all pregnant Medi-Cal members who use tobacco at least one face-to-face tobacco 
cessation counseling session per quit attempt. Face-to-face tobacco cessation counseling 
services may be provided by, or under supervision of, a physician legally authorized to 
furnish such services under state law.  

c. Ensure pregnant Medi-Cal members who use tobacco are referred to a tobacco cessation 
quit line, such as the Helpline. These tobacco cessation counseling services must be 
covered for 60 days after delivery, plus any additional days needed to end the respective 
month. 

d. Refer to the tobacco cessation guidelines by the American College of Obstetrics and 
Gynecology (ACOG) before prescribing tobacco cessation medications during pregnancy.  

5. Prevention of tobacco use in children and adolescents 
a. The health plans require coverage of medically necessary tobacco cessation services to 

Medi-Cal members, including counseling and pharmacotherapy, as it is mandatory for 
children up to age 21 under Medi-Cal’s Early and Periodic Screening, Diagnostic and 
Treatment (EPSDT) benefit. The Early and Periodic Screening, Diagnostic and Treatment 
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benefit includes the provision of anticipatory guidance and risk-reduction counseling 
regarding tobacco use.  

b. Primary care clinicians provide interventions, including education or counseling, in an 
attempt to prevent initiation of tobacco use in school-aged children and adolescents. 
Services shall be provided in accordance with the American Academy of Pediatrics Bright 
Futures periodicity schedule and anticipatory guidance, as periodically updated.  

6. Identifying Tobacco Users 
a. Primary care providers should institute a tobacco user identification system, per USPSTF 

recommendations. Among other things, a tobacco user identification system may 
include: 

I. Adding tobacco use as a vital sign in the chart or Electronic Health Records. 
II. Using International Classification of Diseases (ICD)-10 codes in the medical 

record to record tobacco use. ICD-10 codes for tobacco use are:  
1. F17.200 Nicotine dependence, unspecified, uncomplicated.  
2. F17.201 Nicotine dependence, unspecified, in remission.  
3. F17.210 Nicotine dependence, cigarettes, uncomplicated.  
4. F17.211 Nicotine dependence, cigarettes, in remission.  
5. F17.220 Nicotine dependence, chewing tobacco, uncomplicated. 
6. F17.221 Nicotine dependence, chewing tobacco, in remission.  
7. F17.290 Nicotine dependence, other tobacco product, uncomplicated.  
8. F17.291 Nicotine dependence, other tobacco product, in remission.  

III. Z87.891 Personal history of nicotine dependence. The full set of ICD-10 codes to 
record tobacco use can be found at: 
http://www.ctri.wisc.edu/documents/icd10.pdf.  

IV. Placing a chart stamp or sticker on the chart when the Medi-Cal member 
indicates he or she uses tobacco.  

V. A recording in the SHA or other IHEBA.  
VI. A recording on the Child Health and Disability Prevention Program Confidential 

Screening/Billing Report (PM160).  
VII. Reviewing Nicotine Replacement Therapy (NRT) claims.  

b. It is DHCS’s intent that providers not only assess tobacco use but report it to the health 
plan’s, in order to more fully coordinate the beneficiary’s tobacco cessation treatment.  

 
 

Summary of 2008 US Public Health Services Guideline:  
Treating Tobacco Use and Dependence and Additional Background 

 
For the general population (non-pregnant adults):  

• Because tobacco dependence is a chronic condition often requiring repeated intervention, multiple 
attempts to quit may be required. At least two quit attempts per year should be covered. 

• While counseling and medication are both effective in treating tobacco use used alone, they are more 
effective when used together; and  

• While individual, group, and telephone counseling are effective in treating tobacco use, effectiveness 
increases with treatment intensity. 

 
Note that federal guidance for implementation of the ACA recommends the following coverage for each 
cessation attempt:  
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• Four tobacco cessation counseling sessions of at least 10 minutes each (including telephone 
counseling, group counseling and individual counseling) without prior authorization; and 

• All FDA-approved tobacco cessation medications (including both prescription and over-the-counter 
medications) for a 90-day treatment regimen when prescribed by a health care provider without prior 
authorization.  

 
For pregnant women: 

• Because of the serious risk of smoking to the pregnant smoker and fetus, whenever possible, 
pregnant smokers should be offered tailored one-on-one counseling that exceeds minimal advice to 
quit; and 

• The ACA (Section 4107) authorizes the coverage of counseling and pharmacotherapy for tobacco 
cessation in pregnant beneficiaries. However, pharmacotherapy is not recommended because there 
is insufficient evidence on its safety and effectiveness on pregnant women. 

 
ACOG recommends clinical interventions and strategies for pregnant women who smoke. (ACOG, “Smoking 
Cessation During Pregnancy: Committee Opinion”)  
 
http://www.acog.org/Resources_And_Publications/Committee_Opinions/Committee_on_Health_Care_for
_Underserved_Women/Smoking_Cessation_During_Pregnancy   
 
For children and adolescents: 

• Counseling is recommended for adolescents who smoke, because it has been shown to be effective in 
treating adolescent smokers; and 

• Counseling of parents who smoke, in a pediatric setting, has also shown to be effective and is 
recommended for tobacco cessation. Secondhand smoke can be harmful to children. 

 
Note that coverage of medically necessary tobacco cessation services, including both counseling and 
pharmacotherapy, is mandatory for children up to age 21 years of age under Medi-Cal’s EPSDT  
benefit. This benefit includes the provision of anticipatory guidance and risk-reduction counseling regarding 
tobacco use.  
 

 
Tobacco Cessation Provider Trainings and Resources 

 
5 Major Steps to Intervention:  
http://www.ahrq.gov/professionals/clinicians-providers/guidelines-recommendations/tobacco/5steps.html  
 
Action to Quit-Behavioral Health:  
http://actiontoquit.org/populations/behavioral-health/  
 
ACA Facts Sheets and Resources (American Lung Association): 
http://www.lung.org/our-initiatives/tobacco/cessation-and-prevention/aca-factsheets-and-resources.html  
 
Helpline:  
https://www.nobutts.org/ (also available in Spanish, Chinese, Korean and Vietnamese) 
http://www.nobutts.org/free-training  
http://www.nobutts-catalog.org/collections/health-care-provider-resources  
 

http://www.acog.org/Resources_And_Publications/Committee_Opinions/Committee_on_Health_Care_for_Underserved_Women/Smoking_Cessation_During_Pregnancy
http://www.acog.org/Resources_And_Publications/Committee_Opinions/Committee_on_Health_Care_for_Underserved_Women/Smoking_Cessation_During_Pregnancy
http://www.ahrq.gov/professionals/clinicians-providers/guidelines-recommendations/tobacco/5steps.html
http://actiontoquit.org/populations/behavioral-health/
http://www.lung.org/our-initiatives/tobacco/cessation-and-prevention/aca-factsheets-and-resources.html
https://www.nobutts.org/
http://www.nobutts.org/free-training
http://www.nobutts-catalog.org/collections/health-care-provider-resources
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Continuing Medical Education California courses offered through UC Schools of Medicine  
https://cmecalifornia.com/Education.aspx  
 
Centers for Disease Control Coverage for Tobacco Use Cessation Treatments:  
http://www.cdc.gov/tobacco/quit_smoking/cessation/coverage/pdfs/coverage_tobacco_508_new.pdf  
 
ICD-10 Codes Tobacco/Nicotine Dependence, and Secondhand Smoke Exposure, Effective October 1, 2015:  
http://www.ctri.wisc.edu/documents/icd10.pdf  
 
Overview of the “Clinical Practice Guideline, Treating Tobacco Use and Dependence:2008 Update” (State 
Medicaid Directors Letter# 11-007):  
http://bphc.hrsa.gov/buckets/treatingtobacco.pdf  
 
Patients Not Ready to Make a Quit Attempt Now (The “5 R’s”):  
http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/clinicians-providers/guidelines-
recommendations/tobacco/5rs.pdf  
 
Smokefree.gov:  
http://smokefree.gov/health-care-professionals  
 
UC Quits -modules:  
https://cmecalifornia.com/Activity/3439569/Detail.aspx  
 
University of California San Francisco’s Smoking Cessation Leadership Center’s tools and resources: 
http://smokingcessationleadership.ucsf.edu/resources  
 
USPSTF-Tobacco Smoking Cessation in Adults, Including Pregnant Women:  
Behavioral and PharmacotherapyInterventions:  
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-
adults-and-pregnant-women-counseling-and-interventions1  
 
USPSTF-Tobacco Use in Children and Adolescents: Primary Care Interventions: 
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-
children-and-adolescents-primary-care-interventions?ds=1&s=adolescentsandsmoking  

 

https://cmecalifornia.com/Education.aspx
http://www.cdc.gov/tobacco/quit_smoking/cessation/coverage/pdfs/coverage_tobacco_508_new.pdf
http://www.ctri.wisc.edu/documents/icd10.pdf
http://bphc.hrsa.gov/buckets/treatingtobacco.pdf
http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/clinicians-providers/guidelines-recommendations/tobacco/5rs.pdf
http://www.ahrq.gov/sites/default/files/wysiwyg/professionals/clinicians-providers/guidelines-recommendations/tobacco/5rs.pdf
http://smokefree.gov/health-care-professionals
https://cmecalifornia.com/Activity/3439569/Detail.aspx
http://smokingcessationleadership.ucsf.edu/resources
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-adults-and-pregnant-women-counseling-and-interventions1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-adults-and-pregnant-women-counseling-and-interventions1
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-children-and-adolescents-primary-care-interventions?ds=1&s=adolescentsandsmoking
https://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/tobacco-use-in-children-and-adolescents-primary-care-interventions?ds=1&s=adolescentsandsmoking
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CHAPTER 8: FACILITY SITE, PHYSICAL ACCESSIBILITY, & MEDICAL 
RECORD REVIEW 
 

Requesting Medical Records 
 

A. The Utilization Management clinical staff sends a request for assistance with medical record collection 
for a variety of potential reasons, including claims payments, grievance, etc.  
 

B. Types of records and/or clinical notes needed may include: 
1. Member name. 
2. Member ID number. 
3. Provider name. 
4. Provider contact information. 
5. Date(s) of service. 
6. Specifics to be captured in the records. 
7. Timeframe in which to obtain the records in order to remain compliant. 

 
C. PMGSJ staff contacts the provider via telephone, email and/or fax. Provider will have a specific 

timeframe in which records need to be delivered, via encryption, back to PMGSJ.  Detailed instructions 
will be provided. 
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CHAPTER 9: CREDENTIALING & RECREDENTIALING 
 

Physician Core Participation Criteria and Additional Criteria - including Nurse 
Practitioner and Physician Assistant  

 
A. Applicability 

1. All physicians in a group practice must satisfy these participation criteria. If not, the group 
cannot participate.  

2. As applicable, the physician applicant must be certified either by the American Board of Medical 
Specialties, the American Osteopathic Association or by PMGSJ-recognized certifying board, 
unless the applicant meets an exception under PMGSJ’s policy. Any exceptions must be 
approved by PMGSJ’s Chief Medical Officer, Chief Medical Officer or designee.  

3. The physician must complete an application and periodically supply to PMGSJ’s all requested 
information.  

 
B. Office standards-Each physician’s medical office must:  

1. Have a visible sign listing the names and titles of all physicians and allied health professionals 
practicing there.  

2. Have all areas accessible to all members, including, but not limited to its entrance, parking lot 
and bathroom.  

3. Be clean, presentable and professional and prohibit smoking.  
4. Have a clean, properly equipped and accessible patient toilet and hand-washing facility.  
5. Have a waiting room sufficient to accommodate members.  
6. Have at least two examining rooms that are clean, properly equipped and private.  
7. If immunization services are offered, follow the safety guidelines, including refrigeration 

guidelines, for storage of vaccines from the Centers for Disease Control (CDC) vaccine storage 
and handling toolkit, found at cdc.gov/vaccines/hcp/admin/storage/ toolkit/storage-handling-
toolkit.pdf.  

8. Have a robust infection control and prevention program that operates in accordance with 
nationally recognized standards (e.g., CDC), that includes provisions to report unexpected 
events and to have regular staff training on appropriate hand hygiene and injection safety 
protocols. Refer to policy QTM015 Infection Control. 

9. Keep controlled substances in locked cabinets.  
10. Have an office assistant in office during scheduled hours.  
11. Require a medical assistant to attend specialized (for example, gynecological) examinations, 

unless the member declines the assistant’s presence.  
12. Have appropriate protocol immediately available to treat medical emergencies.  
13. Office must have documented medical emergency procedures addressing treatment, 

transportation and disaster evacuation plans for the safety of members.  
14. It is recommended that office have generators to provide power in case of a power failure, 

when appropriate. For example, offices that perform procedures, store biologics or supplies of 
vaccines.  

 
C. Business standards-Physician must:  

1. Have a quality assurance program and provide, upon request, documentation of such program.  
2. Have a secure and confidential filing system and/or EMR.  
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3. Have written policies protecting member confidentiality, including the maintenance of medical 
records and verbal and electronic submission of their information.  

4. Have written policies addressing documentation about advance directives (whether executed or 
not) in member’s record (except for under age 18).  

5. Have an established process to ensure that medical records are protected from public access.  
6. Maintain evidence of current licenses for all physicians/allied health professionals practicing in 

the office, including state professional license, federal DEA certification and state controlled 
drug substance registration (where applicable).  

7. Keep on file and make available to PMGSJ any state-required practice protocols or supervising 
agreements for allied health professionals practicing in the office. This includes a requirement 
to notify members if an allied health professional (for example, a physician assistant, an 
advanced practice nurse, a nurse practitioner, a nurse midwife) may provide care.  

8. Designate by age, according to PMGSJ’s guidelines, members for whom physician will provide 
care.  

 
D. Access and availability of services-Each physician’s medical office must meet the following criteria:  

1. Office must offer a reliable way for members and other health care professionals to be reached 
24/7.  

2. Office must have a process in place for responding to a member within 30 minutes after 
notification of an urgent call.  

3. Office must ensure that they provide coverage for members 24/7, or else arrange for coverage 
with another PMGSJ participating physician.  

a. For outpatient services, a covering physician’s office must be geographically accessible 
and consistent with local community patterns of care for the area to help ensure that a 
member does not have to travel more than 30 minutes from the member’s regular 
physician’s office to get help from the covering physician.  

4. For workers’ compensation members/patients, provide services within a reasonable time frame 
or, where applicable, within the time frame required by workers’ compensation law.  

5. Each physician must have admitting privileges at a participating hospital or coverage must be 
arranged with a participating physician who has privileges at a participating hospital.  

6. To use participating providers as required in the agreement.  
 

E. Subcontractors-To the extent the physician/physician group intends to subcontract some of its services 
under the agreement, the physician/physician group will provide PMGSJ with a list of all subcontractors 
intended to provide physician services to members. In all circumstances, where physician/physician 
group subcontracts for any services under the agreement:  

 
1. Physician/physician group represents and warrants that subcontractor(s) will abide by the 

provisions set forth in the agreement.  
2. Company reserves the right to require a designation of payment schedule from all 

subcontractors in a form approved by PMGSJ. Physician/physician group will indemnify and hold 
the company and its members harmless for payment of all compensation owed subcontractor 
for services provided under the agreement.  

3. PMGSJ’s prior written approval is required if the physician/ physician group intends to perform 
covered services through employees or agents, including a subcontractor, physically located 
outside of the United States of America. 
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F. Copies-Unless allowed by state law or regulatory requirement, the physician/physician group agrees 
not to charge members for copies of medical records/reports or to require deposits for the release of 
these copies to members.  

 
G. Insurance 

1. Provider will maintain general and professional liability and other insurance according to state 
requirements. If there are no specific state requirements, then the amount should be what is 
typically maintained by providers in your state or region.  

2. The insurance coverage will cover provider and its/their agents and employees.  
3. Provider will give PMGSJ proof of insurance coverage upon request.  
4. Provider must give company at least thirty (30) days’ advance notice of any cancellation or 

material changes to these policies, and must post notice of malpractice insurance (existing, 
cancellation or exemption) in a prominent location in the office.  

 
H. Professional competence and conduct criteria  

1. Physician must not have an unsatisfactory professional liability claims history, including, but not 
limited to, lawsuits, arbitration, mediation, settlements or judgments. Physician must not have 
engaged in any unprofessional conduct, unacceptable business practices or any other act or 
omission and must not have a history of involuntary termination (or voluntary termination 
during or in anticipation of an investigation or dismissal) of employment or any other sort of 
engagement as a health care professional, of reduction or restriction of duties or privileges, or 
of a contract to provide health care services, which, in the view of the committee and/or Board 
of Directors, may raise concerns about possible future substandard professional performance, 
competence or conduct.  

2. In the case of an encumbered license, the applicant demonstrates to the Board of Director’s 
satisfaction that encumbered license does not raise concern about possible future substandard 
professional performance, competence or conduct.  

 
I. References  

1. Physician must supply professional references as requested by the applicable PMGSJ peer 
review committee.  

2. The applicable PMGSJ peer review committee will have the right to act on any reference or 
information received from a physician’s colleagues. Physician waives any and all rights to bring 
any legal action relating to such information or the collection or use thereof against PMGSJ; any 
affiliates or related companies or any director, officer, employee or agent thereof; or any 
person or entity providing a reference or information at the request of the applicable PMGSJ 
peer review committee.  

 
Nurse Practitioner serving as a primary care physician - additional criteria  
 
If you are a nurse practitioner serving as a primary care physician and available for member selection,  
also known as primary care nurse practitioner, the following additional criteria apply:  
 
A. Applicability  

1. A primary care nurse practitioner must:  
a. Be a registered nurse.  
b. Have a minimum of a master’s degree in nursing.  
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c. Have received post-graduate or graduate education designed to prepare the provider in 
the primary care specialty area to which the provider is applying.  

d. Be board-certified by an agency recognized by the state in which they practice or by a 
PMGSJ approved accrediting agency and state approved to practice in the role of primary 
care as an advanced practice registered nurse. 

 
2.  If required by the state, the primary care nurse practitioner must have a 

supervising/collaborating/ consulting physician agreement. This agreement must be with a 
PMGSJ participating primary care physician who is board-certified and agrees to maintain the 
supervising/collaborating/consulting physician agreement, or a replacement thereof, during the 
entire term of the agreement. Upon PMGSJ’s request, the primary care nurse practitioner must 
be able to submit supporting documentation from a participating network physician 
demonstrating the supervisory/collaborative/ consultative agreement in any aspects of primary 
care nurse practitioner practice. The documentation must address, but is not limited to:  

a. A supervisory/collaborative/consultative agreement for any state-required prescription 
supervision.  

b. A supervisory/collaborative/consultative agreement for any state-required collaboration 
on practice.  

c. A supervisory/collaborative/consultative agreement, as applicable, for provision of 
hospital admitting backup.  

d. Agreement to hold member harmless for any physician collaboration fees and services.  
e. Agreement to be available 24/7.  
f. Physical proximity and availability by electronic means between the nurse practitioner’s 

office and supervising/collaborating/consulting physician’s office as required by state.  
3. Primary care nurse practitioner’s supervising physician must notify PMGSJ immediately upon 

termination of a supervisory/collaborative/ consultative arrangement by either party.  
4. Primary care nurse practitioner’s supervising physician must notify PMGSJ within ten business 

days of a known change in a supervisory/collaborative/consultative arrangement by either 
party.  

 
B. Access and availability of services  

1. Each primary care nurse practitioner’s medical office must have a minimum of 20 regularly 
scheduled office hours to treat patients over at least four days a week (whether members or 
other patients).  

2. If a primary care nurse practitioner has more than one office participating with PMGSJ, then the 
primary care nurse practitioner must have a minimum of 20 regularly scheduled office hours to 
treat patients in each location over at least four days a week. Exceptions to these standards will 
be allowed if primary care provider’s medical office is in an underserved area.  

3. Each primary care nurse practitioner must schedule appointments with members following the 
published access standards.  

 
C. Office procedures--Primary care nurse practitioner must provide or use the following in the office:  

1. Primary care nurse practitioner performs EKGs (except for pediatric age limit — newborn 
through age 17).  

2. Primary care nurse practitioner performs pelvic exams for acute conditions in all offices caring 
for women who are members and older than 17.  

3. Primary care nurse practitioner administers routine immunizations.  
4. For hematocrits and hemoglobin (peds only), “finger sticks” are performed within office.  
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Nurse Practitioner serving as a specialist, also known as specialist nurse provider--additional criteria  
If you are a nurse practitioner serving as a specialist, also known as specialist nurse provider, the following 
additional criteria apply:  
 
A. Applicability  

1. A specialist nurse practitioner must:  
a. Be a registered nurse.  
b. Have a minimum of a master’s degree in nursing.  
c. Have received post-graduate or graduate education designed to prepare the provider in 

the primary care specialty area to which the provider is applying.  
d. Be board-certified by an agency as recognized by the state in which they practice or by a 

PMGSJ-approved accrediting agency and state approved to practice in the role of an 
advanced practice registered nurse.  

2. If required by the state, the specialist nurse practitioner must have a supervising/collaborating/ 
consulting physician agreement. This agreement must be with a PMGSJ participating physician 
who is board-certified and agrees to maintain the supervising/collaborating/consulting 
physician agreement, or a replacement thereof, during the entire term of the agreement. Upon 
PMGSJ’s request, specialist nurse practitioner must be able to submit supporting 
documentation from a participating network physician demonstrating the 
supervisory/collaborative/consultative agreement in any aspects of specialist nurse practitioner 
practice. The documentation must address but is not limited to:  

a. A supervisory/collaborative/consultative agreement for any state-required prescription 
supervision.  

b. A supervisory/collaborative/consultative agreement for any state-required collaboration 
on practice.  

c. A supervisory/collaborative/consultative agreement, as applicable, for provision of 
hospital admitting backup.  

d. Agreement to hold member harmless for any physician/practitioner collaboration fees 
and services.  

e. Agreement to be available 24/7.  
f. Physical proximity and availability by electronic means between the specialist nurse 

practitioner’s office and supervising/collaborating/ consulting physician’s office as 
required by state.  

3. Specialist nurse practitioner’s supervising physician must notify PMGSJ immediately upon 
termination of a supervisory/ collaborative/consultative arrangement by either party.  

4. Specialist nurse practitioner’s supervising physician must notify PMGSJ within ten business days 
of a known change in a supervisory/ collaborative/consultative arrangement by either party.  

 
B. Access and availability of services  

1. Specialist nurse practitioner will be available at least an average of 20 hours a week for 
scheduling office appointments.  

 
Physician Assistant-additional criteria  
If you are a physician assistant serving as a primary care provider, the following additional criteria apply:  
 
A. Applicability  

1. A physician assistant must:  
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a. Be a registered physician assistant.  
b. Have a bachelor’s or master’s degree designed to prepare the provider in the primary 

care specialty area to which the provider is applying.  
c. Have a certificate of completion following training.  
d. Be board-certified by a certifying agency recognized by the state in which they practice or 

by PMGSJ.  
e. Be approved by the state to practice as a primary care physician.  

2. If required by the state, the physician assistant must have a supervising/ 
collaborating/consulting physician agreement. This agreement must be with a PMGSJ 
participating primary care physician who is board-certified and agrees to maintain the 
supervising/collaborating/consulting physician agreement, or a replacement thereof, during the 
entire term of the agreement. Upon PMGSJ’s request, the physician assistant must be able to 
submit supporting documentation from a participating network physician demonstrating the 
supervisory/ collaborative/consultative agreement in any aspects of physician assistant practice. 
The documentation must address, but is not limited to:  

a. A supervisory/collaborative/consultative agreement for any state-required prescription 
supervision. 

b. A supervisory/collaborative/consultative agreement for any state-required collaboration 
on practice.  

c. A supervisory/collaborative/consultative agreement, as applicable, for provision of 
hospital admitting backup.  

d. Agreement to hold member harmless for any physician collaboration fees and services.  
e. Agreement to be available 24/7.  
f. Physical proximity and availability by electronic means between the physician assistant’s 

office and supervising/collaborating/consulting physician’s office as required by state.  
3. Physician assistant’s supervising physician must notify PMGSJ immediately upon termination of 

a supervisory/collaborative/ consultative arrangement by either party.  
4. Physician assistant’s supervising physician must notify PMGSJ within ten business days of a 

known change in a supervisory/collaborative/consultative arrangement by either party.  
 

B. Access and availability of services  
1. Each physician assistant’s medical office must have a minimum of 20 regularly scheduled office 

hours to treat patients (whether members or other patients) over at least four days a week. 
Exceptions to these standards will be allowed if primary care provider’s medical office is in an 
underserved area.  

2. If a physician assistant has more than one office participating with PMGSJ, then the physician 
assistant must have a minimum of 20 regularly scheduled office hours over at least four days a 
week to treat patients in each location. Exceptions to these standards will be allowed if primary 
care provider’s medical office is in an underserved area.  

3. Each physician assistant must schedule appointments with members within the following the 
published access standards. 

 
C. Office procedures--Physician assistant must provide or use the following in the office:  

1. Physician assistant performs EKGs (except for pediatric age limit — newborn through age 17).  
2. Physician assistant performs pelvic exams for acute conditions in all offices caring for women 

who are members and older than 17.  
3. Physician assistant administers age-appropriate routine immunizations.  
4. For hematocrits and hemoglobin (peds only), “finger sticks” are performed within office.  
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Primary care provider-additional criteria  
If you are a physician serving as a primary care provider, the following additional criteria apply:  
 
A. Access and availability of services  

1. Each primary care physician medical office must meet full-time provider-to-beneficiary ratios, 

throughout the term of participation with PMGSJ, following the Department of Health Care 

Services (DMHC) network capacity and ratios section as identified in APL 18-005 Network 

Certification Requirements.  

a. This means those patients seen within the past two years.    

b. Primary Care Physicians are permitted to use non-physician medical practitioners, such 

as physician assistants, nurse practitioners, and certified nurse midwifes, to meet 

required beneficiary-to-provider ratios. 

2. Each primary care physician medical office must have a minimum of 20 regularly scheduled 
office hours over at least four days a week to treat patients (whether members or other 
patients).  

3. If primary care physician has more than one office participating with PMGSJ, then the primary 
care physician must have a minimum of 20 regularly scheduled office hours over at least four 
days a week to treat patients in each location.  

4. Each primary care physician must schedule appointments with members within the following 
publish access standards:  

 
B. Office procedures--Physician must provide or use the following in the office:  

1. Primary care physician performs EKGs (except for pediatric age limit — newborn through age 
17).  

2. Primary care physician performs pelvic exams for acute conditions in all offices caring for 
women who are members and older than 17.  

3. Primary care physician administers age-appropriate routine immunizations.  
4. Pediatric hematocrit and hemoglobin “finger sticks” are performed within office.  

 
Specialist (physician) provider-additional criteria  
If you are a specialist (physician), the following additional criteria apply:  
 
A. Access and availability of services  

1. Specialist physician will be available at least an average of eight hours a week for scheduling 
office appointments.  

2. Accreditation as an office-based surgical facility is not sufficient for separate payment of facility 
fees or related surgical charges.  

3. When applicable, specialist physician will provide readings of all imaging studies and notify the 
primary care physician or other referring physician according to the following standards:  

a. Urgent: within 30 minutes of completing the imaging study in cases deemed urgent by 
the primary care physician and/or referring physician  

b. Diagnostic tests: within one business day of completing the imaging study 
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Provider Credentialing and Recredentialing Process 
 
Provider Credentialing  
 
A. PMGSJ is required to verify the credentials of its contracted medical providers. Such providers include, 

but are not limited to: 
1. Acute  
2. Primary physicians 
3. Specialist physicians 
4. Mid-level practitioners 
5. Behavioral health, substance use disorder provider, and Long-term services and supports 

providers, when delegated.  
 

B. PMGSJ verifies the following items through a primary source, as applicable.  
1. The appropriate license and/or board certification or appropriate government bodies, as 

required for the particular provider type;  
2. Evidence of graduation or completion of any required education, as required for the particular 

provider type;  
3. Proof of completion of any relevant medical residency and/or specialty training, as required for 

the particular provider type; and  
4. Satisfaction of any applicable continuing education requirements, as required for the particular 

provider type.  
 

C. PMGSJ also receives the following information from each provider, as applicable, but need not verify 
this information through a primary source:  

1. Work history;  
2. Hospital and clinic privileges in good standing;  
3. History of any suspension or reduction of hospital and clinic privileges;  
4. Current Drug Enforcement Administration identification number;  
5. National Provider Identifier number;  
6. Current malpractice insurance in an adequate amount, as required for the particular provider 

type; 
7. History of liability claims against the provider;  
8. Provider information, if any, entered in the National Practitioner Data Bank. 
9. History of sanctions from participating in Medicare and/or Medicaid/Medi-Cal: providers 

terminated from either Medicare or Medi-Cal, or on the Suspended and Ineligible Provider List, 
may not participate in the provider network.  

10. History of sanctions or limitations on the provider’s license issued by any state’s agencies or 
licensing boards.  

 
D. Attestation: For all medical service provider types who deliver covered medical services, each provider’s 

application to contract with PMGSJ must include a signed and dated statement attesting to:  
1. Any limitations or inabilities that affect the provider’s ability to perform any of the position’s 

essential functions, with or without accommodation;  
2. Addressing an explanation of gaps in work history of 6 months or more; 
3. A history of loss of license or felony conviction;  
4. A history of loss or limitation of privileges or disciplinary activity;  
5. A lack of present illegal drug use; and  
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6. The application’s accuracy and completeness.  
 
Provider Re-credentialing  
E. PMGSJ requires each provider to verify every three years that each contracted provider that delivers 

medical services continue to possess valid credentials.  
1. PMGSJ reviews a new application from these providers and verify the items listed above under 

the Provider Credentialing section of this policy, in the same manner, as applicable.  
2. Re-credentialing should include documentation that PMGSJ has considered information from 

other sources pertinent to the credentialing process, such as quality improvement activities, 
member grievances, and medical record reviews.  

3. The re-credentialing application includes the same attestation provided in the provider’s initial 
application.  

 
F. PMGSJ maintains a system for reporting serious quality deficiencies that result in suspension or 

termination of a provider to the appropriate authorities.  
1. PMGSJ maintains policies and procedures for disciplinary actions, including reducing, 

suspending, or terminating a provider's membership.  
2. PMGSJ implemented and maintains a provider appeal process.  

 
G. The health plans conduct onsite reviews of the primary care provider sites following DHCS all plan letter 

14-004: Site Reviews, Facility Site Review and Medical Record Review plus subsequent revisions.  
1. The health plans perform site reviews as part of each provider’s initial credentialing process 

when both the site and provider have been added to PMGSJ’s provider network; thereby, both 
the site review and credentialing requirements can be completed at the same time.  

2. A new site review is not required when new providers join an approved site within three years 
of the site’s previous passing review.  

 
Delegation of Provider Credentialing and Re-credentialing  
 
H. PMGSJ delegated its authority to perform credentialing reviews to a professional credentialing 

verification organization;  
1. PMGSJ remains contractually responsible for the completeness and accuracy of these activities.  
2. To ensure accountability for these activities, the health plan must establish a system that:  

a. Evaluates PMGSJ’s ability to perform these activities and includes an initial review to 
assure that PMGSJ has the administrative capacity, task experience, and budgetary 
resources to fulfill its responsibilities;  

b. Ensures that PMGSJ meets the health plan’s and regulator’s standards; and  
c. Continuously monitors, evaluates, and approves the delegated functions. 

 
I. Entities such as PMGSJs or independent physician organizations, may conduct delegated credentialing 

activities and may obtain a Provider Organization Certification (POC) from the National Committee on 
Quality Assurance (NCQA) at their own discretion.  

1. The Provider Organization Certification focuses on the entity’s role as the agent performing the 
credentialing functions on behalf of PMGSJ.  

2. The health plan may accept evidence of NCQA Provider Organization Certification in lieu of a 
monitoring visit at delegated physician organizations.  

3. If PMGSJ sub-delegates credential verification activities, it should establish a formal and 
detailed agreement with that entity.  
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Provider Types and Categories of Risk  

 
1.  Limited Risk Provider Types. Physician or non-physician practitioners and PMGSJs or clinics;  

a. Providers or suppliers that are publicly traded on the NYSE or NASDAQ;  
b. Ambulatory Surgical Centers (ASCs);  
c. End-Stage Renal Disease (ESRD) facilities;  
d. Federally Qualified Health Centers (FQHCs);  
e. Histocompatibility laboratories;  
f. Hospitals, including Critical Access Hospitals (CAHs);  
g. Indian Health Service (IHS) facilities;  
h. Mammography screening centers;  
i. Organ Procurement Organizations (OPOs);  
j. Mass immunization roster billers,  
k. Portable x-ray suppliers;  
l. Religious Nonmedical Health Care Institutions (RNHCIs);  
m. Rural Health Clinics (RHCs);  
n. Radiation therapy centers;  
o. Skilled nursing facilities (SNFs), and  
p. Public or Government-Owned Ambulance Services Suppliers.  

 
2. Moderate Risk Provider Types. Provider and supplier categories:  

a. Community mental health centers;  
b. Comprehensive outpatient rehabilitation facilities;  
c. Hospice organizations;  
d. Independent diagnostic testing facilities;  
e. Independent clinical laboratories; and  
f. Non-public, non-government owned or affiliated ambulance services suppliers. (Except that 

any such provider or supplier that is publicly traded on the NYSE or NASDAQ is considered 
‘‘limited’’ risk.)  

g. Currently enrolled (re-validating) home health agencies. (Except that any such provider that 
is publicly traded on the NYSE or NASDAQ is considered ‘‘limited’’ risk.)  

h. Currently enrolled (re-validating) suppliers of DMEPOS. (Except that any such supplier that is 
publicly traded on the NYSE or NASDAQ is considered ‘‘limited’’ risk.)  

 
3. High Risk Provider Types. Prospective (newly enrolling) home health agencies and prospective 

(newly enrolling) suppliers of Durable Medical Equipment, Prosthetics, Orthotics, and Supplies 
(DMEPOS).  
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License Renewal Verification  
 

A. The license verification process occurs at recredentialing or when the license expires – provider is 
responsible to send renewed information to PMGSJ. 
 

B. Credentialing will verify the provider/practitioner’s medical license by accessing the Medical Board of 
California website - http://www.medbd.ca.gov/. 
 

C. Upon license renewal verification, Credentialing will: 
1. Enter the new expiration date in the credentialing database. 
2. Place the verification document in the provider/practitioner’s credential file. 

 
If the provider/practitioner does not provide a copy of their completed renewal form prior to their 
license expiration, Credentialing will immediately notify the Credentialing Committee.  The 
Credentialing Committee will take appropriate action.  

 
  

http://www.medbd.ca.gov/
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Monitoring Medicare Opt-Out Verification  
 

A. Prior to initial credentialing and recredentialing, the most recently issued “Complete Listing of Northern 

California Opt-Out Physicians” report is run from the following website: 

http://www.palmettogba.com/palmetto/providers.nsf/docsCat/Jurisdiction%201%20Part%20B~Resour

ces~Provider%20Enrollment?open  

1. Documentation will be maintained of all reviewed information (e.g., hardcopy or electronic). 
e. If a checklist is used to verify review of the Opt-Out report, then the following elements 

are required: 
I. Staff initials/signature 

II. Run Date 
III. Indication of whether or not the practitioner(s) is/are listed on the report. 
IV. Review date 

f. Alternately, a copy of the page where the practitioner’s name would have 

been listed may be printed for the file. Report date/run date and staff 

initials/signature must be present.  

 

B. Credentialing obtains and reviews documentation, and identifies if any PMGSJ contracted practitioner, 
or a practitioner applying for membership with PMGSJ is listed on the Opt-Out report. 
 

C. Credentialing brings results of the Opt-Out report to the Credentialing Committee to be discussed at 
the monthly Credentialing Meeting 

1. If a contracted provider that is providing services to Medicare members is on the Medicare opt-
out report. 

a. Credentialing will notify by letter, the contracted PMGSJ practitioner, that they are not 
eligible to provide services to PMGSJ’s Medicare members. 

2. If a practitioner applying for membership with PMGSJ is listed on the Medicare opt-out report, 
they are not eligible to provide services to PMGSJ’s Medicare members. 

  

http://www.palmettogba.com/palmetto/providers.nsf/docsCat/Jurisdiction%201%20Part%20B~Resources~Provider%20Enrollment?open
http://www.palmettogba.com/palmetto/providers.nsf/docsCat/Jurisdiction%201%20Part%20B~Resources~Provider%20Enrollment?open
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Provider Sanction Monitoring Process  
 

A. For ongoing monitoring purposes, Credentialing collects, reviews, and documents sanction activities 
utilizing the following sources: 

1. On a monthly basis the: 
a. Medicare/Medicaid Sanctions OIG Report - www.oig.hhs.gov  
b. Medical Board of California- “Hot Sheet” - www.mbc.ca.gov   
c. Board of Psychology – www.psychboard.ca.gov  
d. Podiatry Board of California - www.bpm.ca.gov  
e. Excluded Parties List System (EPLS) - https://www.epls.gov/epls/search.do  
f. Medi-Cal Suspended/Ineligible Provider List - http://files.medi-

cal.ca.gov/pubsdoco/Bulletins_menu.asp  
2. On a quarterly basis the: 

a. Medicare Opt-Out Listing – www.palmettogba.com/palmetto  
b. Osteopathic Medical Board of California - www.ombc.ca.gov  

3. On an annual basis the: 
a. Speech-Language Pathology & Audiology Board of California - 

www.speechandhearing.ca.gov  
 

B. Credentialing reviews the reports, and identifies if any PMGSJ contracted practitioner, or a practitioner 
applying for membership with PMGSJ is listed on any of the reports and if sanctions or other actions 
have been taken against the PMG/IPA practitioner.  
 

C. Credentialing brings the results to the Credentialing Committee to be discussed at the monthly 
credentialing meeting. 
 

D. PMGSJ will not contract with practitioners for Medicare Advantage health plan (participate in Medicare) 
who appear on the Medicare Opt-Out Listing or who have been sanctioned by Medicare. If a contracted 
provider is providing services to Medicare members who is on the Medicare Opt-Out report, 
Credentialing will notify PMGSJ practitioner by letter, that they are not eligible to provide services to 
PMGSJ’s Medicare members. If a practitioner applying for membership with PMGSJ is listed on the 
Medicare Opt-Out report, Credentialing will notify the practitioner applying for membership by letter, 
that they are not eligible to provide services to PMGSJ’s Medicare members. 
 

 
  

http://www.oig.hhs.gov/
http://www.mbc.ca.gov/
http://www.psychboard.ca.gov/
http://www.bpm.ca.gov/
https://www.epls.gov/epls/search.do
http://files.medi-cal.ca.gov/pubsdoco/Bulletins_menu.asp
http://files.medi-cal.ca.gov/pubsdoco/Bulletins_menu.asp
http://www.palmettogba.com/palmetto
http://www.ombc.ca.gov/
http://www.speechandhearing.ca.gov/
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Hospital Privilege Requirement Guidelines  
 

A. The Board of Directors, after considering the recommendations from the Credentialing Committee, will 
have the sole discretion to grant or refuse to grant an exception to the hospital privilege requirement. 
 

B. With the exception of a few specialty providers who seldom provide inpatient services due to the 
nature of their specialty, e.g. pathologists, physical therapists, psychologist, etc., all providers of PMGSJ 
are required to have active and unrestricted hospital privileges, unless exceptions are granted by the 
Board of Directors as outlined in this policy and procedure or unless alternative arrangement have been 
made with other providers. 
 

C. The provider may fulfill the hospital privilege requirement by having active and unrestricted privilege in 
one or more hospitals within PMGSJ’s county. 
 

D. The provider may, on occasion, fulfill the hospital privilege requirement by having active and 
unrestricted privilege at a hospital outside of the service area that the Credentialing Committee and the 
Board of Directors have considered to be acceptable.  This exception will be made to improve the 
accessibility and availability of certain services which the Credentialing Committee and the Board of 
Directors have determined to be of limited availability within the immediate service area. 
 

E. If a provider does not have active privileges or does not intend to provide any inpatient services, the 
provider may be considered for exception to the hospital privilege requirement by the Credentialing 
Committee and the Board of Directors if the provider: 

1. Requests the exception in writing; and, 
2. Presents a signed statement requesting the hospital panel (adult panel) to admit and treat all 

the provider’s members that may need impatient services; or 
3. Presents a signed agreement between the provider and other contracted physician(s) who have 

agreed to provide inpatient services to the provider’s members at contracted hospital(s), which 
is acceptable to the Credentialing Committee and the Board of Directors.  The provider is 
responsible to notify PMGSJ thirty (30) days prior to any changes that are made to this 
agreement.   

4. The Board of Directors reserves the right to change the designation of preferred hospitals, grant 
exceptions according to the above guidelines, as well as to update the above guidelines.  
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Physician Oversight of Non-Physician Practitioners  
 

A. Physicians must submit allied health professional licensure to PMGSJ’s Credentialing Department prior 
to allowing these professionals to treat members. 
 
All appropriate licensures and certifications must be current including: 

1. A valid, current license by the State of California 
2. Proof of participation in continuing medical education programs, following the guidelines of the 

physician assistant and nurse practitioner certification process. 
 

B. The supervising physician has continuing responsibility for all medical services provided by the health 
professions under their supervision. 
 

1. Physician Assistants (PAs) may perform medical services set forth by the regulations of the 
Medical Board of California (MBC) when the services are rendered under the appropriate 
supervision of a licensed physician. 
 
At all times the supervising physician must be physically or electronically available to the PA for 
consultation, except in emergency situations. 
 
The Supervising physician must not supervise more than two (2) PAs at one time. 
 

2. Nurse Practitioners (NPs) who prescribe drugs and/or devices must be in accordance with 
standardized procedures or protocols developed by the NP and supervising physician. 
 
The supervising physician is not required to be physically present; however, can be available by 
phone or email to maintain adequate contact.  
 
The supervising physician must not supervise more than four (4) NPs at a time. 
 

C. The Credentialing Department collects and maintains the licensure and educational data form each 
oversight physician for their physician assistant or nurse practitioner, distributes this policy, and 
administers the Physician Oversight of Non-Physician Practitioners Program to ensure it meets the 
criteria of this policy.  
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National Practitioner Data Bank (NPDB) 
 

A. NPDB Reporting Requirements 
 
An adverse action or sanction is reportable to NPDB if it: (1) results in termination or suspension lasting 
more than 30 days, and (2) is based on a physician’s (M.D. or D.O.) or other licensed healthcare 
practitioner’s professional competence or conduct that adversely affects, or could adversely affect the 
health or welfare of a patient. 
 
Since actions covered by this section afford the practitioner the right to a formal hearing under the 
Judicial Hearing Policy, a report to the NPDB will only be made either after the hearing or after the 
practitioner had waived his right to a hearing, unless there is a summary suspension of membership in 
which event the report is filed within 15 days following the imposition of such summary action. 
 

B. NPDB Reportable Actions 
 
PMGSJ must file an NPDB Notification report with the National Practitioner Data Bank (NPDB) if it 
identifies certain adverse actions or sanctions, provided that the action is based on a finding by PMGSJ 
that the practitioner has engaged in certain types of adverse conduct. The reportable adverse actions or 
sanctions must be based on a practitioner’s professional competence or professional conduct that 
adversely affects, or could adversely affect, the health or safety or welfare of a patient; or voluntary 
resignation, surrender or restriction of clinical privileges while under, or to avoid, investigation for such 
conduct. 
 
Examples of these reportable actions or sanctions, when established for a medical cause or reason, are: 

1. Suspension of a practitioner for 30 days or more in a calendar year or a summary suspension for 
membership to last for 14 or more days; 

2. Termination of a practitioner’s provider service agreement with the effect that the practitioner 
no longer has the right to treat plan members; or 

3. Restriction on the right of the practitioner to treat plan members, such as requirement that 
practitioner obtain a prior consultation and approval from another practitioner before 
performing certain procedures, which would last for 30 or more days in a calendar year. 

4. Acceptance of a physician’s or other licensed health care practitioner’s surrender or restriction 
of clinical privileges while under investigation for possible professional incompetence or 
improper professional conduct or in return for not conducting an investigation or professional 
review action must also be reported. 
 

C. Non-Reportable Actions 
 
PMGSJ must file an NPDB Notification report with the National Practitioner Data Bank (NPDB) if it 
identifies certain adverse actions or sanctions, provided that the action is based on a finding by PMGSJ 
that the practitioner has engaged in certain types of adverse conduct. The reportable adverse actions or 
sanctions must be based on a practitioner’s professional competence or professional conduct that 
adversely affects, or could adversely affect, the health or safety or welfare of a patient; or voluntary 
resignation, surrender or restriction of clinical privileges while under, or to avoid, investigation for such 
conduct. 
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Examples of these reportable actions or sanctions, when established for a medical cause or reason, are: 
 

1. Suspension of a practitioner for 30 days or more in a calendar year or a summary suspension for 
membership to last for 14 or more days; 

2. Termination of a practitioner’s provider service agreement with the effect that the practitioner 
no longer has the right to treat plan members; or 

3. Restriction on the right of the practitioner to treat plan members, such as requirement that 
practitioner obtain a prior consultation and approval from another practitioner before 
performing certain procedures, which would last for 30 or more days in a calendar year. 

4. Acceptance of a physician’s or other licensed health care practitioner’s surrender or restriction 
of clinical privileges while under investigation for possible professional incompetence or 
improper professional conduct or in return for not conducting an investigation or professional 
review action must also be reported. 
 

D. Non-Reportable Actions 
 
Warnings, counseling, special monitoring or special precautions to observe a practitioner’s treatment of 
plan members does not trigger and NPDB report. 
 
Examples of situations/actions that are NOT reportable to the NPDB include: 

1. Sanctions or termination that are based on non-compliance or breach of contract provisions 
with either the PMGSJ Provider Agreement or the Health Plan’s contract.  

2. Providers who are given a temporary corrective action plan, but are allowed to continue to treat 
members in their panel. 

3. Adverse actions based primarily on a practitioner’s advertising practices, fee structure, salary 
arrangement, affiliation with other associations or health care professionals, or other 
competitive acts intended to solicit or retain business. 

4. Termination because of breach of contract, e.g., termination because of sanctions by an Office 
of the Inspector General (OIG), or debarment by Office of Personnel Management (OPM) of the 
provider’s participation in the Federal Employee Health Benefit Program. 
 

E. Board of Directors 
 
The Board of Directors shall review the recommendation submitted by the Quality Management 
Committee and the Credentialing Committee. The Board may affirm, modify, reject or refer the matter 
back for future consideration. If the Board concurs with the recommended action and the said action is 
reportable to the NPDB, then the action shall remain in abeyance, pending the right of the practitioner 
to a hearing under the Judicial Hearing Policy.   

 
The Board will notify the practitioner of its recommended action as well as the hearing and appeals 
rights under the Judicial Hearing Policy.   
 
In the event the practitioner fails to request a hearing within the time limits set forth in the Judicial 
Hearing Policy, the action of the Board shall go automatically into effect and the practitioner, Chief 
Medical Officer, the Credentialing Committee and the Quality Management Committee shall be duly 
notified. 

1. If the provider requests a hearing within the time limit, the Board of Directors will follow the 
procedure outlined in the Judicial Hearing Policy. 
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2. After the judicial hearing process has been completed, the Board of Directors will review the 
findings of the Quality Management Committee, the Credentialing Committee and the Judicial 
Hearing Committee and will make a determination as to the final outcome of the action. 

 
The Chief Medical Officer, Quality Management Committee, Credentialing Committee, and the 
affected practitioner shall be duly notified of the Board’s decision after the proceeding of the hearing. 
If the determination is adverse to the affected practitioner and results in an Adverse Action 
Notification Report, the Board of Directors, or its designee, will formalize the recommended action 
along with any required background information or documentation, and forwards the information to 
the Provider Services Manager of the administrative offices for reporting to the National Practitioner 
Data Bank. 
 

F. NPDB Notification 
The Credentialing Department is responsible for submitting data within 15 calendar days (including 
Saturdays, Sundays and Federal holidays) of the final determination.  The Credentialing Department: 

1. Completes the Adverse Action Report (NPDB Notification) form and forwards to PMGSJ’s Chief 
Executive Officer and Chief Medical Officer for review;   

2. Submits the information to the NPDB; 
3. Maintains copies of supporting documentation and detailed records including time and date 

that the notice was sent to the NPDB; 
4. In the event the action is reportable under the California 805 reporting requirements, PMGSJ 

will comply and follow their 805 Reporting Policy. 
 

Reporting of sanctions and adverse actions to the NPDB will be done electronically by PMGSJ through 
EXCEL MSO’s Provider Services Manager. Only one report is required to be submitted for a single 
professional review action that produces multiple clinical privilege actions. 
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Primary Source Verification  
 

A. Guidelines for Primary Source Verification 
1. M.D./D.O.: 

a. If the practitioner is Board Certified by a member board of the American Board of 
Medical Specialties, verification of Board by a member board of the American Board of 
Medical Specialties, verification of Board Certification fulfills this requirement.  

b. For all practitioners who are not board certified, the CVO will verify the highest level of 
education through the AMA Physician Master File or AOA Physician Master File.  
Graduate Medical Education, Internship, Residency, and Fellowship, and dates of 
attendance will be confirmed via application.  If the practitioner is not currently board 
certified, is currently board eligible, or is board ineligible, primary source verification shall 
determine whether the practitioner has satisfied the following requirements: 

2. Primary Care Physicians (PCPs) 
a. Completed residency in Family Practice, Internal Medicine, Pediatrics, or 

Obstetrics/Gynecology and out of residency training for more than five (5) years OR in 
practice more than five (5) years and completed CME to a minimum of 25 CME hours 
AMA Category One (or AOA equivalent) for each of the last 3 years, or as required by 
state, if greater. 

3. Specialty Providers 
a. Practices solo and completed residency less than five (5) years ago in ABMS or AOA 

specialty and completed CME to a minimum of 25 CME hours AMA Category One (or AOA 
equivalent) for each of the last three (3) years, or as required by state, whichever is 
greater; OR completed residency in ABMS or AOA Specialty and practices in group where 
at least fifty percent (50%) of physicians in Applicant’s specialty are Board Certified in the 
same specialty as the Applicant. 

b. For those Applicants who have not completed a residency program, verification directly 
from the medical school will meet this requirement. 

4. Chiropractors (DCs) 
a. Graduation from an accredited chiropractic college whose graduates are recognized as 

candidates for licensure by the regulatory authority issuing the license. 
5. Dentists (DDSs) or Oral Surgeons 

a. Verification of education and training of dentists will be done through verification of 
graduation from dental school and completion of specialty training, as applicable, or 
form documentation from the American Dental Association (ADA) Master file.  

6. Podiatrists (DPM) 
a. Verification of education and training will be done through verification of graduation 

from podiatry school and completion of a residency, if applicable. If the podiatrist is 
Board Certified, podiatry school and residency will be verified from American Board of 
Podiatric Medicine or the specialty board recognized by the American Podiatric Medical 
Association Council on Podiatric Medical Education.   

7. Non-Physician Behavioral Health Care Professionals 
a. Verification of education and training from the professional school listed on the 

application.   
8. Ancillary Licensed Practitioners 

a. Verification of education and training from the professional school listed on the 
application.  
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b. Ancillary Practitioners include but are not limited to occupational therapists, physical 
therapists, speech therapists, non-physician behavior health practitioners and other non-
physician independent practitioners and other such Practitioners as listed in PMGSJ 
Network List attached hereto. 
 

B. The responsibility of Primary Source Verifications (PSV) are divided between PMGSJ’s Credentialing 
Department and the Credentials Verification Organization (CVO).  
 

C. PMGSJ contracts with a NCQA accredited Credentialing Verification Organization (CVO) to provide 
services for primary source verification.   
 

D. The CVO is responsible for verification and query, when appropriate, that each of the following 
elements are valid and current: 

1. Medical Board of California;  
2. California license agency appropriate for the profession or are of service;  
3. Hospital privileges at admitting facilities other than the primary admitting hospitals of PMGSJ;  
4. DEA certification, if applicable;  
5. Board Certification, through ABMS or individual Board, if applicable;  
6. ECFMG, if applicable;  
7. National Practitioner Data Bank (NPDB);  
8. Federation of Chiropractic Licensing Board; 
9. State Board of Dental Examiners; 
10. Medicare/Medi-Cal sanctions; 
11. Medicare Opt-Out listing; and/or 
12. Highest level of professional education, if not Board Certified 

 
E. Primary source verification information is received electronically through primary source websites, and 

in writing via email or facsimile.  
1. Primary Source Websites—Online verification requests are submitted to the appropriate 

website.  Verifications are printed, date stamped, initialed are maintained within the 
practitioner’s credentialing/recredentialing file. 

2. Email—Email verification requests are submitted to PMGSJ’s Credentialing Department direct 
email address.   Verifications are printed, date stamped, initialed are maintained within the 
practitioner’s credentialing/recredentialing file. 

3. Facsimile—Facsimile verification requests are faxed to PMGSJ’s Credentialing Department’s 
direct fax number.  Verifications are printed, date stamped, initialed are maintained within the 
practitioner’s credentialing/recredentialing file. 
 

F. Within thirty (30) days following completion of the verification, the CVO provides the verification report 
to PMGSJ’s Credentialing Department.  Verification reports are received electronically in pdf format, 
printed, date stamped, initialed and maintained within the practitioner’s confidential 
credentialing/recredentialing file.   
 

G. The Credentialing Department will complete PMGSJ’s credentialing/recredentialing check-off list to 
ensure all required information has been verified by the CVO. 
 

H. The Primary Source Verification report cannot be altered by PMGSJ.  If an error is identified, the 
Credentialing Department will immediately notify the CVO in the error and request verification and 
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modification be conducted by them.    
 

I. The Credentialing Department is responsible for performing the following primary source verification 
for both credentialing and recredentialing: 

1. Hospital privileges at the primary admitting hospital(s) of PMGSJ, including the date of 
appointment, scope of privileges, restrictions, and recommendations; 

2. Current malpractice coverage; 
3. Malpractice claim history; 
4. Medical Board of California Monthly Disciplinary Summary (Hot Sheet) 

 
J. Once the Credentialing Department collects all required information, the practitioner’s 

credentialing/recredentialing file will be presented to the Credentialing Committee for their review, 
decision, and recommendation to the Board of Directors.   
 

K. Credentialing/Recredentialing primary source verification and practitioner files are physically 
maintained in a restricted storage area.  Primary source verification received electronically is controlled 
with unique user names and passwords.  To prevent unauthorized access, modification and/or release 
of information, access to the electronic data and physical storage area is limited to Credentialing 
Department staff whose job function requires their access to the data and files. 
 

L. PMGSJ staff is prohibited from making modifications to credentialing/recredentialing applications and 
primary source verification.  In the event an error is identified, Credentialing staff will reach out to 
either the practitioner or CVO and request applicable modifications.   
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Sanction Process  
 

A. Automatic Suspensions 
The following actions, should they occur, are considered so fundamentally at odds with the basic 
qualifications a practitioner needs to maintain in order to treat plan members, that any of these actions 
will result in an automatic suspension of the practitioner’s privileges to treat plan members. This 
automatic suspension will be imposed by the Board of Director after the Board of Director is satisfied 
that one of the following actions have taken place. Should a practitioner become aware that he or she 
has been personally subjected to any of the following actions, the affected practitioner shall have an 
affirmative obligation to notify the Board of Director, Credentialing Committee, or the Chief Medical 
Officer immediately. The suspension shall remain in effect for so long as the action causing the 
suspension remains in effect. 

1. Reasons for Automatic Suspension: 
a. Suspension, limitation, or revocation of a practitioner’s licensure to practice his/her 

profession in California for the services to be provided under the Practitioner's provider 
services agreement; 

b. Loss or suspension of the practitioner’s DEA certificate; 
c. Loss or suspension of the practitioner’s right to participate in the Medi-Cal or Medicare 

programs; 
d. Loss of professional or general liability insurance, as required in the practitioner’s 

provider services agreement with PMGSJ; 
e. Conviction of a felony related to the practice of practitioner's profession or otherwise 

related to the suitability of treating plan members; 
f. Conviction of a criminal offense rendering the practitioner unable to provider services to 

PMGSJ membership under the practitioner’s provider services agreement; 
g. Revocation, suspension or significant reduction, in the judgment of PMGSJ, of hospital 

staff privileges for any medical disciplinary cause or reason at a participating hospital; 
h. The credentialing information or recredentialing information provided to PMGSJ, 

management company which PMGSJ contracts with, or the credentialing verification 
organization contracted by PMGSJ was or becomes materially false; or, 

i. Any other action or event which is cause for automatic termination of practitioner's 
provider services agreement pursuant to the terms of the provider services agreement. 

2. In addition, in the event that a practitioner is placed on probation by his/her licensing agency or 
by any other Federal or State agency which has regulatory powers over the practitioner’s right 
to practice or see patients, his/her right to treat plan members shall be automatically subject to 
the same restrictions contained in such governmental action. 

3. Chief Medical Officer-- The CMO will forward any information on the occurrence of any of the 
above-mentioned action concerning a practitioner of PMGSJ to the Board of Directors of PMGSJ 
along with supporting documentation. This documentation can include notification and 
information obtained from the practitioner, health plans, hospitals, staff of the management 
company, credentialing verification organization, and governmental agencies. Alternatively, if 
the CMO deems that immediate action needs to be taken, the Chief Medical Officer will 
immediately notify the President of PMGSJ. 

4. Credentialing Committee-- The Credentialing Committee, upon receipt or discovery of the 
occurrence of any of the above-mentioned action concerning a practitioner of PMGSJ, will 
forward such information along with supporting documentation to the Board of Directors and 
the CMO. This documentation can include notification and information obtained from the 
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practitioner, health plans, hospitals, staff of the management company, credentialing 
verification organization, and governmental agencies. 

5. Board of Directors-- Upon notification of the occurrence of any above-mentioned actions, the 
Board of Directors will investigate and review the relevant documentation. The automatic 
suspension will be imposed after the Board of Director is satisfied that one of the above-
mentioned actions has occurred. The Board of Director also has the option of delegating this 
responsibility to the President of PMGSJ or the Chief Medical Officer. 

6. Coordination of Continuity of Care-- Upon the imposition of the automatic suspension and to 
prevent plan members from being denied needed medical care as the result of such suspension, 
the CMO and the staff member of the management company, contracted to provide service to 
PMGSJ, shall take such action as appears prudent to reassign all plan members currently 
hospitalized or in need of immediate medical care to another practitioner. 

7. The affected practitioners shall not be entitled to hearing rights provided in the Hearing Policy 

for any of the actions described in this Article of Automatic Suspension. 

 

B. Summary of Suspensions 
1. Whenever a practitioner’s conduct appears to require that immediate action be taken to 

protect the life, health, safety or welfare of a plan member or any other person, the Chief 
Medical Officer or the President of PMGSJ may summarily suspend or restrict the ability of a 
practitioner to treat plan members. 

2. Unless otherwise stated, such summary suspension or restriction shall become effective 
immediately upon imposition, and the Chief Medical Officer or the President shall promptly give 
written notice of the action to the affected practitioner, the Quality Management Committee, 
and the Board of Directors.  

3. The summary suspension shall remain in effect for the period stated in the notice or until the 
review of the circumstances of the suspension by the Board of Director. 

4. Chief Medical Officer-- Upon the imposition of the summary suspension, the Chief Medical 
Officer shall forward all supporting information and documentation to the President of PMGSJ. 

5. President-- If the President is the person who imposed the summary suspension, he/she shall 
forward all supporting information and documentation to the Board of Directors. Upon receipt 
of the notice of summary suspension from the Chief Medical Officer, the President shall 
immediately call a meeting of the Board of Directors within 10 days of the effective date of the 
summary suspension. 

6. Board of Directors-- Upon receipt of the notice of summary suspension and supporting 
information and documentation, the Board of Director shall meet within 10 days of the effective 
date of the summary suspension. The practitioner shall be afforded opportunity to attend the 
meeting with the Board of Directors at which time the action shall be reviewed and to address 
the underlying issues which prompted the action. This meeting shall not constitute a hearing 
and none of the procedural safeguards set forth in the Provider Hearing Policy shall apply. 

a. In the event the practitioner does not attend the meeting with the Board of Directors, 
the Board of Directors shall nevertheless meet and review the matter and all the relevant 
information and documentation. The decision of the Board of Directors, following such 
meeting, shall constitute the final action of PMGSJ on this matter.  Failure of the 
practitioner to attend the meeting shall act to waive his right to a hearing under the 
Provider Hearing Policy and shall constitute voluntary acceptance of the action of the 
Board of Directors.  

b. In the event the practitioner does attend the meeting with the Board of Directors, after 
reviewing the matter and meeting with the affected practitioner, the Board of Directors 
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shall make a decision. The Board of Directors may decide to affirm, modify or reverse the 
summary suspension. The practitioner and Chief Medical Officer shall be notified 
promptly in writing of its decision.  In the event the Board of Directors decides to 
continue the suspension or restriction in such a manner that an 805 report will have to 
be made, the decision shall state the reasons of the decision, and the practitioner shall 
be duly notified of the decision as provided below. 

7. Notice of Adverse Action-- In the event that any of the actions are taken which afford the 
practitioner the right to a hearing, the practitioner shall be given written notice. Such written 
notice shall state the decision; the reason(s) for the decision; the fact that the action, if not 
reversed, will result in an 805 report; the practitioner’s right to request a hearing and the time 
frame in which the practitioner must request the hearing.  (See Provider Hearing Policy for the 
time frame in which to request a hearing.) 
 

Coordination of Continuity of Care-- Upon the imposition of the summary suspension and to prevent 
plan members from being denied needed medical care as the result of such suspension, the Chief 
Medical Officer and the staff member of the management company, contracted to provide service to 
PMGSJ, shall take such action as appears prudent to reassign all plan members currently hospitalized or 
in need of immediate medical care to another practitioner. 
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Identification of HIV/AID Specialists  
 

A. PMGSJ identifies HIV/AIDS Specialists during the credentialing and recredentialing process, and 
annually thereafter.  All credentialing and recredentialing applications include an HIV/AIDS form for all 
Practitioners to review and complete if they would like to be identified as an HIV/AIDS Specialist 
Provider.  

1. All Physicians who complete the form and indicate “Yes, I do wish to be designated as an 
HIV/AIDS Specialist based on the criteria below,” Credentialing will obtain the documents to 
support the criterion the Practitioner identified on the form. 

b. For all Physicians who indicated “Yes, I do wish to be designated as an 
HIV/AIDS Specialist based on the criteria below,” and met the criterion set 
forth in this policy will be designated as an HIV/AIDS Specialist. 

I. If the Physician indicated “Yes, I do wish to be designated as an HIV/AIDS 
Specialist based on the criteria below,” and does not include the supporting 
documentation, the Credentialing Specialists will make a minimum of three (3) 
attempts to collect this information from the Physician, which will be 
documented in the Practitioners file. 

1. If the Credentialing Specialists is unable to obtain the information from 
the Practitioner, the Physician will then be notified that they will not be 
listed in PMGSJ’s network as an HIV/AIDS Specialist due to not meeting 
the HIV/AIDS Specialist criterion as noted in this policy. 

c. For all Physicians who indicated “No I do not wish to be designated as an 
HIV/AIDS Specialist or do not complete a form at all, they will not be 
identified as an HIV/AIDS Specialists in PMGSJ’s network. 
 

B. PMGSJ identifies and verifies the appropriately qualified Physicians who meet the definition of an 
HIV/AIDS Specialist.  An “HIV/AIDS Specialist” is a Physician who holds a vital unrevoked and 
unsuspected certificate to practice medicine in the State of California who meets any one of the four (4) 
criterion below: 

1. Is credentialed as an HIV Specialist by the American Academy of HIV Medicine (AAHIVM); 
a. PMGSJ will verify the Physician’s credentials on the American Academy of HIV Medicine 

website https://aahivm.org/  
2. Is board certified, or has earned Certificate of Added Qualifications, in the field of HIV medicine 

granted by a member board of the American Board of Medical Specialties, should a member 
board of that organization establish board certification, or a Certificate of Added Qualifications, 
in the field of HIV medicine, or 

a. PMGSJ will verify the Physicians board certification(s) using the sources in the 
Credentialing Standards policy. 

3. Is board certified in the field of Infectious Diseases by a member board of the American Board 
of Medical Specialties and meet the following qualifications: 

a. In the immediately preceding twelve (12) months has clinical medical care to a minimum 
of twenty-five (25) patients who are infected with HIV; and 

b. In the immediately preceding twelve (12) months has successfully completed a minimum 
of fifteen (15) hours of category 1 continuous medical education (CME) in the prevention 
of HIV infected patients including a minimum of five (5) hours related to antiretroviral 
therapy per year. 

I. PMGSJ will verify the Physicians board certification(s) using the sources in the 
Credentialing Standards policies; and 

https://aahivm.org/
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II. PMGSJ will request for copies of those Continuing Medical Education (CME) 
credits and verify: 

1.   The appropriate number of CMEs hours in the HIV Medicine or  
       antiretroviral therapy, were completed; 

4. Meets the following qualifications: 
a. In the immediately preceding twenty-four (24) months has clinically managed medical 

care to a minimum of twenty (20) patients who are infected with HIV; and 
b. Has completed any of the following: 

I. In the immediately preceding twelve (12) months has obtained board 
certification or recertification in the field of infectious disease from a member 
board of the American Board of Medical Specialties; or 

II. In the immediately preceding twelve (12) months has successfully completed a 
minimum of thirty (30) hours of category 1 continuing medical education in the 
prevention of HIV infection, combined with diagnosis, treatment of both, of HIV-
infected patients. 

1. PMGSJ will verify the Physicians board certification(s) using the sources 
in the Credentialing Standards policies; 

2. PMGSJ will request for copies of those Continuing Medical Education 
(CME) credits and verify: 

3. The appropriate number of CMEs hours in the Prevention of HIV 
infection, combined with diagnosis, treatment of both HIV-infected 
patients, were completed;  

III. In the immediately preceding twelve (12) months has successfully completed a 
minimum of fifteen (15) hours of category 1 continuing medical education in the 
prevention of HIV infection, combined with diagnosis, treatment, or both, of 
HIV-infected patients and has successfully completed the HIV Medicine 
Competence Examination administered by the American Academy of HIV 
Medicine. 

IV. PMGSJ will request for copies of those CME credits and verify: 
1. The appropriate number of CME’s hours in the Prevention of HIV 

Infection, combined with diagnosis, treatment of both of HIV-infected 
patients, were completed; 

V. PMGSJ will request for a copy of the Exam Verification of the HIV Medicine 
Competence Examination administered by the American Academy of HIV 
Medicine. 

 
C. On an annual basis, PMGSJ send a blast fax to all Direct Network Providers, to confirm which Providers 

would like to be listed as HIV/AIDS Specialist Providers, ensure PMGSJ identifies or reconfirms the 
appropriately qualified Physician who meet the definition of an HIV/AIDS Specialist, on annual basis. 

1. The annual screening is faxed to all Direct Primary Care Physicians (PCPs) and Specialists. 
2. The blast fax is sent by PMGSJ’s Provider Services Department and then the list of Providers is 

provided to the Credentialing Department track the Physician responses. 
3. The annual screening is completed within twelve (12) months of the prior year’s annual 

screening. 
4. For Physicians currently listed in the network as an HIV/AIDS Specialists, the Credentialing 

Department will reconfirm if the Provider still meets the criterion to be listed as a HIV/AIDS 
Specialist. 
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D. The list of identified qualifying Physicians is provided to the department responsible for authorizing 
standing referrals through our Network Development Data Base in real time and is available upon 
request to the Credentialing Department.  
 

 

  



 

PMGSJ Provider Manual - Revised: June 2023    
Provider Services: 408.937.3600 or providerservices@excelmso.com 

CONFIDENTIAL 

73 

Recredentialing Cycle Length  
 

A. The length of the recredentialing cycle is within the required thirty-six (36) month time frame.  The 
thirty-six (36) month recredentialing cycle begins on the date of the previous credentialing decision.  
The thirty-six (26) month cycle is counted to the month not to the day. 
 

B. All written and verbal communications regarding recredentialing applications are documented within 
the Credentialing database by the person who made the attempt (i.e. Credentialing Specialists, Provider 
Services Representative, etc.), to ensure all attempts are documented and readily available for those 
providers terminated due to non-compliance to recredentialing. 

1. Four (4) months prior to the recredentialing due date, the Credentialing Department via the 
CVO vendor, generates and sends out the recredentialing applications to the respective 
providers via email or fax to the Practitioners credentialing contact or Practitioner directly, for 
review and signature.   

1. The CVO verifies CAQH and downloads the provider application if the attestation is 
current or the CVO will fax the paper recredentialing application to the provider’s office. 
If the providers CAQH profile has an expired attestation, the vendor will reach out to the 
Credentialing Department asking for follow up with the provider. 

2. The practitioner is provided a due date within fourteen (14) calendar days to return the 
completed recredentialing application to the Credentialing Department. 

I. If the practitioner does not submit the application within the designated 
timeframe, the Credentialing Specialist will make at least three (3) separate 
attempts to follow-up with the practitioner’s office.  During this time, the 
Credentialing Specialist must obtain the following information: 

1. Confirm the best contact for the recredentialing application. 
2. Best Communication method (i.e. e-mail, fax, phone, etc.) 
3. Confirmation of receipt of recredentialing application. 
4. Next follow-up date. 
5. Anticipated date of completion and submission to PMGSJ. 

2. Three (3) months prior to the recredentialing due date, the Credentialing Department will notify 
the provider the Provider Services Department of the practitioners who have not submitted 
their recredentialing applications. 

a. The Provider Services Representatives (PSRs) are responsible for at least three (3) 
separate attempts, via phone, email, and office visit, to follow-up on the recredentialing 
application with the practitioner.  During this time, the Provider Services Representatives 
are responsible for: 

I. Remind the Practitioner: 
1. Their credentialing application is past due; 
2. If their application is not submitted to the Credentialing Department by 

the 20th of the month prior to their recredentialing application is due, 
their file will be recommended for termination due to non-compliance to 
recredentialing; and 

3. After termination and the provider wants to continue participation in 
PMGSJ’s direct network, the provider must undergo the initial 
credentialing process, regardless if the termination date was less than 
thirty (30) calendar days. 

II. Obtain the next follow-up date and/or anticipated date of completion and 
submission to PMGSJ. 
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III. Collecting and forwarding the recredentialing application to the Credentialing 
Department.  

3. If the recredentialing application is received after the termination letter is sent to the provider, 
the provider is notified by recipient that the provider was terminated due to non-compliance to 
recredentialing.  If the provider would like to continue their participation with PMGSJ’s network, 
the provide must undergo the initial credentialing process and submit their application to CPQH 
to initiate the process. 

 
C. PMGSJ may extend a practitioner’s recredentialing cycle time frame (beyond the thirty-six (36) months) 

if the Practitioner is: 
1. On active military assignment. 
2. On medical leave (e.g. maternity leave) 
3. On sabbatical 

 
D. If the Credentialing Department is made aware of any of the reasons above, Credential must obtain 

written documentation from the Practitioner’s office that includes an anticipated date of return.  The 
Credentialing Department must recredential the practitioner within sixty (60) calendar-days of the 
Practitioners return to practice. 
 

E. Failure to meet the allocated time frame above, will result in the administrative termination of the 
Practitioner due to non-compliance to recredentialing. 

 



 

PMGSJ Provider Manual - Revised: June 2023    
Provider Services: 408.937.3600 or providerservices@excelmso.com 

CONFIDENTIAL 

75 

CHAPTER 10: TIMELY ACCESS REQUIREMENTS 
 

Appointment Access Standards 
 

 

Help obtain health care services in a timely manner. Please schedule appointments for your members  
in accordance with the following time frames. 
 
In-Office Waiting Room Time: The time after a scheduled medical appointment a patient is waiting to be taken to 
an exam room to be seen by the practitioner is within 30 minutes. 
 

 
Primary Care Provider (PCP) Accessibility Standards 

 
Appointment Type 

 
Time Elapsed Standards 

Routine Primary Care Appointments (Non-Urgent) 
Services for a patient who is symptomatic but does 
not require immediate diagnosis and/or treatment. 

Must offer the appointment ≤ 10 Business days of the 
request. 
 

Urgent Care Appointment  
Services for non-life-threatening conditions that 
could lead to a potentially harmful outcome if not 
treated in a timely manner. 
 

Must offer the appointment ≤ 48 hours of request (if not 
authorization required). 
 
Must offer the appointment ≤ 96 hours of request (if prior 
authorization is required). 

Adult Physical exam and wellness check Must offer appointment ≤ 30 calendar days of the request. 

 
Obstetrics/Gynecology Accessibility Standards 

 
Appointment Type 

 
Time Elapsed Standards 

First prenatal visit 
A periodic health evaluation for a member with no 
acute  
medical problem. 

Must offer appointment ≤ 14 calendar days of the request. 
 

Post-partum visit Must offer appointment ≤ 3-6 weeks after delivery. 
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Specialty Care Provider (SCP) Accessibility Standards 

 
Appointment Type 

 
Time Elapsed Standards 

Routine Specialty Care Physician Appointment  
(Non-Urgent) 

Must offer the appointment ≤15 Business days of the  
request. 

Urgent Care Appointments  
Services for non-life-threatening conditions that 
could lead  
to a potentially harmful outcome if not treated in a 
timely  
manner. 

 

Must offer the appointment ≤ 48 hours of request (if not 
authorization required). 
 
Must offer the appointment ≤ 96 hours of request (if prior 
authorization is required). 

Non-Urgent Ancillary Appointments  
(for diagnosis or treatment of injury, illness, or other 
health  
condition) 

Must offer the appointment ≤15 Business days of the  
request.  

 

Initial Health Assessment  
(> 18 months) 

Must offer appointment ≤ 120 calendar days from when 
the member becomes eligible. 

Initial Health Assessment  
(<18 months and younger) 
 

Must offer appointment ≤60 calendar days of  
enrollment or within periodicity timelines as  
established by the American Academy of Pediatrics. 
 

 
 

Behavioral Health (BH) Accessibility Standards 

 
Appointment Type 

 
Time Elapsed Standards 

Routine Appointment  
(includes non-physician behavioral health providers) 

Must offer the appointment ≤ 10 Business Days of the  
request. 

Urgent Care Appointments 
Services for non-life-threatening conditions that 
could lead  
to a potentially harmful outcome if not treated in a 
timely  
manner. 

Must offer the appointment ≤ 48 hours of request. 

Non-Life-Threatening Emergency Must offer the appointment ≤ 6 hours of request 

Life-Threatening Emergency Care Immediately 

Follow Up Care After Hospitalization for mental 
illness 

Must Provide Both: 
One follow-up encounter with a mental health provider  
≤ 7 calendar days after discharge 
Plus 
One follow-up encounter with a mental health provider  
≤ 30 calendar days after discharge. 

 

  



 

PMGSJ Provider Manual - Revised: June 2023    
Provider Services: 408.937.3600 or providerservices@excelmso.com 

CONFIDENTIAL 

77 

After Hours Standards 
 

 

After Hours Care: All Providers or covering physicians (PCP, SCP, BH) are required by contract to provide 24 hours a 
day, 7 days per week, including holidays and weekends coverage to members. Physician or their on-call coverage or 
triage/ screening clinician must return urgent calls to member, upon request within 30 minutes. 
 
*Clinical advice can only be provided by appropriately qualified staff, e.g., physician, physician assistant, nurse 
practitioner or RN. 

 
NCQA guidelines requires that your office answering service and/or machine must state the following: 

Emergency 
Care 

The patient should be directed to emergency care for any life-threatening situation with this message:  
"If you are experiencing a life-threatening situation, hang-up and dial 911 or go to the nearest 
emergency room" 

Urgent 
Care 

For non-emergent needs, the patient can be directed to leave a phone number for a call back and 
should receive a call back within 30 minutes.  

 

After Hours Sample Script for Providers 
 
One of the following scripts may be used by physicians as a template to ensure that members (patients) have 
access to timely medical care after business hours or when your offices are closed. 
 
IMPORTANT: Effective telephone service after business hours ensures callers are able to reach a live voice or 
answering machine within 30 seconds. 
 

A. CALLS ANSWERED BY A LIVE PERSON (such as an answering service or centralized triage): 
If the caller believes that he or she is experiencing a medical emergency, advise the caller to hang up 
and call 911 immediately or proceed to the nearest emergency room. 
 
Example:  
Hello, you have reached the <answering service> for Dr.< Last Name>. If this is a medical emergency, 
please hang up and dial 911 immediately or go to the nearest emergency room. If you wish to speak 
with the on-call physician, Dr.<Last Name> can assist you. Please<page/call>him/her at <telephone 
number>. You may expect a call back within 30 minutes. 
 

B. CALLS ANSWERED BY AN ANSWERING MACHINE: 
Hello, you have reached <insert Name of Doctor>. If this is a medical emergency, please hang up and 
dial 911 immediately or go to the nearest emergency room. If you wish to speak with the physician on-
call (select appropriate options): 
 
Examples: 
Hello, you have reached the <Name of Doctor>. If this is a medical emergency, please hang up and dial 
911 immediately or go to the nearest emergency room. If you wish to speak with the physician on-call, 
please leave a message with your name, telephone number and reason for calling, and you may expect 
a call back within 30 minutes 
OR 
you may reach him/her directly by calling <telephone number> or press <number> to page the physician 
on-call. You may expect a call back within 30 minutes. 
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Primary Care Physician Coverage During Times of Absence  
 
C. PCPs must provide adequate medical coverage to PMGSJ’s members during times of absence. 

 
D. PCPs must: 

1. Select an on-call physician who is contracted with PMGSJ. 
2. Notify assigned PMGSJ members of times of absence. 
3. Alter after-hours message to include on-call information, when applicable. 

 
E. Physicians who are non-compliant may be subject to corrective action. 
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CHAPTER 11: CLAIMS AND BILLING SUBMISSION 
 

Electronic Claims Submission 

 
For fast and efficient processing, professional claims for PMGSJ members should go through Provider Direct 
Submission or Office Ally Clearinghouse -- not to the health plan. 
 

CLEARINGHOUSE PAYOR ID 

Office Ally EXC01 

Office Ally EXC02 

Office Ally KOVA1 

 
PMGSJ processes electronic claims every business day (not including weekends or legal holidays). 
 
For successful electronic claims submission, verify that all the following information appears correctly on 
the claim: 
 

• Patient’s Name 

• Date of Birth 

• Insurance Identification Number 

• Rendering NPI 

• Billing Tax ID 
 
If you would like assistance setting up electronic claims submissions for faster and more efficient processing, 

please contact Provider Services at (408) 937-3639 or providerservices@excelmso.com.  
 

To verify status on electronic claims or paper claims please use our Provider Portal at www.pmgmd.com.   
 

If you must use Paper then:  
Mail Medi-Cal and Commercial Claims to: 
PMGSJ  
P.O. Box 1997 
San Leandro, CA  94577-1997 

 
Mail any Medicare Paper Claims and All Misdirected Paper Claims to: 
PMGSJ  
ATTN: Claims Department 
2304 Zanker Road 
San Jose, CA  95131 

 
If you have any questions or concerns, please contact Provider Services at (408) 937-3639 or 

providerservices@excelmso.com. 

 

  

mailto:providerservices@excelmso.com
http://www.pmgmd.com/
mailto:providerservices@excelmso.com
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Billing with National Drug Code Requirement 

 
Due to July 1, 2019 CMS driven changes in the Healthcare National Drug Code (NDC) reimbursement 
policy your claims may be denied. This policy REQUIRES that claims submitted for reimbursement for 
drug-related revenue codes, Healthcare Common Procedure Coding System (HCPCS) and Current 
Procedural Terminology (CPT®) codes must include: 
 

• A valid NDC number 

• The quantity 

• A unit of measure (UOM) 
 
If a claim for a drug administered doesn’t include a valid NDC number, the quantity and a unit of 
measure, we may deny your claim. 
 
By requiring NDC numbers, we can differentiate and target drugs that share the same revenue or HCPCS 
code for drug preferences and rebates. NDC numbers provide full transparency of the medication 
administered and allow for accurate identification of the manufacturer, drug name, dosage, strength, 
package size and quantity. 
 
To submit a claim with the NDC code, unit of measure and the quantity, here are instructions for submitting 
paper claims and submitting claims electronically.  
 
Submitting Paper Claims 
Using the CMS 1500 form, enter the NDC information in field 24. There are six service lines in field 24 with 
shaded areas. Place the NDC information in the line’s top shaded part. 
 

 
When entering the supplemental NDC information for the NDC, add it in the following order: 

1. “N4” qualifier           
2. 11-digit NDC code                
3. NDC Unit of Measure             
4. NDC Units administered/used 

 
Using the UB 04 form, fill out the following fields: 

• Field 42: Include the appropriate revenue code 

• Field 43: Include the 11-digit NDC code, unit of measurement and quantity 

• Field 44: Include the HCPCS code if required 
 
Claims submitted electronically or on paper (CMS 1500 or UB) which contain CPT/HCPCS codes for vaccines, 
drugs and some radiopharmaceuticals per Health Plan requirements must contain a valid NDC number for 
each CPT/HCPCS code billed on the claim. The NDC number must be submitted following the standardized 
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billing formats for NDC numbers. Claims not containing this information or claims submitted with 
handwritten NDC numbers will be denied for payment. 
 
EDI Requirements for Professional (837p) and Institutional (837i) Claims 
When submitting electronically, include:  

 

 
Converting NDCs from 10-digits to 11-digits 
It should be noted that many NDCs are displayed on drug packaging in a 10-digit format. Proper billing of a 
NDC requires an 11-digit number in a 5-4-2 format. Converting NDC from a 10-digit to an 11-digit format 
requires a strategically placed zero, dependent upon the 10-digit format.  
 
The following table shows common 10-digit NDC formats indicating on packaging and the associated 
conversion to an 11-digit format, using the proper placement of a zero. The correctly formatted, additional 
"O" in in a bold font and underlined. Note that hyphens indicated below are used solely to illustrate the 
various formatting examples for the NDC. 

 

 
If you have any questions or concerns, please contact Provider Services at (408) 937-3600 or 
providerservices@excelmso.com. 

mailto:providerservices@excelmso.com
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Emergency Room Services Claims 
 
A. General Information: 

1. Emergency services are performed in an emergency room, usually in a hospital, and the 
provider who rendered the service may also seek reimbursement for the time spent with the 
member. Services billed include, but are not limited to, Emergency Services Evaluation and 
Management Current Procedural Terminology (CPT) codes 99281-99285 with place of service 
23 (Emergency Department), and other ancillary procedures. (CPT/HCPCS) as may be 
performed by in the Emergency Department setting. 

2. Hospital or facility emergency room services billed with revenue code 450 and Z7502 HCPCS 
code, and other ancillary procedures (CPT/HCPCS) as may be performed by the emergency 
department setting. 

3. PMGSJ will only deny payment for emergency when services were not performed or deemed 
unnecessary. 

 
B. Authorization Requirements: 

1. Emergency services do not require prior authorization. 
2. Out of Network Providers may be paid for emergency services. 
3. Ancillary Providers may be paid for emergency services. 

 
C. Reimbursement Rates: 

1. Contracted Providers shall be paid in accordance with their applicable contract. 
2. Non-Contracted Provider-Refer to PMGSJ’s claims reimbursement payment methodology. 

 
D. Notice of Denial of Payment: 

1. In the event a claim is denied for Medicare members, a notice of denial of payment must be 
sent to providers. 

2. Eligibility Denials:  If the patient was not enrolled with PMGSJ on the date of service, a denial 
for eligibility may be issued using the appropriate eligibility denial reason.  This is only after 
the Eligibility Department has taken the appropriate steps to identify the member’s eligibility 
status. 

3. Unrelated Charges, including “post stabilization” care and services that are not related to the 
ER service may require additional medical review. 

4. Patient Admitted from ER:  If a patient is admitted to a hospital after being seen in the same 
hospital's ER, the ER professional claims should be paid. The facility component is typically 
billed as a part of the inpatient claim.   

5. REMINDER: Verify the members emergency services cost share amount, as some health plan’s 
benefit coverage reduces the member’s emergency room cost sharing (copay) to $0.00 if the 
member is admitted to the hospital following an emergency room visit. 

6. Coding: If downloading claim information into a Claims Coding Software, use coding to the 
highest level of specificity (five digits).  
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Medi-Cal Family Planning Claims  
 

A. Family Planning Services: 
1. PMGSJ reimburses without prior authorization any qualified out-of-network/out-of-area family 

planning provider who provides family planning services to PMGSJ members. A qualified 
provider is a provider who is licensed to furnish family planning services within their scope of 
practice, is an enrolled Medi-Cal provider, and is willing to furnish family planning services to a 
PMGSJ member. 

2. PMGSJ must receive a copy of the DHCS approved sterilization consent form PM330 from the 
out-of-network/out-of-area family planning provider when a claim for tubal ligation or 
vasectomy is submitted. Refer to PMGSJ’s policy on Sterilization Consent Form Monitoring 
Process. PMGSJ does not obtain written consent for other contraceptive methods. 

3. PMGSJ reimburses out-of-network/out-of-area family planning providers following the Claims 
Reimbursement Payment Methodology policy. 

4. PMGSJ reimburses all correctly complete claims following the Claims Reimbursement Timeliness 
Standards policy. 

5. PMGSJ processes all out-of-network/out-of-area family planning provider unclean claims 
following the Development of Unclean Claims policy. 

6. PMGSJ has a provider appeal system to address disputed claims following the Claims Provider 
Dispute Resolution Process-Non-Medicare policy. 

 
B. Obstetrical Care-Perinatal Services: 

1. PMGSJ reimburses out-of-network/out-of-area family planning providers for pregnancy tests for 
PMGSJ’s Medi-Cal members. 

2. PMGSJ does not require prior authorization for basic prenatal care or preventative services. 
3. Medi-Cal providers inform members of childbearing age of the availability of comprehensive 

perinatal services and how to access such services as soon as pregnancy is determined. 
4. PMGSJ covers all medically necessary services for their pregnant members.  

 
C. Abortion Services: 

1. Prior authorizations are not required for outpatient abortion services. 
2. Medi-Cal members may go to any provider of their choice for abortion services, at any time for 

any reason, regardless of network affiliation. 
3. PMGSJ makes payments in compliance with the clean claims requirements and timeliness 

timeframes.   
 
D. Duplication of Services: 

1. PMGSJ does not reimburse out-of-network/out-of-area family planning providers for services 
that are duplicative and medically unnecessary.  PMGSJ does cooperate with out-of-
network/out-of-area family planning providers to reimburse duplicative services if there is 
documented medical necessity and if there are more than two documented attempts by the 
out-of-network/out-of-area family planning providers to contact PMGSJ for medical 
information. 

2. PMGSJ provides a timely exchange of medical information to the out-of-network/out-of-area 
family planning providers when the release of information is authorized by the member. 
 

E. Diagnosis and Treatment of Sexually Transmitted Diseases (STD): 
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1. PMGSJ reimburses out-of-network/out-of-area family planning providers for the diagnosis and 
treatment of sexually transmitted diseases (STD) during a family planning encounter. 

2. PMGSJ reimburses any qualified out-of-network/out-of-area family planning provider for one 
visit for the most common STDs. 

3. PMGSJ follows the latest STD guidelines recommended by the U.S. Public Health Service Center 
for Disease Control. 

 
F. HIV Counseling and Testing 

1. PMGSJ reimburses out-of-network/out-of-area family planning providers for HIV counseling and 
testing in accordance with all State laws governing consent for testing and disclosure of HIV 
results. 

 
G. Laboratory and Pharmacy Services 

1. PMGSJ reimburses out-of-network/out-of-area family planning providers for laboratory and 
pharmacy services related to family planning.  These services may be provided by either an out-
of-network/out-of-area family planning provider or an out-of-network/out-of-area family 
planning laboratory or pharmacy.  If confidentiality is not an issue, out-of-network/out-of-area 
family planning providers should direct members to PMGSJ’s contracted laboratories and 
pharmacies. 

2. PMGSJ reimburses contraceptive supplies dispensed by an out-of-network/out-of-area family 
planning provider or pharmacy.  In order to facilitate the member’s compliance with the 
contraceptive method prescribed, PMGSJ pays for the following if such quantity is dispensed in 
an onsite clinic and billed by a qualified family planning provider including out-of-network/out-
of-area family planning providers or dispensed by a pharmacist: 

a. Up to thirteen cycles of oral contraceptive 
b. 12-month supple of patches (36 patches) 
c. 12-month supple of vaginal rings (12 rings) 

3. A physician, physician assistant (under the supervision of a physician), certified nurse midwife, 
nurse practitioner, and pharmacist are authorized to dispense medications. 

 
H. Self-Administered Hormonal Contraceptives: 

1. PMGSJ covers up to a 12-month supply of FDA-approved, self-administered hormonal 
contraceptives when dispensed or furnished at one time by a providers or pharmacist or at a 
location licensed or authorized to dispense drugs or supplies. 

2. PMGSJ reimburses for a 12-month supply of oral contraceptive pills, hormone-containing 
contraceptive transdermal patches, or hormone-containing contraceptive vaginal rings when 
dispensed at one time at a member’s request by a qualified family planning provider or 
pharmacist, including an out-of-network/out-of-area family planning provider. The Medi-Cal 
Provider Manual specifies appropriate 12-month supply quantities of these self-administered 
hormonal contraceptives for continuous cycle users. 

3. A physician, physician assistant, certified nurse midwife, nurse practitioner, and pharmacist are 

all authorized to dispense medication. When furnished by a pharmacist, self-administered 

hormonal contraceptives must be dispensed in accordance with a protocol approved by the 

California State Board of Pharmacy and the Medical Board of California.  

4. Absent clinical contraindications, PMGSJ does not impose utilization controls: 

a. Limiting the supply of FDA-approved, self-administered hormonal contraceptives 

dispensed or furnished by a provider, pharmacist, or other authorized location to an 

amount that is less than a 12-month supply. 
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b. That are more restrictive than those described in the Medi-Cal Provider Manual. 

 
I. Pap Smear Periodicity: 

1. PMGSJ follows the current U.S. Preventative Services Task Force (USPSTE) recommendations 
that require the performance of Pap smears for the detection of cervical cancer in women every 
one to three years based on the presence of risk factors.  Risk factors are defined by the USPSTF 
as women with the onset of sexual activity before age 18, history of multiple sex partners, and 
women with HIV infection. 

2. PMGSJ reimburses out-of-network/out-of-area family planning providers for Pap smears that 
are medically necessary for family planning visit.  PMGSJ is not required to reimburse out-of-
network/out-of-area family planning providers for Pap smears already performed by a PMGSJ 
provider in accordance with USPSTF guidelines, unless the out-of-network/out-of-area family 
planning providers has documented two attempts to contact PMGSJ requesting medical 
information and has failed to receive this information. 

3. PMGSJ is required to follow-up on abnormal Pap smears reported with a result of cervical 
intraepithelial neoplasia or more invasive lesions.  PMGSJ is not required to reimburse out-of-
network/out-of-area family planning providers for the follow-up of these results unless there is 
a prior authorization by the member’s primary care physician. 

 
J. Pregnancy Testing and Counseling Only Services 

1. PMGSJ reimburses out-of-network/out-of-area family planning providers for pregnancy testing 
and counseling services when performed by trained personnel under the supervision of a 
licensed physician. 

2. All clinical, educational, and other personnel providing education and counseling (out-of-
network/out-of-area) must be knowledgeable about the psychosocial and medical aspects of 
reproductive health, principles of behavioral change, and counseling techniques, including 
interviewing and communication skills.  Providers must recognize situations where more 
intensive psychosocial counseling may be required and make referrals as appropriate. 

 
K. Complications Related to Family Planning Services: 

1. PMGSJ reimburses out-of-network/out-of-area family planning providers for outpatient services 
related to complications clearly and directly resulting from family planning methods without 
prior authorization.  Reimbursement is limited to no more that two outpatient office visits.  
More than two outpatient office visits are specific procedures (e.g., ultrasound, require prior 
authorization from PMGSJ. 

2. PMGSJ must reimburse out-of-network/out-of-area family planning providers for outpatient 
office visits to manage minor problems from hormonal methods of birth control e.g., 
breakthrough bleeding from Depo-Povera, oral contraceptives, or Norplant.  These outpatient 
office visits are exemptions to the two-visit limitation and are not subject to prior authorization. 

3. PMGSJ is accountable for all prior authorization decisions affecting their members.  It is 
expected that authorization decisions are based on medical necessity. 
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Claims Provider Dispute Resolution Process – Non-Medicare 
 

A. Providers submitting a Provider Dispute Resolution request to PMGSJ: 
1. Contracted and non-contracted non-Medicare providers must complete a Provider Dispute 

Resolution Request form.  If the dispute is for multiple substantially similar claims, the provider 
completes the spreadsheet on the second page.  Forms are: 

a. On-line 
b. Requested telephonically through PMGSJ’s call center at (408) 937—3612. 

2. The form is thoroughly completed by the provider and sent to Claims Department via: 
a. Email claimspdr@excelmso.com  
b. Fax (408) 937-3634 Attention: Claims Provider Disputes 
c. Mail:  Excel MSO 2304 Zanker Road, San Jose, CA 95131 

Attention: Claims Provider Disputes 
3. Forms must be received by the Claims Department within: 

a. 365 days from PMGSJ’s most recent decision for a Medi-Cal and Commercial provider. 
Refer to the Provider Dispute Resolution Process for Medicare. 

b. The number of days identified in a provider’s contract with PMGSJ.  
4. The form must include: 

a. The provider’s name 
b. ID Number 
c. Contact Information including telephone number 
d. The same number assigned to the original claim. 

5. If the dispute is regarding a claim or request for reimbursement of an overpayment of a claim, 
the dispute must include a clear identification of: 

a. The disputed item. 
b. The date of service. 
c. Why the provider believes the payment amount is incorrect. 
d. Request for additional information. 
e. Request for reimbursement of an overpayment, or  
f. Other action is incorrect 

6. If the dispute is not about a claim, the dispute must include a clear explanation of the issue and 
the basis of the provider’s position. 

7. Provider includes supporting documentation, if applicable, with the form.   
 

B. Conducting the dispute process: 
1. If the provider dispute does not include the required submission elements as outlined above, 

the Claims Department returns the dispute to the provider along with a written statement 
requesting the missing information necessary to resolve the dispute. The provider must 
resubmit an amended dispute along with the missing information within 30 working days from 
the date of the acknowledgement letter for dispute submissions and the amended dispute must 
include the information requested and required to make the dispute complete. 

2. The Claims Department does not request that providers resubmit claim information or 
supporting documentation that was previously submitted to PMGSJ as part of the claims 
dispute process unless the Claims Department returned the information to the provider. 

3. PMGSJ does not discriminate or retaliate against a provider due to a provider's use of the 
provider dispute process. 

 
C. Notification to the provider: 

mailto:claimspdr@excelmso.com
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1. The Claims Department acknowledges receipt of each provider dispute, regardless of whether 
or not the dispute is complete, within fifteen (15) business days of written receipt and two (2) 
business days of electronic receipt. 

2. The Claims Department resolves each provider dispute within 45 business days following receipt 
of the dispute and provides the provider with a written determination stating the reasons for 
determination. 

3. If the provider dispute involves a claim and it is determined to be in favor of the provider, the 
Claims Department pays any outstanding money due, including any required interest or 
penalties, within five (5) business days of the decision. Accrual of the interest and penalties, 
when applicable, commences on the day following the date by which the claim should have 
been processed. 

4. A provider dispute is processed without charge to the provider; however, PMGSJ has no 
obligation to reimburse the provider for any costs incurred during the provider dispute process. 
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Claims Provider Dispute Resolution Process – Medicare     
 

A. Method and timeframe for Medicare providers to submit a Provider Dispute Resolution request to 

PMGSJ: 

1. Non-contracted providers complete a Provider Dispute Resolution Request form.   

a. If the dispute is for multiple substantially similar claims, the Medicare provider completes 

the spreadsheet on the second page.  Forms are: 

i. On-line 

ii. Requested telephonically through Provider Services at (408) 937-3639. 

b. The form is thoroughly completed by the provider and sent to PMGSJ in one of the 

following ways: 

i. Email claimspdr@excelmso.com directly to the Claims Department. 

ii. Fax (408) 937-3634 directly to the Claims Department. 

iii. United States Postal Service  

PMGSJ 

ATTN: Claims 

2304 Zanker Road 

San Jose, CA  95131 

iv. Hand delivered to: 

1. PMGSJ staff manning the lobby. 

2304 Zanker Road 

San Jose, CA  95131 

2. A PMGSJ employee in the field. 

c. Provider dispute resolution forms must be received by the Claims Department within: 

i. 120 days after the notice of initial determination received by the non-contracted 

Medicare provider in the form of a remittance advice or letter.  

1. An additional five (5) calendar days may be allowed for mail delivery. 

2. Instructions are provided on the remittance advice. 

ii. Refer to the Provider Dispute Resolution Process for non-Medicare providers.   

3. Contracted Medicare Providers - The number of days identified in a contracted Medicare 

provider's contract with PMGSJ, if applicable. 

 
B. Information required in the provider dispute submission: 

1. The Provider Dispute Resolution Request form is completed by the provider using at least 12-

point font and in an easy to read style such as Universal or Times New Roman.  

2. The submission must include: 

a. The provider’s name 

b. ID Number 

c. Contact Information including telephone number 

d. The same identification number assigned to the original claim. 

e. Procedure codes, the actual name of the associated procedure, and the services should 

not be abbreviated. 

 
C. PMGSJ’s request for additional information from the provider: 

1. When necessary documentation has not been submitted by the provider to PMGSJ for review 

mailto:claimspdr@excelmso.com
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on the provider dispute, PMGSJ contacts the provider via telephone and in writing, advising the 

provider to submit the required documentation. 

2. If the additional documentation that was requested is received after the 14 calendar days from 

the date of request, the review is conducted based on the information already received in the 

file. 
3. If the documentation is received within the 14-calendar day deadline, PMGSJ considers all 

received evidence before making and issuing the final decision. 

4. The provider dispute must be resolved by PMGSJ within 30 calendar days from the oldest 
received dated of a dual dated disputed claim. 

 
D. Medicare Provider Dispute Resolution Process: 

1. Notification to the provider: 

a. The Claims Department sends the provider/supplier an acknowledgement letter for each 

provider dispute, regardless of whether or not the dispute is complete: 

i. Within fifteen (15) business days of written receipt 

ii. Within two (2) business days of electronic receipt. 

2. A Provider Dispute includes: 

a. Decisions where a non-contracted provider contends that the amount paid for a covered 

service is less than the amount that would have been paid under Original Medicare. 

3. A Provider Dispute Excludes: 

a. Payment disputes for contracted provider. 

b. Local and National Coverage Determinations. 

c. Medical necessity determinations. 

d. Payment disputes for which no initial determination has been made. 

e. Payment denials that result in zero payment made to a non- contracted provider is 
considered an appeal. 

f. Disagreement on the decision to make payment on a more appropriate level of care or 
code (down coding). 

4. Provider Dispute Decisions: 

a. Decisions that are upheld: 

I. Upheld PDR decisions are identified in an upheld PDR determination letter and 

sent to the provider. 

II. Compliant, clear and concise language is used when explaining why the decision 

is upheld. 

III. Decision is issued no later than the thirtieth (30th) day from the date of the PDR 

received by PMGSJ. 

IV. The health plan must receive the provider’s written request within 180 calendar 

days from the date of PMGSJ’s upheld or overturned resolution letter. 

b. Decisions that are overturned are reviewed for possible reprocessing with interest.  

I. Overturned PDR decisions are identified in an overturned PDR determination 

letter and sent to the provider. 

II. Compliant, clear and concise language is used when explaining why the decision 

is overturned. 

III. Decision is issued no later than the thirtieth (30th) day from the date of the PDR 

received by PMGSJ. 
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IV. If interest is paid and/or claim is reprocessed, the remittance advice contains a 

clear and concise description of the payment. 

V. Interest on a PDR is only due if the original claim was underpaid in error and if 

the original claim was clean. 

VI. Interest is not required on an overturned provider dispute claim if the initial 

claim was unclean. 

5. Provider Dispute Resolutions that require interest, must be paid on such claims in the same 

manner as provided for all other claims.  

a. If the provider dispute involves a claim and it is determined to be in favor of the provider, 

the Claims Department pays any outstanding money due, including any required interest 

or penalties, within five (5) business days of the decision. Accrual of the interest and 

penalties, when applicable, commences on the day following the date by which the claim 

should have been processed. 

b. Interest is calculated in the same manner as interest on all Medicare claims. 

c. Interest payments on overturned PDRs: 

i. Interest is required on a reprocessed non-contracted provider clean claim if the 

group made an error on the original organization determination; 

ii. Interest only applies on the additional amount paid; 

iii. Interest calculated from the oldest received date on a dual dated stamped 

original claim until the check mail date of the additional amount paid. 

d. A provider dispute is processed without charge to the provider; however, PMGSJ has no 

obligation to reimburse the provider for any costs incurred during the provider dispute 

process. 

6. When the non-contracted provider does not agree with PMGSJ’s determination, the provider 

may submit a health plan Payment Dispute Decision to the corresponding health plan dispute 

department as identified on the Remittance Advise.  

a. A notice will be included with PMGSJ’s determination outlining the health plan dispute 

contact information. 

b. A non-contracted provider may submit a written request for a health plan Payment 

Dispute or unresolved provider dispute directly to the corresponding health plan by mail 

either: 

i. Within 180 calendar days of written notice from PMGSJ’s Provider Dispute 

Resolution determination, or 

ii. After 30 calendar days has elapsed from the date PMGSJ received the dispute 

and PMGSJ did not respond. 

7. The Claims Department resolves each provider dispute within 30 calendar days following the 

oldest received date of a dual dated disputed claim, and provides the provider with a written 

determination stating the reasons for determination. 

 

E. All Provider Dispute Resolution cases are tracked in the core system and identified separately as 

contracted or non-contracted providers.  
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Claims Provider Dispute Resolution Request Form Information Supplement 
 
What is a Provider Dispute? 
 
A provider dispute is a written notice from a provider that challenges, appeals, or requests consideration in 
any of the following categories: 
 

• Claim (including a bundled group of similar claims) that were previously denied, adjusted or 
contested 

• Billing Determination 

• Appeal of Medical Necessity (Appeal of a Clinical Decision) 

• Utilization Management Decision (e.g. Appeal of an Administrative Decision such as Eligibility or 
Benefit Coverage) 

• Request For Reimbursement of Overpayment 

• Contract Dispute or other billing determination 

• Any Other category of dispute that does not fall into any of the above categories 
 
Unless required by any state or federal law or regulation, provider disputes must be received within 365 
days from denial or payment determination or in the case of inaction, within 365 days of the time for 
contesting or denying claims. 
 
Can a dispute be submitted by the Provider on a member's behalf? 
 
Any Disputes submitted on behalf of a member are processed through the member appeal process, as long 
as the member has authorized the provider to appeal on their behalf. 
 
Members have the right to authorize a representative to act on their behalf at any level of the 
grievance/appeal process. A signed authorization is not required if the grievance/appeal is submitted by the 
parent, guardian, conservator, relative or other designee (Provider) of the member if the member is a 
minor, or incompetent or incapacitated. 
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Claims Reimbursement Timeliness Standards 
 

A. PMGSJ will accept non-contracted clean claims no later than 12 months from the date of service. 
 

B. PMGSJ’s Claims Department reimburses: 
1.  Non-contracted Medicare provider’s clean claims within thirty (30) calendar days from the date 

of receipt.  
a. The oldest date on a dual-dated claim is the date of receipt.  
b. If there is no date on the claim, then the claim’s date of receipt is the date the claims is 

received by the by PMGSJ. 
c. Unclean claims are processed within sixty (60) calendar days. 

2. Contracted Medicare provider’s clean claims are reimbursed within sixty (60) calendar days: 
a. The oldest date on a dual-dated claim is the date of receipt.  

b. Provider is reimbursed according to the provider’s contract.   
c. No interest is calculated after the 60th calendar day. 
d. The provider may submit a reconsideration to the Health Plan for based on a delay in 

payment.  
e. Unclean claims are processed within sixty (60) calendar days. 

3. Non-Contracted Medi-Cal Provider’s clean claims are reimbursed within forty-five (45) business 
days: 

a. If the services have been authorized. 
b. Date of received begins when PMGSJ receives the claim. 
c. Interest is calculated beginning the 46th calendar day 

4. Contracted Medi-Cal and Healthy Kids provider’s clean claims are paid within forty-five (45) 
business days. 

a. Date of received begins when PMGSJ receives the claim. 
b. Provider is reimbursed according to the provider’s contract.   
c. Interest is calculated beginning the 46th calendar day. 

5. Non-Contracted Commercial Provider’s clean claims are reimbursed within forty-five (45) 
business days: 

a. If the services have been authorized. 
b. Date of received begins when PMGSJ receives the claim. 
c. Interest is calculated beginning the 46th calendar day 

6. Contracted Commercial provider’s clean claims are paid within forty-five (45) business days. 
a. Date of received begins when PMGSJ receives the claim. 
b. Provider is reimbursed according to the provider’s contract.   
c. Interest is calculated beginning the 46th calendar day 

 
C. PMGSJ begins counting days when the claim is received during business hours and ends when the check 

is in the mail.  Non-Contracted dual-dated Medicare clean claims starts at the oldest received date and 
ends when the check is in the mail. 
 

D. Claims that are within fourteen (14) calendar days of becoming non-compliant are fast tracked 
following PMGSJ’s Claims Fast-Track Process. 
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Claims Submission Timely Filing Guidelines  
 

A. Contracted Providers for All Lines of Business: 
1. The original or initial claim must be received by PMGSJ within the number of days identified in 

their contract with PMGSJ.  
2. If PMGSJ is not the primary payer under the coordination of benefits (COB) rules, PMGSJ will 

allow an additional 90 days from the date of contest, denial or notice from a primary payer with 
supporting documentation. 

3. Claims that are not received within the timely filing period will be denied. 
B. Non-Contracted Providers: 

1. Commercial Claims—The original or initial claim must be received by PMGSJ within 180 days 
from the date of service.  

a. In the case of coordination of benefits, and with supporting documentation, PMGSJ will 
allow an additional 90 days from the date of contest, denial or notice from a primary 
payer. 

b. Claims that are not received within the timely filing period will be denied. 
2. Medi-Cal Claims--The original, or initial claim must be received by PMGSJ within six months 

following the month in which services were rendered.  
a. This requirement is referred to as the six-month billing limit.  
b. Claims that are not received by PMGSJ within the six-month billing limit will be 

reimbursed at a reduced rate or will be denied as follows: 
I. Claims received during the seventh through ninth month after the month of 

service will be reimbursed at 75 percent of the payable amount. 
II. Claims received during the tenth through twelfth month after the month of 

service will be reimbursed at 50 percent of the payable amount. 
III. Claims received after the twelfth month following the month of service will be 

denied. 

3. Medicare Claims--The original, or initial claim must be received by PMGSJ within 365 days 
following the day in which services were rendered.  

a. Claims that are not received by PMGSJ within the 365 days filing limit will be denied. 
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Claims Remittance Advice Process Claims  
 

A. A Claims Remittance Advice is issued to the provider with every claim that is submitted to PMGSJ for 
processing.  A Remittance Advice is also sent to a member who submits a claim, bill, or invoice seeking 
reimbursement. 

1. The Remittance Advice contains information about the provider’s submitted claim including but 
not limited to: 

a. Reasons for payment rates 
b. Reasons for denial 
c. Requests for additional information 
d. Interest and penalty calculation 

2. The Remittance Advice also provides information about:  
a. Methods and place for filing provider disputes and appeals.  
b. Beneficiary protection, which state member shall not be balance billed. 
c. Non-contracted provider’s rights to request reconsideration of the denial decision. 
d. Non-contracted providers have 60 calendar days from the remittance notification date to 

file appeals/reconsideration. 
e. Non-contracted providers must sign a Waiver of Liability from holding the enrollee 

harmless regardless of the outcome of the appeal. 
f. Non-contract providers have 180 calendar days from the remittance date of initial 

payment determination to file provider payment dispute. 
g. Documentation required to be submitted with the reconsideration request. 
h. Inquiries to the Health Plan 
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Third Party Liability Process 
 

A. PMGSJ cannot refuse to furnish covered services to a member because of a third party’s potential 
liability for the service. 
 

B. PMGSJ monitors and responds to four types of Third Party Liability (TPL) insurance: 
1. Subrogation, 
2. Reimbursement, 
3. Workers’ compensation, and  
4. No-fault. 
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Claims Overpayment Process 
 

A. Upon determining an overpayment has been made on a claim, PMGSJ notifies the provider in writing.  

At a minimum the notice includes:  

1. Claim number; 

2. Member name; 

3. Date of service(s); 

4. Clear explanation upon which PMGSJ determined the amount paid on the was in excess of the 

amount due to the provider; 

5. Interest and penalties on the claim, if applicable. 

 

B. If the provider contests PMGSJ’s notice of overpayment of a claim, the provider, within thirty (30) 

business days of the receipt of the notice of overpayment of a claim, must send written notice to 

PMGSJ stating the basis upon which the provider believes that the claim was not over paid.   

1. PMGSJ will process the contested notice in accordance with excel policies CLM003 Provider 

Dispute Resolution Process-Non-Medicare and CLM018 Claims Provider Dispute Resolution 

Process-Medicare.   

 

C. If the provider does not contest PMGSJ’s notice of overpayment of a claim, the provider must 

reimburse PMGSJ within thirty (30) calendar days of the provider’s receipt of the notice of overpayment 

of a claim.  

 

D. For contracted providers, PMGSJ with the provider specifically authorizes PMGSJ to offset an 

uncontested notice of overpayment of a claim form the provider’s current claims submissions.   

1. In the event that an overpayment of a claim or claims is offset against the provider’s current 

claim or claims pursuant to this policy, PMGSJ will provide the provider with a detailed written 

explanation identifying the specific overpayment or payments that have been offset against the 

specific current claim(s).  
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CHAPTER 12: GRIEVANCES & APPEALS 
 

Grievance and Appeal Resolution System 
 
Grievance (complaint) means an expression of dissatisfaction (other than an organization determination) 
with any aspect of the operations, activities, or behavior of a Medicare health plan, or its providers, 
regardless of whether remedial action is requested. 

 
A. The health plans define a grievance as an oral or written expression of dissatisfaction as experienced by 

a member.   
1. This definition includes any complaint or dispute, other than one than constitutes an 

Organizational Determination or Coverage Determination (CD), expressing dissatisfaction with 
any aspect of PMGSJ’s, or its provider’s operations, activities, or behavior, regardless of whether 
remedial action is requested by the member, or can be taken by the health plan.   

2. Members, Members’ representatives, or a provider filing on behalf of a member may file a 
grievance.  

3. Grievances may also include complaints regarding delays in treatment, access problems, 
enrollment and disenrollment, benefit package, Quality of Care, customer service, Organization 
Determination and reconsideration process, Coverage Determination and redetermination 
process, marketing, Centers for Medicare and Medicaid Services (CMS) issues, medications (part 
D), staff, facility, or other medical are problems and some concerns regarding member 
confidentiality in the provider network and or at PMGSJ or health plan. 

 
B. The health plan’s Grievance and Appeals Departments are responsible for the resolution of member 

complaints, including grievances and appeals (reconsiderations/ redeterminations). 
 

C. Members receive written information from the health plan regarding the appeal and grievance process 
upon enrollment and annually thereafter.  Members are also informed of the appeal and grievance 
process upon request. 
 

D. All members are encouraged to bring up any concerns or issues with their provider, in order to promote 
open communication and a positive member and provider relationship.   

1. This open communication between the member and the provider is the health plan’s member 
handbook issued to all members at enrollment and in annual updates to existing heads of 
household.   

2. The health plan’s Member Services Departments and/or Grievance and Appeals Departments 
also encourage members to communicate with their providers at the time issues arise. 

 
E. All providers and their staff are required to cooperate with the health plan in resolving member 

grievances and comply with all final determinations of health plan grievance procedures.  
1. At no time shall a member’s medical condition be permitted to deteriorate because of delay in 

provision of care that provider’s or PMGSJ disputes.   
2. At no time shall a member be retaliated against for initiating a grievance.  Fiscal and 

administrative concern shall not influence the independence of the medical decision-making 
process to resolve any medical dispute between member and provider of service.  
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F. All providers (e.g. Primary Care Physicians (PCP) and specialists) are required to have access to the 
health plans’ member appeal and grievance forms readily available for distribution to members upon 
request.  If a physician needs to inquire about information related to an exemption or prior 
authorization, they can call the Call Center (408) 937-3600. 
 

G. All providers are required to provide members with assistance in filing their grievances and appeals.  
Providers are informed annually through the provider manual regarding how to access current appeals 
and grievance resolution processes.   
 

H. The health plan/PMGSJ will not take punitive action against a provider who either requests an 
expedited resolution or supports a member’s grievance and/or appeal.  
 

I. Members [or their representative, friend, advocate or surrogate i.e., Durable Power of Attorney (DPA), 
guardian, health care proxy], any provider that furnishes or intends to furnish services to the members, 
or the legal representative of a member’s estate of a member and/or deceased member, may file a 
case with the health plan.   

1. If a member is incapacitated or legally incompetent, a surrogate is not required to produce a 
representative form.  

2. Instead, he or she can produce the appropriate legal papers supporting his or her status as the 
member’s authorized representative.   

3. The representative has all the rights and responsibilities of the member in filing a grievance, 
obtaining an organization determination or in dealing with any of the levels of the appeals 
process.   

4. Expediated cases may be requested by the member (or their authorized representative), or a 
Provider (regardless or whether that Provider is affiliated with the health plan). 

a. To be appointed by the member, both the member making the appointment and the 
representative accepting the appointment must sign, date, and complete a 
representative form.   

b. The signed form or appropriate legal papers supporting an authorized representative’s 
status must be included with each appeal.   

c. Unless revoked, an appointment is considered valid for one (1) year from the date that 
the appointment is signed by both the member and the representative.   

d. The representation is valid for the duration of the appeal, and photocopies may be 
included with future appeals up to one (1) year.   

e. Upon notice to member, physicians and other prescribers may request reconsiderations 
and redeterminations on a member’s behalf without having been appointed as the 
member’s representative.  
 

J. Grievances files by a provider on behalf of a member or regarding a member reconsideration or 
redetermination are subject to the requirements of the health plan’s member grievance and appeals 
resolution process, as described in the health plan’s member handbook/evidence of coverage (EOC).  
The member or prescribing physician or other authorized prescriber are given reasonable opportunity 
to present evidence related to the issues and are informed regarding conditions for submitting such 
evidence. 
 

K. The health plans provide a telephone typewriter line (TTY) for members with hearing or speech 
impairments.   
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1. The health plans member services representatives may use the California Relay Services, if 
necessary or requested by the Member.   

2. Access to interpreters for other languages is obtained through the health plans’ contracted 
interpretation services.  

3. If necessary, the health plans’ may arrange for face-to-face or telephone translations, and sign 
language service for medical appointments.   

4. A member has the right to file a grievance at any time following an incident or action that is the 
subject of dissatisfaction.   

5. A member has the right to file an appeal within sixty (60) calendar days of receipt of 
organization determination, or coverage determination that has been denied.  

6. A member may submit a written request for filing a time extension, noting a good cause for the 
delay.  

7. If a request is filed beyond the sixty (60) calendar day timeframe and good cause for late filing is 
not provided, the health plan will decide if the case will be dismissed. 

 
L. Grievances and appeals may be filed by telephone, in writing, by fax, in person, or online through the 

health plans’ websites and may be withdrawing by notifying the health plan.   
1. Standard and Expedited requests may be submitted orally or in writing.   
2. All oral requests are documented using the member’s own words, which are repeated back to 

the member to confirm accuracy and documented in the health plan’s medical management 
system.  

 
M. Members may request an expedited (“fast”) reconsideration/redeterminations if they feel that 

following the routine would seriously jeopardize their life, health, or ability to regain maximum 
function.   

1. The health plan’s Medical Director will determine if CMS criteria is met for expediting the case.  
2. If criteria for expediting a request is not met, the reconsideration/ redetermination will be 

resolved within the standard timeframe.   
3. If a provider requests an expedited reconsideration/redetermination, the request cannot be 

downgraded and will remain expedited.   
4. The appeal decision is made as expeditiously as the member’s health condition requires, but no 

later than seventy-two (72) hours from receiving the appeal request (or upon expiration of 
extension).  

5. If the decision is to overturn the denial, members and providers are notified verbally and in 
writing within seventy-two (72) hours of appeal receipt.   

6. Verbal notice must be followed in writing within three (3) calendar days.   
7. If the decision is to uphold the denial, the Part C reconsideration is sent to the CMS 

Independent Review Entity (IRE)/Maximus within twenty-four (24) hours of the decision or 
within seventy-two (72) hours of the appeal receipt.   

8. The member is notified verbally of submission of the case to the CMS IRE/Maximus within 
twenty-four (24) hours of the decision or within seventy-two (72) hours of the appeal receipt.   

9. Verbal notice must be followed in writing within three (3) calendar days.   
10. For Part D drug denial uphold, the member is notified verbally and sent a Redetermination 

Letter within seventy-two (72) hours.   
11. Members may request an expedited grievance when: 

a. The health plan determines than a reconsideration/appeal request or organizational 
determinations may not be expedited; 
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b. The health plan determines that Part D drug coverage determination or redetermination 
may not expedited and the drug has not yet been received by the member; or 

c. The health plan is extending the expedited appeal or organizational determination 
timeframe. 
 

12. Expedited grievances are responded to within twenty-four (24) hours of grievance receipt and a 
written notice within seventy-two (72) hours. 

 
N. Complaints categorized by CMS as “immediate action” are resolved within two (2) calendar days of 

receipt. 
 

O. Grievances are separate and distinct from appeals.   
1. Upon receiving a complaint, the health plan promptly determines and informs the member, 

whether the case is subject to the health plan’s grievance or appeals/reconsideration process.   
2. If a case clearly has components of a grievance and an appeal, parallel cases will be processed 

to the extent possible. 
 

P. If a case is misclassified as a grievance or an appeal in error, the member is notified in writing regarding 
the corrected resolution type.  Case age is based on the original receipt date. 
 

Q. The health plan resolves all standard grievances within thirty (30) calendar days in accordance with 
regulatory guidelines.  Response times are resolved within seventy-two (72) hours of receipt.  
 

R. The health plan provides the member with written notice of the reason for a case extension and 
informs the member of the right to file a grievance for a case extension and informs the member of the 
right to file a grievance if they disagree with the delay.  Grievance and appeal resolution timeframes 
may be extended by up to fourteen (14) calendar days if: 

1. Member requests the extension; or 
2. The health plan is able to show that there is a need for additional information and how the 

delay is in the member’s interest. 
 

S. The health plans provide members with a written response to appeals and grievances, including a clear 
and concise explanation of the reasons for the health plan’s response.   

1. For explanations regarding denials, modifications, terminations of health care services, or 
investigational or experimental therapies, the health plan includes the criteria, clinical 
guidelines and/or medical policies used for the decision, including those related to medical 
necessity.   

2. For appeal responses regarding non-covered benefits, the health plan includes in the response 
the provision in the contract that excludes the coverage, and/or references the health plan’s 
Evidence of Coverage, identifying the specific section or sections that excludes the proposed 
service or benefit as not covered under the terms of the contract.   

3. The response either identifies the document where the provision is found, directs the member 
to the applicable section of the contract containing the provision, or provides a copy of the 
provision and explains in clear and concise language how the exclusion applies to the specific 
health care service or benefit requested by the member. 
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T. All providers are required to immediately forward appeals and grievances to the applicable health plan 
for resolution.  Providers may contact the health plan to obtain further information regarding the 
health plan’s appeals and grievance resolution system. 
 

U. All members are informed of the Notice of Privacy Practices upon enrollment.  In addition, the Notice of 
Privacy Practices is made available in writing to members upon request and is available online through 
their health plan’s website. 
 

V. Members with grievances regarding confidentiality have the right to file a grievance as follows: 
1. The health plan’s Compliance Officer by mail or telephone. 
2. Department of Health and Human Services Office of Civil Rights, Attention: Regional Manager at 

90 7th street, Suite 4-100, San Francisco, CA 94103.  For additional information members may 
call (800) 368-1019 or (800) 537-7697 TDD or by email to ocrmail@hhs.gov.  

 
W. Grievances involving quality of care issues may be reported to the health plan’s Potential Quality 

Incident team upon resolution of the case.  The health plan’s Medical Director is notified of potential 
quality of care issues. 
 

X. Grievances with an issue identified related to provider office site quality issues may be referred to the 
health plan’s Quality Department for further assessment of:  

1. Physical accessibility,  
2. Physical appearance,  
3. Adequacy of waiting-room and examination-room space,  
4. Appointment available, and  
5. Adequacy of treatment record-keeping. 

 
Y. Members with expedited cases are notified of the shortened timeframe to submit documentation or 

supporting evidence. 
 
Z. A member may request a fourteen (14) calendar day extension on their standard (routine) appeal or 

grievance case to allow time for submission of documents or evidence they feel is pertinent. 
 

AA. Health Plan staff is available on-call during non-business hours to process expedited cases and 
“immediate action” complaints. 
 

BB. The health plans and PMGSJ does not discriminate against any member for filing a grievance. 
 

CC. All appeal cases are reviewed by a Medical Director who is someone other than the person making the 
initial decision and responsible for the clinical accuracy of all initial coverage decisions and appeals that 
involve medical necessity.  

1. For denials based on medical necessity, the case is reviewed by a physician with the same 
specialty or sub-specialty knowledge as the requesting provider, or with expertise in the field of 
medicine that is appropriate for the services at issue.   

2. The health plan Medical Director is a physician with a current and unrestricted license to 
practice medicine in a California. 

 
Grievance Procedures 
 

mailto:ocrmail@hhs.gov
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A. Members who wish to file an appeal and/or grievance may contact the health plan’s Member Services 
Department.  Member may also submit their appeal or grievance to the health plan’s website, where 
model forms are available for making coverage determinations and appeal requests, in person at the 
health plan, or by mail to the health plans. 
 

B. The health plan may contact the member for additional information.  Appeals and grievances received 
at the health plan are resolved as follows: 
 

1. The health plan grievance and appeals department staff triage the grievance to determine if the 
issue(s) can be resolved by the plan. 

2. If a grievance does not require investigation by PMGSJ, the health plan resolves the grievance in 
accordance with the health plans policy and procedures.  
 

C. The health plan faxes a copy of the member’s grievance resolution letter to the provider.  The letter 
informs the provider of the member’s concerns and the results of the health plan’s investigation. 
 

D. If a grievance requires investigation and proposed resolution by PMGSJ, the health plan faxes or emails 
their grievance summary form to the affiliated provider.  The grievance is handled in the following 
manner: 

1. PMGSJ is required to procure and assemble all information requested in the grievance summary 
form upon receipt.  The “Expedited Response Date” for standard grievance cases for providers is 
set at fourteen (14) calendar days from the date the Grievance form is faxed or emailed to the 
affiliated provider.  The provider and/or PMGSJ should provide the response as expeditiously as 
possible but no later than fourteen (14) calendar days from the date the grievance summary 
form is received by the provider or PMGSJ. 

2. The “Expected Response Date” for providers and delegate for expedited grievances cases is as 
expeditiously as the member’s health condition requires but not to exceed twenty-four (24) 
hours from the time the grievance summary form is faxed and/or emailed to the affiliated 
provider. 

3. Once the response has been obtained by the affiliated provider, a written copy of the response 
must be forwarded to the health plan. 

4. Prior to the due date, a Final Notice will be sent to remind the provider of the excepted 
response due date. 

5. If the Provider fails to provide a response by the due date, the health plan can directly resolve 
the grievance without any further input from the practitioner or provider.  Failure to respond to 
grievance request may result in disciplinary action, up to and including termination of contract. 

6. The health plan monitors the overall grievance response timeliness for further action, including 
but not limited to: 

a. Referral to the health plan’s Grievance and Appeals Review Committee or the health 
plan’s Provider Services Department for non-medical issues. 

b. The rate of grievances response timeliness is reported to PMGSJ monthly and included in 
the annual provider evaluation tool. 

c. Timeliness rates are based on the initial expected response due date and date a 
completed response is received, addressing all alleged issues. 

d. Providers who fail to response to a grievance three (3) times within a twelve (12) month 
period may be referred to the health plan’s Director of Grievance and Appeals for follow-
up and potential escalation. 
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e. PMGSJ that does not meet grievance response timeliness for two (2) consecutive months 
may be issued a corrective action by the health plan. 

7. Once a response is received, the health plan reviews the information to ensure all member 
issues were addressed.  If the member issues are not addressed, the health plan notifies the 
provider that additional information is needed. 

8. If a corrective action plan or education is required, the health plan mails a letter to the provider 
or PMGSJ. 
 

9. After case investigation, the health plan’s Grievance and Appeals staff determines and assigns a 
level to the case based on the outcome.  The case assignments are as follows: 

a. Level 0-No substantiated issue. 
b. Level 1-Provider non-responsive to grievance summary form. 
c. Level 2-Substantiated issue has not resulted in any harm to the member. 
d. Level 3-Substantiated issue that has resulted in some (temporary) harm to the member 
e. Level 4-Substantiated issue that has resulted in significant (permanent or death) harm to 

the member. 
10. Once the grievance is resolved, the health plan mails the member a resolution letter within 

thirty (30) calendar days of receipt of a standard grievance.  A copy of the resolution letter is 
mailed to the involved provider and/or PMGSJ. 
 

E. If the complaint is regarding a denial or modification (partial approval) of health care services, the 
health plan investigates and resolves the appeal.  The health plan works closely with the affiliated 
provider and PMGSJ in investigating and resolving appeals for denials of requested services. 

1. If the health plan denies a member request for expedited resolution of an appeal, the health 
plan will transfer the appeal to the standard timeframe of no longer than thirty (30) calendar 
days from the day the health plan receives the appeal with a possible fourteen (14) day 
extension.  

2. The health plan staff initially informs PMGSJ of appeal via telephone or email.  Upon 
notification, PMGSJ is required to submit a copy of the denial letter to the health plan’s 
grievance and appeals staff within two (2) business days, including referral request criteria 
applied and all supporting clinical documentation used in making the denial decision. 

3. A copy of the acknowledgement letter is mailed to the affiliated provider.  The letter informs 
the provider that the member filed an appeal regarding a denial or modification of health care 
services. 

a. For appeals filed by the provider on behalf of a member, the correspondence is mailed to 
the provider and a copy is mailed to the member. 

4. Necessary medical records are requested from providers associated with the service request.  
Provider must provide the requested medical records to the health plan’s grievance and appeals 
staff within two (2) business days of request. 

5. An appeal resolution letter is mailed to the member.  A copy of the letter is mailed to the 
involved provider.  A case is considered resolved when the health plan resolves the member’s 
issue, takes appropriate action, or the member withdraws the case.   
 

F. Any potential network problems including a delay in the referral process, recurrent issues, or quality of 
care issues, may be forwarded to the health plan’s Quality Management Department for further action. 
 

G. Grievance received by a provider: 
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1. If a member contacts the provider via telephone to file a grievance, he/she is immediately 
referred to the health plan’s Member Services Department. 

2. If a member submits a health plan appeal and grievance form and/or documentation regarding 
their complaint to the practitioner or provider, the form and/or documentation is immediately 
faxed to the health plan’s grievance and appeals department. 

3. The provider must mail or fax a hard copy of the health plan’s member appeal and grievance 
form to the health plan. 

4. Upon receipt of an expedited case, the health plan’s grievance and appeals department staff 
may contact the member to verify the issues and obtain any needed information.  Members are 
informed of their rights and options regarding the resolution process by the health plan. 
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Appeal (Reconsideration or Redetermination) Resolution Process for Part C and  
Part D Members-Urgent Expedited Appeals 

 
A. The health plan defines a Part C and Part D appeals as any of the procedures that deal with the review 

of adverse organization determination regarding health care services or adverse coverage 
determinations made by the Part D plan sponsor on the benefits under a Part D plan the enrollee 
believes he or she is entitled to receive.  This includes delay in providing, arranging for, or approving the 
health care services, delay in providing or approving the drug coverage or on any amounts the enrollee 
must pay for as service or drug coverage.  
 

B. The health plan’s grievance and appeals Department has the responsibilities of processing all 
expedited/urgent appeal cases. 
 

C. The health plan’s members, provides or their authorized representatives who believe that the standard 
thirty (30) calendar day Part C appeal (reconsideration) or seven (7) calendar day Part D Appeals 
(redetermination) process could serious jeopardize the member’s life, health, or ability to regain 
maximum function, including cases in which the health plan makes a less than fully favorable decision, 
may request an expedited appeal. 
 

D. If a member is incapacitated or legally incompetent, a surrogate is not required to produce an 
Appointment of Representative form (AOR). Instead, the surrogate can produce other appropriate legal 
papers supporting his or her status as the Member’s representative.  Legal papers must include the 
name, address, telephone number of member, member’s Medicare or plan identification number; 
name, address, and telephone number of the individual being appointed; statement that the member 
has authorized the representative to act on his or her behalf; and a statement that the individual 
accepts the appointment.  The representation is valid for the duration of a grievance request for the 
organization determination, or an appeal. 
 

E. For reconsiderations, if the health plan does not receive the appropriate authorization of 
representative documentation by the conclusion of the appeal timeframe, plus extension, the health 
plan will forward the case to the Independent Review Entity (IRE) with a request for dismissal.  For 
redeterminations, the health plan will dismiss the request on the grounds that a valid request was not 
received within the timeframe.  When an appeal initiated by a representative is submitted to the IRE, 
the IRE will examine the appeal for compliance with the appointed representative request.  The IRE may 
dismiss cases in which the required representative form is defective. 
 

F. Expedited cases may be requested by the member (or their authorized representative) or a provider 
regardless of whether that provider is affiliated with PMGSJ. 
 

G. Appeals (reconsideration or determinations), identified as urgent by the health plan’s Medical Director 
or the requesting provider are resolved as expeditiously as the member’s health condition requires, but 
no later than within seventy-two (72) hours from the date/time of request.  In such cases, decisions and 
notification of decisions to members and providers are completed in a timely fashion not to exceed 
seventy-two (72) hours after receipt of the urgent request. The health plan’s Medical Director expedites 
the review and decides with the requesting provider, if applicable, which course of action is necessary 
based on the medical circumstances. 
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H. For a request made or supported by a provider, the health plan provides an expedited reconsideration 
or redetermination if the physician indicates that applying the standard timeframe for conducting a 
reconsideration or redetermination could seriously jeopardize the life or health of the enrollee or the 
enrollee’s ability to regain maximum function.  If a physician needs to inquire about information related 
to an exemption or prior authorization, they can call the health plan’s Provider Services Department. 
 

I. The reconsideration/redetermination case is reviewed by a Medical Director who is someone other 
than the physician making the initial decision and responsible for the clinical accuracy of all initial 
coverage decisions and appeals that involve medical necessity.  For denials based on medical necessity, 
the case is reviewed by a physician with the same specialty for sub-specialty knowledge as the 
requesting provider, or with expertise in the field of medicine that is appropriate for the services or 
drug issue. The Medical Director is a physician with a current and unrestricted license to practice 
medicine in California. 
 

J. Upon receipt of an expedited reconsideration/redetermination, the health plan’s grievance and appeals 
staff immediately informs the member, provider, and authorized representative of the shortened 
timeframe to submit information related to their case, give reasonable opportunity to present evidence 
related to the issue, and information regarding conditions for submitting such evidence. 
 

K. If a reconsideration/redetermination is deemed non-urgent, it is transferred to the standard thirty (30) 
calendar day Part C appeal (reconsideration) or seven (7) calendar day Part D appeal (redetermination) 
process.  The period begins the day the health plan received the urgent request.  The health plan 
provides member and provider with verbal notification within seventy-two (72) hours of receipt of the 
case of the denial of the urgent request and informs that the case will be processed as a standard.  A 
written notification will be sent within three (3) calendar days after the verbal notification.  The 
notification informs that the case will not be processed as expedited, but instead will be processed as a 
standard reconsideration/redetermination.  The member is provided in this notification with 
instructions regarding the grievance process and timeframes. 
 

L. The health plan does not discriminate, take or threatened to take any punitive action against a member 
or provider acting on behalf of or in support of a member in requesting an expedited 
reconsideration/redetermination. 
 

M. The member may file an expedited reconsideration/redetermination orally, by mail, by fax, in person, 
through a provider or via the health plan’s website.  The website has forms available for making appeal 
requests.  All oral requests are documented in writing using the member’s own words and are repeated 
back to the member to confirm for accuracy, and are maintained in the electronic case tracking system. 
 

N. The health plan maintains all member files, including medical records, documents, evidence of coverage 
or other relevant information the health plan used to make the decision, in confidential electronic files 
for a period of greater than ten (10) years, if CMS requires, based upon special needs, termination, 
dispute or alleged or possible fraud and abuse, based on audit findings. 
 

O. All member correspondence is mailed via regular mail, unless the member requests certified mail. 
 

P. The health plan provides members with copies of their cases, including medical records and 
information used to make a decision, upon request. 
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Q. The health plan members are informed of their right to an expedited Part C Reconsideration or Part D 
Redetermination upon enrollment, and annually thereafter.  The member’s request for an expedited 
appeal may be withdrawn in writing by the member at any time. 
 

R. Health plan staff is available on-call during non-business hours to process expedited cases. 
 

Process: 
A. Member, Provider, or the member authorized representative may request an expedited appeal after 

receiving an initial determination to deny, modify or terminate services for Part C or Part D drug 
coverage. 
 

B. Members or their authorized representative may request (oral or written) an expedited appeal within 
sixty (60) calendar days from receipt of the initial notice of organizational or coverage determination 
denial notice, or the member may submit a request for filing time extension, noting good cause for 
delay.  If a request is filed beyond the sixty (60) calendar days timeframe and good cause for late filing 
is not provided, the health plan will decide if case will be dismissed. 
 

C. Good cause for late filing may exist including but not limited to the following situations: 
1. The party was prevented by serious illness from contacting the health plan in person, in writing, 

or through a friend, relative, or other person; 
2. The party had a death or serious illness in his/her immediate family; 
3. Important records were destroyed or damaged by fire or other accidental cause; 
4. The health plan or its designated entity gave the member, the member’s representative, or the 

member’s prescribing physician or other prescriber incorrect or incomplete information about 
when and how to request a redetermination; 

5. The member, member’s representative, or prescribing physician or other prescriber did not 
receive notice of the determination decision; 

6. The member, member’s representative, or prescribing physician or other prescriber sent the 
request to another government agency in good faith within the time limit and the request did 
not reach the correct plan until after the time period had expired. 

 
D. The health plan’s Grievance and Appeals staff enters the case into their medical management system 

and assigns the case to the appeals staff. 
 

E. All member’s urgent appeals received by the health plan are resolved as follows: 
1. The health plan’s Medical Director evaluates the appeal for urgency, considering the Member’s 

medical condition.   
a. The Medical Director determines of criteria is met to expedite.   
b. The case is expedited is applying the standard timeframe for reconsidering or 

redetermination could seriously jeopardize the left or health of the Member or the 
member’s ability to regain maximum function.   

c. If the request is made or supported by a provider, the health plan’s will provide an 
expedited reconsideration or redetermination is the physician indicates that applying the 
standard timeframe could seriously jeopardize the life of health of the member or the 
member’s ability to regain maximum function. 
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2. If the appeal does not meet expedited criteria, the member and provider are given prompt 
verbal notification of the denial of urgent and transfer to standard within seventy-two (72) 
hours from the receipt and in writing within three (3) calendar days after the verbal notification. 

a. Members requesting a reconsideration of an adverse initial determination to deny, 
partially approve (modify) or terminate services are informed that the standard 
timeframe for processing an appeal is thirty (30) calendar days. 

b. Members requesting a determination of an adverse initial determination to deny Part D 
drug coverage are informed that the standard timeframe for processing an appeal is 
seven (7) calendar days. 

3. The health plan’s Medical Director directs staff to investigate the issues and resolve the case.  
The Medical Director follows through to ensure that urgent cases are resolved within the 
prescribed time constraints. 

4. If additional information is needed, the health plan must allow opportunity to present evidence.  
Part D medical information is requested within twenty-four (24) hours of receiving the initial 
request. 

5. The health plan may request additional information or medical records from a provider or 
PMGSJ, as necessary, to include not limited to: copy of denial letter, referral request, criteria 
applied and all supporting clinical documentation used in making the denial decision. 

a. The affiliated provider or PMGSJ must submit this information to the health plan within 
one (1) calendar day of receipt of the health plan’s request. 

b. Any delay caused by the provider or PMGSJ’s failure to submit the requested information 
to the health plan, may result in negative actions by the health plan against the provider 
or PMGSJ. 

6. The health plan may extend the seventy-two (72) hour deadline for appeals related to service 
denials by up to fourteen (14) calendar days if the member requests the extension or if the 
health plan justifies a need for additional information and how the delay is in the interest of the 
member. 

7. When the health plan extends the timeframe, it most the member in writing of the reasons for 
the delay and inform the member of the right to file an expedited grievance if he or she 
disagrees with the health plan’s decision to grant an extension. 

8. The health plan must notify the member of its determination as expeditiously as the member’s 
health condition requires but no later than seventy-two (72) hours from the appeal receipt, or 
upon expiration of the extension. 

9. The case is reviewed by someone other than the person making the initial determination and 
must be reviewed by a provider with the same specialty or sub-specialty as the requesting 
provider, or with expertise in the field of medicine that is appropriate for the services at issue. 

10. If the Part C expedited reconsideration or Part D redetermination is completely favorable 
(overturned), the member, provider, and authorized representative are notified in writing 
within seventy-two (72) hours. 

a. Verbal notice is followed by a written notice within three (3) calendar days, including 
approval language that is readable and understandable, explaining the duration 
limitations and/or any coverage rules applicable to the approval. 

b. Services are authorized within seventy-two (72) hours of receipt of the case, or as soon 
as medically necessary, based on the member’s medical condition. 

c. The health plan works with the provider and/or PMGSJ to obtain the approved 
authorization within the seventy-two (72) hours and to coordinate the member’s care as 
expeditiously as necessary related to the member’s medical condition. 
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11. If a Part C expedited reconsideration decision is upheld (adverse), in whole or in part, the 
member, provider, and authorized representative is notified verbally and in writing within 
seventy-two (72) hours of receipt of the case. 

a. The appeal is sent to the Centers for Medicare and Medicaid Services (CMS) contracted 
Independent Review Entity (IRE), Maximus, as expeditiously as the member’s health 
conditions require, but no later than within twenty-four (24) hours of the decision. 

b. The member and the provider are concurrently notified in writing of the decisions and of 
the case submission to Maximus.  All reconsiderations sent to the CMS Independent 
Review Entity will contain an appeal transmittal cover sheet on top of organizational 
determinations notices, copy of the reconsideration request, copy of information used to 
make the Medicare health plan internal reconsideration decision and complete copy of 
the relevant Evidence of Coverage. 

c. Maximus will review the case and notify the health plan, the member and CMS of their 
decision within seventy-two (72) hours of receipt. 

d. If the health plan’s decision is overturned by Maximus, the health plan will authorize or 
provide the requested services to the member as quickly as the member’s health 
requires, or within seventy-two (72) hours of receipt of the IRE reversal notice.  

e. The health plan informs Maximus via fax that the health plan has effectuated the 
decision, via the Maximus Statement of Compliance form. 

f. A reconsideration determination is final and binding on all parties unless a party other 
than the health plan files a request for a hearing under the provision of Title 42, CFR 
Section 422.602, or unless the reconsideration determination is revised under Title 42, 
CFR Section 422.616. 

g. Further appeal rights available to the member include an Administrative Law Judge 
hearing, Medicare Appeals Council hearing, or civil action.  If an expedited appeal is 
overturned upon ALJ or higher review, the health plan will authorize or provide the 
service as quickly as the member’s health require, or within sixty (60) days and notify 
Maximus that has been done. 

12. For a Part D expedited redetermination decision that is upheld (adverse) in whole or in part, the 
member, provider, and authorized representative is notified verbally and a Redetermination 
Letter is sent to the member and provider within three (3) calendar days of oral notification, 
informing the member how to contact Maximus Part D Qualified Independent Contractor (QIC) 
for reconsideration.  The member is provided with the Reconsideration Form as an attachment 
to the Redetermination Letter.  The Redetermination Letter must include approved language 
that is readable and understandable, giving specific reasons for the denial, that takes into 
account the member’s medical condition, disabilities, and special language, clear explanation of 
additional information needed to obtain coverage, informs the member of his or her right to a 
reconsideration, and contains Medicare Beneficiary Identifier (MBI) number, the plan name, the 
plan ID number, the contract ID number, and formulary ID number. 

a. If Maximus Part D QIC overturns the health plan’s denial, the same process above is 
followed, with the exception that the Part D drug is authorized or provided as quickly as 
the member’s health requires, or within twenty-four (24) hours of receipt of notice.  The 
health plan informs Maximus Part D QIC that the health plan has effectuated the decision 
via the Maximus Part D QIC Notice of Effectuation Form. 

13. If the health plan fails to reach a Part C reconsideration or Part D redetermination decision 
within the seventy-two (72) hour timeframe, the case will be forwarded to the IRE (Maximus) or 
Maximus Part D QIC within twenty-four (24) hours of expiration of the required timeframe for 
expedited reconsideration, by overnight delivery, online portal, or by fax. 
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a. The health plan notified the member or their authorized representative verbally within 
twenty-four (24) hours of the time adjudication and in writing within seventy-two (72) 
hours of receipt. 

b. The member is notified of their right to submit evidence in support of their care to 
Maximus. 

c. Information on how to contact Maximus is provided to the member. 
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CHAPTER 13: UTILIZATION MANAGEMENT 
 

Authorization Guidelines    

 
Primary Care Providers – Do not need to request an authorization for initial “in-network” specialist 
consultation. Exceptions to this guideline are initial consultation requests for: 

• Dermatology 

• Ophthalmology 

• Podiatry 

• Physical Therapy 

• Speech Pathology 

• Acupuncture 

• Chiropractic 
 
Specialist Providers – Do not need to request an authorization for initial visit for “in-network” specialists.  
Exceptions to this guideline are requests for: 

• Dermatology 

• Ophthalmology 

• Podiatry 

• Physical Therapy 

• Speech Pathology 

• Acupuncture 

• Chiropractic 
 
Authorizations need to be requested for follow up care. 
 
Authorization is required for the following entities: Stanford, Lucille Packard, Santa Clara Valley Medical 
Center and UCSF. 
 
Sensitive Services do NOT require an authorization. 
 
 

As a reminder: 
 

No Authorization is Required for: Routine X-rays, including contrast studies, Bone Density, 
Screening Mammogram, Diagnostic Mammogram and Diagnostic Ultrasounds at contracted 
facilities. 

 
Authorization are Required for: CT Scans, Diagnostic Infertility Studies, MRI’s, Nuclear Medicine 
Scans, and PET Scans for all members at all facilities. 

 
Lab does not require authorization at the following contracted provider:  

Quest Labs 
Exceptions: Genetic testing, including BRCA1 & BRCA2   

(For locations, see Appendix or visit QuestDiagnostics.com)   
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Authorization Process 
 
A. Providers can submit an authorization in one of two ways: 

1. Through the online provider portal.   
2. Faxing a paper authorization request form to the Utilization Management Department.  

 
B. PREFERRED: When submitting an authorization through the portal, the provider must: 

1. Complete all fields. 
2. Attach all applicable medical records, notes, and other supporting documentation. 
3. Indicate if the request is expedited or standard or post-service 

 
C. If you absolutely must fax, then fax paper authorizations, the provider: 

1. Must legibly complete PMGSJ’s prior authorization request form PMGSJ Prior Authorization 
Form, requesting provider name, address, phone/fax and servicing provider name, address, 
phone/fax, correct ICD 10, CPT/HCPCS codes. If the servicing provider is not contracted, please 
indicate provider full name, address, phone, fax, NPI #, Tax ID #, contact name and please attach 
W9 form Request for Tax Payer Identification Number and Certification  

2. Indicate if the request is expedited, standard or retrospective. 
3. Attach all applicable medical records, notes, and other supporting documentation. 

Fax all documents to PMGSJ’s Utilization Department using UM Main fax (408) 937-3637, back up 

fax (408) 937-3638.  

 
D. The Utilization Department monitors authorization requests all day. 

1. Once the request is received, the member’s eligibility is verified. 
2. The provider’s office is immediately contacted if appropriate records, notes, and supporting 

documents are not included. 
3. Expedited and standard authorizations are processed following the Industry Collaboration Effort 

(ICE) timeliness standards, per line of business. 
4. If the member’s benefit, identified on the authorization request, is not covered by the line of 

business, the Utilization Management staff contact’s the health plan to verify if covered 
supplemental benefits apply.  

 
E. Should an error occur when entering an authorization, UM staff will make the appropriate modification.  

Additionally, UM staff will document the reason for the modification.    
 

F. Modifications can only be made by UM staff whose user entitlement allows access to this privilege.  The 
core system does not allow for modifications to an authorization decision date and/or time.    
 

G. All modifications made to an authorization are captured in the authorization’s audit trail.  At a 
minimum, the audit trail identifies: 

1. Name of user making the modification 
2. Date and time of the modification 
3. Field name 
4. Old value 
5. New value 
6. Operation 

 
H. Each authorization is processed by urgency and timeframe in order to meet compliance standards.   

https://www.pmgmd.com/for-providers/resources/#q9
https://www.pmgmd.com/for-providers/resources/#q9
https://www.pmgmd.com/for-providers/resources/#q9


 

PMGSJ Provider Manual - Revised: June 2023    
Provider Services: 408.937.3600 or providerservices@excelmso.com 

CONFIDENTIAL 

113 

 
Medi-Cal 

 
1. For Medi-Cal, Urgent prior authorization requests must meet H&S 1367.01 (h) (2).   
2. When the provider attests (indicating clearly the reason for an urgent need for authorization) or 

if the Chief Medical Officer or Sr. Medical Director determines that the standard timeframe 
could seriously jeopardize the Member’s life or health or ability to attain, maintain, or regain 
maximum function, a decision is rendered (approve, modify, deny or defer) and notification 
sent within 72 hours. 

3. If the Provider does not attest (indicating clearly the reason for an urgent need for 
authorization) or if the Chief Medical Officer or Sr. Medical Director determines that the 
standard timeframe would not seriously jeopardize the Member’s life or health or ability to 
attain, maintain or regain maximum function, the Chief Medical Officer or Sr. Medical Director: 

a. Documents why the Urgent request does not meet H&S 1367.01 (h) (2) and 
b. Changes the Authorization Priority to Routine (decision and notification will be 

performed within 5 working days) and 
c. Pends the authorization to Urgent Call Backs Quickcap queue.  The UM Coordinator 

telephones the Member and the Requesting Provider in a HIPAA compliant fashion and 
notifies them of the change in authorization priority (including the new turnaround time 
frame).  Right to file a grievance is included in this notification.  The UM Coordinator 
pends the case back to the correct authorization queue. 

4. An Urgent prior authorization request for an elective (non-emergent) surgery submitted 
urgently due only to an imminent date of service is NOT considered to be urgent.  Urgent 
Requests submitted under these circumstances are reviewed as per the above, changed to 
routine, and reviewed as a non-urgent (routine) request.  

    
Medicare 

 
1. For Medicare, Urgent prior authorization requests must meet 42 CFR 422.570 Expediting certain 

organization determinations (includes the amendment published 84 FR 23880, May 23, 2019).  
Only the Chief Medical Officer/Sr. Medical Director can deny a request for an expedited 
determination.  

2. An enrollee (member) or a physician (regardless of whether the physician is affiliated with 
PMGSJ) may request that the Utilization Management Department expedite an organization 
determination: 

a. The enrollee or physician must submit an oral or written request directly to the 
Utilization Management Department. 

b. A physician may provide oral or written support for a request for an expedited 
determination. 

3. The Utilization Management Department must establish an efficient and convenient means for 
individuals to submit oral or written requests.  The Utilization Management Department must 
document all oral requests in writing and maintain the documentation in the case file. 

4. The Chief Medical Officer/Sr. Medical Director promptly decides whether to expedite a 
determination, based upon the following requirements: 

a. For a request made by an enrollee, the Utilization Management Department must 
provide an expedited determination if it determines that applying the standard 
timeframe for making a determination could seriously jeopardize the life or health of the 
enrollee or the enrollee’s ability to regain maximum function. 
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b. For a request made or supported by a physician, the Utilization Management 
Department must provide an expedited determination if the physician indicates that 
seriously applying the standard timeframe for making a determination could seriously 
jeopardize the life or health of the enrollee or the enrollee’s ability to regain maximum 
function. 

c. If the CMO or Sr. Medical Director decides to deny an expedited request, He/She: 
i. Clearly documents why the Expedited request does not meet 42 CFR 422.570 

ii. Changes the Authorization Priority to Routine (decision and notification will be 
performed within 72 hours (Part B drugs) or 14 business days and 

iii. Pends the authorization to the Completed Medical Reviews Queue for denial 
processing in Quick Cap. Nurse creates Urgent Request Denial Letter and faxes it 
to the requesting provider; Nurse then pends the authorization to Urgent Call 
backs for prompt oral notification to the enrollee and mailing of the letter.   

5. If PMGSJ denies a request for an expedited determination, it must take the following actions: 
a. Automatically transfer a request to the standard timeframe and make a determination 

within the 14-day 72-hour (Part B drug) or 14-day standard timeframe as applicable, 
established in 422.568 for a standard determination.  The 72-hour or 14-day period 
begins with the (time) day the MA organization receives the request for an expedited 
determination.  

b. Give the enrollee prompt oral notice of the denial and subsequently deliver, within 3 
calendar days, a written letter that: 

i. Explains that the MA organization will process the request using the 72-hour or 
14-day timeframe for standard determinations; 

ii. Informs the enrollee of the right to file an expedited grievance if he or she 
disagrees with the MA organization decision not to expedite; and 

iii. Informs the enrollee of the right to resubmit a request for an expedited 
determination with any physician’s support; and  

iv. Provides instructions about the grievance process and its timeframes. 
6. An Urgent prior authorization request for an elective (non-emergent) surgery submitted 

urgently due only to an imminent date of service is NOT considered to be urgent.  Urgent 
Requests submitted under these circumstances are reviewed as per the above, changed to 
routine, and reviewed as a non-urgent (routine) request.  

 
I. For emergency care, as defined under the “prudent layperson” rule, PMGSJ does not require an 

authorization. Providers are instructed to provide the emergency service as appropriate to the medical 
condition. If PMGSJ receives such a request, the requesting provider or member will be so notified by 
oral notification. 
 

J. For members who receive care outside the service area or from an out of network provider, 
determination will be processed according to the same time frames outlined in the ICE timeliness 
standards if it is determined to be the responsibility of PMGSJ; otherwise, it will be referred to the 
health plan. Refer to the Out of Area Out of Network Process. 
 

K. The completed request is forwarded to the appropriate clinical staff to complete the authorization 
review process. The non-clinical staff Attaches applicable copies of the Office of Inspector General, List 
of Excluded Individuals/Entities Database, System for Award Management, Medicare Opt-out report 
and the state suspended and ineligible validation to the authorization. 

L. The clinical staff: 



 

PMGSJ Provider Manual - Revised: June 2023    
Provider Services: 408.937.3600 or providerservices@excelmso.com 

CONFIDENTIAL 

115 

1. Checks the request for completeness of medical information including supporting clinical 
documentation justifying the request.  

2. Attaches applicable copies of the Office of Inspector General, List of Excluded 
Individuals/Entities Database, System for Award Management, Medicare Opt-out report and the 
state suspended and ineligible validation to the authorization. 

3. If the service provider is non-contracted, the clinical staff determines if a non-contracted 
provider is appropriate. 

a. If a non-contracted provider is deemed appropriate, the clinical staff follows PMGSJ’s 
LOA process. 

b. If a non-contracted provider is deemed inappropriate, the clinical staff attempts to 
redirect to an in-network provider.  

c. If the attempt to redirect is not successful, the clinical staff escalates the request to the 
Chief Medical Officer or Sr. Medical Director.  The Chief Medical Officer or Sr. Medical 
Director determines one of the following: 

I. The out of network provider is appropriate. 
II. Redirection in-network. 

III. Denies the request.   
4. Applies the appropriate criteria or clinical practice guidelines.  
5. Identifies potential coordination of benefits and third-party liability situations.  

 
M. Only PMGSJ’s Chief Medical Officer or Sr. Medical Director makes medical necessity denial 

determinations. 
 

N. Once the authorization request has been approved, it will not be changed. The only allowable changes 
are for correction of CPT4 coding or site of service at the request of the requesting provider.  These 
changes may only be made by clinical staff.  Changes are tracked in the authorization audit trail. 
 

O. Authorization requests that cannot be approved by clinical staff or services that are deemed complex in 
nature, are escalated to the Chief Medical Officer or Sr. Medical Director.  
 

P. Out of network service requests are considered for approval when the service is not available within 
PMGSJ’s network or when the utilization of an out of network provider is deemed to be more 
appropriate.  

1. All out of network requests are subject to medical review by the Chief Medical Officer, Sr. 
Medical Director or UM Manager. 

2. Once the out of network request has been authorized, a request for a letter of agreement is 
forwarded to the contracting department for claim payment purposes.  Refer to the out of 
network process and the letter of agreement process. 

 
Q. For non-urgent authorization requests:  

1. Providers are notified of the clinical determinations by fax within 24 hours of making the 
decision following and not exceeding the ICE timeliness standards. 

2. If the provider has web authorization access, the determination may be viewed immediately 
online after the decision is made.  

3. Members are notified of approved and denied authorizations by a confirmation letter within 
one (1) business day after the determination is made, following and not exceeding the ICE 
timeliness standards. 
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4. Written notification for all lines of business and all decisions must include the Language 
Assistance Pages (LAP) and the 1557 Documents as part of a full notification packet. 

 
R. For urgent and emergency authorization requests: 

1. Providers are notified of the decision determinations by fax within 72 hours after receipt of the 
request. 

2. If the provider has web authorization access, the determination may be viewed immediately 
after the decision is made.  

3. Members are notified of approved and denied authorizations by a confirmation telephone call 
within 72 hours after receipt of the request, following and not exceeding the ICE timeliness 
standards. 

a. If the member cannot be reached by phone, an approval or denial letter is sent to the 
member via overnight delivery within 72 hours after receipt of the request. 

b. If the member is reached by phone, a letter is sent within one (1) business day after the 
successful phone call was made. 

c. Written notification for all lines of business and all decisions must include the Language 
Assistance Pages (LAP) and the 1557 Documents as part of a full notification packet. 

4. For denied authorization requests: 
a. Notifications 

 
S. Medicare Member Requesting an Authorization 

1. Medicare members or their representatives may submit a request for an authorization directly 
to PMGSJ or the health plan. 

2. The member may make the request orally or in writing. 
3. PMGSJ does not deny the request because it came from a member or their representative. 
4. PMGSJ follows the authorization process outlined in this policy. 
5. The turn-around time begins when the member contacts either PMGSJ or the health plan, 

which ever happened first. 
6. PMGSJ makes the organization determination for those services for which they are delegated, 

including timely decisions and notices. 
7. All services not delegated to PMGSJ, for which the member is entitled, are the responsibility of 

the health plan. 
8. Once a determination is made by PMGSJ, a letter is sent to the member and the member’s 

primary care physician. 
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Retrospective Authorization Process 
 
A. Providers must give the member proper written advance notice when Medicare will likely deny a 

service or item or the provider will be financially liable.  However, if a provider gives the member 
proper written advance notice that Medicare will likely deny payment for the service or item and 
indicates this action on the claim, the member may be held liable. 

 
B. PMGSJ’s Utilization Management Department reviews retrospective authorization requests for the 

following: 
1. Services provided were deemed emergency services. 
2. Services provided were deemed urgent services. 
3. Services involved procedure(s) where a delay would be considered medically inappropriate. 
4. Determine whether service was medically necessary. 
5. Member eligibility information was not available at time of service.   
6. Need for additional authorized services were identified during a pre-approved procedure. 

 
C. Requests for retrospective reviews may be submitted to the Utilization Management Department by 

the following, but not limited to: 
1. Providers 
2. Claims  
3. Compliance 
4. Eligibility/Provider Relations 

 
D. PMGSJ follows the ICE Timeliness standards from the date of receipt to acknowledge, determination, 

and notification to the provider and member in writing of the decision. 
 

E. Provider Submission of a Retrospective Authorization to the Utilization Management Department: 
1. Submitting a retrospective review: 

a. Physicians PMGSJ of San Jose may submit a request for a retrospective review to the 
Utilization Management within forty-five (45) calendar days from the date of service. 

2. Contracted and non-contracted providers may submit a retrospective review request through 
one of the following methods: 

a. On-line portal 
b. Fax 
c. Encrypted/secure email 
d. USPS Mail 
e. Telephone call to Excel MSO staff members 

3. The provider must include the following in the request: 
a. Name of member 
b. Member’s health plan ID number 
c. Member’s health plan 
d. Date of birth 
e. Rendering provider 
f. Provider’s address 
g. Provider TIN 
h. Provider NPI 
i. Diagnosis 
j. Service(s) rendered  
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k. Reason retrospective authorization requested 
l. Medical Records 

4. The Clinical staff reviews the retrospective authorization request. 
a. The Clinical Review Team determines whether a claim for this service was previously 

denied for no prior authorization and documents in Quick Cap. 
b. The Clinical Review team:  

I. Determines the number of days between the date of service and the date 
PMGSJ received the request. 

II. Reviews the authorization for medical necessity. 
c. If the Clinical staff determines that the claim was previously denied for no prior 

authorization on file, the Clinical staff makes a decision to approve if it meets medical 
necessity and the request is received within 45 calendar days from the date of service.  
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Concurrent Review  
 
A. Upon receipt of concurrent review of requests for hospital admission submitted by hospitals (face 

sheets), Utilization Management may authorize, depending on the day of the initial calendar day of 
hospital care (first 24 hours of care).  

1. If the next review date falls on a weekend or holiday, UM authorizes through the end of that 
period.   

2. As members are admitted based upon the evaluation of the hospital treating physician, UM 
authorization of dates of service is done in order to provide member-centric care, allow for 
focus on initial discharge planning as well as obviate the need for physician-to-physician 
discussion and agreement upon a care plan.  

3. UM makes an administrative authorization under the guidance of this policy.   
4. UM does not make a medical necessity decision. 

 
B. Concurrent inpatient medical necessity review is performed by the inpatient case manager with an 

active unrestricted California nursing license – RN or LVN. The inpatient case manager may perform 
other functions in addition to concurrent review, such as discharge planning and large case 
management.  
 

C. Concurrent inpatient review is performed by the inpatient case manager by conducting: 
1. Electronic review through the hospital secure websites or information system when permission 

has been granted to PMGSJ’s Utilization Management Department, and/or  
2. Review of medical records received by PMGSJ UM team via facsimile. 
3. Telephonic review by calling the facilities Case Management Department or the facility floor, 

and/or  
4. On site review at the facility.  

 
D. Concurrent review for sub-acute, rehabilitation, and skilled nursing facilities is conducted at least once 

weekly or more frequently as dictated by change in clinical status.  
 

E. PMGSJ’s Inpatient Case Manager follows the on-site review procedures as delineated by each facility, 
including: 

1. Advance scheduling of on-site visits,  
2. Checking in at the appropriate department or with the appropriate department manager,  
3. Signing in and obtaining an identification badge, as deemed necessary by the facility’s standing 

procedure, and;  
4. Wearing facility identification when required.  

 
F. Facilities are encouraged to contact PMGSJ to report any issues regarding the Inpatient Case Manager 

or review process.  
 

G. PMGSJ’s Inpatient Case Manager and the Complex Case Manager divide the responsibility for reviewing 
the complex case admissions at out-of-network hospitals.   
 

H. Concurrent review decisions regarding inpatient services, in acute, sub-acute, rehabilitation, and skilled 
nursing facilities, are made within twenty-four (24) hours of the receipt of the review request. 
Contracted providers and the members of the hospital physician panel have been notified that, unless 
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they receive a denial notification, the continued stays are approved.  Medical Necessity Reviews are 
conducting using a nationally recognized guideline (MCG).  
 

I. PMGSJ’s Chief Medical Officer, or physician designee, provides direction and oversight for the 
concurrent review process.  

1. The inpatient case manager refers complex or controversial continued stay cases to either the 
Chief Medical Officer or Sr. Medical Director for review.  

2. The attending physician may be contacted to provide any additional clinical information and 
input regarding the medical necessity for continued stay.  

a. If continued stay is determined to be appropriate, the continued stay is authorized.  
b. If the member can be safely discharged, the discharge is initiated by the treating 

physician.  
 

J. If continued stay is determined not to be appropriate, PMGSJ’s Chief Medical Officer or Sr. Medical 
Director and the facility’s attending physician may arrive upon a mutually satisfactory treatment plan.  

1. If there is a difference of opinion between the Chief Medical Officer or Sr. Medical Director and 
the attending physician, a peer-to-peer consultation is granted or assistance may be sought by 
way of a second opinion from a similarly trained specialist and/or from the Utilization 
Management Committee or Health Plan Medical Director. 

2. Continued stay is authorized or denied based on medical necessity in compliance with accepted 
standards of practice.  

3. At no time is care discontinued until the treating physician has been notified and a treatment 
care plan has been agreed upon.  

4. Medi-Cal and Medicare members: For Continuity of Care, Transition of Care, Extension of 
Benefits, PMGSJ assists members and provides information to new representation (ie: 
IPA/PMGSJ) when members disenrollment occurs during an acute inpatient hospital stay (Medi-
Cal Excluded).  

 
K. Concurrent inpatient review is subject to the strict rules of confidentiality and protects the member’s 

right to privacy.  
 

L. The concurrent review process begins with notification of admission by the provider or the facility, with 
the initial review conducted the first business day after the notification.  

1. The discharge planning process is initiated immediately upon notification of the admission.  
2. Summaries of reviews are reported to the member’s health plan medical management staff, as 

per contractual agreement, until the member is discharged.  
3. When necessary, transfer of enrollees to a participating hospital is coordinated with the health 

plan case management staff, according to contract stipulations.  
 

M. Concurrent review assures that all inpatient care meets established guidelines for severity of illness and 
intensity of service. PMGSJ uses Clinical Criteria for UM Decisions.   
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Over and Under Utilization Management  
 
A. The UM Management team collects and analyzes medical services utilization data routinely and reports 

the results to the Utilization Management Committee (UMC) for evaluation.  
 

B. The Utilization Management Committee assesses reports on utilization for outliers and/or opportunities 
for improvement.  Examples of report types that may be reviewed are: 

1. Inpatient Bed Day Utilization Reports 
2. Skilled Nursing Facility Bed Days  
3. Outpatient referrals by specialty type:  
4. Volume of medical service referrals  
5. Denials 
6. Frequency of Selected Inpatient and Ambulatory Surgical Procedures: 
7. Referral patterns  

 
C. If the utilization data shows variation in clinic care standards and/or outliers are identified, PMGSJ may 

seek a response from the provider. Findings are presented to the UMC and corrective action 
recommendations are discussed.   

1. Appropriate follow-up of the corrective action plan is carried out by the either the UM or 
Quality Departments and may include random checks and audits, at short intervals, to assess 
the effectiveness of the corrective action. 

2. Progress reports on the effectiveness of the interventions are provided to the UMC, QMC, and 
Board of Directors.  

3. Physicians that do not demonstrate improvement are reported to Quality Management 
Committee and the information is submitted during the re-credentialing process. 
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Physical, Occupational, and Speech Therapy  
 

A. Physical, Occupational, and Speech Therapy evaluation and treatment services are considered 
medically necessary when all of the following criteria are met--Signs and symptoms of physical 
deterioration or impairment or prevention of disability in 1 or more of the following areas: 

1. Sensory/motor ability, 
2. Functional status as evidenced by inability to perform basic ADLs and/or mobility, 
3. Cognitive/psychological ability, 
4. Cardiopulmonary status, 
5. Speech/language/swallowing ability/cognitive-communication disorder that results in disability. 

 
B. Treatment is ordered by an examining physician, physician assistant or nurse practitioner and a 

formal evaluation is conducted by a licensed/registered speech, occupational or physical therapist.  
The evaluation must include the following: 

1. History of illness or disability 
2. Relevant review of systems 
3. Pertinent physical assessment 
4. Current and previous level of functioning 
5. Tests or measurements of physical function 
6. Potential for improvement in the patient’s physical function 
7. Recommendation for treatment and patient and/or caregiver education. 

 
C. Treatment requires the judgement, knowledge, and skills of a licensed/registered therapist or therapy 

assistant and cannot be reasonably learned and implemented by non-professional/certified 
professional’s feedback are not covered services. 

 
D. Treatment meets accepted standards of discipline-specific clinical practice, and is targeted and 

effective in the treatment of the member’s diagnosed impairment or condition. 
 

E. Treatment does not duplicate services provided by other types of therapy, or services provided in 
multiple settings. 

 
F. Treatment conforms to a plan of care specific to the member’s diagnosed impairment or condition.  

The written plan of care signed by the therapist must include all of the following: 
1. Diagnosis with date of onset or exacerbation. 
2. Short and long-term function treatment goals that are specific to the member’s diagnosed 

condition or impairment, and measurable relative to the member’s anticipated treatment 
progress.  Treatment techniques and interventions to be used-amount, frequency, and duration 
required to achieve measurable goals. 

3. Education of the member and primary caregiver, if applicable.  This should include a plan for 
exercise/interventions to be completed at home between sessions with the therapist. 

4. A brief history of treatment provided to the member by the current or most recent provider, if 
applicable. 

5. A description of the member’s current level of functioning or impairment, and identification of 
any health conditions which could impede the member’s ability to benefit from treatment. 

6. Member’s most recent standardized evaluation scores, with documentation of age equivalency, 
percent of functional delay, or standard deviation (SD) score when appropriate for the 
member’s diagnosis/disability. 
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7. Providers should also include any meaningful clinical observations, summary of a member’s 
response to the evaluation process, and a brief prognosis statement. 

 
G. Treatment is either: 

1. Produce clinically significant and measurable improvement in the member’s level of functioning 
within a reasonable, and medically predictable period of time, OR 

2. Prevent significant functional regression as part of a medically necessary program and: 
a. When a member under 21 years achieves a clinical and functional plateau, the provider 

updates the plan of care and provides monthly or as appropriate, reassessments to 
update and modify the home care program.  If the member’s functional level is in 
jeopardy or declining the plan of care can be adjusted accordingly by the therapy 
provider. 

b. EPSDT (early and periodic screening, diagnosis and treatment) members; members who 
are receiving EPSDT services may continue to receive medically necessary therapies 
where loss or regression of present level of function is likely within a reasonable and 
medically predicable period of time. 

3. Where appropriate, nationally recognized decision support criteria is used as a guideline in the 
medically necessary decision-making process. 

 
H. Physician, occupational, and speech therapy for comorbid physical impairment in individuals with 

severe mental illness, including but not limited to autism spectrum disorders and other pervasive 
development disorders are considered medically necessary when criteria in this policy are met. 
 

I. Not all treatment modalities are covered benefits.  Coverage of specific modalities depends upon their 
proven efficacy, safety, and medical appropriateness as established by accepted and discipline-specific 
clinical practice guidelines. 
 

J. Treatment of the numbers in the home may be medically necessary if the treatment can be safely and 
adequately performed in the member’s home environment, and the diagnosed impairment or 
condition makes transportation to an outpatient rehab facility impractical or medically inappropriate. 

 
Outpatient or Home Health Therapy Utilization Guidelines 

 
K. Initial Request 

1. Initial Evaluation requirements are based on the individual member benefit contract. 
2. Initial request for treatment following evaluation meets all of the following: 

a. Therapy is considered medically necessary for members with clearly diagnosed 
impairments or conditions. 

b. The Plan of Care as outlines above, is completed and signed by the therapist. 
3. If services are approved, up to six (6) months of treatment may be authorized when the medical 

prognosis clinically supports the need for up to six (6) months of treatment. 
 

L. Continued Authorization 
1. Treatment progress must be clearly documented in an updated plan of care/current progress 

summary signed by the therapist, as submitted by the requesting provider at the end of each 
authorization period and/or when additional visits are being requested.  Documentation must 
include the following: 



 

PMGSJ Provider Manual - Revised: June 2023    
Provider Services: 408.937.3600 or providerservices@excelmso.com 

CONFIDENTIAL 

124 

a. The member’s updated standardized evaluation scores, with documentation of age 
equivalency, percent of functional delay, or SD score, if applicable. 

b. Objective measures of the member’s functional progress relative to each treatment goal 
and a comparison to the previous progress report. 

c. Summary of member’s response to therapy, with documentation of any issues which 
have limited progress. 

d. Documentation of member’s participation in treatment as well as member/caregiver 
participation or adherence with a home exercise program (HEP). 

e. Brief prognosis statement with clearly established discharge criteria. 
f. An explanation of any significant changes to the member’s plan of care and the clinical 

rationale for revising the plan of care. 
g. Prescribed treatment modalities, their anticipated frequency and duration. 
h. Physician signature must be on the plan of care or on a prescription noting the service 

type. 
i. If applicable, attestation is submitted and verifies no duplication of services for children 

with development delays. 
2. If services are approved, up to six (6) months of treatment may be authorized when the medical 

prognosis clinically supports the need for up to six (6) months of treatment. 
 

M. Discontinuation of Therapy 
1. Reasons for discontinuing treatment may include, but are not limited to, the following: 

a. Member has achieved treatment goals as evidenced by one or more of the following: 
i. No longer demonstrates functional impairment or has achieved goals set forth in 

the plan of care. 
ii. Has returned to baseline function. 

iii. Will continue therapy with a HEP. 
iv. Has adapted to impairment with assistive equipment or devices. 
v. Member is able to perform ADLs with minimal to no assistance from caregiver. 

b. Member has reached a functional plateau in progress, or will no longer benefit from 
additional therapy. 

c. Member is unable to participate in the plan of care due to medical, psychological, or 
social complications. 

d. Non-compliance with a HEP and/or lack of participation in scheduled therapy 
appointments. 

 
N. Physical, occupations and speech therapy are included as basic health care services under the Knox-

Keene Act.  
1. Any denial must be based upon lack of medical necessity.  
2. Denials cannot be based on absence of coverage for such services or based upon lack of physical 

impairment, or absence of a physical cause for the member’s condition, or on the basis that a 
member does not have a sufficient physical ailment to trigger coverage under clinical guidelines.  

 
O. Speech Therapy and Occupational Therapy can be denied if:  

1. A physician and/or peer reviewer determines that the provided documentation does not 
support medically necessary.  

2. Documentation shows the goals of speech therapy and/or occupational therapy have been 
achieved and further services are not medically necessary.  
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P. Clinically based criteria such as MCG, and/or other published utilization management criteria for 
determining the medical necessity of speech therapy and/or occupational therapy may be utilized 
however, any guidelines must be consistent with California Department of Managed Health Care 
(DMHC) requirements, the Knox-Keene Act and any other applicable California and federal law. 
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Second Medical Opinion 
 
A. Members and providers may request a second medical opinion through the authorization request 

process. 
 

B. The second medical opinion request must include: that date of the request, the person and/or provider 
making, the second medical opinion provider, the special of the second opinion provider, the reason for 
the second opinion, the urgency of the situation, and the name of the primary care physician (PCP). 
 

C. The reason(s) for the request may include, but are not limited to questions or concerns about: 
1. Reasonableness or necessity pf a recommended surgical procedure or treatment plan. 
2. Diagnosis and/or plan of care for a condition, which threatens loss of life, loss of limb, loss of 

bodily functions, or substantial impairment including a serious chronic condition. 
3. Complex or confusing clinical information or diagnosis such as: 

a. Clinical information or test results are not clear, complex and/or confusing, or diagnosis 
is in doubt due to conflicting test results, or 

b. The treating health professional is unable to diagnose the condition, or 
c. The treatment plan in process has not improved the medical condition within an 

appropriate period of time given the diagnosis and plan of care, or 
d. When the member has attempted to follow the plan of care or has consulted with the 

initial provider about serious concerns about the diagnosis or plan of care. 
 

D. The practitioner performing the second medical opinion: 
1. Must be a board certified primary care or specialist physician acting within the scope of their 

practice and specialty and must possess the clinical training and expertise related to the 
particular illness or condition. 

2. Is obligated to provide consultation report, findings, and treatment recommendations to the 
member and the requesting primary care physician or specialists in a timely manner. 

 
E. PMGSJ meets all regulatory and contracted health plan requirements for timely processing for the 

second medical opinion requests according to the urgency of the medical situation. 
 

F. If a member’s condition is an imminent and serious threat to health, the second medical opinion is 
provided within 72 hours from the receipt of the request. 

 
G. When recommending a second medical opinion provider, PMGSJ takes into consideration the member’s 

ability to travel to that particular provider’s location. 
 

H. If a second medical opinion is regarding primary care, the member is referred to another physician of 
the appropriate clinic specialty and training within PMGSJ’s network. 
 

I. If the second medical opinion is regarding specialty care, the member is referred to an equivalent 
specialist within PMGSJ and, if not available, then to an equivalent specialist within the health plan’s 
network. 

 
J. If the member or provider requests a second medical opinion within PMGSJ’s network and no qualified 

provider is available, PMGSJ refers the member to a qualified provider outside of PMGSJ’s network and 
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PMGSJ incurs the cost of the second medical opinion.  Member is responsible only for the costs of 
applicable co-pays in accordance with his/her plan. 
 

K. Requests for out of network/area and non-contracted providers are processed by PMGSJ if delegated or 
referred to the Health Plan and not denied, redirected, or modified.  Depending on member’s benefits, 
the out-of-network second medical opinion requested by the member is the financial responsibility of 
the member’s health plan. 
 

L. PMGSJ’s Chief Medical Officer or his/her physician designee may request second medical opinions for 
the same concerns as listed above. 
 

M. Member-initiated second opinions that relate to the medical need for surgery for major nonsurgical 
diagnostic and therapeutic procedures are covered under Medicare. 

1. In the event that the recommendation of the first and second physician differs regarding the 
need for surgery (or other major procedure), a third opinion is also covered. 

2. Second and third opinions are covered even though the surgery or other procedure, if 
performed, determined not covered.  Payment may be made for the history and examination of 
the member and for other covered diagnostic services required to properly evaluate the 
member’s need for a procedure and to render a professional opinion. 

3. In some cases, the results of tests done by the first physician may be available to the second 
physician. 
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Investigational Experimental Procedures 
 
A. The health plan and regulators require that all procedures which fall under the category of 

investigational and experimental procedures, are reviewed by PMGSJ UM if delegated or may be 
referred to and reviewed by the health plan.  

1. These procedures may also be subject to the Department of Managed Health Care Independent 
Medical Review Program. 

2. PMGSJ is responsible for the authorization of pre-clinical trial work-up. 
 

B. When the Utilization Management Department receives a request for services that may be considered 
as experimental or investigational, the clinical staff immediately brings it to the attention of the 
Utilization Management leadership team. 

 
C. After reviewing the submitted information, they may one or more of the following: 

1. Request additional information. 
2. Consult with the requesting provider. 
3. Research the specific health plan policy or guidelines. 
4. Consult with the Chief Medical Officer, Sr. Medical Director or Medical Director of the 

appropriate health plan. 
 

D. The sources of information to be relied upon by the health plan in determining whether a particular 
treatment is Experimental or Investigational include, but are not limited to the following: 

1. The member's medical records; 
2. The results of the pre-clinical trial work-up; 
3. Acceptance into the clinical trial; 
4. The protocol(s) pursuant to which the drug, device, treatment or procedure is to be delivered; 
5. Any informed-consent document the member, or his/her representative, has executed or will 

be asked to execute, in order to receive the drug, device, treatment or procedure; 
6. The published authoritative medical and scientific literature regarding the drug, device, 

treatment, or procedure; 
7. Expert medical opinion; 
8. Opinions of other agencies or review organizations, e.g., ECRI Health Technology 
9. Assessment Information Services, HAYES New Technology Summaries or MCMC Medical 

Ombudsman; 
10. Regulations and other official actions and publications issued by agencies such as the FDA. 

 
E. If the initial review indicates that the service being requested is considered to be experimental or 

investigational, the Utilization Management leadership team contacts the health plan’s Utilization 
Management leadership team to inform them of the request and ask for their input and requirements. 

 
F. PMGSJ complies with specific health plan and regulatory requirements, including an external expert 

review and expedited review procedures, in a timely manner.  
 

G. PMGSJ ensures immediate referral of all requests for experimental or investigational treatments 

(including clinical trials) to the health plan for initial determination, regardless of benefit exclusion. This 

includes the following 

1. Standard requests within 24 hours of receipt of request.  
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2. Expedited requests must be completed and faxed on the same day of member or physician 

request. 

3. If the request is related to transplants, the information must be sent directly to the health plan’s 

case management transplant department. 

4. No denial of services considered experimental or investigational will be issued by PMGSJ. 

5. Informational letter to member and practitioner should be issued immediately when sending 

the experimental/investigational referral to the health plan. 

 
H. In the case where PMGSJ is responsible for the determination, the Utilization Management leadership 

team contacts an external expert in the appropriate clinical area as well as collecting appropriate 

clinical information prior to making a decision. 
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Requirements for Coverage of Early and Periodic Screening, Diagnostic, and Treatment 
Services for Medi-Cal Members Under the Age of 21  
 
A. Bright Futures Periodicity Schedule and Guidelines for Pediatric Preventive Care  

1. The Patient Protection and Affordable Care Act (ACA) specifies that coverage of preventive care 
and screenings must be conducted with evidence-informed, comprehensive guidelines 
supported by the Health Resources and Services Administration (HRSA), which is an agency of 
the United States Department of Health and Human Services.  

2. HRSA participated in the development of, and provides ongoing support to, the national health 
promotion and prevention initiative known as Bright Futures, which is led by the American 
Academy of Pediatrics (AAP).  

3. The American Academy of Pediatrics develops theory-based and evidence-based guidance and 
recommendations for preventive care screenings and well-child visits for children and regularly 
publishes updated tools and resources for use by clinicians and state agencies.   

4. These tools include the “Bright Futures Guidelines” and the “Recommendations for Preventive 
Pediatric Health Care,” which is also known as the “periodicity schedule.”  

5. The periodicity schedule indicates specific preventive screenings and procedures that are to be 
provided to children at age-specific periodic intervals specific ages from birth through age 21. 
 

Early and Periodic, Screening, Diagnostic, and Treatment in California 
 
B. For members under age 21, PMGSJ and health plans provide a more robust range of medically 

necessary services than they do for adults that include standards set forth in federal and state law. This 
includes the Early and Periodic, Screening, Diagnostic, and Treatment benefit in accordance with the 
AAP/Bright Futures periodicity schedule. 
 

C. The Early and Periodic, Screening, Diagnostic, and Treatment benefit in California is established in the 
Medi-Cal Schedule of Benefits set forth in Welfare and Institutions Code (WIC) Section14132(v), which 
states that, “Early and periodic screening, diagnosis, and treatment for any individual under 21 years of 
age is covered, consistent with the requirements of Subchapter XIX (commencing with Section 1396) of 
Chapter 7 of Title 42 of the United States Code. WIC Section 14059.5 was amended, effective January 1, 
2019, to define medical necessity for Early and Periodic, Screening, Diagnostic, and Treatment services 
and included the following requirements: 

1. For individuals 21 years of age or older, a service is “medically necessary” or a “medical 
necessity” when it is reasonable and necessary to protect life, to prevent significant illness or 
significant disability, or to alleviate severe pain. 

2. (b)(1) For individuals under 21 years of age, a service is “medically necessary” or a “medical 
necessity” if the service meets the standards set forth in Section 1396d(r)(5) of Title 42 of the 
United States Code. 

3. (2) The department and its contractors shall update any model evidence of coverage 
documents, beneficiary handbooks, and related material to ensure the medical necessity 
standard for coverage for individuals under 21 years of age is accurately reflected in all 
materials. 
 

Requirements: 
 
D. The Early and Periodic, Screening, Diagnostic, and Treatment benefit includes the specific services listed 

above in Title 42 of the USC Section 1396d(r).  
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1. For members under the age of 21, PMGSJ and the health plans are required to provide and 
cover all medically necessary Early and Periodic, Screening, Diagnostic, and Treatment services, 
defined as any service that meets the standards set forth in Title 42 of the USC Section 
1396d(r)(5), unless otherwise carved out of the health plan’s contract, regardless of whether 
such services are covered under California’s Medi-Cal State Plan for adults, when the services 
are determined to be medically necessary to correct or ameliorate defects and physical and 
mental illnesses or conditions.  

 
E. A service need not cure a condition in order to be covered under Early and Periodic, Screening, 

Diagnostic, and Treatment. 
1. Services that maintain or improve the child’s current health condition are also covered under 

Early and Periodic, Screening, Diagnostic, and Treatment because they “ameliorate” a condition.  
2. Maintenance services are defined as services that sustain or support rather than those that cure 

or improve health problems.  
3. Services are covered when they prevent a condition from worsening or prevent development of 

additional health problems.  
4. Additional services must be provided if determined to be medically necessary for an individual 

child. 
 

F. Medical necessity decisions are individualized.  
1. Flat limits or hard limits based on a monetary cap or budgetary constraints are not consistent 

with Early and Periodic, Screening, Diagnostic, and Treatment requirements.  
2. PMGSJ is prohibited from imposing service limitations on any Early and Periodic, Screening, 

Diagnostic, and Treatment benefit other than medical necessity.  
3. The determination of whether a service is medically necessary or a medical necessity for an 

individual child must be made on a case-by-case basis, taking into account the particular needs 
of the child. 

 
G. Pursuant to WIC Section 14059.5(b)(1), for individuals under 21 years of age, a service is considered 

“medically necessary” or a “medical necessity” if the service meets the standards set forth in federal 
Medicaid law for Early and Periodic, Screening, Diagnostic, and Treatment (Title 42 of the USC Section 
1396d(r)(5)).  

1. An Early and Periodic, Screening, Diagnostic, and Treatment service is considered medically 
necessary or a medical necessity when it is necessary to correct or ameliorate defects and 
physical and mental illnesses and conditions that are discovered by screening services.  

2. PMGSJ must apply this definition when determining if a service is medically necessary or a 
medical necessity for an Early and Periodic, Screening, Diagnostic, and Treatment eligible 
member.  
 

H. PMGSJ uses the current AAP/Bright Futures periodicity schedule and guidelines when delivering the 
Early and Periodic, Screening, Diagnostic, and Treatment benefit, including but not limited to screening 
services, vision services, and hearing services.  

1. PMGSJ provides all age-specific assessments and services required by the health plan’s contract 
and the AAP/Bright Futures periodicity schedule.  

2. This does not alleviate PMGSJ of their responsibility to provide any medically necessary Early 
and Periodic, Screening, Diagnostic, and Treatment services that exceed those recommended by 
AAP/Bright Futures.  
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I. All members under the age of 21 must receive Early and Periodic, Screening, Diagnostic, and Treatment 
preventive services, including screenings, designed to identify health and developmental issues as early 
as possible.  

1. PMGSJ must provide members with appropriate referrals for diagnosis and treatment without 
delay. 

2. PMGSJ is also responsible for ensuring Early and Periodic, Screening, Diagnostic, and Treatment 
members have timely access to all medically necessary Early and Periodic, Screening, Diagnostic, 
and Treatment services and that appropriate diagnostic and treatment services are initiated as 
soon as possible, but no later than 60 calendar days following either a preventive screening or 
other visit that identifies a need for follow-up.  

 
J. PMGSJ must comply with the Americans with Disabilities Act mandate to provide services in the most 

integrated setting appropriate to members and in compliance with anti-discrimination laws. 
 

Behavioral Health Treatment 
 
K. The member’s health plan is responsible for providing medically necessary Behavioral Health Treatment 

(BHT) services, consistent with the requirements in this policy, for eligible members under the age of 
21. 
 

L. PMGSJ ensures the provision of Comprehensive Medical Case Management services, including 
coordination of care for all medically necessary Early and Periodic, Screening, Diagnostic, and 
Treatment services delivered both within and outside PMGSJ provider network.  

1. PMGSJ works with the Health Plan on the coordination of carved-out and linked services and 
referral to appropriate community resources and other agencies, regardless of whether the 
health plan is responsible for paying for the service. 

 
M. The Health Plan ensures the coverage of Targeted Case Management (TCM) services.  

1. The health plan is responsible for determining whether an Early and Periodic, Screening, 
Diagnostic, and Treatment member requires Targeted Case Management services.  The health 
plan refers members who are eligible for Targeted Case Management services to a Regional 
Center (RC) or local governmental health program, as appropriate for the provision of Targeted 
Case Management services. 

2. If the Early and Periodic, Screening, Diagnostic, and Treatment member is receiving Targeted 
Case Management services, the health plan is responsible for coordinating the member’s health 
care with the Targeted Case Management provider and for determining the medical necessity of 
diagnostic and treatment services that are covered under the health plan’s contract that are 
recommended by the Targeted Case Management provider.   

3. If the health plan determines that an Early and Periodic, Screening, Diagnostic, and Treatment 
member is not accepted for Targeted Case Management services, the health plan must ensure 
that the member’s access to services are comparable to Early and Periodic, Screening, 
Diagnostic, and Treatment Targeted Case Management services.  

 
N. Health plans are also required to provide appointment scheduling assistance and necessary 

transportation, including non-emergency medical transportation and non-medical transportation (NMT) 
to and from medical appointments for the medically necessary Early and Periodic, Screening, 
Diagnostic, and Treatment services they are responsible for providing.  
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1. Consistent with the requirements in APL 17-010, health plans must provide non-medical 
transportation for all medically necessary Early and Periodic, Screening, Diagnostic, and 
Treatment services, including those services that are carved-out of the health plan’s contract.  

2. Health plans are also required to establish procedures for members to obtain necessary 
transportation services.  

 
O. Health plans must effectively inform Early and Periodic, Screening, Diagnostic, and Treatment members 

or their families/primary caregivers about Early and Periodic, Screening, Diagnostic, and Treatment, 
including the benefits of preventive care, the services available under Early and Periodic, Screening, 
Diagnostic, and Treatment, where and how to obtain these services, and that necessary transportation 
and scheduling assistance is available.  

1. In addition to existing requirements for the provision of the Evidence of Coverage to members, 
this information must be provided annually to Early and Periodic, Screening, Diagnostic, and 
Treatment members or their families/primary caregivers who have not accessed Early and 
Periodic, Screening, Diagnostic, and Treatment services. 

2. Health plans have a responsibility to provide health education, including anticipatory guidance, 
to members under age 21 and to their parents or guardians in order to effectively use those 
resources, including screenings and treatment.  

3. This information must be provided in the member’s primary language at a sixth-grade reading 
level as required in the health plan contract and APL 17-011, Standards for Determining 
Threshold Languages and Requirements for Section 1557 of the Affordable Care Act, and APL 
18-016, Readability and Suitability of Health Education Materials, including future iterations of 
these APLs.  

 
Certain Carved-Out Services  

 
P. For members under the age of 21, the health plan is required to provide and cover all medically 

necessary Early and Periodic, Screening, Diagnostic, and Treatment services except those services that 
are specifically carved out.  

1. Carved-out services vary and can include, but are not limited to, California Children’s Services 
(CCS), dental services, Specialty Mental Health Services, and Substance Use Disorder Services.  

 
California Children’s Services 

 
Q. Once PMGSJ has adequate diagnostic evidence that a member has a CCS-eligible condition, PMGSJ must 

refer the member to the local county CCS office for determination of eligibility.  
 

Dental Services 
 
R. PMGSJ ensures that dental screenings/oral health assessments for all members are included as a part of 

the initial health assessment.  
1. For members under the age of 21, a dental screening/oral health assessment must be 

performed as part of every periodic assessment, with annual dental referrals made no later 
than 12 months of age or when referral is indicated based on assessment. Fluoride varnish and 
oral fluoride supplementation assessment and provision must be consistent with the AAP/Bright 
Futures periodicity schedule and anticipatory guidance. 

2. Health plans ensure that members are referred to appropriate Medi-Cal dental providers.  
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S. PMGSJ ensures the provision of covered medical services related to dental services that are not 
provided by dentists or dental anesthetists, but may require prior authorization for medical services 
required in support of dental procedures. 

 
Coordinating with Other Outside Entities Responsible for Providing Early and Periodic, Screening, 
Diagnostic, and Treatment Services 

 
T. Where another entity, such as a Local Education Agency Regional Center, or local governmental health 

program, has overlapping responsibility for providing services to a member under the age of 21, PMGSJ: 
1. Assessed what level of Early and Periodic, Screening, Diagnostic, and Treatment medically 

necessary services the member requires,  
2. Determines what level of service (if any) is being provided by other entities, and  
3. Coordinates the provision of services with the other entities to ensure that PMGSJ and the 

other entities are not providing duplicative services, and that the child is receiving all medically 
necessary Early and Periodic, Screening, Diagnostic, and Treatment services in a timely manner.  

 
U. PMGSJ has the primary responsibility to provide all medically necessary Early and Periodic, Screening, 

Diagnostic, and Treatment services, including services which exceed the amount provided by Local 
Education Agencies, Regional Centers, or local governmental health programs.  

1. These other entities must continue to meet their own requirements regarding provision of 
services.  

2. PMGSJ should not rely on Local Education Agency programs, Regional Centers, CCS, the Child 
Health and Disability Prevention Program, local governmental health programs, or other entities 
as the primary provider of medically necessary Early and Periodic, Screening, Diagnostic, and 
Treatment services.  

 
V. PMGSJ is the primary provider of such medical services except for those services that have been 

expressly carved-out.  
1. PMGSJ is required to provide case management and coordination of care to ensure that Early 

and Periodic, Screening, Diagnostic, and Treatment members can access medically necessary 
Early and Periodic, Screening, Diagnostic, and Treatment services as determined by the 
provider.  

2. For example, when school is not in session, PMGSJ covers medically necessary Early and 
Periodic, Screening, Diagnostic, and Treatment services that were being provided by the Local 
Education Agency program when school was in session. 
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Clinical Criteria for UM Decisions 
 

Establishing the Hierarchy for Clinical Criteria Used in UM Decision Making 
 
A. PMGSJ establishes clinical decision criteria for the Medicare line of business.  The hierarchy of criteria 

for Medicare is as follows: 
1. Health Plan Eligibility and Benefit Coverage  
2. CMS Criteria: 

a. Local Coverage Determination (LCD) 
b. National Coverage Determination (NCD)  
c. Medicare Benefit Policy Manual  

3. Health Plan Criteria 
4. Nationally Recognized Evidence-Based Criteria  
5. Specialty guidelines 
6. In the absence of the above, at the discretion of the Medical Director or Chief Medical Officer, 

Section 1862(a) (1) (A) of the Social Security Act: (“No payment may be made under Part A or 
Part B for any expenses incurred for items or services not reasonable and necessary for the 
diagnosis or treatment of illness or injury or to improve the functioning of a malformed body 
member.”) may be used to determine medical necessity. 

 
B. PMGSJ established clinical decision criteria for Medi-Cal.  The hierarchy of criteria for Medi-Cal line of 

business is as follows: 
1. Health Plan Eligibility and Benefit Coverage  
2. Medi-Cal Criteria 
3. Health Plan Criteria  
4. Nationally Recognized Evidence-Based Criteria 
5. Specialty guidelines 
6. In the absence of the above, at the discretion of the Sr. Medical Director or Chief Medical 

Officer, California Welfare & Institutions Code 14059.5: (“A service is “medically necessary” 
when it is reasonable and necessary to protect life, to prevent significant illness or significant 
disability or to alleviate severe pain.”) may be used to determine medical necessity. 

 
C. PMGSJ established clinical decision criteria for Commercial.  The hierarchy of criteria for the 

Commercial line of business is as follows: 
1. Health Plan Eligibility and Benefit Coverage  
2. State-specific and Federal guidelines or mandated Regulations 
3. Health Plan Guidelines 
4. Nationally Recognized Evidence-Based Criteria 
5. Specialty guidelines 
6. In the absence of the above, at the discretion of the Sr. Medical Director or Chief Medical 

Officer, California Welfare & Institutions Code 14059.5: (“A service is “medically necessary” 
when it is reasonable and necessary to protect life, to prevent significant illness or significant 
disability or to alleviate severe pain.”) may be used to determine medical necessity. 

 
D. The clinical hierarchy of criteria and guidelines are evaluated and approved by the Utilization 

Management Committee annually and more frequently when the hierarchy and/or criteria and 
guidelines change. 

1. Clinical criteria and guidelines are routinely updated.  
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2. New and revised criteria are developed in order comply with legislative requirements. 
 

Utilizing Clinical Criteria in UM Decisions 
 
E. The following factors are considered when applying criteria to a member’s care: 

1. Age 
2. Co-morbidities 
3. Complications 
4. Progress of treatment 
5. Psychosocial situation, when applicable 
6. Home environment, when applicable 
7. Health plan benefits 

 
F. The following factors are also considered in applying criteria: 

1. Availability of skilled nursing facilities, subacute care facilities, or hospice service. 
2. Availability of appropriate home care services, which are appropriate to the cultural and/or 

language requirement of the members. 
3. Ability of the local hospital to provide the recommended services within the acceptable 

timeframe.   
 

G. When the applied criteria are not appropriate for a member, the physician reviewer pursues one or 
more of the following activities: 

1. Reviews the case with the Chief Medical Officer or Sr. Medical Director. 
2. Consults with a board-certified specialist in the same or appropriately related field. 
3. Consults with the applicable health plan medical director. 

 
Documenting and Communicating the Use of Clinical Criteria 
 
H. It is the responsibility of all reviewers (physicians and nurses) to document in the core system the 

criteria used in the decision determinations.  
1. All communications to members and provider for denied services must disclose the criteria used 

in the denial decision. 
2. When the specific requested criteria are sent to the provider, member, or public, the disclosure 

is accompanied by the following notice, as required by SB59: 
“The materials provided to you are guidelines used by this plan to authorize, modify, or deny 
care for persons with similar illnesses or conditions. Specific care and treatment may vary 
depending on individual need and the benefits covered under your contract.” 

3. Specific criteria are disclosed upon request to any provider affiliated with PMGSJ by calling 
PMGSJ’s call center. Specific criteria are available to providers and members in accordance with 
the copyright laws.   
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Continuity of Care Process 
 

A. A PMGSJ member or appointed representative may request continuity of care with a terminated or 
non-contracted provider, verbally or in writing, by contacting one of the following: 

1. PMGSJ, 
2. Health plan,  
3. Primary Care Provider. 

 
B. To qualify for continuity of care with a terminated or non-contracted provider, the member must have 

certain health problems or conditions, such as: 
1. An acute condition that requires prompt medical attention and has a limited duration.  PMGSJ 

covers services for these conditions as long as condition lasts. 
2. A chronic condition that is serious in nature and persists without full cure or worsens over an 

extended period of time or requires ongoing treatment to maintain remission or prevent 
deterioration.  PMGSJ covers these services for a period of time necessary to complete a course 
of treatment and to arrange for a safe transfer to another provider consistent with good 
professional practice.  

3. Pregnancy. PMGSJ covers three trimesters of pregnancy through the immediate postpartum 
period. 

4. Terminal illness. PMGSJ covers the duration of a terminal illness. 
5. A child under 3 years old.  
6. PMGSJ covers up to twelve (12) months. 
7. Scheduled surgery or other procedure. PMGSJ covers if the surgery or procedure is scheduled to 

be performed. 
 

C. Seniors and People with Disabilities (SPDs) that transition into managed care may continue receiving 
services from their current out-of-network/ fee-for-service provider. (FFS providers include physicians, 
surgeons and specialists) as outlined below: 

1. If requested, the member has continued access for up to 12 months to out of network provider, 
as outlined below: 

a. The member had an ongoing medical relationship with the out of network/fee-for-
service provider and was seen within the last twelve (12) months. 

b. PMGSJ verifies the SPD member has seen the requested out of network/fee-for-service 
provider at least once in the past twelve (12) months. 

c. PMGSJ determines the requested out of network/fee-for-service provider does not have 
any documented quality of care issues. 

d. The out of network/fee-for-service provider agrees to accept PMGSJ’s contracted rates 
following the claims payment methodology.  

2. PMGSJ processes requests for SPD members following ICE timeliness standards. 
 

D. All Medi-Cal members have continued access to care for up to twelve (12) months including but not 
limited to: 

1. Medical Exemption Request (MER) 
2. Low Income Health Program (LIHP) 
3. Other Targeted Low-Income Children (OTLIC) 
4. Rural Continuity of Care (RCOC), as applicable 
5. Universal Out of Network (OON) 
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E. Cal Medi Connect members have a twelve (12) month Continuity of Care for existing medical 
relationships with primary care providers (PCPs) or a specialty care provider(s). 
 

F. Members eligible for Continuity of Care with a terminated or non-participating provider are identified 
through the authorization review process and provider termination notification process. The members 
are identified through the “open authorization” report on the terminating provider. 
 

G. Approval for Continuity of Care is contingent upon the terminating provider or non-contracted provider 
agreeing to: 

1. Same contractual terms and conditions as before termination, and/or  
2. Signs a letter of agreement with specific terms and conditions agreed upon by the terminated 

provider or non-participating provider and PMGSJ. 
3. The medial group is not required to provide continuity of care if the provider does not agree to 

comply with the contractual terms and conditions and comparable payment rates (DMHC). 
4. PMGSJ is not required to provide continuity of care to a provider terminated for reasons related 

to medical disciplinary cause or reason, fraud, or other criminal activity. 
 

H. Eligible members approved for Continuity of Care with a terminated provider or non-participating 
provider are notified in writing on what has been authorized and the length of time approved. 
 

I. Additional requests or requests for extension after the initial approval are processed in accordance with 
established PMGSJ process, including: 

1. Medical review and determination,  
2. Timely written notification of decision, and  
3. Member or provider appeal process. 

 
J. Continuity/Transition of Care - Benefits Exhausted or Ended: 

1. PMGSJ collaborates with the members and their providers and practitioners to assure that 
members receive the services needed, within the benefit limitations of their contracts.  

2. When benefits end for members, the Utilization Management Department assists, if applicable, 
in the transition of their care. 

 
K. Member may request a copy of this policy upon request. 
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CCS Process 
 
PMGSJ and Medi-Cal managed care health plans are responsible for ensuring that Medi-Cal members under 
the age of 21 with California Children Services (CCS) eligible conditions are appropriately referred to Santa 
Clara County California Children Services (CCS) program. These children members continue to receive 
medically necessary and appropriate health care through PMGSJ until they have been accepted into the 
CCS program. 

 
A. After the medical group receives approval for a CCS case, CCS may deny a service request or terminate 

CCS benefits for the following reasons: 
1. Child does not have a CCS eligible medical condition. 
2. The authorized provider has completed medical treatment. 
3. Maximum benefits from treatment have been achieved. 
4. Further treatment will not significantly influence the eventual outcome of the condition. 
5. Parents do not meet CCS financial and /or residential eligibility. 
6. Practitioner is not a CCS paneled physician or the hospital is not a CCS approved hospital or 

special care center. 
7. Insufficient information to support the medical necessity of service.  
8. Requested service is not a CCS benefit even though the child has a CCS medical condition. 
9. Requested treatment is experimental.   
10. Prior authorization was not obtained from CCS. 
11. Family is not willing to comply with CCS recommendation or family is not compliant with 

treatment recommendations of the CCS practitioner. 
12. Requested service is a benefit covered by a prepaid health plan or other insurance.   
13. Member is out of the county or state. 
14. Member is 21 years of age or older. 

 
B. Upon denial or termination of CCS benefits, the UM staff collaborates with the member and their 

provider(s) to ensure the member continues to receive their Medi-Cal covered service(s). 
 
How to become a CCS provider  

 
Providers interested in applying to become a paneled CCS provider, may review instructions and complete 
an online application found here  Becoming A California Children's Services Provider or email 
providerpaneling@dhcs.ca.gov. If you have additional questions, you may contact the Integrated Systems 
of Care Division, Provider Enrollment Unit By phone: (916) 552-9105. Select option 5, then option 2. 
 
Providers from the following specialties may apply: 

• Audiology  
• Dietetics  

• Occupational Therapy  

• Orthotics  

• Physical Therapy  

• Physician  

• Podiatrist  

• Prosthetics  

• Prosthetics/ Orthotics  
 

https://www.dhcs.ca.gov/services/ccs/Pages/ProviderEnroll.aspx
mailto:providerpaneling@dhcs.ca.gov
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• Psychology  

• Registered Nurse/ PNP(SCC Only)  

• Respiratory Care Practice 

• Speech Language Pathology 
 
Information for parents and application for CCS eligible children may be found here CCS Application - 
English and CCS Application – Spanish. San Jose California Children’s Services Administration address: 720 
Empey Way San Jose, CA 95128, United States. Tel. (408) 793-6200 and fax (408) 793-6250. 

  

https://publichealth.sccgov.org/sites/g/files/exjcpb916/files/Documents/application-eng.pdf
https://publichealth.sccgov.org/sites/g/files/exjcpb916/files/Documents/application-eng.pdf
https://publichealth.sccgov.org/sites/g/files/exjcpb916/files/Documents/application-span.pdf
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Sensitive Services 
 
A. Consent for Treatment of Minors  

Under California state law, minor consent services are those covered services of a sensitive nature that 
minors do not need parental consent to access or obtain.  

1. The health care provider is not permitted to inform a parent or legal guardian without the 
minor’s consent.  

2. Minors under age 18 may consent to medical care related to:  
a. Prevention or treatment of pregnancy (except sterilization) – California Family Code (CFC) 

§6925.  
b. Family planning services, including the right to receive birth control – CFC §6925.  
c. Abortion services (without parental consent or court permission) – American Academy of 

Pediatrics (AAP) v. Lungren, 16 Cal. 4th 307 (1997).  
d. Sexual assault, including rape diagnosis, treatment and collection of medical evidence.  

I. The treating provider must attempt to contact the minor’s parent or legal 
guardian and note in the minor’s treatment record the date and time of the 
attempted contact and whether it was successful.  

II. This provision does not apply if the treating provider reasonably believes that 
the minor’s parent or guardian committed the sexual assault on the minor or if 
the minor is over age 12 and treated for rape – CFC §6927 and CFC §6928.  

e. HIV testing and counseling for children ages 12 and older – CFC §6926. 
f. Infectious, contagious, communicable, and sexually transmitted diseases diagnosis and 

treatment for children ages 12 and older – CFC §6926.  
g. Drug or alcohol abuse treatment and counseling for children ages 12 and older, except 

for replacement narcotic abuse treatment – CFC §6926(b).  
h. Outpatient behavioral health treatment or counseling services for children ages 12 and 

older, under the following conditions:  
I. In the opinion of the attending provider, the minor is mature enough to 

participate intelligently in the outpatient or residential shelter services.  
II. The minor would present a danger of serious physical or mental harm to himself 

or herself or to others without the behavioral health treatment, counseling or 
residential shelter services, or is the alleged victim of incest or child abuse – CFC 
§6924.  

i. Skeletal X-ray – A health care provider may take skeletal X-rays of a child without the 
consent of the child’s parent or legal guardian, but only for the purposes of diagnosing 
the case as one of possible child abuse or neglect and determining the extent of the 
abuse or neglect – Cal. Penal Code CFC §11171. 

j. General medical, psychiatric or dental care if all of the following conditions are satisfied:  
I. The minor is age 15 or older.  

II. The minor is living separate and apart from his or her parents or guardian, 
whether with or without the consent of a parent or guardian and regardless of 
the duration of the separate residence.  

III. The minor is managing his or her own financial affairs, regardless of the source 
of the minor’s income. This the minor is an emancipated minor, he or she may 
consent to medical, dental and psychiatric care – CFC § 6922(a) and §7050(e).  

 
B. Family Planning Services  
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While primary care physicians (PCPs) are encouraged to refer members to in-network providers for 
family planning services, a member is not required to obtain prior authorization or referral from a PCP 
before seeking such services. Members may obtain family planning services from any qualified family 
planning provider inside or outside the network, without obtaining prior authorization or referral.  
 

C. OB/GYN Self Referrals  
Members have direct access to participating women’s health specialists for routine and preventive 
health care services provided as basic benefits.  

1. In addition, members have the right to self-refer for a screening mammography.  
2. If a member needs obstetrics and gynecology (OB/GYN) preventive care, is pregnant or has a 

gynecological concern, the member may self-refer to an OB/GYN or family practice physician 
who provides such services within the member’s PMGSJ provider network.  

3. If these services are not available within PMGSJ’s provider network, the member may go to one 
of PMGSJ’s preferred physicians who provide OB/GYN services.  

 
D. HIV Testing and Specialty Care  

Prior authorization or referral is not required for HIV testing, which is available free of charge within 
their network of providers.  

1. Members may refer themselves for HIV testing.  
2. Primary care physicians may execute a Standing Referral for members needing specialty care for 

HIV (i.e., the PCP may refer a member to any qualified provider for HIV treatment).  
 

E. Substance Abuse  
Members aged 12 and over obtain drug and alcohol abuse treatment services without the need of 
prior authorization or referral from any qualified substance abuse provider inside or outside the 
network.  
 

F. Outpatient Mental Health Care  
Members 12 years of age or older who are mature enough to participate intelligently and where 
either: 

1. There is a danger of serious physical or mental harm to the minor or others or 
2. The children are the alleged victims of incest or child abuse obtain outpatient mental health 

care services without the need of prior authorization or referral.  
 

G. Confidentiality of Information 
In accordance with state and federal laws, all PMGSJ staff, physicians, their office staff, contracted 
providers and business partners who have access to such information keep confidential any 
information that is required by law to be kept confidential.  

1. Written consent from the member or member’s parent or legal guardian is required before any 
information about the member’s treatment, health or history is released.  

2. Members may request health care providers maintain confidentiality of medical records as a 
matter of standard practice.  

3. PMGSJ employees, subcontracting providers and employees, and participating network 
providers maintain confidentiality of member information. 
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Telehealth Services Process 
 

A. All telehealth providers must be licensed in the State of California.   
1. If the provider is not located in California, they must be affiliated with a provider group in 

California (or a border community).  
2. Each telehealth provider providing services to PMGSJ’s member via a telehealth modality, must 

meet the requirements under California law in which the provider is considered to be licensed, 
such as providers who are certified by the Behavior Analyst Certification Board, which is 
accredited by the National Commission on Certifying Agencies.  

a. Providers who do not have a path to enroll in fee-for-service Medi-Cal do not need to 
enroll with DHCS in order to provide services via telehealth.  

b. For example, behavioral analysts do not need to enroll in Medi-Cal to provide services via 
telehealth. 

3. Existing covered services, identified by Current Procedural Terminology (CPT-4) or Healthcare 
Common Procedure Coding System (HCPCS) codes and subject to any existing treatment 
authorization requirements, may be provided via a telehealth modality if all of the following 
criteria are satisfied: 

a. The treating health care provider at the distant site believes the services being provided 
are clinically appropriate to be delivered via telehealth based upon evidence-based 
medicine and/or best clinical judgment;  

b. The member has provided verbal or written consent; 
c. The medical record documentation substantiates the services delivered via telehealth 

meet the procedural definition and components of the CPT-4 or HCPCS code(s) 
associated with the covered service; and 

d. The services provided via telehealth meet all laws regarding confidentiality of health care 
information and a patient’s right to the patient’s own medical information. 

4. Services provided to Medi-Cal members must be performed by providers enrolled as a Medi-Cal 
rendering provider or non-physician medical practitioner(NMP). 

 
B. Certain types of services cannot be appropriately delivered via telehealth. These include services that 

would otherwise require the in-person presence of the patient for any reason, such as services 
performed in an operating room or while the patient is under anesthesia, where direct visualization or 
instrumentation of bodily structures is required, or procedures that involve sampling of tissue or 
insertion/removal of medical devices.  

1. A provider must assess the appropriateness of the telehealth modality to the patient’s level of 
acuity at the time of the service. 

2. A health care provider is not required to be present with the patient at the originating site 
unless determined medically necessary by the provider at the distant site. 
 

C. PMGSJ’s providers must use the modifiers with the appropriate CPT-4 or HCPCS codes when coding for 
services delivered via telehealth, for both synchronous interactions and asynchronous store and 
forward telecommunications.  

1. Consultations via asynchronous electronic transmission cannot be initiated directly by patients. 
2. Electronic consultations (e-consults) are permissible using CPT-4 code 99451, modifier(s), and 

medical record documentation.  
3. E-consults are permissible only between health care providers.  
4. Telehealth may be used for purposes of network adequacy as outlined in any applicable DHCS 

guidance. 
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Timeliness of Authorization Decision and Notifications 
 
A. The Utilization Management Department follows the appropriate ICE Timeliness Standards for all 

authorization requests.  The following Timeliness Standards are below: 
1. CMS Parts C & D Enrollee Grievances, Organizational/Coverage Determinations, and Appeals 

Guidance (Effective January 1, 2020). 40.10- Processing timeframes, Part C. Page 40.   
https://www.cms.gov/Medicare/Appeals-and-Grievances/MMCAG/Downloads/Parts-C-and-D-
Enrollee-Grievances-Organization-Coverage-Determinations-and-Appeals-Guidance.pdf 

2. Commercial HMO-California Utilization Management Timeliness Standards-last revised 
7/1/2016   
https://www.iceforhealth.org/library/documents/ICE_UM_TAT_Commercial_Standards_07011
6.doc 

3. Medi-Cal Managed Care-California Utilization Management Timeliness Standards-Last revised 
7/1/2016  https://www.iceforhealth.org/library/documents/ICE_UM_TAT_Medi-
Cal_07.16_v2.doc 

4. Anthem Blue Cross Medi-Cal Managed Care California Timeliness Standards-Last revised 
February 2020  https://providers.anthem.com/docs/gpp/california-
provider/CA_CAID_ProviderManual.pdf 
 

  

https://www.cms.gov/Medicare/Appeals-and-Grievances/MMCAG/Downloads/Parts-C-and-D-Enrollee-Grievances-Organization-Coverage-Determinations-and-Appeals-Guidance.pdf
https://www.cms.gov/Medicare/Appeals-and-Grievances/MMCAG/Downloads/Parts-C-and-D-Enrollee-Grievances-Organization-Coverage-Determinations-and-Appeals-Guidance.pdf
https://www.iceforhealth.org/library/documents/ICE_UM_TAT_Commercial_Standards_070116.doc
https://www.iceforhealth.org/library/documents/ICE_UM_TAT_Commercial_Standards_070116.doc
https://www.iceforhealth.org/library/documents/ICE_UM_TAT_Medi-Cal_07.16_v2.doc
https://www.iceforhealth.org/library/documents/ICE_UM_TAT_Medi-Cal_07.16_v2.doc
https://providers.anthem.com/docs/gpp/california-provider/CA_CAID_ProviderManual.pdf
https://providers.anthem.com/docs/gpp/california-provider/CA_CAID_ProviderManual.pdf
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Blood Lead Screening of Young Medi-Cal Children 
 
Blood Lead Anticipatory Guidance and Screening Requirements 
 
A. The primary care physician: 

1. Provides oral or written anticipatory guidance to the parent(s) or guardian(s) of a child 
member that, at a minimum, includes information that children can be harmed by exposure 
to lead, especially deteriorating or disturbed lead-based paint and the dust from it, and are 
particularly at risk of lead poisoning from the time the child begins to crawl until 72 months 
of age. This anticipatory guidance must be provided to the parent or guardian at each 
perform periodic health assessments, starting at 6 months of age and continuing until 72 
months of age.  

2. Orders or perform blood lead screening tests on all child members in accordance with the 
following: 
a. At 12 months and at 24 months of age. 
b. When the network provider performing a periodic health assessment becomes aware 

that a child member who is 12 to 24 months of age has no documented evidence of a 
blood lead screening test taken at 12 months of age or thereafter. 

c. When the network provider performing a periodic health assessment becomes aware 
that a child member who is 24 to 72 months of age has no documented evidence of a 
blood lead screening test taken.  

d. At any time, a change in circumstances has, in the professional judgement of the 
network provider, put the child member at risk.  

e. If requested by the parent or guardian. 
3. Follows the Centers for Disease Control and Prevention (CDC) recommendations for Post-

Arrival Lead Screening of Refugees contained in the Childhood Lead Poisoning Prevention 
Branch issued guidelines. 

 
B. The primary care physicians are not required to perform a blood lead screening test if either of the 

following applies: 
1. In the professional judgment of the primary care physician, the risk of screening poses a 

greater risk to the child member’s health than the risk of lead poisoning.  
2. If a parent, guardian, or other person with legal authority to withhold consent for the child 

refuses to consent to the screening. 
 

C. The primary care physician documents the reason(s) for not performing the blood lead screening test in 
the child member’s medical record. 

1. In cases where consent has been withheld, the provider documents this in the child 
member’s medical record by obtaining a signed statement of voluntary refusal.  

2. If the primary care physician is unable to obtain a signed statement of voluntary refusal 
because the party that withheld consent declines to sign or is unable to sign (e.g., when 
services are provided via telehealth modality), the primary care physician must document the 
reason for the not obtaining a signed statement in the child’s medical record. 

3. DHCS will consider these documented efforts that are noted in the child’s medical record as 
evidence of compliance with blood lead screening test requirements.  
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D. Current Childhood Lead Poisoning Prevention Branch-issued guidelines include minimum standards of 
care a primary care physician must follow when conducting blood lead screening tests, interpreting 
blood lead levels, and determining appropriate follow-up. 

1. Primary care physicians must follow these Childhood Lead Poisoning Prevention Branch-
issued guidelines.  

2. According to current Childhood Lead Poisoning Prevention Branch guidelines, blood lead 
screening tests may be conducted using either the capillary (finger stick) or venous blood 
sampling methods; however, the venous method is preferred because it is more accurate 
and less prone to contamination.  

3. All confirmatory and follow-up blood lead level testing must be performed using blood 
samples taken through the venous blood sampling method.  

4. While the minimum requirements for appropriate follow-up activities, including referral, case 
management and reporting, are set forth in the Childhood Lead Poisoning Prevention Branch 
guidelines, a primary care physician may determine additional services that fall within the 
Early and Periodic Screening, Diagnostic and Treatment program benefit are medically 
necessary.  

5. Primary care physicians must ensure that members under the age of 21 receive all medically 
necessary care as required under Early and Periodic Screening, Diagnostic and Treatment 
program.  

 
E. In addition to ensuring primary care physicians meet requirements for testing, follow-up care, and 

documentation, as described above, starting no later than January 1, 2021, PMGSJ is required to identify, 
on at least a quarterly basis (i.e. January –March, April – June, July – September, October – December), 
all child members between the ages of six months to six years (i.e. 72 months) who have no record of 
receiving a blood lead screening test required by Title 17 CCR section 37100.  

1. PMGSJ must identify the age at which the required blood lead screenings were missed, 
including children without any record of a completed blood lead screening at each age. 

2. PMGSJ must notify the network provider who is responsible for the care of an identified child 
member of the regulatory requirements to test that child and provide the required written or 
oral anticipatory guidance to the parent/guardian of that child member.  

3. PMGSJ must also maintain records, for a period of no less than 10 years, of all child members 
identified quarterly as having no record of receiving a required blood lead screening test and 
provide those records to the health plan upon request, for auditing and compliance 
purposes. 

 
Reporting Requirements 

 
F. According to the November 2016 CMS informational bulletin, there is concern that not all blood lead 

screening tests are coded correctly to be included in Medicaid screening data. PMGSJ must educate 
primary care physicians and laboratories, about appropriate Common Procedure Terminology coding to 
ensure accurate reporting of all blood lead screening tests.  
 

G. In order to comply with Health Insurance Portability and Accountability Act requirements, primary care 
physicians must utilize the CMS-1500/UB-04 claim forms, or their electronic equivalents (837-P/837-I), to 
report confidential screening/billing to DHCS.  
 

H. DHCS currently utilizes encounter data submitted through national standard file formats (837-P/837-I) 
for tracking the administration of blood lead screening.  
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1. The health plans are required to submit complete, accurate, reasonable, and timely 
encounter data consistent with the health plan’s contract and APLs 14-019 and 17-005.  

2. Additionally, the health plans must ensure that blood lead screening encounters are 
identified using the appropriate indicators, as outlined in the most recent DHCS Companion 
Guide for X12 Standard File Format, which can be obtained by emailing the Encounter Data 
mailbox at: MMCDEncounterData@dhcs.ca.gov.  

 
I. California law requires laboratories performing blood lead analysis on blood specimens drawn in 

California to electronically report all results to the Childhood Lead Poisoning Prevention Branch. 
1. This reporting must include specified patient demographic information, the ordering 

physician, and analysis data on each test performed.  
2. The health plans must ensure that network providers are reporting blood lead screening test 

results to Childhood Lead Poisoning Prevention Branch, as required.  
 

J. Medical Record Reviews are conducted by the Quality Department Staff at a minimum annually or more 
frequently as directed by the requestor.  Refer to the Medical Record Review Process policy. 
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Major Organ Transplant Process 
 
A. Major organ transplant shall be a Covered Service upon the Medical Group’s determination that the 

Member is a candidate for a Transplant, is compliant with all requirements, and does not have 
significant contraindications for the Transplant.  

 
B. A major organ transplant, and related services, shall be Covered Services if it is performed in a Center 

for Medicare & Medicaid Services (CMS) - or Department of Health Care Services (DHCS)- approved 
Transplant Center for that specific Transplant. 
 

C. PMGSJ will authorize services that are delegated to the medical group by health plan regarding major 
organ transplants, according to member’s Evidence of Coverage/Benefits. This may include labs and 
evaluations and work up prior to major organ transplant. PMGSJ will coordinate with the member’s 
health plan to ensure services are authorized, as long as member meets criteria.  

 
D. For Medi-Cal Members, the Medical Group shall consider the selection criteria for a renal Transplant 

as met if the Medical Group determines that the Transplant is Medically Necessary, in accordance with 
Title 22, California Code of Regulations (CCR.), Sections 51003 and 51218.  
 

E. For Medi-Cal members, with the exception of kidney transplant and cornea transplant, once the 
member is placed on the transplant list, member will be disenrolled to Fee-For-Service (FFS) Medi-Cal.  
 

F. The Member meets the patient selection criteria for the following Transplants:  
 

1. Heart;  
2. Heart and lung;  
3. Lung  
4. Bone Marrow  
5. Liver  
6. Small Bowell  
7. Renal/Kidney  
8. Pancreas  
9. Combined liver and kidney  
10. Combined liver and small bowel  
11. Combined kidney and pancreas; and/or  
12. Cornea, skin, tendon, and sclera transplants  
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Palliative Care 
 

A. PMGSJ may authorize palliative care to be provided in a variety of settings, including, but not limited to: 
1. Inpatient,  
2. Outpatient, or  
3. Community-based settings.  

 
B. PMGSJ must utilize the health plan’s qualified providers for palliative care based on the setting and 

needs of a member, so long as the health plan ensures that its providers comply with existing Medi-Cal 
contracts and policy. DHCS recommends that the health plan use providers who possess current 
palliative care training and/or certification to conduct palliative care consultations or assessments.  
 

C. The health plan may contract with hospitals, long-term care facilities, clinics, hospice agencies, home 
health agencies, and other types of community-based providers that include licensed clinical staff with 
experience and/or training in palliative care.  

1. The health plan may contract with different types of providers depending on local provider 
qualifications and the need to reflect the diversity of their membership.  

2. Community-Based Adult Services facilities may be considered palliative care partners for 
facilitating advance care planning or palliative care referrals.  

3. Palliative care provided in a member’s home must comply with existing Medi-Cal 
requirements for in-home providers, services, and authorization, such as physician 
assessments and care plans. 

4. PMGSJ must inform and educate providers regarding availability of the palliative care benefit.  
 

D. PMGSJ monitors and collects palliative care enrollment, provider, and utilization data to report to health 
plan, as directed by the health plan. 
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Medi-Cal Transgender Service Process 

Treatment for Gender Dysphoria is a covered Medi-Cal benefit when Medical Necessity has been 
demonstrated. The Insurance Gender Nondiscrimination Act (IGNA) prohibits discrimination against 
individuals based on gender, including gender identity expression.  The IGNA requires that Medi-Cal 
managed care plans and their subcontractors provide transgender members with the same level of 
health care benefits that are available to non-transgender members. 

The request for transgender services should be supported by evidence of either medical necessity or 
evidence supporting the criteria for reconstructive surgery. Supporting documentation should be 
submitted, as appropriate, by the member’s primary care provider, licensed mental health professional, 
and/or surgeon.  These providers should be qualified and have experience in transgender health care. 

Please note, for Anthem Blue Cross Medi-Cal members, any transgender services prior authorization 
requests should be submitted directly to the Health Plan. PMGSJ is not delegated for Utilization 
Management/Authorization of transgender related services. 
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Sterilization Process 
 

A. Prior to performing any sterilization procedures; 
a. The Medi-Cal physician completes the PM330 Consent Form as required by law.  Link to form 

https://files.medi-cal.ca.gov/pubsdoco/forms/PM-330_Eng-SP.pdf 
b. The Commercial physician completes the HHS-687 Consent Form as required by law.  Link to 

form https://opa.hhs.gov/sites/default/files/2020-07/consent-for-sterilization-english-updated-
large.pdf 

c. The physician provides a copy of the DHCS Booklet on sterilization to the member.  Link to 
booklet https://www.dhcs.ca.gov/Pages/permanentbirthcontrol.aspx 

 
B. The member to be sterilized: 

1. Must be at least 21 years of age at the time the consent for sterilization is obtained. 
2. Must be mentally competent. 
3. Must be able to understand the content and nature of the informed consent process; a 

mentally ill or developmentally disabled member may consent to the sterilization if a 
physician determines the member is capable of understanding the nature and the significance 
of the sterilization procedure. 

4. Has voluntarily given informed consent. 
5. Must not be institutionalized. 
6. Has signed and dated the form 30 days prior to the sterilization but not more than 180 days 

after the date was obtained. 
 
C. An interpreter is provided to the member by the health plan if the member requests the services or 

there is evidence to the provider that the member does not understand the language and or text of the 
informed consent process.  

1. Using services provided by the health plan, the provider’s office makes arrangements to 
ensure that the sterilization information is effectively communicated to any member who is 
visually or hearing impaired or otherwise disabled. 

2. The member to be sterilized is permitted to have a witness of the member's choice present 
when consent is obtained. 

3. An online DMHC PM330 Medi-Cal Consent Form is available in English and Spanish.  Link to 
form https://files.medi-cal.ca.gov/pubsdoco/forms/PM-330_Eng-SP.pdf 

4. An online HHS-687 Commercial Consent Form is available in English and Spanish.  Link to 
form English: https://opa.hhs.gov/sites/default/files/2020-07/consent-for-sterilization-
english-updated-large.pdf and Spanish: https://opa.hhs.gov/sites/default/files/2020-
07/consent-for-sterilization-spanish-updated.pdf 

 
D. Informed consent shall not be obtained while the member to be sterilized is subject to the following: 

1. In labor or within 24 hours postpartum or post abortion. 
2. Must not be within 30 days of seeking to obtain or obtaining an abortion. 
3. Under the influence of alcohol or other substances that affect the member's state of 

awareness. 
 

E. Once the member has received a copy of the booklet and agrees to the sterilization, both the physician 
and member must sign and date the consent form before the physician can perform the sterilization. 
 

F. The physician or physician’s designee orally conducts the following: 

https://files.medi-cal.ca.gov/pubsdoco/forms/PM-330_Eng-SP.pdf
https://opa.hhs.gov/sites/default/files/2020-07/consent-for-sterilization-english-updated-large.pdf
https://opa.hhs.gov/sites/default/files/2020-07/consent-for-sterilization-english-updated-large.pdf
https://www.dhcs.ca.gov/Pages/permanentbirthcontrol.aspx
https://files.medi-cal.ca.gov/pubsdoco/forms/PM-330_Eng-SP.pdf
https://opa.hhs.gov/sites/default/files/2020-07/consent-for-sterilization-english-updated-large.pdf
https://opa.hhs.gov/sites/default/files/2020-07/consent-for-sterilization-english-updated-large.pdf
https://opa.hhs.gov/sites/default/files/2020-07/consent-for-sterilization-spanish-updated.pdf
https://opa.hhs.gov/sites/default/files/2020-07/consent-for-sterilization-spanish-updated.pdf
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1. Orally reviews the informed consent form with the member. 
2. Provides the individual with a copy of the signed consent form. 
3. Keeps a copy of the signed and dated consent form and a notation that the DHCS booklet on 

sterilization was given to the member, in the member’s medical record, and makes certain 
the member is give a copy of both.   

4. Answers any questions the member has concerning the sterilization procedure; 
5. Advises the member that he/she is free to withhold or withdraw consent to the procedure at 

any time before the sterilization without affecting the right to future care or treatment and 
without loss or withdrawal of any federally funded program benefits to which the member 
might be otherwise entitled; 

6. Provides a full description of available alternative methods of family planning and birth 
control; 

7. Advises that the sterilization procedure is considered to be irreversible; 
8. Provides a thorough explanation of the specific sterilization procedure to be performed; 
9. Provides a full description of the discomforts and risks that may accompany or follow the 

performance of the procedure, including an explanation of the type and possible side effects 
of any anesthetic to be used; 

10. Provides a full description of the benefits or advantages that may be expected as a result of 
the sterilization; 

11. States the approximate length of a hospital stay and approximate length of time for recovery; 
12. Assures the member that there is no financial cost to the member if eligible for the service to 

be provided; 
13. Informs the member if the procedure is established or new; 
14. Advises that the sterilization will not be performed for at least 30 days after the form is 

signed by the member, except under the circumstances of premature delivery or emergency 
abdominal surgery as follows: 
a. Sterilization may be performed at the time of emergency abdominal surgery if the 

following conditions are met: 
i. The patient consented to the sterilization at least 30 days before the intended 

date of sterilization; 
ii. At least 72 hours have passed after written informed consent was given and the 

performance of the emergency surgery. 
b. Sterilization may be performed at the time of premature delivery if the following 

conditions are met: 
i. The written informed consent was given at least 30 days before the expected 

date of delivery; 
ii. At least 72 hours have passed after written informed consent to be sterilized 

was given. 
15. Provides the name of the physician performing the procedure; if another physician is to be 

substituted, the member shall be notified prior to administering pre-anesthetic medication of 
the physician's name and the reason for the change in physicians. 

16. Ensures that he sterilization operation is requested without fraud, duress, or undue 
influence. 

 
G. Sterilization is performed at least 30 days after the form is signed by the member but not more than 

180 days after the date upon which informed consent was obtained for the sterilization except in cases 
involving emergency abdominal surgery or premature delivery in which specific requirements have 
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been met. The calendar day after the date the informed consent was signed is the first day of the 30-
day waiting period. 
 

H. Informed consent for sterilization is not required if the member has been previously sterilized as the 
result of a prior surgery, menopause, prior tubal ligation, pituitary or ovarian dysfunction, pelvic 
inflammatory disease, endometriosis or congenital sterility.   

1. In these cases, the provider must state the cause of sterility in the remarks section of the 
claim form or as an attachment.   

2. This statement must be handwritten and signed by a physician.   
3. All assistant surgeon, anesthesiology and inpatient provider claims must include a copy of the 

primary physician's statement. 
 
I. Members who have procedures performed for the purpose of tubal sterilization or vasectomy shall 

receive adequate information from the physician to make an informed decision.   
 

J. Informed consent is not required for a hysterectomy if it is performed in a life-threatening emergency 
situation in which a physician determines that prior acknowledgment was not possible.  In these cases, 
a handwritten statement of the nature of the emergency signed by the physician shall be attached to 
the claim. 

1. Hysterectomy is not covered when performed solely for the purpose of rendering the 
member permanently sterile.  A hysterectomy shall also not be covered if there is more than 
one purpose for the procedure and the hysterectomy would not be performed except for the 
purpose of rendering the member permanently sterile. 

2. Members undergoing a hysterectomy shall be informed both orally and in writing that the 
procedure shall render the member permanently sterile.  In addition, the members shall be 
informed of their right to a second opinion. 

 
K. Tubal sterilization may be performed at the time of emergency abdominal surgery or premature 

delivery if the following requirements have been met:  
1. At least 72 hours have passed since the written informed consent was given and the 

performance of the procedure; or,  
2. The member consented to the sterilization at least 30 days before the intended date of 

sterilization. 
3. Title 22 regulations prohibit giving consent to a tubal sterilization at the same time a member 

is seeking to obtain or is obtaining an abortion.   
a. Seeking to obtain means that period of time during which the abortion decision and the 

arrangements for the abortion are being made. 
b. Obtaining an abortion means that period of time during which an individual is 

undergoing the abortion procedure, including any period during which preoperative 
medication is administered.   

c. The two procedures may never be performed at the same time.   
d. If a member gives consent to sterilization, then later wishes to obtain an abortion, the 

procedures may be done concurrently.  
e. An elective abortion does not qualify as emergency abdominal surgery, and this 

procedure does not affect the 30-day minimum wait. 
4. The member may withhold or withdraw consent for sterilization at any time prior to the 

procedure without adverse effect to his/her participation in the Health Plan or right to future 
care. 
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5. Within 72 hours prior to the time the member receives any pre-operative medication, the 
physician must advise the member that federal benefits shall not be withheld or withdrawn if 
the member chooses not to be sterilized.  
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Alcohol Misuse: Screening and Behavioral Counseling Interventions in Primary Care 
 
A. PMGSJ’s PCPs provide preventive services consistent with the United States Preventive Services Task 

Force (USPSTF) recommendations for Alcohol Misuse Screening and Behavioral Counseling 
Interventions in Primary Care.  
 

B. The United States Preventive Services Task Force recommends that clinicians screen adults ages 18 
years or older for alcohol misuse and provide persons engaged in risky or hazardous drinking with brief 
behavioral counseling interventions to reduce alcohol misuse. 

1. Alcohol misuse plays a contributing role in a wide range of health conditions such as 
hypertension; gastritis; liver disease, including cirrhosis; pancreatitis; certain types of cancer, 
such as breast and esophageal cancers; cognitive impairment; anxiety; and depression. 

2. Research findings implicate alcohol misuse as a major risk factor for trauma, including falls, 
drowning, fires, motor vehicle accidents, homicide, and suicide. 

3. Research findings also link alcohol use during pregnancy to fetal alcohol syndrome 
4. Counseling interventions in the primary care setting can positively affect risky drinking 

behaviors in adults by reducing weekly alcohol consumption and increasing long-term 
adherence to recommended drinking limits. Brief behavioral counseling interventions 
decrease the proportion of persons who engage in episodes of heavy drinking.  

5. Indirect evidence supports the effect of screening and brief behavioral counseling 
interventions on reducing the probability of traumatic injury or death, especially related to 
motor vehicle accidents. 

 
C. Youth age 18-21 are eligible for additional screening benefits under the Early and Periodic Screening, 

Diagnostic, and Treatment benefits. 
 

D. According to the National Institute on Alcohol Abuse and Alcoholism, problem drinking that becomes 
severe is given the medical diagnosis of alcohol use disorder.  Link https://www.niaaa.nih.gov/ 

1. Alcohol use disorder is a chronic relapsing brain disease characterized by compulsive alcohol 
use, loss of control over alcohol intake, and a negative emotional state when not using.  

2. Alcohol use disorder is a mental health condition recognized by the Diagnostic and Statistical 
Manual of Mental Disorders (DSM), and as such, health plans must provide mental health 
parity services for members screened and determined to have an alcohol use disorder.  

 
E. Alcohol Misuse Screening  

1. Consistent with United States Preventive Services Task Force recommendations and the 
Preventive Services Medi-Cal PCPs must annually screen adult members 18 years of age and 
older for alcohol misuse. 

2. Although PCPs must provide one alcohol misuse screening per year, additional screenings 
must be provided when medically necessary.  

3. Medical necessity must be documented by the member’s PCP. 
4. The United States Preventive Services Task Force considers the following three tools as the 

instruments of choice for screening for alcohol misuse in the primary care setting. 
Accordingly, PCPs must use one of these validated screening tools when screening members 
for alcohol misuse:  
a. The Alcohol Use Disorders Identification Test (AUDIT);   
b. The abbreviated AUDIT-Consumption (AUDIT-C); and  

https://www.niaaa.nih.gov/
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c. A single-question screening, such as asking, “How many times in the past year have you 
had 4 (for women and all adults older than 65 years) or 5 (for men) or more drinks in a 
day?”  
 

F. Behavioral Counseling Interventions for Alcohol Misuse  
1. PCPs offers members with brief behavioral counseling interventions to reduce alcohol misuse 

when, during the screening process, a member is identified as being engaged in risky or 
hazardous drinking.  

2. Behavioral counseling interventions for alcohol misuse vary in their specific components, 
administration, length, and number of interactions, but may include cognitive behavioral 
strategies, such as action plans, drinking diaries, stress management, or problem solving.  

3. Interventions may be delivered by face-to-face sessions, written self-help materials, 
computer-or Web-based programs, or telephone counseling.  

4. PCPs offer at least one, but may offer up to a maximum of three (3) behavioral counseling 
interventions for alcohol misuse per year.  

5. Additional behavioral counseling interventions must be authorized by the health plan when 
medically necessary. Medical necessity must be documented by the member’s PCP. 

 
G. Referral to Mental Health and/or Alcohol Use Disorder Services  

1. PCPs ensure that members who, upon screening and evaluation, meet the criteria for an 
Alcohol use disorder as defined by the current Diagnostic and Statistical Manual of Mental 
Disorders or whose diagnosis is uncertain, are referred for further evaluation and treatment 
to the county department for alcohol and substance use disorder treatment services, or a 
DHCS-certified treatment program as identified by the health plan.  

2. PCPs maintain documentation of the alcohol misuse screening of their members. When a 
member transfers from one PCP to another, the receiving PCP must obtain the member’s 
prior medical records, including those pertaining to the provision of preventive services.  

3. The health plan must include alcohol misuse and behavioral counseling intervention services 
in their member-informing materials.  
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Providing Medical Services to Members Out of Area and Out of Network Process 
 
A. Members should be directed in-network. 

 
B. If out-of-area/out-of-network services are medically necessary, the process is as follows:   

1. When a network provider is not available within 30 miles or 60 minutes of the member’s 
location, PMGSJ arranges out of network medically necessary services within those 
parameters, if available. 

2. Providers are not required to submit a prior authorization for emergency services i.e., 
accident, injury or illness.   

3. Authorizations for non-emergency services are submitted to PMGSJ and are reviewed 
following the authorization process policy. 

4. Authorizations submitted to the Utilization Management Department for routine medical 
services outside the network and/or geographical service area are reviewed by Utilization 
Management clinical staff.  Determinations are based upon: 
a. Medical urgency of requested care.  
b. Member’s continuity of care treatment requirements. 
c. Availability of requested service within the network. 
d. Ability of network providers to meet access standards. 
e. Validation that the provider is not excluded/prohibited from participating in Federal 

funded programs.  
f. Geographical service area to determine if there are mileage/distance or driving time 

considerations. 
g. Member’s cultural competency needs. 
h. Member’s Evidence of Coverage. 

 
C. Monitoring Provider OIG/SAM and Precluded List-Services will not be authorized to providers 

excluded/prohibited from participating in Federally funded programs. 
1. Prior to authorizing services, the Operations Department validates the out-of-network 

provider is not included on an exclusion list.  
2. The exclusion lists include, but are not limited to: 

a. Office of Inspector General’s List of Excluded Individuals and Entities (OIG LEIE) 
b. General Services Agency’s System for Award Management (SAM) 
c. Precluded Provider Listing provided by the health plan  
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Objective Criteria for Defining HIV/AIDS Expertise 
 
A. Annually, the Credentialing Department verifies the HIV/AIDS credentials of any contracted providers 

wishing to be so designated based upon the criteria identified in this policy’s definition of an HIV/AIDS 
specialist. 

 
B. These HIV/AIDS physicians will be added into the database, the provider directory, and the website. 

 
C. The Provider Relations Department provides the list of identified physicians qualifying under state law 

as HIV/AIDS specialists to the Health Plans. 
 

D. For information on how to become qualified under state law as an HIV/AIDS specialist, please see next 
section. 
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HIV and AIDS Process 
 
A. PMGSJ’s physician panel includes at least one provider whose specialty includes HIV/AIDS services. 

1. Should the physician panel not contain a provider whose specialty is HIV/AIDS, PMGSJ follows 
the out of network, out of area process. 

2. Until an HIV/AIDS specialty provider becomes a contracted provider within PMGSJ, the 
Contracting Department looks to identify and add an HIV/AIDS specialty provider to their 
provider panel. 

 
B. The Utilization Management Department issues standing referrals to HIV/AIDS specialty providers for 

members who require ongoing services. 
1. If an HIV/AIDS specialty provider is not in PMGSJ’s provider panel, a letter of agreement is 

established with an out of area/out of network HIV/AIDS specialty provider until a contract is 
established. 

2. The Utilization Management Department reviews all standing referrals monthly to determine if 
a contracted provider should replace the letter of agreement. 

 
C. Standing referrals to contracted providers are reviewed monthly to ensure that the elements of the 

referral meet the member’s needs. 
1. The referral is replaced to meet changes in the member’s care, as appropriate. 
2. Other specialty care service needs may be identified and also require standing referrals for 

HIV/AIDS members. 
 

D. Health Plans inform members of their right to obtain confidential HIV testing from PCPs, the Public 
Health Department (PHD), qualified Family Planning providers, or any qualified HIV counseling and 
testing provider, within or outside PMGSJ’s network, without prior authorization; this information is 
conveyed to members via the Member Handbook/Evidence of Coverage, given to all new members.  

 
E. PCPs and contracted providers who perform HIV counseling and testing refer HIV-positive patients to 

PMGSJ’s Care Management staff for coordination with the health plan; children and adolescents are 
referred to the California Children’s Services Program (CCS).  

 
F. For members who test positive for HIV, the following measures will be carried out according to the 

specific provider who identified the condition. Providers must obtain a signed Release of Information 
form from members before any referrals can be made.  

1. Primary Care Physicians (PCPs): The primary care physician offers additional testing and 
counseling, or refers members to other qualified counseling and testing centers within PMGSJ’s 
network. If the member has signed a Release of Information form. 

a. The Care Management staff assists in the coordination of care.  
b. Children and adolescents are referred to CCS by the Utilization Management CCS Liaison. 

2. Public Health Department: Members identified by the Public Health Department HIV testing 
services are encouraged to return to their PCP, or are referred to their health plan for assistance 
in selecting a new PCP who can manage their HIV care. 

3. Family Planning Services Providers (FPS): Members must be referred to their PCP for 
coordination of HIV care through the Care Management Program. If a member will not sign a 
Release of Information form, s/he may choose to use family planning services for primary care if 
such service is available. 
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4. Out-of-Network/Out of Area HIV or FPS Testing Sites: Members must be referred to their PCPs 
or to the health plan to assist them in finding a primary care provider for HIV care.  

5. Prenatal Health Care Professionals (PHCP): PHCP must offer counseling to every pregnant 
patient and provide information about HIV that includes its mode of transmission, risk-
reduction behavior modification, and methods to reduce the risk of perinatal transmission. 
Members are referred to other HIV prevention and psychosocial services by their health plan, as 
needed. 

6. HIV Testing and Counseling for Children: HIV testing and/or counseling is offered to parents and 
legal guardians; testing, counseling and/or education services are offered, as appropriate, for 
infants, young children and adolescents in the following categories: 

a. Infants and children of HIV sero-positive mothers.  
b. Infants and children of mothers who are at high risk for HIV infection, including children 

born with a positive drug screen or symptoms of drug withdrawal; children born to 
mothers who admit to present or past use of illicit drugs or who have known arrests for 
drug-related offenses or prostitution; children born to mothers with any male partners 
known to be at high risk for HIV; any abandoned newborn infant.  

c. Sexually abused children and adolescents.  
d. Children who received blood transfusions/blood products between 1977-1985 or 

children who are symptomatic and who received blood transfusions after 1985.  
e. Adolescents who engage in high risk behavior such as unprotected sexual activity and/or 

illicit drug use, or who have a history of any sexually transmitted diseases.  
f. Other children deemed at high risk by any PMGSJ provider.  

7. No referral is needed for HIV testing and counseling; however, a specialty referral from the 
member’s PCP is required for referrals to a medical specialist for HIV management. 

 
Coordination of Care with the Medi‐Cal AIDS Waiver Program 
 
G. PMGSJ members who are diagnosed with HIV/AIDS may participate in the health plan’s Home and 

Community Based Services Waiver Program without having to disenroll from the health plan.  
1. Such members must meet eligibility requirements of the HIV/AIDS Home and Community Based 

Services Medi‐Cal Waiver Program.  
2. Enrollment is dependent on available space. 

 
H. The health plan’s Utilization Management Department reviews UM data to identify members for 

possible inclusion in the waiver program; 
1. Screening of cases during admission and discharge from the hospital. 
2. Screening of Prior Authorization requests. 
3. Review of Case Management Logs submitted by PMGSJ. 
4. Review of anti‐retroviral medication pharmacy data received from the State. 

 
I. Members under 21 years of age are referred to California Children’s Services. 

 
J. The Waiver program provides home and community-based services for members diagnosed with 

AIDS/HIV who would otherwise require care in skilled nursing facilities or acute hospitals. Services 
include: 

1. Case management. 
2. In‐home skilled nursing care. 
3. Attendant care. 
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4. Homemaker care services. 
5. Psychosocial counseling. 
6. Nutritional counseling. 
7. Nutritional supplements. 
8. Home delivered meals. 
9. Specialized medical equipment and supplies. 
10. Minor physical adaptations to the home. 
11. Medi‐Cal supplement for infants and children in foster care. 
12. Non‐emergency transportation. 
13. Administrative expenses. 

 
K. Criteria for enrollment into the program include all of the following: 

1. Must be an eligible Medi‐Cal recipient at the time of enrollment. 
2. Must have a written diagnosis, from the PCP, of HIV or AIDS with current signs, symptoms, or 

disabilities related to HIV disease or HIV disease treatment. 
3. Must be certified to require skilled nursing facility level of care 
4.  Adults must have a Karnofsky Performance Status Scale Rating of 60 or less. 
5. Children under 13 must be classified under the CDC Prevention Classification System for HIV 

Infection in Children as symptomatic, in Clinical Category A, B, or C. 
6. Must have used all Other Health Coverage (OHC) benefits similar to those covered in the 

program before applying for AIDS waiver services. 
7. Must have a clean and safe home environment suitable for receiving and providing services. 

 
L. If all criteria are met, the health plan contacts the AIDS Waiver agency to initiate the referral. 

 
M. Members who request or require waiver program services are referred by their primary care or other 

provider to the health plan for help with the referral process.  
1. The health plan’s Clinical Case Manager assists the primary care or other provider with 

compiling the necessary medical information for the referral to Health Connections AIDS 
Services. 

 
N. The health plan Clinical Case Manager works to ensure care coordination with the PCP and Health 

Connections AIDS Services. 
 

O. If for any reason the member is not deemed eligible for the program, the health plan’s Clinical Case 
Manager continues to coordinate member’s care until s/he is able to enter the program. 
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CHAPTER 14: CASE MANAGEMENT 
 

Case Management Program 
 
A. The identification of members is through prospective, concurrent, and retrospective process utilizing 

data collected from utilization management authorization process, concurrent review, hospital 
admission and discharge information, pharmacy utilization, encounter information and claims. The 
following high risk/high-cost indicators for case management includes but are not limited to:  

1. Seniors and Persons with Disabilities (SPD) in Managed Medi-Cal.  
2. Complex illnesses associated with recurrent use of resources, including conditions covered 

under California Children Services.  
3. Chronic diseases such as asthma, cancer, ESRD, coronary artery disease, CHF, AIDS or HIV, 

including potential organ transplantation.  
4. Multiple chronic diseases and co-morbidity. 
5. Prolonged treatment resulting from multiple traumas or injuries. 
6. High risk pregnancy requiring home health services or bed confinement. 
7. Polypharmacy, especially in the case involving pain management.  
8. Two (2) or more hospital admissions within six months  
9. Three (3) or more ER visits for same condition or five (5) or more visits for multiple condition 

within six months  
10. High dollar claims such as trauma or multiple injuries.  

 
B. Prospective identification is through the prior authorization process including planned treatment and 

health assessment.  
 

C. Concurrent identification is through concurrent review of admissions or services, catastrophic disease 
specific diagnoses, and high-risk pregnancy, traumatic injuries to the central nervous system or multiple 
injuries that require prolonged treatment and convalescence.  
 

D. Retrospective identification is through claims analysis of high costs associated with catastrophic and 
chronic disease specific conditions, and periodic analysis of claims and authorization review identifying 
high frequency usage of services as indicated above. 

 
Referral and screening: 
 
E. Referrals to case management screening originate from but are not limited to:  

1. Utilization management staff, including case managers, Director of Health Services, Chief 
Medical Officer and Medical Directors.  

2. Members. 
3. Providers.  
4. Hospital discharge planners or case managers. 
5. Health plan – pharmacy or disease management programs.  
6. SPD indicator on Medi-Cal enrollment files from the health plan.  
7. Utilization Management Committee or Quality Management Committee. 
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F. Once a member has been identified as potentially requiring case management services, the case 

manager(s) screen the case by assessing information to determine the level of case management 
services for the member. This information is obtained from:  

1. Primary care and treating physician(s).  
2. Treating physicians. 
3. Referrals and authorization information, including facility admission. 
4. Claims information. 
5. Medical records.  
6. Health risk assessments and disease management program.  
7. Other health plan information such as pharmacy data, when available.  
8. Member, family and caregiver interviews, when appropriate and indicated.  

 
G. For health plans who have not delegated case management services to PMGSJ the case manager 

forwards the case information using the appropriate health plan referral form. 
 

H. The case manager screens the medical needs of the member in order to provide individualized care and 
any identifiable barriers, including language and transportation.  
 

I. The case manager obtains appropriate and informed member or member representative’s verbal 
consent before case management services are implemented. The case manager discusses the level of 
case management he/she has assessed based on overall assessment and obtains member verbal 
agreement.  
 

J. The case manager informs the member’s primary care provider (PCP) of enrollment in case 
management and allows and encourages PCP involvement in care planning / case management 
activities. Specifically, case manager provides written notification to PCP to notify PCP of member’s 
enrollment in case management program. 

 
Complexity Level of Case Management  
 
K. The case manager determines the complexity level of member’s individualized care and service by 

assessing and evaluating the medical and social needs through the screening process.  
1. The attached leveling process is used to assign a complexity level to the case according to 

complexity of the individual’s need.  
2. This process is a fluid process that changes as the members overall condition improves and 

declines. 
 

Evaluation and Assessment  
 
L. The first step in the case management process is the evaluation and assessment. Initial assessment by a 

licensed nurse helps to determine the member’s strengths, problems, prognosis, functional status, 
goals and need for specific services/resources, and to establish short-term and long-term goals.  

1. The case manager may emphasize various elements of the evaluation and assessments.  
2. The following areas are covered in the member evaluation and assessment process: 

a. Current medical care.  
b. History of current and past illness or injury. 
c. Relevant medical and behavioral health history. 
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d. History of current and past substance abuse disorders. 
e. Relevant psychosocial history.  
f. Current pharmacy and medication utilization.  
g. Emergency Department Utilization.  
h. Current physical, physiological, psychosocial, mental health/cognitive status, including 

activities of daily living (ADLs).  
i. Lead exposure or high lead lab values. 
j. Potential treatment complications and issues.  
k. Benefit limitations. 
l. On site assessment, when necessary.  

3. Members: 
a. Knowledge of medical and behavioral health status and self-management plans. 
b. Knowledge of diagnosis, treatment, prognosis and treatment options. 
c. Knowledge of Emergency Department alternatives to care for non-emergent care needs 

such as PCP visits, Urgent Care Center visits and self-management tools.  
d. Social needs including psychosocial adjustment, coping mechanisms, family dynamics, 

financial resources, language, transportation, community mental health, wellness 
organizations, palliative care programs, nutritional support, cultural preferences, and 
other life planning activities. 

e. Other services or available resources, including disease management programs.  
4. Caregivers:  

a. Knowledge of medical and behavioral health needs, health status, and expectations. 
b. Social needs for the member not previously identified  

5. Providers:  
a. Assessment of treating provider(s) knowledge of the member needs, both medical and 

social. 
b. Additional medical and ancillary treatment needs. 
c. Other identified member needs.  

 
Development of Individualized Care Plan (ICP)  
 
M. Within 30 days of identification and assessment of a member enrolled in the case management 

program the case manager develops an individualized / member specific care plan.   
1. The case manager develops the care plan, with input from member, member’s representative 

and PCP along with member’s specialists and medical director(s).  
2. The ICP’s identify the following elements: 

a. Name, ID#, eligibility effective date of the member, address and phone number. 
b. Name and phone # of the primary care giver/member’s representative. 
c. Name and phone # of the primary care physician, other specialty physicians involved in 

the case and any other providers who may be involved. 
d. Date case was open. 
e. Primary and other diagnoses. 
f. Member history that includes other diagnoses and/or co-morbidities. 
g. Member needs, including language, transportation, and other social needs.  
h. Evaluation of member’s visual and hearing needs and preferences or limitations. 
i. Life Planning Activities / Advanced Directive or documentation as to why it is not 

appropriate to assess life planning activities.  
j. Complexity level assigned.  



 

PMGSJ Provider Manual - Revised: June 2023    
Provider Services: 408.937.3600 or providerservices@excelmso.com 

CONFIDENTIAL 

165 

k. Short and long-term goals, including barrier to these goals.  
l. Actions necessary to achieve the goal.  
m. Evaluation of the short and long-term goals. 
n. Actions that delineate any coordination of care activities with the physicians and health 

plan case managers.  
o. Appropriate follow-up intervals, with schedules, to optimize care management.  

 
N. The ICP clearly identify flexible short and long-term objectives and actions directly towards the 

achievement of these goals.  
1. The member should be an active participant of the plan within his/her physical and 

psychosocial capacities.  
2. All interested parties have input and agreement before its implementation.  
3. Contingencies may be developed for likely problems, complications, or barriers which may 

develop during course of the plan; as a result, new resources may need to be utilized in order 
to achieve the stated goals. 

 
Implementation of Individualized Care Plan  
 
O. During the implementation of the ICP, the case manager(s) and care coordinator(s), are responsible for:  

1. Coordination of services among the medical, behavioral health and allied health professionals, 
community resources, social service programs and health plan case managers.  

2. Coordination and facilitation inpatient, outpatient, skilled nursing, and home services, as 
needed.  

3. Implementation rehabilitation services in an inpatient or outpatient setting for the injured or ill 
member  

4. Providing education, guidance and recommendations to member, caretaker, and family 
regarding alternatives for care and services.  

5. Exploring appropriate alternative care to prevent interruption of health services before the 
member reaches the exhaustion of benefits; such as community resources, social service 
programs, public health organizations, public assistance, and other non-contracted or out-of-
network providers.  

6. Implementation of appropriate periodic evaluation and follow-up process  
7. Referrals for members at risk for or with high lead lab values to PCP and county health in 

accordance with the State requirements.  
8. Referrals to appropriate and available community resources. 
9. Follow up to determine if member has acted on referrals. 
10. Assist in setting up transportation for the member to attend medical and behavioral health 

appointments. 
11. Reviewing and assisting member with implementation of a discharge plan or other physician 

treatment plans.  
 

Documentation  
 
P. Documentation reflects the initial assessment and care plan outlined by the case manager. Periodic 

follow-up updates include member status, summary of health care provided, additional medical and 
behavioral health and social service needs identified, and results of the implemented care plan.  

 
Closure of case management cases  
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Q. The case manager may discharge or close a case when:  

1. Member and/or the member’s representative decide the goals have been achieved or no longer 
are willing to participate in case management program. ICP goals have been achieved  

2. Member is no longer eligible or available for services, i.e. moved out of service area  
 

Notification and Reporting Requirements  
 
R. The case manager notifies the health plan case manager immediately or as soon as feasible upon 

identification of catastrophic or transplant case in order to improve communication, coordinate 
benefits and avoid duplication and delay of services.  

 
S. Case management logs are sent via STFP to the individual health plan based on the contractual 

agreement/schedule.  
 

 
COMPLEXITY LEVELS FOR CASE MANAGEMENT 

 
Level 0:  
Types of Cases  

• Members do not have chronic and complex diagnoses.  

• Members only requiring periodic admission or referral.  

• Members previously at a higher case management level who no longer require case management.  
 
Level 1: Care Coordination/Basic case management (CCM1)  
Types of cases and examples:  

• Chronic diagnoses without co-morbidity that requires multiple services that are repetitive and 
routine, such as asthma, chronic renal failure, hypertensive crisis, high risk pregnancy, COPD, and 
CHF  

•  Continuity of Care needs and coordination of new enrollees  

• Multiple referrals and authorizations that need coordination  

• Members with “no visits” and “gaps in care”  

• Uncontrolled diabetics  

• More than 3 ER visits with 3 months  

• Secondary case management with health plan case manager  
 
Level 2: Transitions of Care (CCM2)  
Type of cases and examples:  

• Inpatient discharge within the past 30 days  
 
Level 3: Complex Case Management (CCM3)  
Types of cases and examples  

• Acute catastrophic injuries and chronic illnesses with co-morbidity that requires constant 
monitoring with coordination of multiple services  

• Chronic diseases with exacerbation or with multiple co-morbidities.  

• Chronic diseases such as AIDS, congestive heart failures, multiple sclerosis, chronic obstructive 
pulmonary disease, chronic pain syndrome, and potential organ transplant  

• 3 or more admissions within 6 months.  
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• Premature infants that are less than 1500 grams  

• Complex oncology patients not in hospice  

• Acute head trauma and spinal cord injuries  

• Organ transplant  
 
As member’s health status improves or stabilizes and required interventions decrease, the complexity level 
will also decrease. By the same token, a member’s health may deteriorate and the Case Management 
Program become unstable and required interventions may increase along with an increase in the 
complexity level. The case manager re-evaluates cases in the Case Management Program, when the 
member’s health status has changed, in order to ensure the correct level of services is being provided. 
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CHAPTER 15: BEHAVIORAL HEALTH SERVICES 
 

Authorization for Applied Behavioral Analysis (ABA) for Autism Spectrum Disorder 
 
A. Members are screened for Autism Spectrum Disorder (ASD) at the age of 18 months.   

 
B. A member is eligible to receive Autism Spectrum Disorder (ASD) services, if all the following criteria are 

met: 
1. The Member is under age twenty-one (21);  
2. If under three (3) years of age, the member must have provisional diagnosis from their medical 

provider of 954-2300. B.--a diagnosis based on observation of the member’s communication, 
social interaction, and his or her activities and interests. An initial medical assessment typically 
includes: 

a. Medical history of the mother’s pregnancy 
b. Developmental milestones 
c. Eating and sleeping habits 
d. Coordination 
e. Stomach and bowel functioning 
f. Sensory challenges 
g. Allergies 
h. Medical illnesses, including ear infections and seizures 
i. Any family history of developmental disorders 
j. Any family history of genetic and metabolic disorders 
k. Parents’ and the child’s exposure to environmental toxins 
l. A thorough physical exam 
m. Routine lab tests 
 

C. Medical providers complete an authorization for ABA evaluation and services and submit it to the 
health plan.   

1. If the provider submits the authorization to PMGSJ, PMGSJ forwards the authorization to the 
applicable health plan on their behalf and notifies the provider. 

2. PMGSJ provides the contact information of the health plan representative to the provider so 
that the team members may stay in contact throughout the course of the member’s treatment. 

3. All medical care outside of related ABA services for the member remain the responsibility of 
PMGSJ. 

 
D. The health plan maintains a network of ASD specialists who conduct the initial ABA evaluation and 

subsequent treatment, if applicable. 
 

E. A member may receive ABA services if the initial ABA evaluation identifies the following: 
1. A licensed medical professional or licensed psychologist who provides a diagnosis of ASD; 
2. A licensed medical professional or licensed psychologist recommends evidenced-based Applied 

Behavioral Analysis (ABA) services; 
3. A previously authorized Functional Behavior Assessment (FBA) that identifies the member’s 

age-specific impairments such as: 
a. Persistent deficits in social communication and social interaction that have been 

identified as deficient relative to age expected norms; 

http://www.cdc.gov/ncbddd/actearly/index.html
https://www.autism-society.org/research/environmental-health-initiative/
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b. Significant restricted, repetitive patterns of behavior or interests; and 
c. Significant property destruction or aggression related to the Member’s ASD. 
d. Antecedents, consequences, and reinforcers that maintain the behavioral impairments; 

and 
e. Possible functions of the behavioral impairments. 

 
F. The ASD professional provides to the health plan and the member's medical provider, a copy of 

documentation which describes the member-specific treatment plan that includes: 
1. The identified behavioral, psychological, family, and medical concerns; 
2. Measurable goals in objective and measurable terms based on standardized assessments that 

address the behaviors and impairments for which the intervention is to be applied. For each 
goal, baseline measurements, progress to date and anticipated timeline for achievement based 
on both the initial assessment and subsequent interim assessments over the duration of the 
intervention; and 

3. Information that identifies the delivery of ABA services by a Qualified Autism Service Provider, 
aligned with provisions set forth in All Plan Letter (APL) 15-025: Responsibilities for Behavioral 
Health Treatment Coverage for Children Diagnosed with Autism Spectrum Disorder and defined 
in Health and & Safety Code Section 1374.73(c)(3), 

4. The member is medically stable; 
5. The member is without need for twenty-four (24)-hour medical/nursing monitoring or 

procedures provided in a hospital or intermediate care facility for persons with intellectual 
disabilities; 

6. The ABA services are necessary to correct or ameliorate defects related to ASD, and are 
generally accepted by the medical community as effective and proven treatments for ASD; and 

7. The predicted beneficial outcome of the services outweighs potential harmful effects of ABA 
such as prompt dependence. 

 
G. The ASD service provider submits an authorization for the continuation of ABA services to the health 

plan and includes the following in the authorization submission: 
1. The member has met the following criteria related to the initial course of ABA; 
2. A licensed medical professional or licensed psychologist continues to diagnose ASD; 
3. A licensed medical professional or licensed psychologist continues to make a recommendation 

for evidenced-based ABA services; 
4. The member-specific treatment plan has been updated and submitted every six (6) months by 

the ABA provider or more frequently when warranted by the individual circumstances; 
5. The anticipated timeline for achievement of each goal in the member-specific treatment plan has 

been based on both the initial assessment and subsequent interim assessments; 
6. The member-specific treatment plan includes measures of progress for each goal using 

validated assessments of adaptive functioning; 
7. There has been documentation of caregivers continued participation in the treatment and 

demonstration of the ability to apply those skills in naturalized settings; 
8. Improvements toward developmental norms and behavior goals cannot be maintained if care 

was reduced; 
9. Behavior issues are not exacerbated and have not become dependent on prompts by the 

treatment process; and 
10. The member has the required cognitive capacity to benefit from the care provided and to retain 

and generalize treatment gains. 
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11. Documentation of ongoing coordination of care and communication with the Member's medical 
provider; and 

a. Documentation of ongoing coordination of care and communication with the Member's 
Local Education Agency, as applicable. 

b. Information that identifies the delivery of ABA services by a Qualified Autism Service 
Provider. 

 
H. If a request for ABA services is denied or modified on the basis that the services are not medically 

necessary, and the member, authorized representative, or provider appeals the decision, the decision is 
subject to review by the health plan.  
 

I. Discharge from ABA services are based on the following criteria: 
1. Functional improvement is sufficient; 
2. Symptom relief is sufficient; 
3. Risk status is minimized for dangerousness or property destruction; 
4. Continued clinical benefit is not expected from the services being rendered and care is judged no 

longer appropriate as: 
a. Behavioral issues are exacerbated by the treatment; 
b. Member is unlikely to maintain gains from continued care; 
c. Member does not demonstrate progress towards goals for successive authorization 

periods; 
d. The services being used in the treatment of ASD are not evidence-based practices; 
e. The services being rendered provide or coordinate respite, day care, or educational 

services, or reimbursement of a parent, legal guardian, or legally responsible person for 
costs associated with participation under the behavioral treatment plan; 

f. The services, supplies or procedures are performed in a non-conventional setting 
including, but not limited to, resorts, spas and camps; 

g. The sole purpose of the treatment is vocationally or recreationally-based; 
h. The services could be provided by persons without professional skills or training to 

maintain the beneficiary’s or anyone else’s safety; and 
i. The services are being rendered by a parent, legal guardian or legally responsible person. 

 
J. The following services do not meet medical necessity criteria or qualify as Medi-Cal covered ABA 

services for reimbursement: 
1. Services rendered when continued clinical benefit is not expected. 
2. Provision or coordination of respite, day care, or educational services, or reimbursement of a 

parent, legal guardian, or legally responsible person for costs associated with participation 
under the behavioral treatment plan. 

3. Treatment whose sole purpose is vocationally- or recreationally-based. 
4. Custodial care. For purposes of BHT services, custodial care: 

a. Is provided primarily for maintaining the member’s or anyone else’s safety. 
b. Could be provided by persons without professional skills or training. 

5. Services, supplies or procedures performed in a non-conventional setting, including, but not 
limited to, resorts, spas and camps. 

6. Services rendered by a parent, legal guardian or legally responsible person. 
7. Services that are not evidence-based behavioral intervention practices. 
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CHAPTER 16: QUALITY MANAGEMENT 
 

Tuberculosis Testing for Health Care Workers  
 

A. Definitions: 
a. Risk category 1 means applies to individuals performing activities with the highest risk of 

transmission of tuberculosis (TB). This includes staff who have direct contact with a 
possible/potential infectious individual or have face-to-face contact with an individual capable of 
spreading the infection. 

 
b. Risk category 2 means applies to individuals performing activities with a probable risk of 

transmission of tuberculosis as a result of the geographic location of their work on the clinical unit 
or in the laboratory. (For example: Medical records personnel, registration personnel, facilities 
personnel, greeters, and ancillary staff in clinic settings) 

 
c. Risk category 3-applies to individuals performing activities with a possible risk of transmission of 

tuberculosis. These activities usually involve staff who may have indirect contact with the source of 
the infectious agent through airborne transmission, through the use of vehicles, accidental face-to-
face contact such as the cafeteria, or an academic or administrative office. 

 
d. Risk category 4-applies to individuals performing activities with minimal risk of transmission of 

tuberculosis. These staff work off-site, do not travel to any site with potential source of infection 
and do not require face to face contact with high risk people. 

 
B. Baseline Testing: 

1. All health care workers from risk factors categories 1 & 2 and staff without documentation of 
prior tuberculosis disease or latent tuberculosis infection will undergo a Mantoux tuberculin 
skin test/ Quantiferon, an individual tuberculosis risk and symptom evaluation. 

a. Interpretation of Mantoux tuberculin skin test/ Quantiferon results is weighed by the 
likelihood of infection, the likelihood of progression to tuberculosis if infected and the 
benefit of therapy. 

b. Individuals that receive a Mantoux tuberculin skin test/ Quantiferon with a positive 
result, are asymptomatic and are at low risk for progression on the basis of their risk 
assessment will have a confirmatory test following this initial positive result.  

I. For individuals with a positive Mantoux tuberculin skin test/ Quantiferon and 
symptoms and/or not at low risk, no confirmatory test will be required.   

2. All health care workers from risk factors categories 1 & 2 or with documentation of prior 
tuberculosis disease or Latent tuberculosis infection will not undergo a tuberculin skin test/ 
Quantiferon.  

a. They will be screened with symptom evaluation and a chest x-ray.  
b. Asymptomatic individuals and documentation of a normal chest x-ray at or after the 

diagnosis of Latent tuberculosis infection will not require a new x-ray.  
c. Those with previously untreated Latent tuberculosis infection will be encouraged to 

receive treatment.  
d. An x-ray may be required before this treatment starts. 

3. Evaluation and treatment of health care personnel with newly positive test:  
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a. These individuals will undergo a symptom evaluation and a chest X-ray to assess for 
tuberculosis disease.  

b. The Santa Clara County Public Health Tuberculosis Clinic will be immediately notified if 
tuberculosis disease is suspected.  

c. Once tuberculosis disease is excluded, they will be considered to have Latent 
tuberculosis infection.  

d. Treatment will be encouraged for all health care workers with untreated Latent 
tuberculosis infection.  

4. Serial screening and testing: 
a. Individuals without Latent tuberculosis infection at baseline screening, serial screening 

will not routinely be performed unless at any point it is recommended by the Infection 
Control Committee for selected health care workers.  

b. Tuberculosis exposure risk education for all health care workers from risk factor 
categories 1 & 2 will be conducted annually. 

c. Individuals diagnosed with Latent tuberculosis infection prior to or at baseline screening 
that do not complete Latent tuberculosis infection treatment will be monitored with 
annual symptom evaluations. 

d. These health care workers will be educated about the signs and symptoms of 
tuberculosis disease that will prompt an immediate evaluation between screenings. 

5. Post exposure screening and testing:  
a. Testing will consist of symptom evaluation for all individuals when an exposure is 

recognized.  
b. For individuals with a baseline negative tuberculosis test and no prior tuberculosis 

disease or Latent tuberculosis infection, a Mantoux tuberculin skin test/Quantiferon will 
be performed when the exposure is identified.  

c. If the test is negative, another test 8-10 weeks after the last exposure will be done.  
d. If the first or second test is positive, the process described above will be followed. 
e. Health care workers with documented prior Latent tuberculosis infection or tuberculosis 

disease do not need another test for infection after exposure but will be evaluated by 
symptoms, and x-ray when needed.  

f. Further evaluation should occur if a concern for tuberculosis disease exits.  
6. Health care workers referred to the Santa Clara County Public Health’s tuberculosis Clinic for 

Latent tuberculosis infection or suspicion of tuberculosis disease will have:  
a. Initial chest radiographs (including interpretation),  
b. Clinical evaluation,  
c. Counseling and  
d. Treatment as deemed necessary by the Santa Clara County Public Health’s Tuberculosis 

Clinic. 
 
C. New Staff Testing:  

1. At the time of employment, during the initial immunization and screening evaluation, all new 
staff, including those with a history of Bacille Calmette-Guerin (BCG) vaccination (the Urgent 
Care/Clinic physician shall determine the strength of Purified Protein Derivative (PPD) used for 
BCG vaccine recipients) and pregnancy, shall receive two (2) Mantoux tuberculosis Skin Tests/ 
Quantiferon given two (2) weeks apart ("two-step testing") unless:   

a. A previously positive tuberculosis skin test/blood test reaction is reported, OR  
b. Evidence of completion of adequate therapy for active tuberculosis is reported, OR  
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c. Two (2) negative tuberculosis skin tests/blood test within the past twelve (12) months, 
the more recent within the last three (3) months, can be documented.  

2. All initial and follow-up tuberculosis skin tests/blood test shall be administered and interpreted 
by a trained healthcare provider on our staff, or any licensed physician.  

3. No one may interpret his/her own test.  
a. Tests shall be interpreted according to current Centers for Disease Control and 

Prevention (CDC) guidelines.  
b. If a designated reader detects redness, swelling, or anything other than an injection-site 

bruise at the testing site, they must refer the staff member to a licensed physician for a 
confirmation reading.  

4. New staff with a documented history of a positive tuberculosis skin test/blood test, or adequate 
treatment for active tuberculosis, or preventive therapy for latent tuberculosis infection, shall 
be exempt from further tuberculosis skin testing/blood test.  

a. A chest radiograph will be required at the time of hire unless, within the last six (6) 
months, a chest radiograph with no evidence of active pulmonary disease can be 
documented.  

5. It is the responsibility of any such tuberculosis skin-test exempt staff member who develops 
symptoms suggestive of tuberculosis (persistent cough, bloody sputum, night sweats, weight 
loss, or fever) to report his/her condition to their manager immediately.  

6. Testing results are maintained by the provider’s office manager. 
 

D. Current Staff Testing:  
1. All staff with a previously negative tuberculosis skin-test will submit to periodic retesting as 

follows:  
a. Retesting will be conducted at least annually.  
b. Staff who are occupationally exposed to a patient/resident with infectious tuberculosis 

or who are designated as being at high risk for tuberculosis infection by the Infection 
Control Committee will resubmit to testing in three (3) months of exposure or 
designation.  

c. Staff who are designated at being at intermediate risk for tuberculosis infection will 
resubmit to retesting every six (6) months.  

2. All initial and follow-up tuberculosis skin tests/blood test shall be administered and interpreted 
by a trained health care provider, or a licensed physician.  

a. No one may interpret his/her own test.  
3. Tests shall be interpreted according to current CDC guidelines.  

a. If a designated reader detects redness, swelling, or anything other than an injection-site 
bruise at the testing site, they must refer the staff member to a licensed physician for a 
confirmation reading.  

4. All staff with documented history of a positive tuberculosis skin test/blood test, or adequate 
treatment for active tuberculosis, or preventive therapy for latent tuberculosis infection, shall 
be exempt from further tuberculosis skin testing/blood test.  

a. Any such current staff member who has never had a chest radiograph while employed by 
our facility will submit to chest radiograph at the request of the evaluation of a licensed 
physician.  

5. It is the responsibility of any such skin test/blood test exempt staff member who subsequently 
develops symptoms suggestive of tuberculosis to report his/her condition to their manager 
immediately.  
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E. Work Restrictions for: 
1. Active Pulmonary or Laryngeal Tuberculosis: 

a. Health care workers will be excluded from work/rotations until considered no longer 
infectious by treating physician. 

b. Before returning to work, the Health care workers must provide evidence of adequate 
clearance deemed appropriate by the Urgent Care/Clinic Manager.  

c. Health care workers who discontinue treatment before the recommended course of 
therapy will be excluded from work/rotations until treatment is resumed, and an 
adequate response to therapy is documented.   

2. Latent tuberculosis infection: 
a. Health care workers with Latent tuberculosis infection who cannot complete or do not 

take the full course of preventive regimen, do not need to be excluded from 
work/rotations, however, they will be counseled about the risk of developing active 
tuberculosis.  

b. They will be instructed to seek evaluation promptly if symptoms develop.   
3. Tuberculosis Clinic Referral Acknowledgement Form will be signed by the Urgent Care/Clinic 

health care worker referred to the Santa Clara County Public Health’s Tuberculosis Clinic.  
a. The manager will maintain documentation of every referral on Health care workers and a 

copy will be sent to the Human Resources Department. 
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Infection Control 
 
A. All providers must have infection control policies and procedures that at a minimum meet the following 

standards (see D below for specific details): 
1. Compliance with all Federal and State OSHA requirements for: 

a. Body substance isolation and control; 
b. Hepatitis B vaccination of at-risk employees; and 
c. CDC recommendations for post-exposure treatment, prophylaxis, and follow-up. 

2. Compliance with all Federal, State, or local requirements for the handling of biohazardous 
waste; 

3. Specific policies outlining available protective equipment including type, location, and 
appropriate use; and 

4. Specific policies outlining training requirements for applicable staff including methods for 
documenting attendance. 

 
B. All provider sites must comply with the below: 

1. Infection control training for all staff; 
2. Application of total body substance isolation procedures and universal precautions; 
3. Application of Member isolation precautions for communicable diseases; 
4. Adequate infection control equipment (gloves, masks, gown, etc.) and training in proper use; 
5. Policies regarding sharps disposal and adequate disposal equipment for same; 
6. Proper techniques for sterilization of equipment including appropriate methods, proper 

autoclave use, maintenance and spore testing and time frames for storage of sterilized 
instruments; 

7. Proper cleaning of surfaces including proper use of disinfectants and frequency; 
8. Procedures in the event of body fluid exposure (needle sticks, blood splashes, etc.); and 
9. Proper biohazardous waste disposal. 

 
C. All Providers and their staff that become aware of Members with reportable diseases are required to 

report these cases to Public Health authorities as specified by State regulations.   
 

D. Your Medical Office infection control standards must follow the Federal Occupational Safety and Health 
Administration (OSHA) Bloodborne Pathogen Directives and universal precaution regulations. 

1. Universal precautions must be observed to prevent contact with blood or other potentially 
infectious materials. 

2. Contaminated sharps are discarded immediately.  Sharps containers are located close to the 
immediate area where sharps are used and are inaccessible to unauthorized persons.  
Contaminated needles and other contaminated sharps must not be bent, recapped or removed 
unless the employer can demonstrate that no alternative is feasible or that such action is 
required by a specific medical or dental procedure.  Such bending, recapping or needle 
removable must be accomplished through the use of a medical device or a one-handed 
technique. 

3. Needleless systems, needles with Engineered Sharps Injury Protection (ESIP) and non-needle 
sharps are used unless exemptions have been approved by Cal/OSHA Tile 8, CCR Section 5193. 

4. Contaminated needles or sharps (any device capable of cutting or piercing) must be placed in 
appropriate containers.  These containers must be puncture resistant, labeled or color-coded, 
and leak-proof on the sides and bottom.  Needles, sharps, and containers must not be 
accessible to Members.  Containers are not to be overfilled past manufacturer’s designated fill 
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line or more than 3/4 full.  The supply of containers on hand must be adequate to ensure 
change-out when filled. 

5. Food and drink must not be kept in refrigerators, freezers, shelves, cabinets, or on countertops 
or bench tops where blood or other potentially infectious materials are present.  Medications 
and vaccines must also be stored separately from specimens. 

6. Specimens of blood, other body fluids or other potentially infectious materials must be placed 
in an appropriate container that prevents leakage during collection, handling, processing, 
storage, transport, or shipping of the specimens. 

7. Protective equipment must be supplied by Practitioners and be readily available to staff.  Such 
equipment must include, but not be limited to, gloves, protective gowns, face shields or masks 
and eye protection. 

8. Gloves must be worn when it can be reasonably anticipated that the employee may have hand 
contact with blood, other potentially infectious materials, mucous membranes, and non-intact 
skin, disposable resuscitation devices and when handling or touching contaminated items or 
surfaces. 

9. Masks in combination with face shields or eye protection must be worn when it is reasonably 
anticipated that eye, nose, or mouth contamination could result from splashes, spray, splatter 
or droplets of blood, other body fluids and other potentially infectious materials.  Additional 
protective clothing, such as lab coats, gowns, or aprons must be worn in instances when 
possible contamination can reasonably by anticipated such as during surgery. 

10. Medical Office must provide readily accessible hand washing facilities for all staff members who 
may incur exposure to blood, other body fluids or other potentially infectious materials.  Staff 
must be required to wash hands and other potentially contaminated skin areas immediately or 
as soon as feasible after removing personal protective gloves or other equipment. 

11. Medical Office must have sinks with a standard faucet, foot-operated pedals, 4-6-inch wing-type 
handle, automatic shut-off systems or other types of water flow control mechanisms. 

12. Staff must be able to demonstrate infection control “barrier” methods used on site to prevent 
contamination of faucet handle, door handles, and other surfaces until hand washing can be 
performed.  On occasions when running water is not readily available, an antiseptic hand 
cleanser, alcohol-based hand-rub or antiseptic towelettes are acceptable until running water is 
available. 

13. Medical Office must maintain the work site in a clean and sanitary condition.  There are 
designated (clearly labeled) clean and soiled work areas, which are used and maintained 
appropriately.  

14. All equipment and working surfaces must be cleaned and decontaminated after contact with 
blood or other potentially infectious materials. 

15. Contaminated work surfaces must be decontaminated with an appropriate disinfectant after 
completion or after any spill of blood or other potentially infectious materials; and at the end of 
the work shift if the surface may have become contaminated since the last cleaning. 

16. Disinfectant solutions used on site must be: 
a. Approved by the Environmental Protection Agency (EPA); 
b. Effective in killing Human Immunodeficiency Virus (HIV)/Hepatitis B Virus (HBV) and 

Tuberculosis (TB); and 
c. Used according to the product label for desired effective. 

17. Medical Office must maintain written “housekeeping” schedules which have been established 
and are followed for regular routine daily cleaning.  Staff is able to identify frequency for routine 
cleaning of surfaces and equipment, the disinfectant used and responsible personnel.  
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18. Contaminated laundry [soiled with blood/Other Potentially Infectious Material(OPIM)] must be 
placed in bags, or containers with a lid, and labeled or color-coded.  Contaminated laundry must 
be laundered by a contracted “commercial laundry service” or a washer and dryer on site. 

19. Any of the following methods for sterilization of instruments and supplies are acceptable; steam 
sterilization, cold sterilization, or autoclave.  Autoclaves and sterilizers must be operated by 
trained personnel and maintained according to manufacturer(s) instructions. 

a. Cold sterilization must be performed using effective solutions, which kill HIV, TB, and 
HBV as Specified by the Center for Disease Control and Prevention (CDC).  
Manufacturers’ recommendations must be followed for length of soaking and time 
frame for effectiveness of solution.  

b. Autoclave use must include documentation of date, time, duration of run cycle, 
temperature, steam pressure, operator of each run, results of each run and recording of 
sterilizer calibration.  Spore testing must be performed at least monthly and results 
documented.  Autoclave must be maintained according to manufacturer’s instructions.  

20. Sterilized packages must be stored in a clean, dry area.  Labels for sterilized items include date 
sterilization, load run identifications, information and general contents (e.g. suture set) of 
package.  Each item in a sterile package need not be listed on the label if a master list of 
package contents is available elsewhere on site.  Sterilized items are considered sterile until use, 
except is packaging is opened, wet/moist, discolored or damaged.  These items are not 
considered sterile and should not be kept in storage are with sterile packages.  

21. There must be a process/procedure in place for routine evaluation of sterilized packages. 
22. All bio-hazardous waste must be stored in a rigid, leak-proof container with a tight-fitting lid 

and labeled “biohazardous waste.”  The storage area must be marked with a “biohazardous 
waste” sign and be inaccessible to unauthorized persons.  If storage is outside the facility, it 
must be locked, with posted warning signs in English and Spanish that are visible at a distance of 
twenty-five (25) feet. 

23. Contaminated waste (e.g. dental drapes, band aids, sanitary napkins, soiled disposal diapers) 
are disposed of in regular solid waste (trash) containers and are maintained to prevent potential 
contamination of patient/staff areas and/or unsafe access by infants/children.  Closed 
containers are not required for regular, solid waste trash containers. 

24. Bio-hazardous must be properly removed from the facility by a contracted medical waste hauler 
or personnel authorized to transport such waste to another site for disposal by a contracted 
waste hauler.  Limited quantity exemption is not required for Small Quantity Generator (up to 
35.2 pounds).  A medical waste tracking document that includes the name of the person 
transporting number of waste containers [e.g. three (3) sharps containers or five (5) biohazard 
bags], types of medical wastes, and date of transportation is kept a minimum of three (3) years 
for large waste generators and two (2) years for small. 

25. The Medical Office must ensure that all staff with potential for office exposure participates in an 
infection control-training program that addresses OSHA Bloodborne Pathogen Regulations and 
Universal Precaution Regulations.  The training must be done annually. 

26. The Medical Office must have a method in place to document sharps injuries.  Date, time, 
description of exposure incident, sharp type/brand and follow-up care is documented within 
fourteen (14) calendar days of the injury incident. 

27. Medical Office must maintain Isolation Precautions and Procedures and ensure that all staff is 
appropriately trained to minimize Member and staff exposure to disease risk factors.  Staff must 
demonstrate knowledge of disease pathways; techniques for protection from respiratory, 
contact and bloodborne pathogens. 
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28. The Medical Office must be able to demonstrate or verbally explain the procedure used on site 
to isolate patients with potentially contagious conditions from other patients. 

 
E. Annually, PMGSJ may audit selected contracted provider offices to insure these procedures are in place. 
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Reporting Communicable Diseases to Public Health 
 
Communicable disease means an illness caused by an infectious agent or its toxins that occurs through the 
direct or indirect transmission of the infectious agent or its products from an infected individual or via an 
animal, vector or the inanimate environment to a susceptible animal or human host. 

 
A. Providers and Practitioners must use the following guidelines to report a case or suspected case to the 

appropriate public health authority: 
1. Extremely Urgent Conditions (i.e. Anthax, Botulism, Cholera, Dengue, Diphtheria, Food 

Poisoning, Plague, Rabies, Relapsing Fever, Zika Virus, and COVID-19 Infection) should be 
reported immediately by telephone, twenty-four (24) hours a day. 

2. Other urgent conditions should be reported by telephone, mail or electronically submitted 
within one (1) working day of identifying a case or suspected case. 

3. All other Non-Urgent Conditions may be reported by phone or mail on confidential morbidity 
report cards within seven (7) business days of identification. 

4. Animal bites by a species susceptible to rabies are reportable, to identify persons potentially 
requiring prophylaxis for rabies.  Additionally, vicious animals are identified and may be 
controlled by this regulations and local ordinances (California Administration Code, Title 17, 
Sections 2606 et seq., Health and Safety Code sections 1900-2000).  Reports can be filled with 
the local Animal Control Agency or Humane Society.  The County Animal Control office may 
assist in filing the report. 

 
B. Practitioners are encouraged to participate in the California Reportable Disease Information Exchange 

(CalREDIE).  The CalREDIE is a system that the California Department of Public Health has implemented 
for electronic disease reporting and surveillance. 

 
C. The report to the public health authorities shall be documented in the medical record and include the 

report date, the contact at the public health authority and the reporter’s signature. 
 

D. The Santa Clara County Public Health Department is responsible for receiving disease reports and 
coordinating follow-up action between local, regional, and state officials.  Questions about 
communicable disease reporting should be directed to: 

 
Santa Clara County Public Health Department 
976 Lenzen Ave 
San Jose 95126 
408-792-5040 
sccgov.org 
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Requirements for the Staying Healthy Assessment/Individual Health Education 
Behavioral Assessment 
 
A. Staying Health Assessment Periodicity-Provider’s ensure that each member completes a Staying Health 

Assessment in accordance with the following guidelines and timeframes prescribed below and in Table 
1 (a member’s refusal to complete the Staying Health Assessment must be documented on the 
appropriate age-specific form and kept in the member’s medical record).  

1. New Members - New members must complete the Staying Health Assessment within 120 days 
of the effective date of enrollment as part of the Individual Health Assessment. The effective 
date of enrollment is the first day of the month following notification by the health plan that a 
member is eligible to receive services. 

2. Current Members - Current members who have not completed an updated Staying Health 
Assessment must complete it during the next preventive care office visit (e.g. well-baby, well-
child, well-woman exam), according to the Staying Health Assessment periodicity table. 

3. Pediatric Members: 
a. Pediatric Members 0–17 years of age must complete the Staying Health Assessment 

during the first scheduled preventive care office visit upon reaching a new Staying Health 
Assessment age group. PCPs must review the Staying Health Assessment annually with 
the patient (parent/ guardian or adolescent) in the intervening years before the patient 
reaches the next age group.  

b. Adolescents (12-17 years) should complete the Staying Health Assessment without 
parental/guardian assistance beginning at 12 years of age, or at the earliest age possible 
to increase the likelihood of obtaining accurate responses to sensitive questions. The PCP 
will determine the most appropriate age, based on discussion with the parent/guardian 
and the family’s ethnic/cultural background. 

4. Adult and Senior Members - 
a. There are no designated age ranges for the adult and senior assessments, although the 

adult assessment is intended for use by 18 to 55-year olds.  
b. The age at which the PCP should begin administering the senior assessment to a member 

should be based on the patient’s health and medical status, and not exclusively on the 
patient’s age. 

c. The adult or senior assessment must be re-administered every 3 to 5 years, at a 
minimum.  

d. The PCP must review previously completed Staying Health Assessment questionnaires 
with the patient every year, except years when the assessment is re-administered 

 
B. Although not required, annual administration of the Staying Health Assessment is highly recommended 

for the adolescent and senior groups because behavioral risk factors change frequently during these 
years.  

1. Staying Health Assessment Periodicity – see table below 
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 Periodicity Administer Administer/Re-
Administer 

Review 

DHCS Form 
Numbers 

Age Groups Within 120 
Days of 
Enrollment 

1st 
Scheduled 
Exam  
(after entering new 
age group) 

Every 3-5 
Years 

Annually 
(Intervening Years) 

DHCS 7098 A 0-6 Months √ √   

DHCS 7098 B 7-12 
Months 

√ √   

DHCS 7098 C 1-2 Years √ √  √ 

DHCS 7098 D 3-4 Years √ √  √ 

DHCS 7098 E 5-8 Years √ √  √ 

DHCS 7098 F 9-11 Years √ √  √ 

DHCS 7098 G 12-17 Years √ √  √ 

DHCS 7098 H Adult √  √ √ 

DHCS 7098 I Senior √  √ √ 

 
2. Staying Health Assessment Completion by Member-Member should be provided with the 

following information and guidance on completing the Staying Health Assessment 
questionnaire: 

a. The PCP will use the information to identify behavior risks and to assist the member in 
adopting healthy behaviors. 

b. Staying Health Assessment translations, interpretation services, and accommodations for 
any disability are available, if needed. The PCP or clinic staff, as appropriate, can also 
assist the member in completing the Staying Health Assessment. 

c. The completed Staying Health Assessment is kept in the member’s confidential medical 
record.  

d. Each member has the right to not answer any assessment question and to refuse, 
decline, or skip the entire assessment.  

e. Each member should be encouraged, when appropriate, to complete the Staying Health 
Assessment without assistance because this may increase the likelihood of obtaining 
accurate responses to sensitive or embarrassing questions. 

f. If preferred by the member or PCP, the PCP or clinic staff, as appropriate, may orally ask 
the assessment questions and record responses on the questionnaire or directly into an 
electronic health record or other electronic format.  

3. PCP’s Responsibility to Provide Counseling, Assistance, and Follow-Up: 
a. The PCP reviews the completed Staying Health Assessment with the member and initiate 

a discussion with the member regarding behavioral risks the member identified in the 
assessment. Clinic staff members, as appropriate, may assist a PCP in providing 
counseling and following up if the PCP supervises the clinical staff members and directly 
addresses medical issues. 

b. The PCP prioritizes each member’s health education needs and initiate discussion and 
counseling regarding high-risk behaviors.  

c. Based on the member’s behavioral risks and willingness to make lifestyle changes, the 
PCP provides tailored health education counseling, intervention, referral, and follow-up. 
Whenever possible, the PCP and the member develop a mutually agreed-upon risk 
reduction plan.  
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d. The PCP reviews the Staying Health Assessment with the member during the years 
between re-administration of a new Staying Health Assessment. The review includes 
discussion, appropriate patient counseling, and regular follow-up regarding risk reduction 
plans. 

4. Staying Health Assessment Documentation by PCP: 
a. The PCP signs, prints his/her name, and dates the “Clinic Use Only” section of a newly 

administered Staying Health Assessment to verify that it was reviewed and discussed 
with the member.  

b. The PCP documents specific behavioral-risk topics and patient counseling, referral, 
anticipatory guidance, and follow-up provided, by checking the appropriate boxes in the 
“Clinical Use Only” section. 

c. The PCP signs, prints his/her name, and dates the “Staying Health Assessment Annual 
Review” section of the questionnaire to document that an annual review was completed 
and discussed with the member.  

d. A member’s refusal to complete the Staying Health Assessment is documented on the 
age-appropriate Staying Health Assessment questionnaire by:  

I. Entering the member’s name (or person completing the form), date of birth, and 
date of refusal in the header section of the questionnaire.  

II. Checking the box “Staying Health Assessment Declined by Patient.”  
III. Having the PCP sign, print his or her name, and date the “Clinic Use Only” 

section of the Staying Health Assessment.  
IV. Keeping the Staying Health Assessment refusal in the member’s medical record.  

e. The PCP may make notations in the “Clinic Use Only” column to the right of the 
questions, but this is not required.  

5. Staying Health Assessment Questionnaires and Resources: 
a. Staying Health Assessment questionnaires and resources are available on the DHCS 

website at: http://www.dhcs.ca.gov/formsandpubs/forms/Pages/StayingHealthy.aspx  
b. The health plans ensure that PCPs have the means to obtain an adequate supply of the 

Staying Health Assessment questionnaires or DHCS-approved alternative assessment 
forms.  

c. The health plans ensure DHCS approved alternative assessment forms are available in the 
threshold languages of their members or have interpreters available to translate the 
questionnaires into a needed language.  

  

http://www.dhcs.ca.gov/formsandpubs/forms/Pages/StayingHealthy.aspx
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Initial Health Assessments (IHAs) and Behavioral Assessment (IHEBA) Process 
 

A. Information on the “Staying Healthy” assessment tool can be found here:  
http://www.dhcs.ca.gov/formsandpubs/forms/Pages/StayingHealthy.aspx 

 
B. PMGSJ provides member eligibility lists via PMGSJ’s portal to the PCP.  From this list, the PCP 

determines, which members need to receive their Staying Healthy Assessment as part of their Initial 
Health Assessment. 
 

C. PCPs encourage their new Medi-Cal members to make an appointment within thirty (30) and Medicare 
member within ninety (90) days of enrollment and annually thereafter.  If the member cannot see their 
PCP during that time, they are assessed during their initial appointment within the first 120 days of 
enrollment as well as an annual health assessment. Provider offices must:  

1. Reach out to new members in an effort to schedule an appointment with their physician. 
2. Make a good faith effort to annually notify members about annual health assessments. 
3. Inform members of specific health care needs that require follow up and receive, as 

appropriate, information to support and promote their own health. 
4. Make arrangements for follow-up services that reflect the findings or risk factors discovered 

during the IHA and Health Education Behavior Assessment. 
5. Identify and address barriers to members compliance with prescribed treatments or regimens.  
6. Appropriately exchange confidential clinical information among provider network in a timely 

manner. 
7. Review member’s current opioid prescription(s). 
8. Screen for potential substance use disorders, including referral for treatment as appropriate.  
9. Document missed appointments in the member’s medical record. 
10. Follow-up with members who have missed their appointment in an effort to get them into the 

office to meet with their physician. 
11. Members over the age of twelve (12) complete their own age-appropriate staying healthy tool. 

 
D. Parents or guardians of members under the age of twelve (12) are asked to complete the Staying 

Healthy tool on the member’s behalf. 
 

E. PCPs have the member complete a new Staying Healthy Assessment at each age appropriate interval as 
identified by DHCS on the tool.  

1. Members over the age of twelve (12) complete their own age-appropriate staying healthy tool. 
2. Parents or guardians of members under the age of twelve (12) are asked to complete the 

Staying Healthy tool on the member’s behalf. 
3. PCPs utilize the tool during the medical appointment as part of the overall assessment.  The PCP 

may request one or more of the following based upon the results of the physician’s clinical 
assessment including but not limited to: 

a. Referrals to the health plans for member programs, classes, and materials. 
b. Assistance from the health plans in providing culturally and linguistically appropriate 

patient health education services/interventions 
c. Assistance from the health plans for behavioral health services. 
d. Authorizations to PMGSJ for additional medical services. 
e. Referrals the health plan for outside community services. 
f. Request for transportation for the member from the health plan. 

http://www.dhcs.ca.gov/formsandpubs/forms/Pages/StayingHealthy.aspx
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4. The provider maintains the member’s completed Staying Healthy assessment in the member’s 
medical record.   

5. If the member chooses not to complete the Staying Healthy Assessment, the PCP notes the 
member’s denial in the member’s medical record.  

 
F. Screening, Brief Intervention, Referral & Treatment (SBIRT) requirements include: 

1. Three brief intervention sessions; 

2. Use of validated use, abuse, and dependence on alcohol and illicit drugs; 

3. Alcohol screening questionnaire for members who answer “yes” to the alcohol and illicit drugs 

screening question; and  

4. Referral to the alcohol and drug program for evaluation and treatment any time the PCP 

identifies a potential alcohol and illicit drugs misuse problem. 

5. If an adult member answers “Yes” to the Staying Healthy Assessment alcohol and illicit drugs 

question, and if after reviewing the questionnaire and providing additional counseling with the 

member, the provider’s professional opinion is that the additional assessment may not be 

warranted, the physician does not have to administer the additional assessment; they should 

document it on the Staying Healthy Assessment or medical record. 

6. A validated screening tool, such as the AUDIT-C, can be a more effective way to determine and 

document the need for brief intervention or referral. With few exceptions, most patients who 

answer “yes” to the alcohol and illicit drugs question on the Staying Healthy Assessment should 

receive the screening tool. 

7. The provider should incorporate the Staying Healthy Assessment alcohol and illicit drugs 

question (adult or senior) into the administration process for the alternate assessment to 

ensure that the member is asked about his/her alcohol and illicit drugs use.  

8. The member’s response should be documented on the form or in the medical record. An 

additional validated screening tool should be administered if the member’s response was “yes”. 
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CHAPTER 17: REGULATORY AND COMPLIANCE REQUIREMENTS 
 

Compliance Hotline  1-669-666-5077 
 

A. Every provider and staff member have the responsibility to report possible compliance issues. 
 
B. Confidentiality 

The Compliance Officer keeps all reported information confidential by: 
1. Refraining from requiring the caller to disclose his/her identity; 
2.  Assuring anonymity; 
3.  If/when an employee chooses to disclose his/her identity; holding it in confidence to the fullest 

extent practical or permitted by law; 
4. Refraining from recording the Compliance Hotline call and refrain from identifying the 

number/location of the call; 
5. Keeping the Compliance Hotline Report as the only record of Compliance Hotline calls; and 
6. Maintains the Compliance Hotline Report in a secure area. 

 
C. Retaliation 

No retaliatory actions are taken against any individual who reports compliance violations in good faith 
through the Compliance Hotline. 

 
D. Operation 

The Hotline is answered during business hours 8:00 AM -5:30 PM Monday through Friday excluding 
company holidays.  

1. Voice mail is available after business hours. All voice mails are returned the next business day.  
2. A letter may be submitted via U.S. mail to the Compliance Officer  

PMGSJ 
ATTN: Compliance Officer 
2304 Zanker Road 
San Jose, CA  95131 

3. An encrypted email can be sent to compliance@excelmso.com . 

mailto:compliance@excelmso.com
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Medical Records Standards 
 
A. The medical record criteria is outlined below. 

1. Every page in the medical record contains the patient name or ID number. 
2. Allergies/No Known Drug Allergies (NKDA) and adverse reactions are prominently displayed in a 

consistent location. 
3. All presenting symptom entries are legible, signed and dated, including phone entries.  

a. Dictated notes should be initialed to signify review.   
b. Signature sheet for initials are noted. 

4. The important diagnoses are summarized or highlighted. 
5. A problem list is maintained and updated for significant illnesses and medical conditions. 
6. A medication list or reasonable substitute is maintained and updated for chronic and ongoing 

medications. 
7. History and physical exam documentation identifies appropriate subjective and objective 

information pertinent to the patient’s presenting symptoms, and treatment plan 
documentation is consistent with findings. 

8. Laboratory tests and other studies are ordered, as appropriate, with results noted in the 
medical record. (The clinical reviewer should see evidence of documentation of appropriate 
follow-up recommendations and/or non-compliance to care plan). 

9. Documentation of Advance Directive/Living Will/Power of Attorney discussion (including copies 
of any executed documents) in a prominent part of the medical record for adult patients is 
encouraged. 

10. Documentation of continuity and coordination of care between the PCP, specialty physician 
(including BH specialty) and/or facilities if there is reference to referral or care provided 
elsewhere.  

a. The clinical review will look for a summary of findings or discharge summary in the 
medical record.  

b. Examples include progress notes/report from consultants, discharge summary following 
inpatient care or outpatient surgery, physical therapy reports, and home health nursing/ 
provider reports. 

11. Age appropriate routine preventive services/risk screening is consistently noted, i.e. childhood 
immunizations, adult immunizations, mammograms, pap tests, etc., or the refusal by the 
patient, parent or legal guardian, of such screenings/immunizations in the medical record. 
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The Stark Law 
 
A. The Stark Law 

1. The Stark Law is a healthcare fraud and abuse law that prohibits physicians from referring 
patients for certain designated health services paid for by Medicare to any entity in which they 
have a financial relationship.  

2. Unlike the federal Anti-Kickback Statute, the Stark Law is not a criminal statute.  
3. The Office of the Inspector General (OIG) for the Department of Health and Human Services 

(“HHS”) can pursue a civil action against Stark Law violators under the civil monetary penalties 
law.  

4. Stark Law violations can result in penalties of up to $15,000 for each billed service that is based 
on a prohibited referral, plus three times the amount of the government overpayment. 

 
B. Strict Liability for the Stark Law 

1. The Stark Law is a strict liability statute, meaning that proof of a physician’s specific intent to 
violate the law is not required.  

2. Physicians who make prohibited referrals for designated health services even accidentally or 
unknowingly will still be subject to civil penalties.  

3. Physicians who are found to have knowingly and intentionally violated the Stark Law may be 
subject to increased penalties in the form of an imposed period of debarment or exclusion from 
participation in Medicare, Medicaid, and all other federal plans and programs that provide 
health benefits. 

 
C. Exceptions to the Stark Law 

1. There are multiple exceptions to the Stark Law that permit physicians, in certain limited 
circumstances, to make referrals for federally-covered designated health services. Some of 
these exceptions include:  

a. In-Office Ancillary Services Exception – One primary exception permits a group medical 
practice to make referrals for in-office ancillary services such as laboratory or radiology 
services.  

b. Fair Market Compensation Exception – A second exception to the Stark Law allows for 
fair market value compensation. The fair market value exception applies where a 
compensation arrangement is in writing, specifies a timeframe and the compensation 
that will be provided, involves a commercially reasonable transaction, and meets the 
“safe harbors” under the Anti-Kickback Statute.  

c. Indirect Compensation Exception – Another exception to the Stark Law permits indirect 
compensation arrangements between a physician and an entity if the compensation 
received by the referring physician is of fair market value, does not take into account the 
value or volume of referrals, and is set out in writing and signed by the parties.  

d. Non-Monetary Exception – This exception to the Stark Law applies to the payment of 
non-monetary compensation to a physician of up to $300 per year, if the physician did 
not solicit the compensation and it does not take into the account the volume or value of 
referrals.  

2. Regardless of the application of one or more of these, or other, exceptions, the referring 
physicians must at all times remember that even though an arrangement may fall within one of 
the exceptions to the Stark Law, if the referrals are being made in exchange for any type of 
remuneration they may still violate the federal Anti-Kickback Statute. 
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D. Stark Law Enforcement 
1. As is the case with most federal regulatory schemes, the federal government has been vigilant 

in identifying Stark Law violators and severely punishing them as a means of general and 
specific deterrence.  

2. Given the severity of these penalties, it is critical for all healthcare providers to fully understand 
which referrals are permitted and which are prohibited under the Stark Law and other federal 
statutes.  

 
E. The Stark Law vs. The Anti-Kickback Statute 

1. The Stark Law is one of the two main federal statutes that deals with remuneration related to 
improper referrals, with the other being the Anti-Kickback Statute.  

2. Although these two laws are similar, there are several important distinctions between the Stark 
Law versus The Anti-Kickback Statute.  

a. Unlike the Anti-Kickback Statute which includes civil and criminal penalties, the Stark Law 
is exclusively a civil enforcement statute.  

b. The Stark Law is narrower. Whereas the Anti-Kickback Statute applies to Medicare and 
any federal healthcare program, the Stark Law is limited only to Designated Health 
Services (DHS) paid for by Medicare.  

c. The Stark Law is a strict liability statute. This means that while intent is a required 
element for a violation of the Anti-Kickback Statute, it is not required for a violation of 
the Stark Law.  

d. A violation of the Stark Law must involve a referral relationship between a physician and 
an entity. The Anti-Kickback Statute, on the other hand, applies to any referral source, 
i.e. not just physicians. 

 
F. Authorization and the Stark Law: 

1. The Stark Law prohibits authorizations by a referring physician to an entity for designated 
health services if the referring physician or an immediate family member of the referring 
physician has a financial relationship with the entity receiving the authorization.  

2. The Stark Law further prohibits the entity receiving a prohibited authorization from presenting a 
claim to PMGSJ or directly to the regulator for Medicare or Medi-Cal designated health service 
furnished under the prohibited referral.  

3. Receipt of an authorization from a referring physician where a financial relationship exists 
results in a violation of the Stark Law, regardless of intent.  

4. Under the Stark Law, PMGSJ cannot accept authorizations for designated health services from a 
referring physician with whom the referring physician has a financial relationship with the entity 
to whom the physician is referring. 

5. A financial relationship between the entity and a referring physician will be deemed to exist if a 
referring physician (or a family member of the physician) holds an ownership or investment 
interest in the entity or is a party to a compensation relationship with the entity.  

6. A compensation arrangement is defined broadly to include any arrangement involving any 
remuneration, directly or indirectly, overtly or covertly, in cash or in kind between a referring 
physician (or family member) and an entity.  
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Anti-Kickback Statute   
 
A. What is the Anti-Kickback Statute? 

1. The federal Anti-Kickback Statute is a healthcare fraud and abuse statute that prohibits the 
exchange of remuneration for referrals for services that are payable by Medicare.  

2. Anti-Kickback violations also constitute violations of the False Claims Act, meaning that Anti-
Kickback investigations can likewise result in fraud liability.  

3. There are far more criminal prosecutions of individual physicians under the Anti-Kickback 
Statute than the False Claims Act.  

 
B. Anti-Kickback Statute Penalties 

1. The Anti-Kickback Statute is a criminal statute, but it provides both criminal and civil penalties 
for violations.  

2. The criminal penalties include fines of up to $25,000 and five years’ imprisonment.  
3. The Office of the Inspector General (“OIG”) for the Department of Health and Human Services 

(“HHS”) can pursue civil penalties of up to $50,000 per violation plus three times the amount of 
any government overpayment.  

4. These penalties can be imposed on both parties involved in the illegal kickback arrangement—
i.e., the party receiving the kickback and the party making the kickback—upon a showing that 
the violation was “knowing and willful.”  

5. Penalties for Anti-Kickback violations also frequently include a period of debarment or exclusion 
from participation in Medicare, Medicaid, and all other federal plans and programs that provide 
health benefits.  

 
C. Anti-Kickback Statute “Safe Harbors” 

1. Healthcare providers may make referrals that do not violate the Anti-Kickback Statute by 
utilizing the safe harbors that are written into the Statute and exempt certain referral 
arrangements from its prohibitions.  

2. Some of the safe harbors that are most often used by providers under the Anti-Kickback 
Statute: 

a. Referrals made as part of an employment or professional services arrangement;  
b. Payments made for the lease of equipment or of office space; and,  
c. Certain payments made for the purposes of health practitioner recruitment.  

 
D. Government Enforcement of the Anti-Kickback Statute 

1. The federal government pursues suspected violations of the Anti-Kickback Statute against 
healthcare providers.  

2. Prosecution often results in harsh penalties for healthcare providers found to have committed a 
violation.  

 
E. The Anti-Kickback Statute vs. The Stark Law 

1. The Anti-Kickback Statute is one of the two main federal statutes that deals with remuneration 
related to improper referrals, with the other being the Stark Law.  

2. Although these two laws are similar, there are several important distinctions between the Anti-
Kickback Statute versus the Stark Law.  

a. Unlike the Anti-Kickback Statute which includes civil and criminal penalties, the Stark Law 
is exclusively a civil enforcement statute.  
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b. The Stark Law is narrower. Whereas the Anti-Kickback Statute applies to Medicare and 
any federal healthcare program, the Stark Law is limited only to Designate Health 
Services (DHS) paid for by Medicare.  

c. The element of intent is required for a violation of the Anti-Kickback Statute but not of 
the Stark Law which is a strict liability statute.  

d. The Anti-Kickback Statute applies to any referral source, i.e. not just physicians. A 
violation of the Stark Law must involve a referral relationship between a physician and an 
entity.  

 
 

  



 

PMGSJ Provider Manual - Revised: June 2023    
Provider Services: 408.937.3600 or providerservices@excelmso.com 

CONFIDENTIAL 

191 

Anti-Fraud, Waste, and Abuse Process 
 

A. Providers and all staff have the responsibility to comply with applicable statutory, regulatory and other 
requirements, including, but not limited to, the following: 

1. False Claims Act 
2. Anti-Kickback Statute 
3. Health Insurance Portability and Accountability Act (HIPAA) 
4. Criminal statutes 
5. Applicable Code of Federal Regulations 
6. All sub-regulatory guidance produced by Center for Medicare and Medicaid Services (CMS) 
7. State laws 
8. Contractual commitments 

 
B. Reporting: 

1. All fraud, waste, and abuse issues may be reported anonymously using the Compliance Hotline-

669-666-5077. 

2. The Compliance Department receives all identified reports of suspected fraud, waste, and abuse 
from employees, subcontractors, members of the Board of Directors, members, and enrollees.  

a. The Compliance Department initiates inquires as quickly as possible but no later than 14 
calendar days from initial report of suspected fraud, waste, and abuse. 

b. All reported incidences of fraud, waste, and abuse are documented, investigated and 
tracked. 

c. Disciplinary action is taken should an issued corrective action not be implemented 
following the disciplinary actions identified in this policy and Human Resources employee 
disciplinary policies. 

3. PMGSJ immediately notifies the applicable health plan or trading partner of any identified 
instances of fraud, waste, and abuse. 

4. Any individual having a reasonable basis for believing fraud, waste, and abuse or other wrongful 
acts have occurred is responsible for reporting such incidents to PMGSJ’s Chief Compliance 
Officer or the issue may be reported through use of PMGSJ’s Compliance Hotline (669-666-
5077).  

a. Reports to PMGSJ or State may be made anonymously.  
b. In reporting incidents, Individuals should endeavor to provide, at a minimum, the 

following information: 
i. Description of alleged event or policy violation; 

ii. The date and location of the event or violation; 
iii. Identity of the persons involved in alleged event or violation; 
iv. Names of witnesses 
v. Unless maintaining anonymity, the name and contact information of the 

individual reporting. 
5. All reported or suspected incidents of Fraud, Waste, and Abuse are reported to the Compliance 

Committee. 
6. It is not necessary to have proof of wrong-doing at the time of reporting; however, the report 

shall be made upon a good faith or reasonable belief of a violation.  
a. All investigations will be conducted by PMGSJ pursuant to its Compliance Plan and 

investigation process. 
b. Once noncompliance is detected and corrected, an ongoing evaluation process is critical 

to ensure the noncompliance does not recur. 
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c. Monitoring activities are regular reviews which confirm and ensure that corrective 
actions are undertaken and effective. 

d. Auditing is a formal review of compliance with a particular set of standards (e.g. policies, 
and procedures, laws and regulations) used as base measures. 

7. In addition to reporting the potential fraud, waste, and abuse violation to PMGSJ’s Chief 
Compliance Officer, an individual may report the violation to the State: 

 

Medi-Cal Medicare 

• Phone Toll-Free: (800) 822-6222. 
Department of Health Care Services 

• 1-800-HHS-TIPS (1-800-447-8477) 

• Phone Toll-Free: (800) 722-0432-Elder 
Abuse 

• TTY number is 1-800-377-4950 

• Email Your Complaint Using an On-Line 
Form to: 

• fraud@dhcs.ca.gov 

• Email up to 10 pages to:  

• HHSTips@oig.hhs.gov 

•  

• Fax your report (up to 10 pages) to: 

• 1-800-223-8164 

• Send A Written Complaint by Mail. 
Department of Health Care Services: 

•  
Medi-Cal Fraud Complaint – Intake Unit 
Audits and Investigations 
PO Box 997413, MS 2500 
Sacramento, CA 95899-7413 

• Mail the report (up to 10 pages) to: 

•  
Office of the Inspector General  
HHS Tips Hotline,  
P.O. Box 23489,  
Washington, DC 20026-3489 

 
C. Whistleblower Protection 

No individual, who in good faith reports an actual or suspected violation of law, shall experience any 
retaliation or retribution from PMGSJ as a result of such reporting, regardless of whether or not, upon 
investigation, a violation is found to have occurred.  

1. Retaliation, itself, is a violation of PMGSJ’s Compliance Plan, which will not be tolerated and 
must be reported immediately.  

2. All individuals will be ensured Whistleblower Protection pursuant to federal and state law.  
3. Reports of retaliation or retribution will be investigated thoroughly and expeditiously to 

determine appropriate sanctions, including employment or contractual termination, and/or 
notification to the appropriate federal or state law enforcement agencies.  

4. A reporting party will not be afforded the protection of Whistleblower Protection if his or her 
allegation of a violation was knowingly fabricated, knowingly exaggerated, or otherwise 
distorted to adversely affect another person or to protect the reporting party. 

 
D. Disciplinary Action 

1. Any provider or staff members who does not timely report suspected fraud, waste, and abuse 
may be subject to mandatory training or re-training or disciplinary action up to and including 
termination. 

2. Persons who knowingly make a false claim may be subject to:  
a. Criminal fines up to $250,000.  
b. Imprisonment for up to 20 years.  
c. If the violations resulted in death, the individual may be imprisoned for any term of years 

or for life. 

mailto:HHSTips@oig.hhs.gov
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3. Those who submit fraudulent claims to the government are subject to a civil penalty of between 
$5,000 and $10,000 for each claim. However, because the Act allows for inflationary 
adjustments, as of 2016, violators now face penalties of between $10,781.40 and $21,562.80 
per claim. 

4. Consequences for non-compliance include: 
a. Fines that can range up to $100K depending on the violation (Typically cases of wrongful 

disclosure.)  
b. Fines can range up to $250K with some violations resulting in imprisonment. (Typically, 

cases of intentional violation after attestation to HIPAA compliance.) 
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Code of Ethics and Business Conduct  
 

A. All Providers and their staff will abide by the principles of medical ethics (primacy of patient welfare, 
patient autonomy, and respect for human dignity and rights), and the policies and procedures of 
PMGSJ.   
 

B. All Providers will interact and communicate with Covered Persons, all other Participants and their 
employees and agents in a courteous, respectful and dignified manner. 
 

C. All Providers and their staff have the primary responsibility for effective communication. 
 

D. All Providers must: 
1. Seek out assistance in conflict resolution when managing disagreements with others. 
2. Address dissatisfaction with policies, administrative or supervisory actions through the proper 

leadership channels at PMGSJ. 
3. Communicate quality and patient safety concerns to PMGSJ leadership as appropriate. 
4. Regard Covered Persons and their families with respect and consideration. 

 
E. Providers and their staff will not engage in disruptive behaviors, including but not limited to the 

following: 
1. Sexual harassment and sexual innuendos; 
2. Use of abusive language, including the use of foul language, screaming or name calling; 
3. Making direct or indirect threats of violence, retribution, litigation or financial harm; 
4. Making racial or ethnic slurs; 
5. Intimidation; 
6. Criticizing or embarrassing PMGSJ staff in the presence of others; 
7. Slander; 
8. Inappropriate physical expressions of anger; 
9. Treating Covered Persons, coworkers or others in a discriminatory way, including but not 

limited to discrimination based on race, color, national origin, ancestry, religion, gender, marital 
status, sexual orientation, or age; 

10. Providing patient care while impaired by alcohol, drugs or illness; and 
11. Dishonesty. 

 
F. Optimal health care depends on the harmonious interaction, communication and combined efforts of a 

multidisciplinary team that includes but is not limited to:  
1. Physicians,  
2. Dentists,  
3. Affiliated health care providers,  
4. Students,  
5. Residents,  
6. Social workers,  
7. Patients,  
8. Families and  
9. Others.  

 
G. As Providers strive to provide the highest level of care to Covered Persons, they will engage in the 

following behaviors: 
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1. Respond promptly and professionally when called upon for consultative and clinical services 
from Participants and other Individual Providers; 

2. Respond to patient and staff requests for information promptly and appropriately; 
3. Respect the confidentiality and privacy of Covered Persons in accordance with applicable law; 
4. Seek and obtain appropriate consultations; 
5. Arrange for appropriate coverage in accordance with PMGSJ policies; 
6. Prepare and maintain medical records in accordance with the Participant’s Network 

Participation Agreement; 
7. When terminating or transferring care of an Covered Person, provide a prompt handoff that has 

pertinent and appropriate medical information to ensure continuation of care, medication 
reconciliation, and adequate follow-up; and 

8. Be collaborative with and respectful of all multidisciplinary team members and individuals 
involved in the care of Covered Persons. 

9. Use professionally recognized standards of care, industry standards and evidenced based 
decision making when requesting and providing services. 

10. Ensure both quality and cost effectiveness are including in medical decision making and 
requests for services. 

 
H. Individual Providers are required to contribute meaningfully to the organizations overall quality and 

cost containment measures by: 
1. Serving on PMGSJ committees when requested and eligible; 
2. Notifying the Chief Medical Officer or Chief Compliance Officer of any Participant or Individual 

Provider who may be impaired, disruptive or who repeatedly violates the Code of Conduct; 
3. Following and obeying the law at all times; 
4. Holding in strictest confidence all information pertaining to peer review, and quality review 

improvement activities concerning Participants and Individual Providers; 
5. Protecting the confidentiality of log-in identification and passwords that allow access to any 

health care data as well as protecting patient identifiable information or other confidential 
information from loss or theft. 

 
I. The medical record is a vital legal document that records all aspects of a patient’s health care.  

1. This document should include but not be limited to all information regarding patient histories 
and physicals, diagnostic evaluations, treatment plans and outcomes.  

2. All entries in the medical record must be dated.  
3. All entries should accurately reflect the professional recommendations and actions taken by all 

health care providers.  
4. Medical record entries should reflect the same level of respect that is expected of interpersonal 

and verbal communications previously set forth in this Code of Conduct.  
5. It is inappropriate to include in the medical record descriptions of interpersonal conflicts, 

judgmental statements of others or unprofessional attitudes. 
 

J. All Providers are expected to adhere to the principles and guidelines outlined in this Code of Conduct.  
 
K. Participants who do not abide by the Code of Conduct are subject to disciplinary and/or corrective 

actions, and if warranted, termination, in accordance with the Credentialing Policy and Peer Review 
Policy.   
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Reporting Violations, Mitigation, and Sanctions  
 

A. Responsibility for Reporting Suspected or Confirmed Incidents of Impermissible Use or Disclosure of PHI 
 

When one of PMGSJ’s providers and/or staff members suspect that PHI may have been impermissibly 
used or disclosed in violation of state or federal laws, HIPAA Regulations or PMGSJ’s Privacy Policies or 
Procedures must immediately notify a supervisor and/or PMGSJ’s Chief Compliance Officer. 

1. Examples of impermissible uses or disclosures of PHI that must be reported may include, but 
not limited to, the following: 

a. Sharing PHI for purposes other than delivery of PMGSJ’s services. 
b. Unauthorized access to PHI by a PMGSJ employee, interns, consultants, 

providers/delegates or vendors 
c. More than the minimum necessary use or disclosure for the intended purpose, 
d. Disclosure of PHI to individuals without permission, 
e. Emails containing PHI sent to the wrong recipient, 
f. Emails containing PHI sent to the correct recipient via an unsecure route, 
g. Fulfillment errors resulting in PHI being sent to the wrong recipient, and 
h. Fax errors resulting in PHI being sent to the wrong recipient. 

2. Any PMGSJ supervisor receiving such a report will submit an incident report immediately to the 
Chief Compliance Officer by accessing and completing the incident report form located on the 
shared drive. If the disclosure involves a breach of security as outlined in PMGSJ’s Security 
Policies and Procedures, the reporting supervisor will forward the report to PMGSJ’s Security 
Officer. 

3. PMGSJ’s Chief Compliance Officer will follow-up and/or investigate each suspected or 
confirmed incident reported on an incident report form in a manner that complies with PMGSJ’s 
internal standard operating procedures on investigation and reporting. 

 
B. Upon receipt of notice of a potential impermissible use or disclosure, the Chief Compliance Officer will: 

1. Immediately notify the Security Office if the potential impermissible use or disclosure pertains 
to a Security Incident (as outlined in PMGSJ’s Security Policies and Procedures). 

2. Conduct, or oversee the conduct of, a detailed investigation of the circumstances associated 
with the use or disclosure. 

3. Implement activities to mitigate any harm associated with future impermissible use or 
disclosure of the PHI, such as verification of destruction or return of the PHI and take measures 
to: 

a. Ensure proper and thorough investigation of any suspected or confirmed incident, report 
of non-compliance with the HIPAA Privacy Rule, or complaint. 

b. Take reasonable steps to ensure no further use or disclosure of any unsecured PHI, 
c. Oversee the development and implementation of any required corrective action plan(s) 

to avoid a reoccurrence, 
d. Monitor mitigation and remediation plans to ensure effectiveness,  
e. Determine with legal counsel the “probability of compromise” with respect to PMGSJ’s 

breach risk assessment policy, and 
f. Document the details and resolution of a reported suspected or confirmed incident or 

violation. 
4. If the terms of a Business Associate Agreement have been violated, the Chief Compliance 

Officer, in consultation with legal counsel, will comply with the requirements set forth. 
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5. Ensure the development and implementation of a remediation plan that may include changes 
to facility access, data access, policies and procedures, training material, and/or suspension or 
termination. 

6. In consultation with PMGSJ’s legal counsel: 
a. Determine whether the use or disclosure is a violation of the HIPAA Regulations of 

PMGSJ’s Privacy or Security Policies and Procedures, and 
b. If notification is required, the Chief Compliance Officer or designee will follow the 

requirements for notification outlined in PMGSJ’s Breach Notification Policies and 
Procedures and by federal or state laws and the HIPAA Regulations. 

7. Maintain a file of all impermissible uses or disclosures and other violations. 
 

C. Escalation Process 
1. All violations handled by the Compliance Department are reported to PMGSJ’s Compliance 

Committee. 
2. The Health Plans are notified of reportable violations following their established escalation 

process.  
3. Reportable violations can be reported directly within 180 days to the HHS Office for Civil Rights 

if the Health Plan does not intend to report the finding. 
4. Violations can be reported anonymously by any employee to the HHS Office for Civil Rights. 

 
D. Sanctions 

1. Disciplinary action will be commensurate with the severity of the violation, the intent 
(accidental, intentional, malicious), the existence of previous violations and the degree of 
potential harm. 

2. Sanctions may range from warnings and further training in the event the staff member was not 
aware of policy requirements, to immediate termination in the event of an intentional violation. 

3. All parties involved will be made aware of the disciplinary actions and sanctions that may be 
imposed. Additionally, federal privacy laws impose civil and criminal penalties including fines 
and imprisonment for violations of the law. 

 
E. No Sanctions Based on Whistleblowing or Complaints 

1. It is not a violation of PMGSJ’s Privacy Policies and Procedures for a provider or their staff 
member to disclosure PHI to a health oversight agency, public health authority, or other 
appropriate entity in the good faith belief that PMGSJ has engaged in unlawful conduct, violated 
professional or clinical standards, or potentially endangered individuals, workers, or the public. 
Sanctions will not be imposed based on such disclosures.  

2. It is not a violation of PMGSJ’s Privacy Policies and Procedures for a provider or their staff 
member to file a complaint with the Secretary of DHHS, testify, assist, or participate in an 
investigation or compliance review of PMGSJ’s Privacy Policies and Procedures, or oppose any 
act made unlawful by HIPAA Regulations, provided they have a good faith belief that PMGSJ’s 
action being opposed is unlawful, and the manner of the opposition is reasonable and does not 
involve a disclosure of PHI in violation of the HIPAA Privacy Rule. Sanctions will not be imposed 
based on such actions. 

3. It is not a violation of PMGSJ’s Privacy Policies and Procedures for a provider or their staff 
member who is the victim of a criminal act to disclose information about the suspected 
perpetrator to the law enforcement agency, as long as the officer or agency’s identity and 
authority has been verified and documented and the “Minimum necessary” information to 
carry out the purpose is disclosed. Sanctions will not be imposed on such actions. 
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Reporting and Responding to Privacy Complaints  
 

A. Accepting Complaints  
Individuals who express concerns or complaints about PMGSJ’s Privacy Policies or Procedures or privacy 
practices will be assured that PMGSJ takes their concerns very seriously and intends to deal with the 
issue promptly and appropriately. 

1. If the individual wishes to file a complaint regarding PMGSJ’s Privacy Policies or Procedures or 
privacy practices, PMGSJ staff, temporary help, or consultant who receives the complaint will: 

a. Access and complete the privacy complaint form and submit the form to the Privacy 
Officer, or  

b. If preferred by the individual, direct them to directions on how to file a complaint. 
2. Individuals with concerns or complaints regarding PMGSJ’s Privacy Policies or Procedures or 

privacy practices will have the right to speak directly with the Privacy Officer. 
3. The individual is entitled to complain directly to the Secretary of DHHS and will be provided, 

upon request, the address and telephone number of the official or agency designated by DHHS 
to receive such complaints. 

 
B. Investigation  

The Privacy Officer, or designee, will promptly investigate any privacy related complaint in a manner 
consistent with procedures outlined in Privacy Policy #COM079: Reporting Impermissible Uses and 
Disclosures. 

 
C. Resolving the Privacy Related Complaint  

If the complaint is justified, PMGSJ will take prompt action to ensure that similar problems do not arise 
in the future.  

1. Appropriate responses may range from changing certain practices, policies and procedures, 
providing additional privacy training, or taking necessary disciplinary action.  

2. If the investigation of the complaint results in a determination that PHI has been improperly 
disclosed, the Privacy Officer will coordinate the response in a manner consistent with Privacy 
Policy #COM079: Reporting Impermissible Uses and Disclosures. 

 
D. Notice to Person Who Complained  

Once the matter is resolved, PMGSJ’s Privacy Officer, in consultation with legal counsel, may respond 
to the individual who submitted the complaint. 
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No Retaliation or Waiver  
 

A. It is the responsibility of all providers and their staff to report perceived misconduct, including actual or 
potential violations of laws, regulations, policies, procedures, or PMGSJ’s Code of Conduct. 
 

B. No Threats, Intimidation, or Retaliation  
Individuals ts will not be intimidated or discouraged from exercising their privacy rights. Furthermore, 
PMGSJ will not retaliate against any individual who: 

1. Files a complaint with the Secretary of Department of Health and Human Services, 
2. Testifies, assists, or participates in an investigation or compliance review of PMGSJ’s Privacy Policies 

and Procedures, or  
3. Opposes any act or practice that the person believes in good faith violates the HIPAA Regulations 

provided that the opposition does not involve a disclosure of Protected Health Information (PHI) in 
violation of HIPAA Regulations.  

 
C. No Waiver of Rights  

Under no circumstances will PMGSJ require an individual to waive his or her privacy rights as a condition for 
receiving treatment, payment, enrollment in a Health Plan, or eligibility for benefits offered by a Covered 
Entity. 
 

D. Reporting of Violations   
Any provider or staff members who witnesses or is the subject of intimidation, discouragement, threats 
or retaliation for exercising privacy rights, or who is asked to waive privacy rights as a condition for 
receiving treatment, payment, enrollment in a Health Plan, or eligibility for benefits, will immediately 
notify PMGSJ’s Chief Compliance Officer which is responsible for investigating violations of this Policy.  

1. PMGSJ follows all necessary procedures to protect against any retaliation toward any individual 
for exercising their rights or participating in any process pursuant to internal policies, applicable 
law, and/or regulation. 
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Safeguards  
 

A. Electronic PHI (ePHI) Safeguards   
Providers and their staff are responsible for ensuring that proper safeguards for devices not covered 
by the HIPAA Security Rule that create, maintain, store or transmit ePHI are documented and 
implemented (e.g. PDA, flash drives and email).  

 

B. Paper and Oral PHI Safeguards  
1. Written PHI safeguards include, but are not limited to, the proper handling, filing, storing, 

transporting and disposal of paper files, faxes, reports, authorizations, prescriptions, 
appointments, schedules, etc. 

2. Oral PHI safeguards include, but are not limited to, verification of caller identification, content 
of voice messages, communications among employees, communications with members, 
announcements, etc. 

 

C. Facility Safeguards   
Provider offices are responsible for ensuring that safeguards for facility access and workplace 
safeguards which are documented and that all employees are trained and have implemented these 
requirements. Some examples include, but are not limited to, the following: 

1. Security Access Badges: All employees wear security access badges. 
2. Visitors: Visitors will sign in at the receptionist desk, be issued a visitors’ badge, be escorted by 

an authorized employee at all times and sign out upon leaving the facility. 
a. Visitors may not view computer screens containing PHI or encounter PHI in any other 

manner.  
3. Restricted Areas:  Entries to restricted areas that are temporarily unlocked and/or propped 

open to allow moving of equipment, furniture, supplies, etc. will be continuously monitored by 
an authorized PMGSJ employee. 

4. Paper Shredders:  Sufficient number of paper shredders will be located in appropriate areas, for 
example, near fax and copy machines and shredders will be emptied as needed and by a 
reputable company.  

5. File Cabinets: An appropriate number and location of lockable file cabinets and storage areas 
will be provided to those employees who need to protect paper PHI. 

6. Other Facility Controls: All other facility security controls and safeguards as required in the 
HIPAA Security Rule will be in place. 

 

D. Transporting PHI   
Providers and their staff are responsible for securing PHI in their possession during transit. This includes 
any and/or all of the following measures: 

1. Store all forms of media containing PHI (paper format or encrypted electronic media) in a 
locked container.  

2. Keep laptop, PDA or other Mobile Devices and all media containing PHI in personal possession 
during transport.  

3. Avoid leaving laptops, PDA or other Mobile Devices unattended in public areas, especially 
airports.  

4. Never leave laptops, PDA or other Mobile Devices or media containing PHI in luggage to be 
stored or transported via public transport.  

5. Avoid leaving laptops, PDA or other Mobile Devices or media containing PHI in visible areas of 
an automobile; lock automobile doors when leaving the vehicle.  
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6. Providers and their staff working in home offices and other teleworker environments will assure 
that:  

a. Visitors and family members do not have access to PMGSJ’s business computers or media 
containing PHI,  

b. PHI in any format is not visible to unauthorized viewers,  
c. PMGSJ-owned laptops are locked with secure cable connection to off-site work stations 

at all times,  
d. ePHI is never stored on non-PMGSJ owned computers, laptops or computer readable 

storage media, and 
e. PHI in paper format is stored in locked file devoted to PMGSJ operations.  

7. When ending a remote session on a PMGSJ computer, the provider and/or staff member must 
wait for confirmation of the log-out command from the remotely connected machine before 
leaving the work station.  
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Employee OIG/GSA and Other Exclusion List Background Checks, Monitoring, 
Oversight and Reporting  

 
A. Provider offices should obtain a copy of the OIG’s LEIE and reviews for every staff candidate prior to 

submitting an offer letter and then monthly thereafter for all employees. 
 

B. The exclusion lists include but are not limited to: 
1. Office of Inspector General’s List of Excluded Individuals and Entities (OIG LEIE): 

https://exclusions.oig.hhs.gov  
2. General Services Agency’s System for Award Management (SAM) https://www.sam.gov  
3. California DHCS Medi-Cal Suspended and Ineligible Provider List https://files.medi-

cal.ca.gov/pubsdoco/SandlLanding.asp  
4. Social Security Administrations Death Master File  

https://www.ssadmf.com  
5. National Plan and Provider Enumeration System (NPPES) https://npiregistry.cms.hhs.gov  

 
C. PMGSJ has created an instructional training to assist provider offices.  Please contact 

compliance@excelmso.com to obtain a copy. 

 

https://exclusions.oig.hhs.gov/
https://www.sam.gov/
https://files.medi-cal.ca.gov/pubsdoco/SandlLanding.asp
https://files.medi-cal.ca.gov/pubsdoco/SandlLanding.asp
https://www.ssadmf.com/
https://npiregistry.cms.hhs.gov/
mailto:compliance@excelmso.com
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Mandatory Elder or Dependent Adult Abuse Reporting 
 
Identification of Suspected Abuse 
 
A. Health care providers and caregivers must be alert for signs of possible Elder/Dependent Adult abuse 

including, but not limited to, the following signs and symptoms: 
1. Evidence of malnutrition, starvation, dehydration; 
2. Chronic neglect; 
3. Sexual assault; 
4. Evidence of financial misappropriation or theft from an Elder/Dependent Adult; 
5. Conflicting or inconsistent accounts of incidents and injuries; 
6. Depression, not responding to appropriate therapy, or characterized by suicidal thoughts; 
7. Blunt force trauma that is not consistent with a fall; 
8. Infection due to lack of medical treatment; 
9. A series of accidents, bruises, or fractures over time; 
10. Unexplained illness or injury; 
11. On office visit, the presence of physical findings of trauma inconsistent with a member’s stated 

history, or inconsistent with the caregiver’s history.  An example includes a stated mechanism of 
injury not consistent with an Elder/Dependent adult’s functional capabilities. 

12. On office visit, the presence of behavioral or emotional clues pointing toward possible abuse.  
These may include excessive hostility between a member and his/her caregiver; excessively 
avoidant, sullen, fearful, submissive, or anxious behaviors on the part of the member. 
 

B. In addition, mandated reporters have a variety of further information sources for the identification of 
Elder/Dependent Adult Abuse cases including the following (when access to such information is 
available to the mandated reporter, and not otherwise prohibited by state or federal law): 

1. Request by an Emergency Room for authorization to treat an illness or injury of suspicious or 
questionable nature; 

2. Request by an Urgent Care Center for authorization to treat an illness or injury of suspicious or 
questionable nature; 

3. Hospitalization of a member for suspicious trauma, illness or injury; 
4. Office visits with Primary Care Physicians (PSPs), and other health care providers that reveal 

unusual physical or emotional findings; 
5. Abuse cases identified during the UM or CM process; 
6. Requests for assistance by the health plan’s Member Services Department from victims of 

abuse; and/or 
7. Calls to the twenty-four (24) hour nurse advice line from potential victims of abuse. 

 
C. Any obligation to investigate the particulars of any case rests with Adult Protective Services.  This allows 

mandated reporters to act based only upon clinical suspicion, without being constrained by the need to 
investigate or to investigate or to cast judgement. 

 
Reporting of Suspected Abuse 
 
A. Suspected or Alleged Physical Abuse in a Long-Term Care Facility 

1. Please note: This section relates to reporting suspected physical abuse which offered in a long-
term care facility but not a state mental health hospital or a state development center. 

2. If the suspected physical abuse results in serious bodily injury: 
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a.  A telephone report shall be made to the local law enforcement agency, within two (2) 
hours of the mandated reporter identifying/suspecting the physical abuse; and 

b.  A written report shall be made to the local Ombudsman, the corresponding licensing 
agency, and the local law enforcement agency within two (2) hours of the mandated 
reporter identifying/suspecting the physical abuse. 

3. If the suspected physical abuse does not result in serious bodily injury: 
a.  A telephone report shall be made to the local law enforcement agency within twenty-

four (24) hours of the mandated reporter identifying/suspecting the physical abuse; and 
b.  A written report shall be made to the local Ombudsman, the corresponding licensing 

agency, and the local law enforcement agency within twenty-four (24) hours of the 
mandated reporter identifying/suspecting the physical abuse. 

4. If the suspected physical abuse is allegedly caused by a resident of the long-term care facility 
who is diagnosed with dementia and there is no serious bodily injury, the mandated reporter 
shall report to the local Ombudsman or law enforcement agency by telephone, immediately or 
as soon as practically possible, and by written report, within twenty-four (24) hours. 

 
B. Suspected or Alleged Abuse (other than physical abuse) in a Long-Term Care Facility 

1. Please note: This section relates to reporting suspected Abuse (other than physical abuse) 
which occurred in a long-term facility but not a state mental health hospital or a state 
development center. 

2. If the suspected or alleged abuse is other than physical abuse, a telephone report and a written 
report shall be made to the local Ombudsman or the local law enforcement agency immediately 
or as soon as practicably possible.  The written report shall be submitted within two (2) working 
days. 

 
C. Suspected or Alleged Abuse in a State Mental Hospital or a State Development Center 

1. If the suspected or alleged Abuse resulted in any of the following incidents, a report shall be 
made immediately, no later than two (2) hours, by the mandated reporter 
identifying/suspecting abuse to designated investigators of the State Department of State 
Hospitals or the State Department of Developmental Services, and the local law enforcement 
agency: 

a.  A death. 
b.  A sexual assault, as defined in WIC § 15610.63 
c.  An assault with a deadly weapon (California Penal Code § 245) by a nonresident of the 

state mental hospital or state development center. 
d.  An assault with force likely to produce great bodily injury (California Penal Code § 245). 
e.  An injury to the genitals when the cause of the injury is undetermined. 
f.  A broken bone when the cause of the break is undetermined. 

2. All other reports of suspected or alleged abuse shall also be made within two (2) hours of the 
mandated reported identifying/suspecting abuse, to designated investigators of the State 
Department of State Hospitals or the State Department of Developmental Services, or to the 
local law enforcement agency.  

3. Reports can be made by telephone or through a confidential internet reporting tool; if reported 
by telephone, a written report shall be sent, or an internet report, within two (2) working days. 

 
D. Abuse Outside of a Long-Term Care Facility, State Mental Hospital, or a State Development Center 
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1. If the Abuse has occurred in any place other than a long-term care facility, a state mental 
hospital, or state development center, the report shall be made to the adult protective services 
agency or the local law enforcement agency. 

2. Reports can be made by telephone or through a confidential internet reporting tool; if reported 
by telephone, a written report shall be sent, or an internet report, within two (2) working days. 

 
E. Suspected Abuse When a Patient Transfers to a Receiving Hospital 

1. If the admitting physician or other persons affiliated with a hospital receives a patient, 
transferred from another health care facility or community health facility, who exhibits a 
physical injury or condition that appears to be due to the result of abuse or neglect, they must 
submit a telephonic and written report within thirty-six (36) hours to both the police and the 
local county health department (See Penal Code § 1161.8) 

 
F. Information to Include in Abuse Reports 

1. The report shall include the following, if known: 
a.  Name, title, and daytime number of reporting party, agency name and address, and 

date of report. 
b.  Name, address, age, and present location of the Elder/Dependent Adult. 
c.  Any information that led the reporting party to suspect that abuse has occurred. 
d.  Nature and extent of the Elder/Dependent Adult’s condition. 
e.  The date and time of incident. 
f.  Names and addresses of family members or any other person responsible for the 

Elder/Dependent Adult’s care. 
g.  Any other information requested by the adult protective agency. 

Adult Protective Services  
333 West Julian St., 4th Floor 
San Jose, CA 95110-2314 
Phone: 408-755-7690 
408-975-4900 
1-800-414-2002 
Fax: 1-408-975-4910 

 
Penalties for Noncompliance 

 
A. Failure to report, or impeding or inhibiting a report of abuse is a misdemeanor, punishable by not more 

than six (6) months in county jail, by a fine of not more than one thousand dollars ($1,000), or both. 
B. Any mandated reported who willfully fails to report, or impedes or inhibits a report of abuse, if that 

abuse results in death or great bodily injury, shall be punished by not more than one (1) year in county 
jail, by a fine of not more than five thousand dollars ($5,000) or both. 

C. If a mandated reported intentionally conceals his/her failure to report an incident known by the 
mandated reported to be abuse, the failure to report is a continuing offense until discovered by the 
applicable law enforcement agency. 

 
  

https://www.sccgov.org/sites/ssa/daas/aps/Pages/aps.aspx
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Mandatory Child Adult Abuse Neglect Reporting 
 
A. Providers, care managers, and UM personnel are in a position and report incidents of potential child 

abuse or neglect.  Any obligation to investigate the particulars of any case rests with Child Protective 
Services.  This allows mandated reporters to act based only upon clinical suspension, without being 
constrained by the need to investigate or to cast judgment. 
 

B. Health care givers must be alert for signs of possible child abuse or neglect including, but not limited to, 
the following signs and symptoms: 

1. Evidence of malnutrition, starvation, dehydration, failure to thrive; 
2. Chronic neglect; 
3. Sexual assault; 
4. Exposure to controlled substances, street drugs, or alcohol; 
5. Conflicting or inconsistent accounts of incidents and injuries; 
6. Depression not responding to appropriate therapy or characterized by suicidal thoughts; 
7. Shaken baby syndrome; 
8. Blunt force trauma; 
9. Infection due to lack of medical treatment; 
10. A series of accidents, bruises, or fractures over time; 
11. Unexplained illness or injury; 
12. Poor or worsening school or work performance not otherwise explained; 
13. An office visit, the presence of physical findings of trauma inconsistent with a member’s stated 

history, or inconsistent with the parent’s caregiver’s, or guardian’s history.  Examples include a 
stated mechanism of injury not consistent with a child’s development (e.g., a child who could 
not have rolled off a bed); and 

14. On office visit, the presence of behavioral or emotional clues pointing toward possible abuse or 
neglect.  These may include excessive hostility between a member and his/her parent or 
caregiver; excessively avoidant, sullen, fearful, submissive, or anxious behaviors on the part of 
the member; or sexually inappropriate, explicit, or familiar behavior on the part of the member 
during the office visit. 

 
C. In addition, mandated reports have a variety of further information sources for the identification of 

child abuse or neglect cases including the following: 
 

1. Request by an emergency room for authorization to treat an illness or injury of suspicious or 
questionable nature; 

2. Request by an Urgent Care Center for authorization to treat an illness or injury of suspicious or 
questionable nature; 

3. Hospitalization of a member for suspicious trauma, or injury; 
4. Office visits with Pediatricians, Primary Care Physicians (PCPs), and other health care providers 

that reveal unusual physical or emotional feelings; 
5. Abuse cases identified during the UM or CM process; 
6. Requests for assistance received by member services from victims of abuse; and 
7. Calls to the twenty-four (24) hour nurse advice line from victims of abuse. 

 
Reporting Suspected Abuse or Neglect Cases 
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A. Mandated reporters are responsible for telephoning reports of suspected child abuse or neglect and 
filing additional report(s) with appropriate agencies. 

1. The telephone report will include the following: 
a.  Name, title, and daytime number of reporting party, agency name and address, and 

date of report. 
b.  Name, address, age, and present location of minor. 
c.  Any information that led the reporting party to suspect that abuse has occurred. 
d.  Nature and extent of the minor’s injury and condition, if know. 
e.  The date and time of incident. 
f.  Names and addresses of parents or legal guardians. 
g.  Any other information requested by the child protective agency. 

 
Santa Clara County 24-hour Hotline: 1-833-SCC-KIDS (833-722-5437) 
San Jose Area: (408) 299-2071 
Gilroy/Morgan Hill Area: (408) 683-0601 
Palo Alto Area: (650) 493-1186 
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Mandatory Domestic Violence Reporting 
 
Identification of Domestic Violence Cases 
 
A. Practitioners are in a position to identify and report incidents of domestic violence.  Any obligation to 

investigate the particulars and report incidents of domestic violence Any obligation to investigate the 
particulars if any case rests with law enforcement. 

1. On office visit, the presence of behavioral or emotional clues pointing toward possible domestic 
violence.  These may include excessively hostility between a member and his/her partner or 
spouse; excessively avoidant sullen, fearful, submissive, or anxious behaviors on the part of the 
member, and/or physical injuries that are consistent with assault and battery. 

 
Reporting Domestic Violence Cases 
 
A. Mandated reporters are responsible for telephoning reports of domestic violence with the appropriate 

law enforcement agency and filing an additional written report. 
1. The telephone report shall be made immediately or as soon as practically possible to the local 

law enforcement agency.  The telephone report shall include the following: 
a.  Name, title, and daytime number of the reporting party, agency name and address, and 

date of report. 
b.  Name and present location of the injured person. 
c.  The character and extent of the person’s injuries. 
d.  The identity of the person who allegedly inflicted the injury. 

2. The written report will be faxed to the appropriate law enforcement agency within two (2) 
business days.  The report consists of the Suspicious Injury Report (form CalEMA-920). 

Family Violence Division 
Email: dvunit@dao.sccgov.org 
Phone: (408) 792-2969 

 
  

mailto:dvunit@dao.sccgov.org


 

PMGSJ Provider Manual - Revised: June 2023    
Provider Services: 408.937.3600 or providerservices@excelmso.com 

CONFIDENTIAL 

209 

Provider OIG/SAM, Precluded List, and Other Exclusions 
 
A. PMGSJ validates non-contracted providers via the following exclusion lists (included but not limited to) 

prior to processing claims and approving authorizations: 
1. Office of Inspector General’s List of Excluded Individuals and Entities (OIG LEIE): 

https://exclusions.oig.hhs.gov  
2. General Services Agency’s System for Award Management (SAM) https://www.sam.gov  
3. Precluded Provider Listing provided by the health plan 
4. California DHCS Medi-Cal Suspended and Ineligible Provider List https://files.medi-

cal.ca.gov/pubsdoco/SandlLanding.asp 
 
B. If a provider is on the OIG, SAM, or Precluded Provider Listing: 

1. If the request is for a pre-authorization and the non-contracted provider is not in the system, 
the Provider is entered into the core system, the screen prints are attached, and the provider is 
not allowed to provide services to the member. 

2. If the request is for a pre-authorization and the non-contracted provider is not in the system, 
the screen prints are attached, and the provider is not allowed to provide services to the 
member. 

3. If the request is for a claim and the non-contracted provider is not in the system, the provider is 
entered into the core system, the screen prints are attached, and the claim processed: 

a. Denied if found on OIG 
b. Denied if found on SAM 
c. Follows Policy PNO014 if found on Precluded list.  

4. If the request is for a claim and the non-contracted provider is in the system, the screen prints 
are attached, and the claim processed: 

a. Denied if found on OIG 
b. Denied if found on SAM 
c. Follows Policy PNO014 if found on Precluded list.  

 
C. All contracted or non-contracted providers that appear on the OIG, SAM or preclusion list are reported 

to all applicable health plans within 20 working days. 

  

https://exclusions.oig.hhs.gov/
https://www.sam.gov/
https://files.medi-cal.ca.gov/pubsdoco/SandlLanding.asp
https://files.medi-cal.ca.gov/pubsdoco/SandlLanding.asp
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Reporting a Security Breach  
 
A. Upon discovery of a security incident, the provider and/or staff member who identifies the breach or 

violation immediately notifies PMGSJ’s compliance officer. 
 

B.  The breach could affect any system that: 
1. Houses PHI or PII. 
2. Is a potential threat to the integrity of PHI or PII. 
3. Potentially exposes PHI or PII to any unauthorized entity or individual. 
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IT Data Encryption 
 
A. Providers and their staff users sending emails containing confidential data are responsible for ensuring 

the message is encrypted.  

 

B. Providers and their staff are discouraged from saving any confidential information to any computer or 
removable media not owned by the provider.  

 

C. Providers and their staff are prohibited from saving any confidential information to laptops or 
removable media owned by the provider that does not have full disk encryption installed. 

 

D. Providers and their staff are discouraged from saving any documents to any cloud or internet-based 
storage solutions not owned or administered by the provider (Google Drive, Evernote, iCloud, 
OneDrive, Office 365, etc.) 

 

E. PHI or PII must be encrypted before transfer to any entity outside of the provider’s office.  

 

F. Provider offices should not allow the use of any personally owned memory sticks, thumb drives, or 
external hard disks on provider-owned computer systems including laptops, desktop computers or 
servers.  
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CHAPTER 18: FINANCE 
 

Getting started with Electronic Funds Transfer (EFT) and Electronic Remittance Advice 
(ERA or 835's) 
 
Introduction  
Two electronic services are offered by Physicians Medical Group of San Jose (PMGSJ) related to provider 
payments. Electronic Funds Transfer (EFT) payments are an alternative to receiving paper checks in the mail 
and provide you with quicker access to payments made by PMGSJ. Electronic Remittance Advices (ERA's or 
835's) provide you with your Evidence of Benefits (EOB's) in an industry standard electronic format that 
many provider practice management and EMR systems can process, thereby eliminating the need for 
manual data entry. 
 
EFT 
EFT payments are automatically deposited into your bank account instead of payment by checks sent 
through the US Mail. Once you register for EFT, all payments made by PMGSJ will be via EFT. EOB's are 
available through the PMGSJ Provider Portal. 
 
Registration is simple and easy - just complete the PMGSJ Authorization for EFT Direct Deposit Form below 
and return it to the PMGSJ Provider Relations department by fax at 408.937.3600. Once your EFT 
registration is accepted by PMGSJ and your financial institution, you will begin receiving all your regular 
payments by EFT, usually within two weeks of registration. 
 
ERA/835   
ERA is a HIPAA-compliant electronic communication that contains claims payment information and replaces 
paper EOB's. The ERA is also known as an 835 file. Depending on your practice management/accounts 
receivable software, you may be able to post payments electronically from the 835 file. 
 
To accept ERA files, you must use software and a vendor capable of accepting ERA files from us. PMGSJ 
transmits ERA/835 files to the Office Ally Clearinghouse. Your vendor will need to establish connectivity to 
Office Ally in order to securely log in and retrieve your ERA/835 files from PMGSJ.  If you have any 
questions about the ERA/835 transaction file, please contact your software vendor. 
 
If you would like to sign up for ERA, please complete the Office Ally 835 form and return it to the PMGSJ 
Provider Relations department by fax at 408.937.3600. 
 
If you have any questions about EFT or ERA/835, please email Provider Services at  
ProviderServices@ExcelMSO.com.  
 
 
 
 
 
 
 
 
 

mailto:ProviderServices@ExcelMSO.com
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EFT and ERA Questions and Answers 
 
1.          If I register for EFT payment, does it only apply to claims payments I receive from PMGSJ? 

No. Once you register for EFT payment, all future payments you receive from PMGSJ will be 
deposited into your bank account electronically. This includes claims payments, PCP capitation 
payments (if applicable), and any other administrative payments issued by PMGSJ. 

 
2. What happens if I change my financial institution or account number in the future? 

Simply notify the PMGSJ Provider Relations department and PMGSJ will work with you to update 
your profile with your new financial institution information or account number. 

 
3. Will I still be able to use the online PMGSJ Provider Portal as I do today if I register for EFT and/or  

ERA's? 
Yes. Enrolling in EFT and/or ACH does not change your existing access through the PMGSJ Provider 
Portal. 

 
4. How will l know when my funds were deposited to my financial institution? 

PMGSJ releases EFT payments through the Automated Clearinghouse Network (ACH) on the same 
schedule as checks are currently issued. You will generally see the EFT payment posted to your 
account within 48 hours of the time the payments are issued. You can verify the payments were 
successfully deposited by contacting your financial institution by telephone or online. 

 
5. Can I get an email notification to advise me when an EFT payment was made to me? 

During the second quarter of 2017, PMGSJ will offer providers the option of receiving and 
automated email that will contain pertinent information about the EFT transaction. PMGSJ will let 
you know when these service is ready to launch and we will work with you to obtain the email 
address you would like to use for EFT email notifications. 

 
6.  How can I find out if my office practice management system supports the ERA/835 file described      

in this communication? 
You can find out by asking your office staff if you currently receive and process ERA/835 files from 
any other payor, or contact your software vendor or consultant for more information. 

 
7.        Am I required to register for both EFT and ERA/835? 

No, these services are offered to you as a convenience. However, we encourage you to take 
advantage of EFT payments even if your practice management does not support the ERA/835 file at 
this time. 
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CHAPTER 19: APPENDIX and FORMS 
 



See reverse for more locationsHours and locations are subject to change.

Visit our convenient locations:

• Appointment scheduling and pre-
registration accepted for faster 
service

• Visit questdiagnostics.com/locations 
to view extended and weekend hours

• Appointments are strongly 
encouraged and take priority 
over walk-ins. Walk-ins may be 
accommodated at the next available 
time slot.

• Skilled, professional, and 
experienced staff

San Jose &  
Surrounding Areas 

18 Patient Service Center locations

To schedule an appointment visit QuestDiagnostics.com/Appointment,  
call 1.888.277.8772 or scan the QR code.
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1. Cupertino
20620 Homestead Road
Cupertino, CA 95014 
Tel: 1.888.277.8772 
Fax: 1.408.255.2568  
M-F: 8AM-5PM
Closed for lunch 12PM-1PM

2. Fremont - Mowry Avenue
2191 Mowry Avenue, Suite 500B
Fremont, CA 94538 
Tel: 1.888.277.8772 
Fax: 1.510.797.2628  
M-F: 6:30AM-5PM
Sat: 6:30AM-11AM
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3. Fremont - Liberty Street
39273 Liberty Street
Fremont, CA 94538
Tel: 1.888.277.8772  
Fax: 1.510.795.7539 
M-F: 6AM-4PM
Sat: 6:30AM-11AM
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4. Hayward
1 Southland Mall Drive, Suite 718
Hayward, CA 94545
Tel: 1.888.277.8772 
Fax: 1.510.785.4837 
M-F: 6:30AM-3:30PM
Sat: 7AM-11AM

5. Los Gatos
777 Knowles Drive, Suite 1
Los Gatos, CA 95032
Tel: 1.888.277.8772
Fax: 1.408.379.7538
M-F: 7AM-3PM
Closed for lunch 11:30AM-12PM
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6. Menlo Park
525 El Camino Real
Menlo Park, CA 94025
Tel: 1.888.277.8772 
Fax: 1.650.838.9869
M-F: 7AM-4PM
Closed for lunch 11:30AM-12:30PM
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7. Milpitas
649 East Calaveras Boulevard
Milpitas, CA 95035
Tel: 1.888.277.8772 
Fax: 1.408.945.1252 
M-F: 7AM-3PM
Sat: 7AM-11AM 
Drug Screen: M-F 9AM-12PM
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8. Mountain View –  
San Antonio Road
645 San Antonio Road
Mountain View, CA 94040
Tel: 1.888.277.8772
Fax: 1.650.559.5969
M-F: 8AM-5PM
Closed for lunch 12PM-1PM
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San Jose & Surrounding Areas 
18 Patient Service Center locations

P Pediatric Testing D Drug Screen Testing G Glucose Testing  Handicap Accessible

Get your test results with the MyQuest® patient portal and mobile app.  
Visit MyQuest.QuestDiagnostics.com
QuestDiagnostics.com
Quest Diagnostics Incorporated and its subsidiaries (Quest) complies with applicable federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex. 
ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1.844.698.1022. ATENCIÓN: Si habla español (Spanish), tiene a su disposición servicios 
gratuitos de asistencia lingüística. Llame al 1.844.698.1022. 注意：如果您使用繁體中文 (Chinese)，您可以免費獲得語 言援助服務. 請致電 1.844.698.1022.
Quest, Quest Diagnostics, any associated logos, and all associated Quest Diagnostics registered or unregistered trademarks are the property of Quest Diagnostics. All third-party marks—® and ™—are 
the property of their respective owners. © 2022 Quest Diagnostics Incorporated. All rights reserved.  T-PSC7881  05/2022  
PSC3509XL-CA
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9. Mountain View – South Drive
205 South Drive, Suite G
Mountain View, CA 94040
Tel: 1.888.277.8772
Fax: 1.650.968.9604
M-F: 7AM-2PM
Closed for lunch 11:30AM-12:30PM 
Sat: 8AM-12PM
Drug Screen: M-F 9AM-11:30AM, 
12:30PM-1:30PM
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10. San Jose – Alum Rock Avenue
2618 Alum Rock Avenue
San Jose, CA 95116
Tel: 1.888.277.8772 
Fax: 1.408.926.6537
M-F: 6AM-3:30PM
Sat: 6AM-10AM

P - G - 

11. San Jose – Camden Avenue
6475 Camden Avenue, Suite 104
San Jose, CA 95120
Tel: 1.888.277.8772
Fax: 1.408.927.6975
M-F: 7AM-3PM

12. San Jose – DiSalvo Avenue
123 DiSalvo Avenue, Suite 10
San Jose, CA 95128
Tel: 1.888.277.8772
Fax: 1.408.297.0273
M-F: 7AM-4PM
Sat: 7AM-11AM
Drug Screen: M-F 9AM-12PM

G P - D - G - 

13. San Jose – Graves Avenue
5150 Graves Avenue, Suite 10-D
San Jose, CA 95129
Tel: 1.888.277.8772
Fax: 1.408.253.8070
M-F: 7AM-3PM
Closed for lunch 11AM-11:30AM

17. Sunnyvale – El Camino Real 
(Inside Safeway next to the pharmacy)
785 East El Camino Real
Sunnyvale, CA 94087
Tel: 1.888.277.8772
Fax: 1.408.720.8078
M-F: 6:30AM-3:30PM
Closed for lunch 11AM-12PM
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14. San Jose – Quimby Road
2365 Quimby Road, Suite 211
San Jose, CA 95122
Tel: 1.888.277.8772
Fax: 1.408.274.6709
M-F: 6AM-4PM
Sat: 6AM-10AM

18. Sunnyvale –  
West Fremont Avenue
877 West Fremont Avenue, Suite H-2
Sunnyvale, CA 94087
Tel: 1.888.277.8772
Fax: 1.408.739.0548
M-F: 7AM-3PM • Sat: 8AM-12PM
Closed for lunch 11AM-11:30AM
Drug Screen: M-F 9AM-11AM, 
11:30AM-2PM
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15. San Jose – Samaritan Drive
2581 Samaritan Drive, Suite 108
San Jose, CA 95124
Tel: 1.888.277.8772
Fax: 1.408.358.2455
M-F: 6:30AM-4:30PM
Sat: 7:30AM-11:30AM
Drug Screen: M-F 9AM-3PM

16. San Jose – Willow Street
840 Willow Street, Suite 700
San Jose, CA 95125
Tel: 1.888.277.8772
Fax: 1.408.291.0143
M-F: 7AM-3PM
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FORM A: Verification of Qualifications for HIV/AIDS Physician Specialist  
 
Health Plans and PMGSJs must implement regulations related to AB2168.  The legislation requires standing 
referrals to HIV/AIDS specialists for patients who need continued care for their HIV/AIDS.  The Department 
of Managed Health Care (DMHC) defined an HIV/AIDS specialist under Regulation LS-34-01. 
 
In order to comply with the regulation, we need to identify appropriately qualified specialists within our 
network who meet the definition of an HIV/AIDS specialist. 
 
Please check ANY and ALL of the criteria listed below that apply to you. 

☐ No, I do not wish to be designated as an HIV/AIDS Specialist. 

☐ Yes, I do wish to be designated as an HIV/AIDS Specialist based of the below criteria: 

☐  I am credentialed as an “HIV Specialist” by the American Academy of HIV Medicine (attached 

AAHIVM Certification): 
OR 

☐  I am Board Certified in Infectious Disease AND in the preceding twelve (12) months have 

clinically managed a minimum twenty-five (25) HIV patients and have successfully completed 
fifteen (15) hours of category 1 continuing medical education (CME) in HIV medicine, five (5) 
hours of which was related or antiretroviral therapy; 

OR 

☐  In the past twenty-four (24) months I have clinically managed at least 20 HIV patients; and in 

the past twelve (12) months have completed board certification in Infectious Disease. 
OR 

 ☐  In the past twenty-four (24) months I have provided clinical management to twenty (20) HIV 

patients and in the past 12 months have completed 30 hours of category 1 CME in HIV 
medicine. 

OR 

☐  In the past twenty-four (24) months I have clinically managed at least 20 HIV patients; and in 

the past twelve (12) months have completed 15 hours of category of 1 CME in HIV Medicine and 
successfully completed the HIV Medicine Competency Maintenance Examination administered 
by the American Academy of HIV Medicine (attach copies of the CME credits and Exam 
verification). 

 
I attest that, to the best of my knowledge, the above information can be supported by documentation is 
required. 
 

Name of Practitioner: _______________________________________ Date: _________________________ 
                                    Please Print 
 

Practitioner’s Signature: ____________________________________ License No: _____________________ 
 
Office Telephone: __________________________________ Office Fax: _____________________________ 
 



Medi-Cal 
Medi-Cal Access Program /Access for Infants and Mothers 
L.A. Care 
Major Risk Medical Insurance Program 

 

FORM B:  Provider Manual Acknowledgement Form 
 
I accept and acknowledge on behalf of the Organization or Group, receipt of instructions on how to access the 

Anthem Blue Cross Provider Manual for all personnel at each site. Additionally, I accept responsibility to train all 

existing personnel or new personnel who accept employment or are otherwise affiliated and providing services to 

Anthem Blue Cross members after the signature date listed below.  
 

I have reviewed the Provider Manual (http://tinyurl.com/AnthemManual) and I understand that I will be 

responsible for all the information contained therein as referenced in the Participating Provider Agreement. This 

Provider Manual, revisions and amendments to it are part of the Participating Provider Agreement. 

 

Date:   

Name of Physician or Representative:        

Signature of Physician or Representative: ___________________________________________________ 

Group or Clinic Name:        

Practice Address:        

City:        State:        ZIP code:        

Phone Number:        Fax Number:        

County:        NPI Number:        

Tax ID Number:        Medical License Number:        

 
 

Important 
Please complete and return this Acknowledgement Form within 5 (five) business days of 

receipt instructions on how to access the Provider Manual online. Keep a copy for your 

own records. 

 
Email to:  ssbdatamanagementservices@anthem.com 

 

Fax to:  Attn: Network Services – Database Management  

Anthem Blue Cross 

1-877-608-6752 

Or 
Mail to: Attn: Network Services – Database Management  

Anthem Blue Cross 

Mailstop CAAC08-008E 

21555 Oxnard Street 

Woodland Hills, CA 91367 

 

www.anthem.com/ca 
Anthem Blue Cross is the trade name of Blue Cross of California and Anthem Blue Cross Partnership Plan is the trade name of Blue Cross of California Partnership Plan, Inc. 
Independent licensees of the Blue Cross Association. ® ANTHEM is a registered trademark of Anthem Insurance Companies, Inc. The Blue Cross name and symbol are 

registered marks of the Blue Cross Association. Blue Cross of California is contracted with L.A. Care Health Plan to provide Medi-Cal Managed Care services in Los Angeles 
County.  
CAW1224 rev 02172015 

http://tinyurl.com/AnthemManual


 

 

FORM C:  Verification of Billing NPI Number   
 

In order to ensure that your claims are processed promptly and not rejected due to incorrect 
information, please indicate the billing NPI number that you use in box number 33a on the CMS-1500 
claim form.  
 
Tax ID number and billing NPI number must match our records in order for your claims to be 
processed. Please notify the provider relations department if there is any change to your tax ID 
number or billing/organization NPI number. 
 

**PLEASE FAX BACK TO 408-937-3639** 
 
Billing / Organization Name: ___________________________________________ 
 
Billing Tax ID Number: ________________________________________________ 
 
Billing / Organization NPI Number: ______________________________________ 
 

 
 
Box J: Rendering provider individual NPI# 
Box 25: Tax ID Number 
Box 33a: Billing/Organization NPI# 
 
 
  



FORM D: Change Notification Form  
Provider Relations 
Phone: 1-408-937-3600 Fax: 1-408-937-3639 
Email: ProviderServices@excelmso.com  

 

  To Provider Relations   Fax 
1-408-937-3639 or email to 

ProviderServices@excelmso.com 

 

From 
 

Date 
 

Please fill out the form below to notify Physicians PMGSJ of San Jose of any changes to your demographic information. You are 

required to notify PMGSJ immediately regarding any changes to this information. If you wish to make changes in your 

participation status or have any questions, please call our Provider Relations Department at 1-408-937-3600. 

Provider Name 
(Required) 

 

License # 
(Required) 

 
Accepting New 
Patients 

Yes        No 

Address 
 

Phone 
 

Fax 
 

Email 
 

Website 
 

Office Hours 
 

Specialty 

 Board Certified 
Yes No 

 Board Certified 
Yes No 

Hospital Privileges 

  

  

  

Languages Spoken by Provider 
 

Languages Spoken by Non-Clinical Staff  
 

Languages Spoken by Clinical Staff 
 

Languages Spoken by Skilled Medical 
Interpreters at this Location 

 

Current Tax ID # 
 

New Tax ID #* 
 

Effective Date 
 

 
*If submitting a new tax ID number, please complete a W-9 form.  

*** If Provider has multiple locations, please submit a form for each location 

mailto:ProviderServices@excelmso.com
mailto:ProviderServices@excelmso.com


FORM E: Computer System Incident Report Form 
 

1. Contact Information for this Incident: 

Name:  Organization:  Title:  

Address:  

Office Phone:  Cell Phone: Fax Number: 

2. Severity Level 

☐  Black (High)                ☐ Orange (Medium)                 ☐  Yellow (Low) 

3. Physical Location of Affected Computer/Network: 

(Include building address, room number, and any other identifiable information, if available): 
 
 

4. Data and Time Incident Occurred: 

Date:   Time:  

5. Type of Incident (check all that apply): 

☐  Intrusion 

☐  Denial of Service 

☐  Virus / Malicious Code 

☐ System Misuse 

☐  Social Engineering 

☐  Technical Vulnerability 

☐  Root Compromise 

☐  Web Site Defacement 

☐  User Account Compromise 

☐  Hoax 

☐  Network Scanning / Probing 

☐ Other (Specify):  See section 10 below. 
 

5a. If a Virus, 

1. Provide the names(s) of the virus(es): 

2. Provide any URL with information specific to this virus: 

3. Provide a synopsis of the incident: 

4. Actions taken to disinfect and prevent further infection: 

 

5b. If a Technical Vulnerability, 

1. Describe the nature and effect of the vulnerability in general terms: 

2. Describe the conditions under which the vulnerability occurred: 

3. Describe the specific impact of the weakness or design deficiency: 

4. Indicate whether or not the applicable vendor has been notified: 

 



6. Information on Affected System: 

IP Address: 
 
 

Computer/Host Name: Operating System 
(incl. Release number) 

Other Applications: 

7. Hardware/Software Information 

(Include hardware/software, version or release numbers): 
 
 

8. How Many Host(s) are Affected: 

☐  1 to 10 ☐  10 to 100 ☐  More than 100 

9. IP Address of Apparent or Suspected Source: 

Source IP Address: 
 

Other information available: 

10. Incident Assessment: 

Is this incident a critical service?  ☐  Yes ☐  No     If yes, please elaborate: 
 

Sensitivity of the data residing on system: 
 

Damage or observations resulting from incident: 
 

11. Additional Information: 

(If this incident is related to a previously reported incident, include any previously assigned incident number 
for reference.): 
 

 

Fax completed form to 1-408-937-3639 or email to 
ProviderServices@excelmso.com 

 
 
 
 
 
 

  

mailto:ProviderServices@excelmso.com


FORM F: Authorization for Electronic Funds Transfer (EFT) Direct Deposit 
 

Check all that apply: 
Begin EFT Deposit Change EFT Deposit  Terminate EFT Deposit  
 

I/We provided information for the account below. I/We hereby authorize Physicians Medical Group of San 
Jose, Inc. to electronically credit my/our account and, if necessary, to electronically debit my/our account 
to correct erroneous credits. I/We agree that EFT transactions I/we authorize comply with all applicable 
laws. 
 
Account (Select One) 

Checking Account     Savings Account  
 

 
Financial Institution Information: 
 
 

Financial Institution Name: 
 
Financial Institution Routing Number: 
 

Financial Institution Account Number: 
 

Account Holder’s Name: 
 

Account Holder’s Tax ID Number: 
 

Provider Office Contact Name, Email, Phone: 
 
 

 

I/We understand that this authorization will remain in full force and effect until I/we notify Physicians 
Medical Group of San Jose, Inc. in writing by mail to 2304 Zanker Road, San Jose, CA 95131 that I/We 
wish to revoke this authorization. I/We understand that Physicians Medical Group of San Jose, Inc. 
requires at least 30 days prior notice in order to cancel this authorization. 
 
 
Provider Name(s): _________________________________________________________________      
 
Provider NPI ID(s): _________________________________________________________________      
 
Signature: ________________________________________ Date: ____________________________    

 

 
FAX Completed Form to: Provider Services at 408-937-3639 

 

 



FORM G: PROVIDER DISPUTE RESOLUTION REQUEST 

NOTE: SUBMISSION OF THIS FORM CONSTITUTES AGREEMENT NOT TO BILL THE PATIENT 

 

 
 
 
 

  
 

 

P R O V I D E R T Y P E ❑ M D   ❑ L a b / X - r a y   ❑ M e n t a l H e a l t h   ❑ H o s p i t a l   ❑ S N F   ❑ D M E   ❑ R e h a b 

 Home Health ❑ Ambulance ❑ Other (please specify type of "other") 

* CLAIM INFORMATION ❑ Single ❑ Multiple Claims (complete attached spreadsheet) Number of claims: 

 
 Patient Name: Date of Birth: 

 Health Plan ID Number: Patient Account Number: Original Claim ID Number: (If multiple claims, 
use attached spreadsheet) 

Service "From/To" Date: (* Required for C aim, Billing, and 

Reimbursement Of Overpayment Disputes) 

Original Claim Amount Billed: Original Claim Amount Paid: 

 

 
 

 
 

 

Contact Name (please print)  Title  Phone Number 

 

Signature Date Fax Number 
 

[ ] CHECK HERE IF ADDITIONAL INFORMATION IS ATTACHED 
(Please do not staple additional information) 

JAB14551Forms\Provider Disputes Resolution Request Form 5/6/05 

For PMG Use Only 

TRACKING NUMBER 

PROVIDER ID# 

*PROVIDER NAME: *PROVIDER TAX ID # / Medicare ID #: 

 Request For Reimbursement Of Overpayment  ❑ Other:    

❑ Seeking Resolution Of A Billing Determination 

❑ Contract Dispute 

DISPUTE TYPE 

 Claim 

 Appeal of Medical Necessity / Utilization Management Decision 

* DESCRIPTION OF DISPUTE: 

EXCEL MSO — Provider Appeals  
2304 Zanker Rd 
San Jose, CA 95131 

Mail the completed form to: 

INSTRUCTIONS 

Please complete the below form. Fields with an asterisk ( *) are required. 

Be specific when completing the DESCRIPTION OF DISPUTE and EXPECTED OUTCOME. 

Provide additional information to support the description of the dispute. Include a copy of a claim that is being 
disputed. 

For routine follow-up, please use the Claims Follow-Up/Inquiry Form instead of this form. 

 

 

 
 

 

 

PROVIDER ADDRESS: 

EXPECTED OUTCOME: 



 PROVIDER DISPUTE RESOLUTION REQUEST 

(For use with multiple "LIKE/SIMILAR" claims) 

NOTE: SUBMISSION OF THIS FORM CONSTITUTES AGREEMENT NOT TO BILL THE PATIENT 

 
 

 
 
 

Number 

 
* Patient Name 

 
 

Date of 

Birth 

 

* Health Plan ID 

Number 

 
 

Original Claim ID 

Number 

 
* Service 

FromiTo 

Date 

Original 

Claim 

Amount 

Billed 

 
Original 
Claim 

Amount Paid 

 
 
 

Expected Outcome 
 

Last 
 

First 

1          

2          

3          

4          

5          

6          

7          

8          

9          

10          

11          

12          

13          

14          

15          

 
Page ______of 

  

 

[ ] CHECK HERE IF ADDITIONAL INFORMATION IS ATTACHED 
(Please do not staple additional information) 

JAAB1455\Forms1Provider Disputes Resolution Request Form 515105 



PROVIDER DISPUTE RESOLUTION REQUEST FORM 
INFORMATION SUPPLEMENT 

What is a Provider Dispute? 

 
A provider dispute is a written notice from a provider that challenges, appeals, or requests consideration in any of the 

following categories: 

 

• Claim (including a bundled group of similar claims) that were previously denied, adjusted or contested 

• Billing Determination 

• Appeal of Medical Necessity (Appeal of a Clinical Decision) 

• Utilization Management Decision (e.g. Appeal of an Administrative Decision such as Eligibility or 

Benefit Coverage) 

• Request  For Reimbursement  of Overpayment 

• Contract Dispute  or other  billing determination 

• Any Other category of dispute that does not fall into any of the above categories 

 
To submit a provider dispute, complete the attached form. Check the appropriate category under DISPUTE 

TYPE when submitting this form to Physicians Medical Group of San Jose. Disputes must include: 

 

• Provider's Name / ID Number 

• Contact information including phone number 

• The number assigned to the original claim (on the EOB) 

 
Unless required by any state or federal law or regulation, provider disputes must be received within 365 days from 

denial or payment determination or in the case of inaction, within 365 days of the time for contesting or denying 

claims. 

 
Can a dispute be submitted by the Provider on a member's behalf? 

 

Any Disputes submitted on behalf of a member are processed through the member appeal process, as long as the 

member has authorized the provider to appeal on their behalf 

 
Members have the right to authorize a representative to act on their behalf at any level of the grievance/appeal 

process. A signed authorization is not required if the grievance/appeal is submitted by he parent, guardian, 

conservator, relative or other designee (Provider) of the member if the member is a minor, or incompetent or 

incapacitated. 



Injectables Financial Responsibility Matrix  
 

 

Pay and Chase      Rev Date: 05/13/2022 
** United Health Care Table 3,4, and 5 attached. 
 

Health Plan Line of Business Injectable 
Self-Administered 

Injectable 
Provider Administered in the office 

Injectable 
Home IV 

Injectable 
Outpatient Facility 

Aetna 
 

Commercial Plan Plan Plan Plan 

Alignment Health 
Plan Medicare Advantage Plan 

Plan 
If over 

$250/dose 

PMG 
If less than 
$250/dose 

Plan Plan 

Anthem CA Care 
 

Commercial Plan Plan Plan Plan 

Anthem Blue Cross 
 

Medi-Cal Plan PMG Plan PMG 

Blue Shield 
 

Commercial PMG* PMG* Plan Plan 

Blue Shield Promise 
Health 

 
Medicare Advantage PMG (Medicare Part B only) * PMG (Medicare Part B only) * 

PMG (Medicare 
Part B only) * 

PMG (Medicare Part B only) * 

Brand New Day 
 

Medicare Advantage Plan PMG Plan PMG 

CareMore Anthem 
Blue Cross 

 
MediConnect Plan Plan Plan Plan 

CareMore Anthem 
Blue Cross 

 
Medicare Advantage Plan Plan Plan Plan 

CareMore SCAN 
 

Medicare Advantage PMG PMG PMG PMG 

Cigna 
Commercial Plan 

Plan 
If over 

$250/dose 

PMG 
If less than 
$250/dose 

Plan Plan 

HealthNet 
Commercial Plan 

Plan 
If over 

$250/dose 

PMG 
If less than 
$250/dose 

Plan PMG 

HealthNet 
 

Medicare PMG PMG PMG PMG 

Santa Clara Family 
Health Plan Medi-Cal Plan 

Plan 
If over 

$250/dose 

PMG 
If less than 
$250/dose 

Plan PMG 

Santa Clara Family 
Health Plan Healthy Kids Plan 

Plan 
If over 

$250/dose 

PMG 
If less than 
$250/dose 

Plan PMG 
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Health Plan Line of Business Injectable 
Self-Administered 

Injectable 
Provider Administered in the office 

Injectable 
Home IV 

Injectable 
Outpatient Facility 

Vitality 
 

Medicare Advantage PMG Plan Plan Plan 

Valley Health Plan Commercial 
Plan (PMG risk is limited to 

professional admin fees only) 
Plan (PMG risk is limited to 

professional admin fees only) 

Plan (PMG risk is 
limited to 

professional admin 
fees only) 

Plan (PMG risk is limited to 
professional admin fees only) 

United Healthcare 
 

Commercial 
 

 
Plan- If CPT is on 
the Drug Table 4 

attached 
 

 
PMG- If CPT is 

not on the Drug 
Table 4 attached 

 

 
Plan- If CPT is on 
the Drug Table 3 
and 5 attached  

 

 
PMG- If CPT is 

not on the Drug 
Table 3 and 5 

attached  
 

Plan 

 
Plan- If CPT is on 
the Drug Table 3 
and 5 attached  

 

 
PMG- If CPT is 

not on the Drug 
Table 3 and 5 

attached  
 

United Healthcare Medicare Advantage PMG PMG Plan 

 
Plan- If CPT is on 
the Drug Table 3 
and 5 attached  

 

 
PMG- If CPT is 

not on the Drug 
Table 3 and 5 

attached  
 



Immunizations and Vaccines Risk Responsibility 
Rev. 05/13/22 

 

 
 
 

 
*Pay and Chase 
** Authorization is required for the following vaccines Travel Immunization – 90690, 90717 and 90691 

Health Plan Line of Business Who pays Vaccine 

(Pediatrics) 

Who Pays Vaccine 

(Adult) 

Who Pays 

Admin Fee 

Aetna Commercial Plan Plan Plan 

Alignment HealthCare Medicare Advantage Plan if applicable Plan PMG 

Anthem CA Care Commercial Plan Plan Plan 

Anthem Blue Cross Medi-Cal VFC State Supplied ONLY PMG PMG 

Blue Shield Commercial PMG* PMG* PMG 

Blue Shield Promise Health Plan  Medicare Advantage PMG if applicable* PMG* PMG 

Brand New Day Medicare Advantage PMG if applicable PMG PMG 

CareMore Anthem Blue Cross MediConnect PMG if applicable PMG PMG 

CareMore Anthem Blue Cross Medicare Advantage PMG if applicable PMG PMG 

CareMore SCAN Medicare Advantage PMG if applicable PMG PMG 

Cigna Commercial PMG except for 

(Menactra, Boostrix, 

Adecel, Prevanar, Rotateq 

and Varivax) 

Plan PMG 

HealthNet Commercial PMG except for 

(Menactra, Boostrix, 

Gardasil, Varivax and Flu 

age 5 – 17.99) 

Plan PMG 

HealthNet Medicare Advantage PMG if applicable  PMG PMG 

Santa Clara Family Health Plan Medi-Cal VFC State Supplied ONLY Plan Plan 

Santa Clara Family Health Plan Healthy Kids Plan Plan Plan 

Vitality Medicare Advantage PMG if applicable  PMG PMG 

Valley Health Plan Commercial Plan except for 

Chickenpox/Varicella (age 

5 – 17.99) 

Plan PMG 

United Healthcare Commercial Plan PMG* PMG 

United Healthcare Medicare Advantage Plan  PMG* PMG 



                                                                                                                     

DRUG TABLE 3 

OTHER INJECTABLE MEDICATION OR MEDICATION IN AN IMPLANTABLE DOSAGE FORM 

COSTING MORE THAN $250 PER DOSE 

HCPC Generic Name Trade Name 
Commercial 

Product 

Medicare 

Product 

J1571, 90371 “Hep b ig, im”  CO MA 

90376 “Rabies ig, heat treated"  CO MA 

90375 “Rabies ig, im/sc”  CO MA 

90384, J2790, J2791 “Rh ig, full-dose, im”  CO N/A 

90385, J2788 “Rh ig, minidose, im”  CO N/A 

90389, J1670 “Tetanus ig, im”  CO MA 

J0586 AbobotulinumtoxinA Dysport CO MA 

J0178 Aflibercept Eylea CO MA 

J7999 Bevacizumab, 10mg Avastin, compounded CO MA 

J0596 C1 Esterase Inhibitor (Human) Haegarda CO MA 

J0596 
C1 Esterase Inhibitor 

(Recombinant) 
Ruconest CO MA 

J0897 Denosumab Prolia CO MA 

J7312 
Dexamethasone 

intravitreal implant 
Ozurdex CO MA 

J1290 Ecallantide Kalbitor CO MA 

J9226 Histrelin implant Supprelin LA CO N/A 

J7327 Hyaluronan— not listed Monovisc CO MA 

J3490 
Hydroxyprogesterone caproate 

(generic product only) 
 CO N/A 

J1725  Makena (brand product only) CO MA 

J0588 IncobotulinumtoxinA Xeomin CO MA 

J3590 lnliximab-Abda Renflexis l00mg CO MA 

J3490 
Leuprolide; 

Norethindrone 

Lupaneta 3.75-5 & 

11.25-5 kit injectable 
CO MA 



                                                                                                                     

HCPC Generic Name Trade Name 
Commercial 

Product 

Medicare 

Product 

J2182 Mepolizumab Nucala CO MA 

J7316 Ocriplasmin Jetrea CO MA 

J2353 Octreotide depot, 1mg Sandostatin CO MA 

J2502 Pas ireotide Signifor Lar CO N/A 

J3490 Polidocanol injectable foam Varithena CO MA 

J2796 Romiplostim Nplate CO MA 

J3490 Triptorelin Triptodur CO MA 

J2860 Siltuximab Sylvant (Orphan Drug) CO MA 

90396 
Varicella Zoster Immune Globulin 

(Human) (VZIG) 
Varizig CO MA 

 

OFFICE INFUSION 

HCPC Generic Name Trade Name 
Commercial 

Product 

Medicare 

Product 

J0129 Abatecept Orencia CO MA 

J0180 Agalsidase beta Fabrazyme CO MA 

J0202 Alemtuzumab Lemtrada CO N/A 

J0221 Alglucosidase alfa Lumizyme CO MA 

J0256 
Alpha 1-Proteinase Inhibitor 

(human) 
Prolastin-C; Zemaira; Aralast NP CO MA 

J0257 
Alpha 1-Proteinase Inhibitor 

(human) 
Glassia CO MA 

J0287-J0289 
Amphotericin, any lipid 

formulation 
Abelcet, Ambisome, Amphotec CO MA 

J0475 Baclofen 10mg Lioresal Intrathecal CO MA 

J0476 Baclofen 50 mcg, for intrathecal 

trial 
Lioresal CO MA 

J0490 Belimumab Benlysta CO MA 



                                                                                                                     

HCPC Generic Name Trade Name 
Commercial 

Product 

Medicare 

Product 

J0585 Botulinum toxin type A, per unit Botox CO N/A 

J0587 
Botulinum toxin type B, per 100 

units 
Myobloc CO MA 

J0597 C1 Esterase Inhibitor (Human) Berinert CO MA 

J0598 C1 Inhibitor (Human) Cinryze CO MA 

J0881, J0882 Darbepoetin alfa, 1 mcg Aranesp CO MA 

J0895 Deferoxamine Desferal CO MA 

J3490 Edaravone Radicava CO MA 

J1439 Ferric Carboxymaltose Injectafer CO MA 

J1300 Eculizumab 10mg/ml injection Soliris CO MA 

J1322 Elosulfase alfa Vimizim CO MA 

J0885, Q4081 Epoetin alfa, 1000 units Procrit, Epogen CO MA 

J3590 Eteplirsen 

Exondys 51 100/2ml Injectable - 

New Injectable Muscular 

Dystrophy Agent Product 

CO MA 

J1458 Galsulfase Naglazyme CO MA 

J1602 Golimumab SimponiARIA CO MA 

J7321-J7326 
Hyaluronan(sodium hyluronate) 

or derivative 

Hyalgan, Supartz; OrthoVisc, 

Euflexxa, Synvisc, Gel-One 
CO MA 

J1740 Ibandronate Boniva CO MA 

J3590 Idarucizumab Praxbind 2.5mg/50ml     injectable CO MA 

J3490 Ibuprofen lys ine Neoprofen l0mg/ml solution CO MA 

J1743 Idursulfase Elaprase CO MA 

J1786 lmiglucerase, per unit Cerezyme CO MA 

J1575 

Immune Globulin Infusion (Human) 

with Recombinant Human 

Hyaluronidase 

HyQvia CO MA 



                                                                                                                     

HCPC Generic Name Trade Name 
Commercial 

Product 

Medicare 

Product 

J1459 Immune Globulin IV Privigen CO MA 

J1568 Immune Globulin IV, IVIG, IGIV Octagam CO MA 

J1459, J1556, J1557, 

J1561, J1566, J1569, 

J1572, J1599 

Immune Gobulin Intravenaous 

(Human), 10% 

Bivigam, Carimune, Flebogamma, 

Gammaplex, Gamunex, 

Gammagard (S/D) GamaSTAN, 

Privigen 

CO MA 

J1561 and 90283 

J1561-1B if 

administered      SQ for 

P1 

Immune Globulin Intravenous 

(Human), 10%, 

Caprylate/Chromatography Purified 

(IGIV-C) 

Gamunex-C CO MA 

90284, J1559 
Immune Globulin Subcutaneous 

(Human), 20% Liquid 
Hizentra CO MA 

J3590 
Immune Gobulin Subcutaneous 

(Human), 20% Solution 
Cuvitru CO MA 

J1745 Infliximab, 10 mg Remicade CO MA 

J9215 
Interferon alfa-n3 (human 

leukocyte  derived), 250,000 IU 
Alferon N CO MA 

J1930 Lanreotide Somatuline CO MA 

J1931 Laronidase Aldurazyme CO MA 

J1950 
Leuprolide acetate (for depot 

suspension), per  3.75mg 
Lupron Depot CO N/A 

J2315 Naltexone Vivitrol CO MA 

J2323 Natalizumab Tysabri CO MA 

J3490 Nusinersen Spinraza CO MA 

J3590 Ocrelizumab Ocrevus CO MA 

J2357 Omalizumab Xolair CO MA 

9037g Palivizumab, 50mg Synagis CO N/A 

J2504 Pegademase Bovine Adagen CO MA 

J2503 Pegaptanib Sodium Injection Macugen CO MA 

J2507 Pegloticase Krystexxa CO MA 



                                                                                                                     

HCPC Generic Name Trade Name 
Commercial 

Product 

Medicare 

Product 

J2724 Protein C concentrate 10IU Ceprotin CO MA 

J2778 Ranibizumab Lucentis CO MA 

J2786 Reslizumab Cinqair CO N/A 

J3060 Taliglucerase Alfa Elelyso CO MA 

J3262 Tocilizumab Actemra CO MA 

J3590 Ustekinumab 5mg/ml Stelara (IV formulation only) CO MA 

J3380 Vedolizumab injection Entyvio CO MA 

J3385 Velaglucerase Alfa VPRIV CO MA 

J3396 Verteporfin, 15mg Visudyne CO MA 

J2278 Ziconotide Prialt CO MA 

J3489 Zoledronic Acid 5mg/l00ml Reclast CO MA 

 

 

  



                                                                                                                     

DRUG TABLE 4 

SELF-INJECTABLE MEDICATIONS 

HCPC Generic Name Trade Name 
Commercial 

Product 

Medicare 

Product 

J3490 Abaloparatide Tymlos CO N/A 

J0129 Abatacept 
Orencia Prefilled Syringes 

(l25mg/1ml Solution) 
CO N/A 

J0135 Adalimumab Humira CO N/A 

J3590 Alirocumab Praluent CO N/A 

J0270 Alprostadil, l .25mcg Caverject CO N/A 

J0270 Alprostadil, 1.25mcg Edex CO N/A 

J3590 Anakinra Kineret CO N/A 

J0364 Apomorphine Apokyn CO N/A 

J3590 Belimumab Benlysta200mg/ml CO N/A 

J3590 Brodalumab Siliq CO N/A 

J0630 Calcitonin, up to 400 units Miacalcin CO N/A 

J3590 Daclizumab Zinbryta CO  

J1645 Dalteparin, per 2500 IU Fragmin CO N/A 

J1110 
Dihydroergotamine mesylate, per 

1mg 
D.H.E. 45 CO N/A 

J3590 Dupilumab Dupixent CO N/A 

J1324 Enfuvirtide, 90mg kit Fuzeon CO N/A 

J1650 Enoxaparin, 10mg Lovenox CO N/A 

J1438 Etanercept, 25mg Enbrel CO N/A 

J3590 Evolocumab Repatha CO N/A 

S0128, J3490 Follitropin Beta, 75 IU Follistim AQ CO N/A 

J1652 Fondaparinux, 0.5mg Arixtra CO N/A 

J1595 Glatiramer Glatopa CO N/A 

J1595 Glatiramer acetate, 20mg Copaxone CO N/A 



                                                                                                                     

HCPC Generic Name Trade Name 
Commercial 

Product 

Medicare 

Product 

J1610 Gucagons, 1mg Gucagon CO N/A 

J3590 Golimumab Simponi CO N/A 

J3590 Guselkumab Tremfya CO N/A 

J1744 Icatibant Firazyr CO N/A 

J9214 Interferon alfa-2b, 1 MU Intron A CO N/A 

J1826, Q3027 Interferon beta— 1a, 30mcg Avonex CO N/A 

J1830 Interferon beta— 1b, 0.25mg Betaseron CO N/A 

J9216 
Interferon gamma-lb, 3 million 

units 
Actimmune CO N/A 

J3590, S0148,  S0145 
Interferons pegylated  interferon, 

etc. 
Peglntron, Pegasys CO N/A 

J3590 Ixekizumab Taltz CO N/A 

J9218 
Leuprolide Acetate per 1mg 

Solution 
Lupron Solution CO N/A 

J2170 Mecasermin Increlex CO N/A 

J3490 Methotrexate Otrexup, Rasuvo CO N/A 

J2212 Methylnaltrexone Relistor CO N/A 

J3590 Metreleptin Myalept CO MA 

J3590 Mipomersen Kynamro CO N/A 

J2354 Octreotide non depot, 25mcg Sandostatin CO N/A 

J3590 Parathyroid hormone Natpara CO N/A 

J3490 Pasireotide Signifor CO N/A 

J3490 Peginterferon Beta-1a Plegridy   

J3490 Pegvisomant Somavert CO N/A 

J2793 Rilonacept Arcalyst CO N/A 

J3590 Sarilumab Kevzara CO N/A 



                                                                                                                     

HCPC Generic Name Trade Name 
Commercial 

Product 

Medicare 

Product 

J3590 Secukinumab Cosentyx CO N/A 

J2941 
Somatropm (human growth 

hormone), 1mg 

Genotropin, Humatrope, 

Serostim,Norditrop in, 

Nutropin, Saizen 

CO N/A 

J2941 Somatropin, 1mg Zorbtive CO N/A 

J3030 Sumatriptan, 3mg, 6mg 
lmitrex, Sumavel, Alsuma, 

Zembrace,   SymTouch  N/A 

J3490 Teduglutide Gattex CO N/A 

J3l10 Teriparatide Forteo CO MA 

J3490 Tesamorelin Egrifta CO N/A 

J3262 Tocilizumab Actemra Preiilled Syringes CO N/A 

J3357 
Ustekinumab, for subcutaneous 

injection, 1mg 

Stelara(SQ formulation 

only) 
CO N/A 

 

INFERTILITY 

HCPC Generic Name Trade Name 
Commercial 

Product 

Medicare 

Product 

J3490 Choriogon Adotropin Ovidrel CO N/A 

J0725 chorionic gonadotropin Novarel, Pregnyl CO N/A 

S0126 Follitropin Alfa GONAL-F CO N/A 

S0128, J3490 follitropin beta, 75 IU Follistim AQ CO N/A 

50132, J3490 ganrelix acetate Antagon CO N/A 

S0122, J3490 Menotropins, 75 IU 
Pergonal, Repronex, 

Menopur 
CO N/A 

J3355 urofollitropin, 75 IU Fertinex, Bravelle CO N/A 

J3490 Cetrorelix Cetrotide CO N/A 

 
 
 



                                                                                                                     

 
DRUG TABLE 5 

INJECTABLE MEDICATIONS OR BLOOD PRODUCTS USED FOR HEMOPHILIA 

 

HCPC Generic Name Trade Name 
Commercial 

Product 

Medicare 

Product 

J7209 Antihemophilic Factor VIII Nuwiq CO MA 

J7190 Antihemophilic Factor VIII Hemofil M, Koate, Monoclate CO MA 

J7192 Antihemophilic Factor   VIII Advate, Hexilate FS, Kogenate FS, 

Kovaltry, Recominate 
CO MA 

J7186 Antihemophilic Factor VIII Alphanate/VWF CO MA 

J7193 -J7195 Antihemophilic Factor IX Alphanine, Bebulin VH Jmmuno, 

Benefix, Konyne    80, Mononine, 

Profilnine 

CO MA 

J7188 Antihemophilic factor VIIl 

(Recombinant) 

Obizur 
CO MA 

J7182 Antihemophilic factor VIII 

(Recombinant) 

Novoeight 
CO MA 

J7205 Antihemophilic Factor (Fc, Fusion 

Protein, Recombinant) 

Eloctate 
CO MA 

J7199 Antihemophilic Factor 

(Recombinant) 

Afsytla250Unit Kit Injectable 
CO MA 

J7207 Antihemophilic Factor  

(Recomb inant, Pegylated) 

Adynovate 
CO MA 

J7198 Anti-inhibitor, per IU Feiba-Vh, AutoplexT CO MA 

J7197 Antithrombin III Per I.U. Thrombate III CO MA 

J7189 Coagulation Factor VIIa 

(Recombinant) 

NovoSeven, NovoSevenRT 
CO MA 

J7200 Coagulation Factor IX Rixubis CO MA 

J7195 Factor IX Concentrates Ixinity CO MA 

J7201 Factor lX Fc Fusion Protein, 

Recombinant 

Alprolix (Orphan Drug) 
CO N/A 



                                                                                                                     

HCPC Generic Name Trade Name 
Commercial 

Product 

Medicare 

Product 

J7181 Coagulation factor XIII A-

subunit 

Tretten 
CO MA 

J7185 Factor VIII (Hemophilia  agent) Xyntha CO MA 

J7202 Factor IX (recombinant), 

albumin fusion protein 

recombinant 

Idelvion 

CO MA 

J7175 Factor X, Human Coagadex CO MA 

J7180 Factor XIII concentrate, human Corifact CO MA 

J3590 Pooled Plasma (human) Octaplas CO MA 

J7187 von Willebrand factor complex Humate CO MA 

 



SUBMISSION INFORMATION 

 
 

 
Email this form to Providerservices@excelmso.com or Fax to (408) 937‐3639. Please make sure to print legibly and to 
complete this form in its entirety. You risk delaying enrollment if the application is unreadable or incomplete. 

 

 

 

Provider Name: 

 
Provider Address:  City:  State:  Zip: 

 

 

Provider Federal Tax Identification Number 

Employer Identification Number (EIN): 

 

National Provider Identifier (NPI): 

 

 
 

Contact Name:  Telephone Number/Extension: 

 
Email Address:  Fax Number: 

 

 

Preference for Aggregation of Remittance Data: (i.e. Account Number Linkage to Provider Identifier). Note: Provider Preference for 

grouping (bulking) claim payment advice. Must match preference for EFT payment (i.e. Billing Provider). 

 
Provider Federal Tax Identification Number (TIN): 

National Provider Identifier (NPI): 

 
 
 

Reason for Submission: 

Authorized Signature: 

Note: Electronic Signature (Typed Name) of Person Submitting ERA Enrollment. 

 
 
 
 
 
 

835 ENROLLMENT REQUEST (PMGSJ) 

PROVIDER CONTACT  INFORMATION 

PROVIDER INFORMATION 

PROVIDER IDENTIFIERS  INFORMATION 

ELECTRONIC REMITTANCE ADVICE INFORMATION (REQUIRE   ONE) 

Office Ally |  PO  Box  872020 |  Vancouver, WA  98687 
www. officeally. com 

Phone: 360‐975‐7000 
Fax: 360‐896‐2151 

New ERA Enrollment 



Off ice Al ly  |  PO Box 872020 | Vancou ver,  WA 98687 
www.off i ceal ly .com  

Phone: 360-975-7000        
Fax: 360-896-2151 

If 835s/ERAs have been sent to Office Ally by the Insurance Company (Payer) and were previously being routed to 
another account, but now need to be routed to a different account OR if ERAs are not being routed to any account and 
need to be linked to an account, an ERA Transfer Letter is required.  

This document explains how to submit an ERA Transfer Letter and also contains a template letter for your convenience. 

INSTRUCTIONS: 

To transfer/hardcode ERAs to an Office Ally account, an ERA Transfer Letter is required.  

A template letter that can be filled out electronically, and then printed on your letterhead, can be found on the next 
page.   

The letter must meet the following requirements in order to be processed: 

• Must be printed on the letterhead of the Provider/Group/Company/Practice whom the ERAs are for
• Must contain:

o Name of Provider/Group/Company/Practice whom the ERAs are for
o Office Ally Username/ Clearinghouse Name that ERAs are to be transferred or linked to
o Statement requesting ERAs be moved/linked to Username indicated
o Tax ID the ERAs are for
o NPI the ERAs are for
o Effective Date for Transfer/Link
o Statement that Signer is an Authorized Individual who can sign on behalf of the Provider/Group
o Signature of Authorized Individual
o Printed Name of Authorized Individual
o Title of Authorized Individual

Once the ERA Transfer Letter has been (1) completed, (2) printed on letterhead and (3) signed by the Authorized 
Individual; it must be submitted to Office Ally via one of the following methods:  

Fax to: 360-896-2151 

Scan and Email to: Support@OfficeAlly.com 

Once received and reviewed you should be notified of a denial or approval+transfer/link within 2-3 business days. 

For questions regarding ERA Transfers 
Please contact us at Support@OfficeAlly.com or (360) 975-7000 option 1. 

ERA TRANSFER LETTER  
INSTRUCTIONS AND TEMPLATE 

mailto:Support@OfficeAlly.com
mailto:Support@OfficeAlly.com


RE: ERA Transfer Letter  (Must be printed on Company Letterhead) 

Today’s Date: ___________________ 

To Whom It May Concern: 

I hereby authorize Office Ally to link any and all 835s/ERAs for the Provider/Group listed below, having 
the Tax ID and/or NPI below, to the Username/Clearinghouse listed below:  

Provider/Group Name: _____________________________________________________________ 

  Tax ID: ___________________________ 

        NPI: ___________________________ 

Office Ally Username / Clearinghouse Name: _________________________________________ 

Please move all ERAs over to this new account as of this date: ________________ 
NOTE: If you want us to transfer old ERAs to the new username, please list the date to go back to above. 

By signing below, I certify that I am an authorized individual for the Provider/Group, Tax ID(s) and NPI(s) 
listed above and that I am authorized to sign on their behalf.  

__________________________________ 
Authorized Individual’s Signature 

__________________________________ 
Printed Name of Authorized Individual 

__________________________________ 
Title of Authorized Individual 



Excel MSO, LLC 

2304 Zanker Road 

San Jose, CA 95131 

Phone: (408) 937-3645 

Fax: (408) 937-3637 or 3638 

www.pmgmd.com 

  SERVICE AUTHORIZATION FORM  

FORM MUST BE FILLED OUT COMPLETELY 
Please select the following: Today’s Date:    

RETROSPECTIVE (DOS):    

ROUTINE (NON-URGENT) 

URGENT (EXPEDITED) Urgently needed care means services that are required in order to prevent serious deterioration of a member’s 

health that results from an unforeseen illness or injury. 
HEALTH PLAN (Please check): 

 Aetna Commercial  Brand New Day Medicare  Healthnet Commercial  VHP Covered California 

 Alignment Medicare  CareMore Anthem Cal Medi-
Connect 

 Healthnet Medicare  VHP EG Classic Individual 

 Anthem CA Care 
Commercial 

 CareMore Anthem BC 
Medicare 

 SCFHP Medi-Cal  VHP EG Preferred 
Individual 

 Anthem BC Medi-Cal  CareMore SCAN Medicare  SCFHP Healthy Kids    VHP Individual & Family 

 Blue Shield Commercial  Cigna Commercial  United Healthcare Commercial     

 Blue Shield Medicare    United Healthcare Medicare   

PATIENT INFORMATION 

MEMBER ID# DATE OF BIRTH: 

PATIENT NAME: PATIENT ADDRESS: 

PATIENT PHONE#: 

PCP: PCP PHONE#: 

REQUESTING PROVIDER INFORMATION 

PROVIDER NAME: PHONE#: 

OFFICE CONTACT NAME: FAX#: 

REFERRING TO PROVIDER INFORMATION 
CLINICAL DOCUMENTATION MUST BE SUBMITTED WHEN REQUESTING SERVICES  

PROVIDER NAME: (IF NON-CONTRACTED, PROVIDE NPI# & TAX ID#) 

PHONE#: 

FAX#: 

OFFICE CONTACT NAME: 

FACILITY: 

PLEASE CHECK ONE SERVICE: ICD-10 CPT / HCPCS UNITS QTY 

□ CONSULATION / FOLLOW UP 

□ DME 

□ HOME HEALTH 

□ INPATIENT PROCEDURE 

□ OUTPATIENT PROCEDURE 

□ OB CARE EDD   

□ SKILLED NURSING FACILITY 

    

    

    

    

    

    

    

 

CLINICAL INDICATION: 
 

 

 
REQUESTING PROVIDER SIGNATURE: _ 

http://www.pmgmd.com/


PMGSJ New Provider Orientation Attestation  
 

Provider Name: _________________________________________________________________ 

Group or Clinic Name: ___________________________________________________________ 

Address:______________________________________________________________________ 

Tax ID: _______________________________________ NPI: _____________________________ 

Office Contact Name & Title: ______________________________________________________ 

Email/Phone/Fax: _______________________________________________________________ 

 

Review Materials: 

___: Provider Manual 

___: Website www.pmgmd.com / Online Provider Directory 

___: Forms 

___: Provider Portal Training /Login & Password  

___: Reminder Primary Care Physicians (PCP’s) need to submit encounter data 

 

___: Electronic Health Records (EHR) __________________________________________ 

___: Email for Communication from PMGSJ ____________________________________ 

 

 

Provider or Provider Representative: ________________________________ Date: ______________ 

 
Orientation Completed by: ________________________________________ Date: ______________ 

 

 

 

http://www.pmgmd.com/

	Insert from: "ERA Transfer Letter.pdf"
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