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Section 1. Introduction  

Section 1. Introduction 

Organization of the Provider Manual 
The Provider Manual (Manual) describes operational policies and procedures of Central California Alliance 
for Health, which is referred to throughout the Manual as “the Alliance.”  Topics covered in this Manual 
include, but are not limited to: authorizations, approvals, referrals, cultural and linguistic services, 
utilization management, quality assurance and improvement, notification and transfer, health 
assessment and screening, member grievances, billing, coordination of benefits, reporting, 
credentialing, and dispute resolution. 

For your convenience, we provide a separate section for each of our four lines of business:  

Section 3. Medi-Cal 
Section 4. Healthy Kids 
Section 5. Alliance Care In-Home Supportive Services (IHSS) 
Section 6. Medi-Cal Access Program (formerly AIM to 06/30/14) 

All other sections in this Manual, namely Sections 1–2 and 7–17, contain information that is applicable to all four 
lines of business.  If further information is needed, or to suggest additions or improvements to the Manual, 
please call the Provider Services Representative for your area. 

Santa Cruz County: 
Central California Alliance for Health 
1600 Green Hills Road, Suite 101 
Scotts Valley, CA  95066-4981 
(831) 430-5500 

Monterey County: 
Central California Alliance for Health 
950 East Blanco Road, Suite 101 
Salinas, CA 93901-4419 
(831) 755-6000 

Merced County:                                                                                                                      
Central California Alliance for Health 
530 West 16th Street, Suite B 
Merced, CA  95340-4710 
(209) 381-5300 

The Manual will be revised annually and/or periodically as needed.  Providers will be notified when an updated 
version is effective and the online version is available on the Alliance provider website.  Providers may also 
request a hard copy version by contacting their Provider Services Representative. 

Accessing Provider Information  
Alliance Main Website: http://www.ccah-alliance.org 

Provider Website: http://www.ccah-alliance.org/Providers.html 
Comprehensive resource for information, resources and tools. Includes links to the following and more: 

• Provider Manual — Within the Manual, click on any table of contents line item/page number 
to go directly to the specific section you need.  You may also search by keyword using CTRL 
+ F. The current version of the Manual is always available on our website. 
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• Provider Directory — Search by specific line of business, specialty, provider name, or city.  

• Current Provider News — Access the latest Alliance provider news updates. 

• Health Education and Disease Management Programs — Learn about Alliance health 
education and disease management programs and download health education materials. 

• Cultural and Linguistic Services — Learn about interpreter services and access cultural 
competency and health literacy tools. 

Provider Portal: http://www.ccah-alliance.org/webaccount.html 
Contracted providers may use the Provider Portal (the Alliance web account available to providers, 
formerly referenced as “Web Account Services”) to check the eligibility status of Alliance members, 
verify if a member has other primary health insurance, review a member’s prescription history, search 
for claims, and resubmit claims.  Primary care providers (PCPs) are able to view information for all 
linked members. 

• To utilize this service, visit the Provider Portal and click on the “Provider Portal Login” button 
and select “New User”. You will need to provide some basic registration information, after 
which a Provider Services Web & Electronic Data Interchange (EDI) Specialist will help you 
to set up an account. 

Form Library: http://www.ccah-alliance.org/formlibrary.html 
A list of forms you may require as an Alliance provider (this information can also be found in Section. 
18). 

Key Contact Numbers:  
Appendix 7 contains important telephone numbers to help you access both Alliance and community resources.   

Alliance Vision, Mission and Values:  
Our Vision: To be a recognized leader in creating local health care solutions. 

Our Mission: Accessible, quality health care guided by local innovation. 

Our Values: 

• Culture — We strive for a respectful, diverse, professional and fun workplace.  
 

• Customer Service — Our customers’ satisfaction is our highest priority. 
 

• Excellence — We value and continuously improve quality in our services. 
 

• Innovation — We leverage local talent to create solutions. 
 

• Integrity — We tell the truth and do what we say we will do.  
 

• Partnership — We collaborate with others for strong solutions.  
 

• Stewardship — We manage responsibly, and earn the trust of partners and regulators. 
 
We achieve the goals set by our Vision, Mission and Values by improving local provider satisfaction, 
increasing participation in service delivery, and by continually expanding our provider network through 
recruiting/contracting local providers. 
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The Alliance is governed by the Santa Cruz-Monterey-Merced Managed Medical Care Commission (also 
referred to as “the Commission” or the “Alliance Board”), which is comprised of 21 members 
representing physicians, clinics, hospitals, allied health providers, service agencies and the public.   
Two groups provide advice to the Commission: the Physician Advisory Group (PAG) and the Member 
Services Advisory Group (MSAG).  The Commission meets monthly to review local concerns about health 
care issues, receive advisory input, and revise policy for the Alliance as appropriate.  The Alliance is 
responsive to local input via our local governance and we align our operations and policies accordingly. 

Provider Application, Credentialing and Contracting 
To participate in the Alliance network, a provider must sign a Provider Services Agreement and his/her 
credentials must be approved by the Medical Director or Peer Review and Credentialing Committee 
(PRCC).  The PRCC is comprised of Alliance-contracted network physicians from major disciplines, 
including primary care and specialty practices.  Providers are re-credentialed within 36 months after the 
initial credentialing date or the last re-credentialing approval date.  

Pursuant to Article II of the Provider Services Agreement, all new providers and those eligible for  
re-credentialing must return a signed California Participating Physician Application (CPPA) to the 
Alliance, along with all required attachments, including, but not limited to, copies of the following 
documents:  

• Current Medical License or Business License. 

• Current Clinical Laboratory Improvement Amendments (CLIA) or Waiver. 

• Current Drug Enforcement Agency (DEA) License. 

• Documentation for National Provider Identifier (NPI) and Taxonomy Code. 

• Professional Liability Insurance (malpractice) face sheet (required limits are  
$1,000,000 per occurrence/$3,000,000 annual aggregate). 

• Signed Taxpayer Identification Form (W-9). 

• Signed Certification Regarding Debarment, Suspension, Ineligibility and  
Voluntary Exclusion form. 

• Signed Declaration of Confidentiality form (new providers only). 

• Language Verification Form (new providers only). 

If a provider is a supervising physician for a non-physician medical practitioner (NPMP), all new NPMPs 
and those eligible for re-credentialing must return a signed CPPA, along with all required attachments 
and copies of the following documentation: 

• Current completed NPMP/Physician Assistant (PA) Delegation of Services Agreement(s), if 
applicable. 

• Current NPMP staff licenses. 

• Current NPMP staff malpractice insurance face sheets. 

• Professional Liability Insurance (malpractice) face sheet (required limits are $1,000,000 per 
occurrence/$3,000,000 annual aggregate). 
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• Signed Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion 
form. 

• Signed Declaration of Confidentiality form (new providers only). 

Before the verification process is finalized, a nurse from the Alliance will visit each Medi-Cal PCP site to 
conduct a site review.  After the site review and verification of the credentialing information, the 
provider’s initial credentialing and re-credentialing files are submitted to the Medical Director or PRCC 
for review and approval.  If a provider’s credentials are approved, the Alliance’s Chief Executive Officer 
will countersign the Provider Services Agreement and within 10 days of approval, new contracted 
providers will begin to receive training and a new provider orientation from our Provider Services 
Department. 

For additional information about the Alliance’s credentialing policies and procedures, please visit the 
credentialing policies link on the Alliance provider website. 

Notification about Actions Taken Against You or Your Staff 
Federal and state laws require that you notify us immediately by phone (with a follow-up in writing) of 
the following actions taken towards you or any practitioner on your staff: 

• Revocation, suspension, restriction, non-renewal of license, certification, or clinical 
privileges. 

• A peer review action, inquiry or formal corrective action. 

• A malpractice action or a government action, inquiry or formal allegation concerning 
qualifications or ability to perform services. 

• Formal report to the state licensing board or similar organization or the National Practitioner 
Data Bank of adverse credentialing or peer review action. 

• Any material change in any of the credentialing information. 

• Sanctions under the Medicare or Medicaid programs. 

• Any incident that may affect any license or certification, or that may materially affect 
performance of the obligations under the agreement. 

Appealing Adverse Decisions by the Peer Review and Credentialing Committee 
If the PRCC should make a decision that alters the condition of a provider’s participation with the 
Alliance based on issues related to quality of care, the provider may appeal the adverse decision.  For 
more information on the Alliance fair hearing process for adverse decisions, please see Policy 300-4103 
- Fair Hearing Process for Adverse Decisions. 

If a provider fails to meet the credentialing standards or if his/her license, certification or privileges are 
revoked, suspended, expired or not renewed, the Alliance must ensure that the provider not provide any 
services to Alliance members.  Additionally, any conduct that could adversely affect the health or welfare 
of a member will result in written notification instructing you not to provide services to Alliance 
members until the matter is resolved to our satisfaction. 

Review Procedure for Decisions Concerning Provider Network Participation 

If the Alliance should make a decision that alters the condition of a provider’s participation with the 
Alliance for reasons not related to quality of care, a provider’s failure to meet the licensing, certification 
or authority requirements of the Provider Services Agreement, or a provider being either excluded from 
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participating in, or sanctioned by, the Medicare or Medicaid programs, the provider may be heard 
through the Alliance review procedure. This review procedure is the provider fair hearing right described 
in the Provider Services Agreement. For more information on the provider review procedure, please see 
Policy 105-2000 - Review Procedure for Decisions Concerning Provider Network Participation. 

Please note that in no event would a provider have access to both the Fair Hearing Process for Adverse 
Decisions and the Review Procedure for Decisions Concerning Provider Network Participation with 
respect to the same decision. 

Debarment, Suspension, Ineligibility or Voluntary Exclusion 
In accordance with the Code of Federal Regulations, Title 45, Part 76 (45CFR76), the Alliance receives 
federal funding and therefore must certify that it has not been debarred or otherwise excluded from 
receiving these funds.  Under this rule, because the Alliance receives this federal funding, the Alliance is 
considered a “lower tier participant.”  As subcontractors, our providers, who essentially receive federal 
funding by nature of their Agreement with the Alliance, are also considered “lower tier participants” and 
thus must also attest to the fact that, by signing the form specified below, they have not been debarred 
or otherwise excluded by the federal government from receiving federal funding. 

When you initially applied to become a participating provider, you received a form titled “Certification 
Regarding Debarment Suspension, Ineligibility and Voluntary Exclusion”.  This form must be signed by 
you and returned with your completed credentialing application and signed agreement, certifying, as 
stated above, that you are indeed eligible to participate in our program and receive funds provided by 
the federal government.  Pursuant to this certification and your agreement with the Alliance, should you 
or any provider with whom you hold a subcontract become suspended or ineligible to receive federal 
funds, you will notify the Alliance immediately.  

Debarment, Suspension, Ineligibility of Prescribing Providers 
In accordance with California Civil Code, Section 51303(k), the Alliance cannot reimburse providers for 
services ordered, prescribed, or rendered by a provider who is debarred, suspended, or otherwise 
ineligible from participation in the Medi-Cal program or included on federal debarment and suspension 
lists. Accordingly, should the Alliance receive a claim for payment, or retrospectively identify payment of 
a claim, resultant from the order or prescription of a debarred, suspended, or otherwise ineligible 
provider, such a claim would be unallowable and subject to denial or recoupment, respectively. 

For more information, please see Policy 105-3003 – Suspended or Ineligible Providers. 

Program Integrity: Anti-Fraud, Waste and Abuse 
Alliance anti-fraud, waste and abuse (FWA) efforts encompass two primary activities: FWA prevention 
and investigation, collectively known as Program Integrity. 

Definitions 

• Abuse:  Activity that is inconsistent with sound fiscal, business, or medical practice 
standards and results in unnecessary cost or reimbursement.  It also includes any act that 
constitutes abuse under applicable federal law (as defined in Title 42, Code of Federal 
Regulations Section 455.2) or state law.  

• Fraud:  An intentional deception or misrepresentation made by a person with the knowledge 
that the deception could result in some unauthorized benefit to himself or some other 
person.  It includes any act that constitutes fraud under applicable federal (as defined in 
Title 42, Code of Federal Regulations Section 455.2) or state law. 
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• Waste:  The consumption of resources (products or services) due to mismanagement, 
inappropriate actions or inadequate oversight.  Waste is not typically the result of criminal 
actions. 

Laws and Regulations 

False Claims Act (Federal – 31 U.S.C. § 3729-3733; California – C.G.C. § 12650-12656):  The California 
and Federal False Claim Acts (FCAs) make it illegal to submit claims for payment to Medicare or 
Medicaid that you know or should know are false or fraudulent.  Filing false claims may result in fines of 
up to three times the programs' loss plus $11,000 per claim. Under the civil FCA, no specific intent to 
defraud is required. The civil FCA defines "knowing" to include not only actual knowledge but also 
instances in which the person acted in deliberate ignorance or reckless disregard of the truth or falsity of 
the information. Further, the civil FCA contains a whistleblower provision that allows private individuals 
to file a lawsuit on behalf of the United States and entitles whistleblowers to a percentage of any 
recoveries. There also is a criminal FCA (18 U.S.C. § 287).  Criminal penalties for submitting false claims 
include imprisonment and criminal fines. 

For additional anti-FWA laws and regulations that inform the Alliance’s Program Integrity efforts, please 
review Policy 105-3001 - Program Integrity: Fraud Waste and Abuse Prevention Program.  

Fraud Waste & Abuse Prevention 

Alliance FWA prevention (FWAP) activities are facilitated by the Alliance FWAP Program. The FWAP 
Program ensures: 

• Written policies, procedures and standards for all employees (including management) and 
any contractor or agent (including providers), that: articulate the Alliance’s commitment to 
comply with all applicable federal and state anti-FWA standards; outline the procedures for 
preventing, detecting potential/actual FWA; and, provide detailed information about the 
FCA, administrative remedies for false claims, state laws pertaining to civil or criminal 
penalties for false claims and statements, and whistleblower protections under such laws, 
with respect to the role of such laws in preventing and detecting FWA. 

• Employee handbook inclusion of information about the FCA and related laws, the rights of 
employees to be protected as whistleblowers and Alliance policies and procedures for 
detecting and preventing FWA. 

• The establishment of an anti-FWA program with a central point of contact. 

• Provision for internal monitoring and auditing. 

• Alliance Compliance Officer and employees receive and complete effective training on FWA 
prevention, detection and reporting. 

• The Alliance does not employ or contract with individuals debarred, proposed for debarment, 
suspended, declared ineligible or voluntarily excluded by any federal department or agency. 

• The Alliance’s appropriate use of non-monetary incentives to promote good member health 
practices. 
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The FWA Program promotes: 

• Board member, employee and contractor compliance with Alliance FWAP-related policy, and 
regulatory, contractual and legislative requirements governing the health plan, including the 
Alliance Code of Conduct and Oath of Confidentiality. 

• Member protection in the receipt of health care services through timely detection of 
potential/actual FWA. 

• The protection, security and confidentiality of protected health information. 

• Contractor development and maintenance of internal FWAP program and policy. 

• Alliance board, contractor/provider and member understanding and awareness of FWA 
practices through education and information sharing. 

• Prompt reporting by Alliance board members, employees and contractors of 
suspected/actual violations of any FWA-related statute, regulation or guideline applicable to 
federal and/or state health care programs or Alliance policies.   

• Alliance employees maintain awareness and protection of the legal rights of all parties 
involved in any case of potential/actual FWA.   

• A system of internal assessment is organized and maintained to identify and analyze 
significant opportunities for FWAP program improvement. 

• Recognition of Alliance board members, employees, providers, contractors, members, local 
law enforcement and the state as important partners in this effort. 

The Alliance’s FWAP program integrates the activities of all Alliance departments in meeting our FWAP 
objectives.  The FWAP program is one of the many ways the Alliance ensures: appropriate service 
provision to our members; partnerships with reputable contractors; and, proper administration of our 
health plan, including correct use of public funds. The Alliance takes the position that fraud, waste and 
abuse at any level are impermissible and intolerable. When a practice is deemed not consistent with 
Alliance standards and requirements, an investigation may be performed and an action plan developed, 
as needed.   

 
Fraud Waste & Abuse Investigations  
Investigations into suspected/actual FWA are facilitated by the Alliance Special Investigations Unit (SIU). 
The SIU will only investigate FWA concerns relating/potentially relating to Alliance members, health care 
providers, non-health care contractors, employees, or Board members. Should the Alliance become 
aware of potential/actual FWA not related to Alliance entities, the Alliance may facilitate referral to 
appropriate agencies. The SIU ensures:  

• Prompt and complete investigation of suspected/actual FWA. The SIU undertakes research 
and data analysis, internally and potentially externally, when necessary.  

• Reporting of investigative findings to the state and/or law enforcement, as appropriate, 
when there is reason to believe fraud and/or abuse has occurred by contractors, members, 
providers, or employees. For the Alliance’s Medi-Cal program, potential/actual fraud or 
abuse concerns will be reported to California Department of Health Care Services (DHCS) 
within 10 business days; provider-related concerns will also be reported to the California 
Department of Justice Bureau of Medi-Cal Fraud and Elder Abuse, and/or other applicable 
law enforcement agencies. 
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• Development of corrective action plans, including the recoupment of identified 
overpayments, when indicated by investigative findings.  

• For additional information, please view Policy 105-3002 – Program Integrity: Special 
Investigations Unit Operations.  

If you have any concerns about practice standards or general questions about Alliance Program Integrity 
efforts, please contact your Provider Services Representative. 
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Section 2. The Role of the Primary Care Provider  

Primary care providers (PCPs) are responsible for providing the full scope of primary care services to 
their Alliance members. As a PCP, your role is vital in the overall coordination of health care for each 
member in your practice, and in providing health care services. As a PCP, you are responsible for:  

• Ensuring or facilitating members’ access to the health care system and appropriate 
treatment interventions.  

• Assessing each member’s health status, including an Initial Health Assessment (IHA) for 
each new member within 120 days after his/her enrollment (see below).  

• Providing quality primary care health services.  

• Initiating and coordinating referrals to specialists or other participating providers as needed.  

• Assuring that members in your practice are not discriminated against in the delivery of 
services based on race, ethnicity, national origin, spoken language, religion, sex, age, 
mental or physical disability or medical condition, sexual orientation, claims experience, 
medical history, evidence of insurability (including conditions arising out of acts of domestic 
violence), disability, genetic information, and/or source of payment.  

• Assuring that no unnecessary or duplicate medical services are being provided. For 
additional information about unnecessary or duplicate medical services, see Policy 404-1108 
- Monitoring of Over/Under Utilization of Services.  

• Establishing a good medical records system for tracking, recall, and identifying any clinical 
problems unique to your particular patient population.  

Facility Site Review and Medical Record Review  
The Alliance conducts facility site reviews (FSRs) for new Medi-Cal PCPs at the time of initial 
credentialing, and at least every three years thereafter as part of the re-credentialing process, 
regardless of the status of other accreditation and/or certifications.  PCPs must notify the 
Alliance at least 30 days prior to a physical move of their clinic so an FSR may be conducted at 
the new site, as specified in MMCD Policy Letter 04-004.  There are three components to the 
FSR process:  

1. The facility site review survey (also called “Attachment A”). 

2. The medical record review survey (also called “Attachment B”).  

3. The physical accessibility review survey (also called “Attachment C”).  
 

Attachments A and B are scored reviews.  Attachment A reviews the physical aspects of the site 
for basic regulatory requirements in areas such as: safety and infection control.  Attachment B is 
conducted three to six months after initial member linkage, and as part of re-credentialing along 
with Attachment A, and focuses entirely on medical record review.  Attachment C is not a scored 
review, and focuses entirely on physical accessibility to and through the clinic for all Alliance 
members, including Seniors and Persons with Disabilities (SPDs). 

Any Corrective Action Plans (CAPs) that result from the scored reviews must be addressed within 
the established CAP timelines.  The Alliance assists providers with their CAPs by answering 
questions, and providing resources whenever possible.  Providers that do not meet CAP 
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timelines, as specified in MMCD Policy Letter14-004, timelines, are required to be removed from 
the network.   

Additionally, provider sites that score below 80% in either Attachment A or B for two 
consecutive reviews must score a minimum of 80% in the next review for both Attachments A 
and B.  Sites that do not score a minimum of 80% for the third consecutive review, are required 
to be removed from the network. 

For more information on facility site reviews, please see Policies 401-1508 - Facility Site Review 
Process and 401-1521 – Physical Accessibility Review.  

The scoring sheets and guidelines for Attachments A and B can be found on the Alliance provider 
website. 

More information and the survey for Attachment C can be found on our Physical Accessibility 
Review page on the provider website. 

Primary Care Provider Selection 

Every new Alliance member will be provided an opportunity to select a PCP within the first thirty (30) 
calendar days of enrollment.  The member may communicate their PCP selection to the Alliance by 
phone, mail or email.  If the member doesn’t choose a PCP then they will be auto-assigned a PCP on the 
day their enrollment is effective. The auto-assignment program logic looks at the following factors when 
doing PCP assignment: 

•  Zip code 

•  Age 

•  Gender 

•  Language 

•  Family linkage 

•  Provider status 

Initial Health Assessment  
The Medi-Cal Managed Care Division of the California Department of Health Care Services (DHCS) 
requires that each PCP complete an Initial Health Assessment (IHA) for all of his/her linked Medi-Cal 
members within 120 days of the member’s enrollment.  At a minimum, an IHA must include the 
following: comprehensive history, preventive services, comprehensive physical and mental status exam, 
diagnoses and plan of care, and Individual Health Education Behavioral Assessment (IHEBA) using the 
Staying Healthy Assessment (SHA) or other state-approved tool. 

The SHA and related instructions can be found on the Alliance provider website.  

Refer to MMCD Policy Letter 08-003 for requirements on IHA components. It is the providers’ 
responsibility to code appropriately. The following table on pages 16-17 is a guide for IHA service billing: 
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Member 
Population 

Member Age 2013 CPT Billing 
codes 

ICD-9 reporting 
codes 

ICD-10 reporting 
codes 

Pediatric 
Non-CHDP* 

Newborn under 
8 days 

New Pt: 99381 

Established Pt: 
99391 

CPT and V20.31 CPT and Z00.110 

Pediatric 
Non-CHDP 

Newborn 8 – 28 
days 

New Pt: 99381 

Established Pt: 
99391 

CPT and V20.32 CPT and Z00.111 

Pediatric 
Non-CHDP 

29 days –  

12 months 

New Pt: 99381 

Established Pt: 
99391 

CPT and V20.2  CPT and *Z00.121: 
Encounter for routine 
child health examination 
with abnormal findings. 

CPT and Z00.129: 
Encounter for routine 
child health examination 
without abnormal 
findings. 

*Note: A second dx code 
is required to identify 
abnormal findings. 

Pediatric 
Non-CHDP 

Child 1-4 years New Pt: 99382 

Established Pt: 
99392 

CPT and V20.2 

Pediatric 
Non-CHDP 

Child 5-11 
years 

New Pt: 99383 

Established Pt: 
99393 

CPT and V20.2 

Pediatric 
Non-CHDP 

Child 12-17 New Pt: 99384 

Established Pt: 
99394 

CPT and V20.2 

Pediatric 
Non-CHDP 

18 – 20 New Pt: 99385 

Established Pt: 
99395 

CPT and  V20.2 

Pediatric 
CHDP 

Newborn under 
8 days 

Appropriate CHDP 
code 

V20.31 Z00.110 

Pediatric 
CHDP 

Newborn 8 – 28 
days 

Appropriate CHDP 
code 

V20.32 Z00.111 

Pediatric 
CHDP 

29 days – 20 
years 

Appropriate CHDP 
code 

V20.2 *Z00.121: Encounter for 
routine child health 
examination with 
abnormal findings. 

Z00.129: Encounter for 
routine child health 
examination without 
abnormal findings. 

*Note: A second dx code 
is required to identify 
abnormal findings. 
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Adult 21-39 New Pt: 99385 

Established Pt: 
99395 

CPT and V70.0 CPT and Z00.00: 
Encounter for routine 
adult health examination 
without abnormal 
findings.  

CPT and *Z00.01: 
Encounter for routine 
adult health examination 
with abnormal findings. 

*Note: A second code is 
required to identify 
abnormal findings. 

Adult 40-64 New Pt: 99386 

Established Pt: 
99396 

CPT and V70.0 

Adult 65 and up New Pt: 99387 

Established Pt: 
99397 

CPT and V70.0 

Pregnant 
Women 

 CPT codes 
59400, 59510, 
59618 

or 

Medi-Cal Codes 
Z1032, Z1034, 
Z1036, Z1038 

  

E & M Office 
Visit Codes 

Any Age 99203-99205, 
99213-99215. 

 

CPT and an 
appropriate dx 
code: 

V20.31, V20.32, 
V20.2, or V70.0 

CPT and an appropriate 
dx code: Z00.00, 
Z00.01, Z00.110, 
Z00.111, Z00.121, 
Z00.129 

 
* Child Health and Disability Prevention (CHDP) 

For more information on IHA criteria, please see Policy 401-1511 - Initial Health Assessment. 

Preventive Care 
As a PCP, you are required to provide preventive health care according to nationally recognized criteria.  
Please visit our Clinical Resources on the provider website if you need assistance with Preventive Care 
Guidelines for either children or adult patients.  Alliance prevention guidelines for adults are based on 
recommendations of the U.S. Preventive Services Task Force (USPSTF). Alliance prevention guidelines 
for children are based on recommendations of the American Academy of Pediatrics (AAP) and Child 
Health and Disability Prevention (CHDP) standards.  Alliance immunization guidelines for adults and 
children are based upon recommendations of Centers for Disease Control and Prevention, Advisory 
Committee on Immunization Practices (CDC-ACIP). 

For more information on Adult Preventive Care, please see Policy 401-1502 - Adult Preventive Care. 

For more information on Child Preventive Care, please see Policy 401-1505 - Childhood Preventive Care. 

For the CDC recommended immunization schedule for adults and children, please visit the CDC website.  
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Screening, Brief Intervention, and Referral to Treatment for Alcohol 
Misuse 
As part of the comprehensive preventive care program, effective with dates of service on or after 
January 1, 2014, PCPs are required to offer Screening, Brief Intervention, and Referral to Treatment 
(SBIRT) services to all adult members (18 years and older) related to alcohol misuse as recommended 
by the US Preventative Services Task Force (USPSTF). SBIRT should be provided to members who 
respond affirmatively to the alcohol pre-screen question on the SHA or whose PCP otherwise identifies 
as having risky or hazardous alcohol use. For those members who respond affirmatively to pre-
screening, the Alcohol Use Disorder Identification Test – Consumption (AUDIT-C) or other validated 
alcohol screening questionnaire should be administered. For members who respond affirmatively to the 
AUDIT-C or other validated screening tool, PCPs will offer alcohol use brief interventions (up to three 15 
minute sessions in person or by phone) or refer members identified with possible alcohol use disorders 
to the alcohol and drug program in the county where the member resides for further evaluation and 
treatment.  

Each member over 18 years of age is eligible for three screenings and up to three brief interventions per 
screening, per year in order to account for any change in PCP and to provide flexibility in meeting a 
member’s readiness for the intervention. Brief intervention sessions may be combined in one or two 
visits or administered as three separate visits and may be provided on the same date of service as the 
screening or on subsequent days. More information regarding screening and brief intervention is 
available at the DHCS website or on the SAMHSA-HRSA Center for Integrated Health Solutions (CIHS) 
website.  For more information also see Policy 404-1313 - Primary Care Provider Responsibilities 
Including Case Management and the Promotion of Patient Centered Medical Home.  

Comprehensive Tobacco Cessation Services 
PCPs are responsible for screening for tobacco use for all patients (of any age) and to make appropriate 
referrals. For additional information about this benefit and the Tobacco Cessation Support (TCS) 
program, refer to Section 10.  Health Education and Disease Management Programs. 

Accessibility Standards 
The PCP’s requirement to provide timely enrollee access to health care, delivered in an appropriate, cost 
effective setting, will be ensured through a monitoring process using acceptable performance standards.  
For more information, please see Policy 401-1509 - Accessibility and Policy 300-8030 - Monitoring 
Network Compliance with Accessibility Standards. 

Medical Records 
Each primary care office is responsible for maintaining adequate medical records of patient care.  
Records must be maintained in accordance with applicable federal and state privacy laws.  All medical 
records must be maintained in a manner consistent with professional practices and prevailing 
community standards. 

You are required to maintain records for seven years after termination of your agreement with the 
Alliance — and for the period of time required by federal and state law and Membership Contracts, 
including the period required by the Knox-Keene Act and Regulations, and Medicare and Medi-Cal 
programs. 

Access To and Copies of Records 
Our Health Services and/or Compliance staff may request records from your office for one or more of 
our covered members for several reasons, including: 

• Quality improvement studies mandated by the Medi-Cal Managed Care Division. 
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• Authorization requests. 

• Claims’ payments issues. 

• Assistance with case coordination. 

• Determination of “requests for administrative member” status. 

• Possible California Children’s Services (CCS) referrals. 

• Follow-up to a member complaint or quality of care issue. 

• Evaluation of potential fraud/abuse concerns. 

For complete details on provider responsibilities relative to medical records, please see  
Policy 401-1510 - Medical Record Review and Requirements. 

Confidentiality of Information 
Providers are responsible for ensuring and maintaining the confidentiality of information about members 
and their medical records, in accordance with applicable federal and state laws.  The names of any 
member receiving public social services must be kept confidential and protected from unauthorized 
disclosure.  This includes all information, records, and data collected and maintained for the operation of 
the Agreement.  Providers may not use any such information for any purpose other than carrying out 
the terms of their agreement.  In compliance with The Health Insurance Portability and Accountability 
Act (HIPAA), members are entitled to an accounting of any disclosure of information. For additional 
information please see the Mental Health Benefits material included Sections 3-5 in this Manual. 

Provider Incentives 
The Alliance operates a Care Based Incentive (CBI) program for its contracted PCPs.  The program is 
designed to compensate PCPs for efforts undertaken to improve the care provided to eligible members 
as reflected by data measured by the Alliance.  CBI consists of two components:  the CBI Incentive 
Program and the CBI Fee-for-Service Incentive. 

For more information on CBI, please see Appendix 2. Care Based Incentives at the end of this Manual. 

Utilization Management Program 
For information on the Alliance Utilization Management Program, please see Policy 404-1101- 
Utilization Management Program. 
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Section 3. Medi-Cal Program 

Types of Medi-Cal:  Levels of Benefits 
Medi-Cal is California’s version of the federal Medicaid program.  With a combination of federal and state 
funding, Medi-Cal provides health care coverage to all citizens and most legal residents who make less 
than 138% of the Federal Poverty Limit (FPL).  Medi-Cal offers three basic levels of benefits — full 
scope, limited scope and special programs.  There is one additional type of full scope eligibility called 
Share of Cost (SOC). 

Full-Scope Medi-Cal 
The majority of Alliance Medi-Cal beneficiaries are eligible for full-scope Medi-Cal, which provides 
coverage for the full range of Medi-Cal covered services.  A person may be eligible for full-scope Medi-
Cal with or without a share of cost.  However, there are some full-scope aid codes that are under the 
fee-for-service Medi-Cal system.  One such example is the Child Health and Disability Prevention (CHDP) 
Gateway aid codes. 

Limited-Scope or Restricted Medi-Cal 
Limited-scope, or restricted Medi-Cal, provides coverage only for a limited set of benefits, primarily 
emergency, pregnancy and long-term care services.  There is another set of limited-scope aid codes that 
cover services relating to treatment for breast or cervical cancer.  An individual may be eligible for 
limited-scope Medi-Cal with or without a share of cost.  The Alliance currently covers only a few limited-
scope aid-codes — primarily breast and cervical cancer treatment programs.  Most other limited-scope 
aid-codes are under the fee-for-service Medi-Cal program. 

Special Programs 
Medi-Cal also has aid codes that provide coverage under special programs.  These special-program aid 
codes include tuberculosis services, pregnancy-only services and minor-consent services.  Individuals in 
these aid codes are covered under the fee-for-service Medi-Cal program and not through the Alliance. 

Share of Cost 
Some Medi-Cal beneficiaries have what is known as a Share of Cost (SOC).  A SOC is the amount that 
the individual or family is required to pay out of pocket for medical expenses before becoming eligible 
for Medi-Cal during that month.  For example, if a person has a SOC of $150,  he/she must pay that 
amount out of pocket on medical expenses before billing Medi-Cal or the Alliance for any services 
rendered that month that are in excess of the member’s SOC.  A SOC is a monthly obligation — it must 
be met each month in order for the individual to be covered by Medi-Cal that month.  SOC Medi-Cal 
recipients do not become eligible for Alliance Health benefits until they have met their share of cost for 
that month.  Once they meet their SOC, they become administrative members of the Alliance and may 
receive care from any willing Medi-Cal provider in the Alliance’s service area. 

Providers can post monies paid for services toward a member’s SOC either via the California Department 
of Health Care Services (DHCS) website using the Point of Service (POS) device, or by calling DHCS 
(SOC amounts should be posted on the date the member paid for the service).  For assistance with 
posting a member’s SOC, please do not contact the Alliance.  Please contact the Medi-Cal POS and 
Internet Help Desk at (800) 547-5555.   

Categories of Medi-Cal Eligibility: Aid Codes 
Medi-Cal has more than 160 categories of eligibility, also known as aid codes.  The Medi-Cal aid code is 
the two-digit number or combination of alpha and numeric characters that indicates the specific Medi-
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Cal program category under which the individual qualifies.  DHCS, not the Alliance, establishes aid 
codes.  Medi-Cal aid codes are assigned by county Medi-Cal eligibility staff, or by the state, based on 
federal and state guidelines for eligibility.  Aid codes are added, deleted and revised periodically. 

Enrollment and Eligibility  
Individuals and families apply for Medi-Cal through their county Social Services Department and through 
Covered California.  Applications may be done in person, online, through the mail or over the phone.  
Elderly and disabled individuals who receive Supplemental Security Income (SSI) automatically receive 
Medi-Cal along with their SSI benefit. 

Eligibility for Medi-Cal is month to month.  Medi-Cal recipients must re-certify their eligibility periodically.  It 
is not uncommon for individuals or families to lose Medi-Cal eligibility and then regain it at a later date.  
Eligibility for Medi-Cal can also be effective retroactively in some cases.  Please note that a member’s 
eligibility must be verified before delivery of services and that the Alliance identification card alone is not a 
guarantee of eligibility. 

Timing of Eligibility through Fee-For-Service Medi-Cal and the Alliance  

Not all Medi-Cal beneficiaries are Alliance members.  Those that are not are eligible under the Medi-Cal 
Fee-For-Service system (FFS Medi-Cal).  Providers seeing these beneficiaries would bill and be 
reimbursed directly for covered services by Affiliated Computer Services, the state Medi-Cal fiscal 
intermediary.  Any necessary prior authorization for elective services (referred to as an “Authorized 
Referral Request,” formerly known as “Treatment Authorization Request” or “TAR”) for Medi-Cal 
beneficiaries not covered by the Alliance should be submitted to the Medi-Cal field office, not to the 
Alliance. 

Newly eligible Medi-Cal beneficiaries are covered through FFS Medi-Cal for at least their initial month of 
eligibility.  If they requested and received eligibility for any prior months, known as retroactive 
eligibility, those months would also be covered through FFS Medi-Cal.  Newly eligible Medi-Cal 
beneficiaries will not become Alliance members until the first of the month following their enrollment as 
long as their eligibility is processed in time to be transmitted to the Alliance by the state in a month end 
eligibility file.  For example: 

• A Medi-Cal beneficiary who applies for Medi-Cal on June 3: Once eligibility is determined, 
eligibility will be effective as of June 1.  The beneficiary will be covered through FFS Medi-Cal 
for the month of June.  Alliance enrollment will begin on July 1. 

• A Medi-Cal beneficiary who applies for Medi-Cal on June 26: Once eligibility is determined, 
eligibility will be effective as of June 1.  The beneficiary will be covered through FFS Medi-Cal 
for the months of June and July.  Alliance enrollment will begin on August 1.  

In addition, the Alliance may be responsible for services provided to an Alliance Medi-Cal member whose 
annual eligibility redetermination occurs within 60-days after the member’s annual eligibility 
redetermination date.  If the member completes the redetermination process within 60 days after their 
eligibility redetermination date, their eligibility will be made retroactive to that date, and the member 
will be covered by the Alliance for the entire period.  The member would not be considered “newly 
eligible.”  If the member allows his or her benefits to lapse for more than 60 days from their annual 
renewal date, he/she would be considered newly eligible upon re-enrollment, with any period of 
retroactive eligibility covered by FFS Medi-Cal. 
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Providers should always verify eligibility prior to rendering services, to ensure eligibility and find out if 
coverage is through FFS Medi-Cal or the Alliance. 

How to Verify Eligibility with the Alliance 
Member eligibility verification is available online through the Provider Portal.  If you have not used this 
feature in the past, you should complete the Provider Portal Request Form to register to use the 
Provider Portal.  A link to the state Medi-Cal website is also accessible on our website in case you need 
to verify fee-for-service (FFS) Medi-Cal status. 

The online and automated eligibility systems will provide you with the following information: 

• Eligibility status for the date(s) of service requested. 

• Name of the member’s PCP or notification that the member is an administrative member. 

• Other health coverage the member may have (if applicable and if the Alliance is aware of it). 

• The member’s eligibility for CCS eligibility (if applicable). 

• A confirmation number. 

Other ways to verify eligibility are: 

• Call (800) 700-3874 ext.5501 for the 24-hour interactive voice-response eligibility 
verification line. 

• Call the Alliance Member Services Department at (800) 700-3874 (Mon–Fri, 8 AM to 5 PM).  
Eligibility can be verified for a maximum of three (3) members at a time; please note that 
no confirmation number will be given at this time. 

When you telephone, please provide all of the following: 

• The member’s full name. 

• The member’s Alliance Member ID number or Social Security Number.  If you do not have 
either of these, you must provide the member’s date of birth. 

• Date(s) of service for which you want to check eligibility. 

Please note that eligibility information is most accurate for the current month and the preceding 11 
months; we cannot check eligibility for dates of service past one year, nor can we verify eligibility for 
future dates of service.  Remember that not all Medi-Cal beneficiaries will be Alliance members.  If you 
cannot verify eligibility for a Medi-Cal member through the Alliance, swipe the Benefits Identification 
Card (BIC) or check the DHCS website; results should tell you if your patient is eligible for Medi-Cal but 
not covered under the Alliance.  The Alliance is not able to verify eligibility for Medi-Cal beneficiaries who 
are not Alliance members. 

If you are a PCP, you may also check your Alliance Member List through your Provider Portal account. 

Administrative vs. Linked Member 
A “linked” member of the Alliance is an individual who has selected or been assigned to a PCP.  An 
“administrative member” is a member who is not assigned to a specific physician or clinic and, 
therefore, may see any willing Medi-Cal provider within the Alliance’s service area.  Administrative 
members will have “Administrative Member” listed on their Alliance ID cards in the PCP section, rather 
than the name of a doctor or clinic.  Newly eligible Alliance members will have “Administrative Member – 
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Newly Eligible” on their ID cards in the PCP section.  Approximately 20% of Alliance Medi-Cal members 
are administrative members.  Categories of administrative members include: 

• Share of Cost — A member who has Medi-Cal with a share of cost. 

• Long-Term Care — A member who is residing in a skilled or intermediate-care nursing 
facility  
for more than 30 days after the month of admission. 

• Out of Area — A member who resides out of the Alliance’s service area but whose  
Medi-Cal case remains in Santa Cruz, Monterey or Merced counties.  These may include  
out-of-area foster-care or adoption-assistance placements and long-term care placements.  
They would also include members who have moved out of area and are in the process of 
having their Medi-Cal case transferred to their new county. 

• Newly Eligible — A member in the first month of eligibility as an Alliance member  
who may see any willing Medi-Cal provider within the Alliance’s service area until they have 
chosen or been assigned to a PCP. 

• Other Health Coverage (OHC) — A member who has other health insurance that is primary 
to their Medi-Cal; this includes members with both Medi-Cal and Medicare, as well as 
members with both Medi-Cal and commercial insurance.  Alliance members with other health 
coverage must access care through their primary insurance.  Except for dual eligibles 
(members with Medicare and Medi-Cal), an Alliance member with OHC does not become an 
administrative member until after the Alliance has verified their other health coverage. 

The change of a member’s status from linked to administrative is not automatic — we must be informed 
of the member’s circumstances by the provider or the member him/herself in order to make the change 
in status.    If you feel a member’s status should be changed to administrative for medical reasons you 
may submit a Request for Administrative Member Status form. You may also contact our Health Services 
Department at (800) 700-3874 ext. 5512. For non-medical reasons, please contact the Member Services 
Department at (800) 700-3874 ext. 5505.    

Claims for services rendered to administrative members must be sent to the Alliance unless the member 
is also in the California Children’s Services (CCS) program and the claim is for CCS-related care.  In this 
case, the claim should first be forwarded to the CCS office.  If the member has other health coverage, in 
addition to Medi-Cal, the claim should be sent first to the primary payer.  All covered services that the 
Alliance is responsible for that are provided to administrative members are reimbursed by the Alliance 
on a fee-for-service basis. 

For more information about administrative members, please see Policy 200-5000 - Administrative 
Member Status for Medi-Cal Members. 

Member ID Card  
The state of California issues a plastic Medi-Cal ID card known as the Benefits Identification Card, or BIC.  
The BIC shows the member’s name, date of birth, 14-digit identification number and the card issue date.  
Use this information to verify eligibility with the state or with the Alliance (the Alliance uses the first nine 
digits of the Medi-Cal ID number as the Alliance Member ID number).  The county Social Services 
Department may issue a temporary, emergency “paper card” when the member cannot wait for the state 
to issue the BIC. 
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The Alliance also issues an ID card to members, an example of which is shown below. 

 

The Alliance ID card is a black and white, laminated card that identifies Medi-Cal recipients as Alliance 
members; however, this ID card is not a guarantee of eligibility or payment for services.  It is the 
responsibility of the provider to verify eligibility before providing services.  Both eligibility and PCP 
linkage are subject to change.  The provider is responsible for verifying eligibility for each date of service 
in which services are rendered.  The Alliance member ID number has nine digits, starting with the 
number 9 and ending with a letter.  Use this number to verify eligibility with the Alliance. 

Alliance Medi-Cal members who are required to pay a share of cost (SOC) do not receive an Alliance ID 
card until they have met their SOC for the first time.  Once a member meets his/her SOC for the first time, 
he/she will receive an Alliance ID card. 

Out of Area Medi-Cal Beneficiaries 
Medi-Cal beneficiaries who become eligible in counties other than Santa Cruz, Monterey or Merced are 
not the responsibility of the Alliance.  However, any Medi-Cal provider may render services to these 
members and bill Affiliated Computer Services or the appropriate Medi-Cal Managed Health Care Plan. 

When an Alliance member moves, he/she must notify his/her Medi-Cal eligibility worker or, for those 
receiving Supplemental Security Income (SSI), notification is required to the Social Security 
Administration.  If you become aware of Alliance members who have moved, or are planning a 
permanent move out of our service area, please give the out-of-area address and phone number to our 
Member Services Department so that we may confirm that the member has reported the move.  If the 
move has been reported timely, the member will be dropped from your case-management list by the 
first of the following month and will remain an administrative member until the member’s case is 
transferred to his/her new county. 

The majority of Alliance members who leave the service area will eventually become the financial 
responsibility of the new county of residence and cease to be Alliance members.  The timeframe in 
which to effect this change depends on several factors and can take from 1-3 months.  During this time, 
the member is covered by the Alliance only for emergency services while outside of the Alliance service 
area. 

Circumstances in which residence or relocation out of our service areas will not result in a change of 
responsible county include placement of foster care/adoption assistance children out of our service area; 
or other out-of-area placement of children or residents of long-term care facilities when there is a local 
conservator or guardian involved. 
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Continuity of Care 
To ensure that medically necessary, in-progress, covered medical services are not interrupted due to the 
termination of a provider’s contract; we assure continuity of care for our members, as well as for those 
newly enrolled individuals who have been receiving covered services from a non-participating provider. 

When a provider’s contract is terminated or discontinued for reasons other than a medical disciplinary 
cause, fraud, or other unethical activity, a member may be able to receive continued care with him/her 
after the contract ends.  Continuity of care is permitted for the following conditions: 

• An acute condition. 

• A serious chronic condition and/or a terminal illness. 

• A pregnancy and care of a newborn child from birth to 36 months. 

• Surgery or other procedure that has been authorized and documented by the provider  
to occur within 180 days of the contract termination. 

• Any other covered service dictated by good professional practice. 

• The practitioner must continue to treat the member and must accept the payment 
and/or other terms. 

• For an acute or terminal condition, the services shall be covered for the duration of the 
illness. 

For further details on continuity of care, please see Policy 404-1114 - Continuity of Care. 

Benefits 
For a complete summary of benefits for Alliance Medi-Cal members, please visit the Alliance provider 
website. 

Mental Health Benefits 
Outpatient mental health services are now a benefit covered by the Alliance, effective January 1, 2014. 
The Alliance covers specified services to adults and children diagnosed with a mental health disorder, as 
defined by the Diagnostic and Statistical Manual of Mental Disorders (DSM) that results in mild to 
moderate impairment of mental, emotional, or behavioral functioning.  The mental health services 
covered by the Alliance include: 

• Individual and group mental health evaluation and treatment (psychotherapy); 

• Psychological testing, when clinically indicated to evaluate a mental health condition (prior 
authorization from the Managed Behavioral Health Organization required); 

• Outpatient services for the purposes of monitoring drug therapy; 

• Outpatient laboratory, drugs, supplies and supplements (excluding anti-psychotic drugs 
which are covered by Medi-Cal FFS); 

• Psychiatric consultation; and 

• Effective September 15, 2014, Behavioral Health Treatment for Autism Spectrum Disorder 
(prior authorization from the Managed Behavioral Health Organization required). 
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Couples counseling or family counseling for relational problems are excluded from Alliance covered 
services. 

The Alliance partners with Beacon Health Strategies (Beacon)/College Health IPA (CHIPA), a Managed 
Behavioral Health Organization (MBHO), to administer mental health services on behalf of the Alliance.  
These services are provided through Beacon’s provider network. PCPs may refer members to Beacon for 
assessment and referral.  Beacon can be accessed by members and PCPs via their toll-free number 24 
hours a day, 365 days a year at (855) 765-9700.  Beacon providers will ask members to sign a 
statement authorizing the clinician to share clinical status information with the member’s PCP and for 
the PCP to respond with additional member status information to the extent permitted by law. Members 
may elect to authorize or refuse to authorize release of any information except as necessary to comply 
with federal, state, and local laws. 

Behavioral Health Treatment (BHT) for Autism Spectrum Disorder (ASD) includes Applied Behavioral 
Analysis and other evidence based services. This particular benefit is available for members under the 
age of 21 who have an ASD diagnosis. The role of the PCP is particularly important in determining an 
ASD diagnosis as well as providing medical follow-up for the commonly co-occurring medical disorders 
that can complicate treatment. Beacon/CHIPA is administering this benefit on behalf of the Alliance. 
Members currently receiving BHT from a regional center will continue to receive services from a regional 
center. All new referrals will be managed by Beacon/CHIPA. Providers should refer members who are 
not actively receiving services from a regional center and who meet the diagnostic criteria to 
Beacon/CHIPA at (855) 765-9700. 

The Alliance will continue to cover outpatient laboratory, supplies, supplements, drugs (excluding anti-
psychotic drugs, which are covered by Medi-Cal FFS) and mental health services within the scope of 
PCP’s practice.  PCPs may contact Beacon/CHIPA to request a psychiatric consultation for medication 
management or to discuss mental health concerns managed by the PCP. 

Specialty Mental Health Services for severe mental illness (SMI) will continue to be the responsibility of 
the county Mental Health Plans. Substance Use Disorder (SUD) benefits will also continue to be the 
responsibility of the county Mental Health Plans. An elevated level of consent is required for SUD 
services; contact your county mental health department for more information. 

For more information on the Alliance Medi-Cal mental health benefits, see Policy 400-1107 - Mental 
Health Services for Medi-Cal  and Policy  404-1313 - Primary Care Provider Responsibilities Including 
Case Management and the Promotion of Patient Centered Medical Home.  

“Carved-Out” Services Not Covered by the Alliance Medi-Cal Program 
Certain medical or allied-health services are not included in the Alliance’s benefits package and thus we 
are not responsible for authorizing or providing those services; rather, they are covered directly by the 
state Medi-Cal program.  These are referred to as “Carved-Out Benefits.”  Following is a list of these 
benefits — you must bill Affiliated Computer Services directly for providing these services: 

• Dental services.  Please call Denti-Cal at (800) 322-6384 for assistance in locating a Medi-
Cal dentist or to obtain prior authorization for service. 

• Short-Doyle/Medi-Cal mental health services (inpatient or outpatient).  Providers are 
required to provide assistance to Medi-Cal members needing specialty mental health 
services for SMI by calling Beacon at (855) 765-9700, for screening or referring them 
directly to the appropriate county Mental Health Plan.  Additionally, providers should 
coordinate services with the Medi-Cal member’s mental health provider, as appropriate. 
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• Alcohol and drug treatment program services (including outpatient heroin detoxification). 
Providers are required to provide assistance to Medi-Cal members needing Alcohol and Drug 
Treatment services by referring them to the appropriate county or community agency. PCPs 
may call Beacon for assistance in appropriately referring members with Substance Use 
Disorders. 

• Laboratory services provided under the state serum alpha-fetoprotein testing program 
administered by the Genetic Disease Branch of DHCS. 

• Erectile Dysfunction drugs and other Erectile Dysfunction therapies.  Providers are required 
to provide assistance to Medi-Cal members needing Erectile Dysfunction drugs and other 
Erectile Dysfunction therapy services by referring them to the appropriate county or 
community agency. 

• Targeted Case Management Services as specified in Title 22 CCR Section 51351.   

• Services rendered in a federal or state hospital. 

• Local Education Authority (LEA) Services. 

• Certain home and community-based wavered services (e.g., In Home Operations, HIV/AIDS 
Home and Community Based Services Waiver, Multipurpose Senior Services).  For more 
information on waiver services please see Policy 405-1107 - HIV-AIDS Home and 
Community Based Services Waiver Programs  and Policy 405-1108 - Medi-Cal Home and 
Community Based Services (HCBS) Waiver Programs. 

• California Children’s Services (CCS).  Providers must identify and refer members with CCS-
eligible medical conditions to the local CCS Program for authorization of such services.  The 
Alliance CCS Liaison will guide you through the CCS referral process.  Please call the Alliance 
at (800) 700-3874 ext.5562 or ext.5360 to speak with the CCS Liaison.  The number for 
CCS in Santa Cruz County is (831) 763-8900; in Monterey County it is (831) 755-5500; and 
in Merced County the number is (209) 381-1114.  For more information on the CCS referral 
procedure, please see Policy 404-1305 - Screening and Referral of Medically Eligible Children 
to CCS Program. 

• Case management services to infants and children ages 0-36 months that have 
developmental delays or disabilities. The Early Start Program provides early intervention 
eligibility assessment services.  

Vision Services  
The Alliance sub-contracts with Vision Services Plan (VSP) to provide vision services to Medi-Cal 
members.  Members under the age of 21 or who are residing in a skilled or intermediate nursing facility 
are eligible for both refractive eye exams and eyeglasses.  Members 21 years of age and older who are 
not residing in a skilled or intermediate nursing facility are eligible only for refractive eye exams.  Lenses 
and frames are not a benefit for these members. For refraction services or eyeglasses, members must 
go to a VSP Medi-Cal participating provider. Participating providers can be found in the Provider 
Directory. 

For information on how to become an approved optometrist, please reference Policy 300-4160- 
Optometrists Reimbursement for Medical Services. 
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New Technology Assessment 
Upon request for information, following Policy 404-1714 - Technology Assessment, the Alliance will 
evaluate new technologies such as medical and behavioral health procedures, pharmaceuticals and 
devices; evaluate changes in the application of existing technologies and determine whether a new 
technology should be an added benefit. 

Coordination of Care 
As a PCP you are part of the interdisciplinary team supporting the member's medical as well as 
psychosocial and environmental needs.  Screening, preventive and medically necessary and therapeutic 
services that are covered benefits will continue to be covered by the Alliance. 

The Alliance will continue to provide for normally covered medical services for members receiving 
services from CCS, San Andreas Regional Center (SARC), Central Valley Regional Center (CVRC), or the 
Early Start Program and will coordinate with the PCP and the designated center to assist with the 
development of a care plan, or in meeting the care plan that has been developed. 

The Alliance maintains Memoranda of Understanding (MOU) with the Santa Cruz County Health 
Services Agency, Monterey County Health Services Department and Merced County Department of 
Public Health.  The MOU is an agreement between the Alliance and a division of the county Health 
Services Agency that delineates how the two entities will coordinate the provision of covered and/or 
public health services, as appropriate.  The MOU also delineates the roles and responsibilities of each 
agency related to specific public health services. 

California Children’s Services  
California Children’s Services (CCS) is a state program that provides diagnostic and treatment services, 
medical case management, and physical and occupational therapy services to children (ages 0 until day 
before 21st birthday) who have CCS-eligible medical conditions.  CCS-eligible medical conditions include, 
but are not limited to, chronic medical conditions such as cystic fibrosis, hemophilia, cerebral palsy, 
heart disease, cancer, traumatic injuries, infectious diseases producing major sequelae, those that limit 
or interfere with physical function but can be cured, improved or stabilized — e.g., birth defects, 
handicaps present at birth or developing later, and injuries from accidents or violence.  These conditions 
tend to be relatively uncommon, chronic rather than acute, and costly.  They generally require the care 
of more than one health care specialist. 

Per the Alliance policy, PCPs must refer Alliance members with CCS-eligible medical conditions to CCS for 
case management and treatment of the CCS-eligible condition.  Also, please notify the Alliance CCS 
Liaison immediately at (800) 700-3874 ext.5562 (for Monterey members), ext.5674 (for Santa Cruz 
members), or ext.5360 (for Merced members) about any potential CCS-eligible conditions.  Members 
under the care of CCS will continue to remain enrolled in the Alliance for primary-care services and 
referrals unrelated to the CCS condition.  The PCP relationship remains intact for all health care 
interventions unrelated to CCS conditions. 

The Alliance will help identify CCS eligible conditions through review of referrals, authorizations, claims 
and encounters for diagnosis categories, as well as during hospital concurrent review.  In addition, we 
will work with providers, admitting physicians, hospital discharge planners, neonatologists, or hospital 
pediatricians as appropriate, to ensure that potential candidates are referred to CCS. 

For more information about CCS referrals, please see Policy 404-1305 - Screening and Referral of 
Medically Eligible Children to CCS Program. 

For more information about pediatric therapies for Medi-Cal recipients, please see Policy 404-1710 - 
Pediatric Therapies for Medi-Cal Recipients. 
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Child Health and Disability Prevention Program 
The Child Health and Disability Prevention (CHDP) Program is a preventive program to ensure periodic 
health assessments and services for low-income children and youth in California.  CHDP is funded by 
both federal and state governments to ensure the provision of a pre-specified maximum number of 
preventive-care visits for children under 21 years of age who are enrolled in Medi-Cal. 

Health assessments are provided by CHDP-enrolled private physicians, local health departments, 
community clinics, managed care plans, and some local school districts. 

Some of the services covered by CHDP include, but are not limited to: 

• Dental screening. 

• Developmental assessment. 

• Health and development history. 

• Immunizations. 

• Laboratory tests and procedures (including tests for serum levels of lead). 

• Nutritional assessment. 

• Periodic comprehensive health examinations. 

• Psychosocial screening. 

• Speech screening. 

• Vision screening. 

Members with Developmental Disabilities 
During the Initial Health Assessment performed when enrolling new children into your practice, you will 
identify those who have, or are at risk of acquiring, developmental delays or disabilities, including signs 
and symptoms of mental retardation, cerebral palsy, epilepsy or autism.  Additionally, developmental 
screening is a part of each well-baby and well-child visit. 

A developmental disability is a disability attributable to mental retardation, cerebral palsy, epilepsy, autism, 
or other conditions similar to mental retardation that originates before the age of 18 years, is likely to 
continue indefinitely, and constitutes a significant handicap for the individual.  A developmental delay is 
impairment in the performance of tasks or the meeting of milestones that a child should achieve by a 
specific chronological age. 

The Alliance is required to cover all medically necessary and appropriate developmental screenings, 
primary preventive care, diagnostic and treatment for members who have been identified or are 
suspected of having developmental disabilities, and for members who are at high risk of parenting a 
child with a developmental disability.  We try to ensure that members with developmental disabilities 
receive all medically necessary screening, preventive, and therapeutic services as early as possible.  
(We have the authority to determine medical necessity for covered services). 

Such members are referred to the appropriately funded agency, such as the Local Education Agencies 
(LEA), the San Andreas Regional Center (SARC) in Santa Cruz and Monterey Counties, and Central 
Valley Regional Center (CVRC) in Merced County.  SARC and CVRC are part of a statewide system of 
locally based regional centers that offer supportive services programs for California residents with 
developmental disabilities.  Regional centers provide intake and assessment services to determine client 
eligibility and needs, and work with other agencies to provide the full range of early intervention 
services.  Local regional centers can provide specific information on the services available in the 
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member’s service area.  Services include respite day programs, supervised living, psychosocial and 
developmental services, and specialized training. 

Members with developmental disabilities are linked to a PCP, who provides them with all appropriate 
preventive services and care, including necessary Early Periodic Screening, Diagnosis, and Treatment 
(EPSDT) services.  Preventive care is provided per the current guidelines of the American Academy of 
Pediatrics and the United States Preventive Services Task Force for Adults.  As a PCP, you are required 
to provide or arrange for medically necessary care to correct or ameliorate developmental disabilities 
and provide/arrange for all medically necessary therapies and items of durable medical equipment 
within the scope of your practice.  For those necessary services that are beyond the scope of your 
practice, you should make the necessary referrals and coordinate with the appropriate funding agency. 

Contact information for the local regional center field offices in Santa Cruz, Monterey and Merced 
Counties are as follows: 

SARC Santa Cruz Field Office SARC Monterey Field Office CVRC Merced Field Office 

1110 Main Street, Ste #8 344 Salinas Street, Ste #207 530 West 16th Street, Ste A 

Watsonville, CA  95076 Salinas, CA 93901 Merced, CA  95340 

Tel.  (831) 728-1781 Tel.  (831) 759-7500 Tel.  (209) 723-4245 

 
For additional information about patients with developmental disabilities and the use of regional centers, 
please see the following policies: 

Policy  405-1304 - Developmental Disabilities - Services to Plan Members. 

Policy  405-1302 - Early Intervention Services. 

Early Start Program for Developmentally Disabled Infants and Toddlers 
The Early Start Program is California's response to federal legislation ensuring that early intervention 
and medically necessary diagnostic and therapeutic services are provided to infants and children with 
developmental delays or disabilities — and that such services are provided in a coordinated, family-
centered network. 

Alliance members eligible for early intervention services are infants and toddlers from birth to 36 
months for whom documented evaluation and assessment confirms that they meet any one of the 
following criteria: 

• Child has a developmental delay in either cognitive, communication, social or emotional, 
adaptive, or physical and motor development including vision and hearing. 

• Child has an established risk condition(s) of known etiology, with a high probability of  
resulting in delayed development. 

• Child is at high risk of having a substantial developmental disability due to a combination of 
risk factors. 

California state legislation requires that you refer children between 0-36 months to the Early Start 
Program for evaluation if they exhibit a significant developmental delay, have multiple risk factors, or 
have an established risk factor; this referral must take place within 48 hours of your assessment. 
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Seniors and Persons with Disabilities 
The California Department of Health Care Services (DHCS) has instituted requirements for providers 
treating the Seniors and Persons with Disabilities (SPD) population.  These requirements are part of the 
Bridge to Reform 1115 Waiver. 

Health Risk Assessments  
All newly enrolled Medi-Cal only (non-dual or those with other health care coverage) SPD members will 
receive a health risk assessment (HRA) within 44 days of enrollment with the plan and annually 
thereafter.  Administering the HRA is not the responsibility of the PCP, though you will receive a copy, 
which should be maintained as part of the medical record.  The Alliance will administer the HRA either 
telephonically or by mail.  All HRAs will be conducted in the member’s preferred language.  Members will 
be stratified into high and low risk, with high-risk members being enrolled in Alliance Care Management 
Services for complex case management.  You will be directly notified of which members fall into the 
high-risk category.  The HRA does not take the place of the Initial Health Assessment for each new 
member within 120 days after his/her enrollment. 

Specialists as PCPs 
Specialists are now eligible to act as PCPs for members of the SPD population if they are willing.  
Members would be linked to your panel.  To become an SPD PCP you will need to be able to meet the 
needs of the member within the scope of your practice, have a PCP contract and be credentialed.  Please 
see “The Role of the PCP” at the beginning of this manual.  Your office will also have to undergo and 
pass a Facility Site Review as part of the credentialing process. 

Sensitivity Training 
All providers must receive sensitivity training to better meet the needs of the SPD population.  In 
addition to periodic workshops, sensitivity training materials may be found on the Alliance provider 
website. 

Physical Accessibility Review 
All PCPs and high volume specialists and ancillary providers will be surveyed for physical accessibility.  
The physical accessibility review (PAR) is an informational survey that will evaluate accessibility in the 
following categories:  parking, building exterior, building interior, restroom, exam room, and medical 
equipment (height adjustable exam tables, patient accessible weight scales).  Results of the survey will 
be made available to providers, and are published in the Provider Directory.  Your practice site will be 
listed as either having Basic Access or Limited Access.  The first PAR will take place as part of the initial 
credentialing process, or as soon as practical for existing PCPs and identified high volume specialists.  
The results are certified every three years with an attestation form, and a new survey is done every nine 
years, unless significant physical changes are made to the provider site  For more information about the 
PAR, please visit  the Alliance website, as well as see Policy 401-1521 - Physical Accessibility Site 
Review. 

For additional information regarding SPDs, see Policy 405-1112 - Care Management of Seniors and 
Persons with Disabilities for Medi-Cal. 

For additional information regarding complex case management, see Policy 405-1113 - Care 
Management Complex Case Management. 

Community Based Adult Services (Formerly Adult Day Health Care) 
The Fee-for-Service (FFS) Medi-Cal benefit known as Adult Day Health Care ended in California on March 
31, 2012.  On April 1, 2012, the California Department of Health Care Services (DHCS) created a new  
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benefit called Community Based Adult Services (CBAS).  Effective, July 1, 2012, CBAS transitioned from 
a FFS Medi-Cal benefit to a managed care benefit, effectively administered through the Alliance.   
 
There are four licensed CBAS Centers that represent the three counties serviced by the Alliance.  The 
Alliance is contracted with all four, providing effective coverage in Santa Cruz, Monterey, and Merced 
counties.  

Licensed CBAS Centers offer the following services to qualifying members: 

• Skilled nursing services. 

• Meals. 

• Physical Therapy. 

• Occupational Therapy. 

• Speech Therapy. 

• Socialization. 

• Social/Psychological Services. 

• Transportation to and from the CBAS Center, if required. 

To qualify for CBAS services members must be over the age of 18 and meet one of the following 
criteria: 

• Meet “Nursing Facility Level of Care A” (NF-A) or above and meet “ADHC Eligibility and 
Medical Necessity criteria”; or 

• Have a moderate or severe cognitive impairment, including moderate to severe Alzheimer’s 
Disease or other dementia comparable to, Stages 5,6, or 7 Alzheimer’s disease and meet 
“ADHC Eligibility and Medical Necessity criteria”; or 

• Have a developmental disability and meet “ADHC Eligibility and Medical Necessity criteria”; 
or 

• Have a mild to moderate cognitive disability, including Alzheimer’s or dementia (comparable 
to stage 4 Alzheimer’s disease), and meet “ADHC Eligibility and Medical Necessity criteria”, 
and demonstrates need for  assistance or supervision with two of the following: bathing, 
dressing, self-feeding, toileting, ambulation, transferring, medication management, or 
hygiene; or 

• Have a chronic mental illness and/or a brain injury, and meet ADHC eligibility and medical 
necessity criteria and demonstrate need for assistance or supervision with either: 

o Two of the following: bathing, dressing, self-feeding, toileting, ambulation, transferring, 
medication management, or hygiene: or 

o One need from the above list and one of the following: money management, accessing 
resources, meal preparation, or transportation. 

 
Referrals for CBAS services may be made by a physician, community service agency, hospital or health 
care provider, or a CBAS Center.   
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Prior authorization through the Alliance is required to obtain CBAS services.  A face-to-face assessment 
by an Alliance registered nurse will be done prior to an assessment being started at the CBAS Center. 
The authorization process entails eligibility screening, a multidisciplinary assessment at the CBAS 
Center, completion of an Individualized Plan of Care (IPC) by the CBAS Center and decision making by 
the Alliance.  If approved after the Alliance assessment, the members may receive CBAS services from 
one to five days per week, depending upon the member’s acuity and unique needs.  Reauthorization is 
required every six months by submitting an Authorization Request to the Utilization Management 
Department along with any necessary medical documentation for review. 

For more information on CBAS please see Policy 405-1111 - Community Based Adult Services and 
Enhanced Case Management. 

Skilled Nursing Facilities and Long-Term Care 
Long-term Care (LTC) is defined as care in a facility for longer than one full month.  LTC facilities may 
include a Skilled Nursing Facility (SNF), sub-acute facilities (pediatric and adult), or intermediate care 
facilities. 

Determination of the most appropriate level of care for the member, and the best facility to provide such 
care, is made by collaborative efforts between the PCP, the hospital Discharge Planning/Care 
Management departments, and the Alliance Utilization Management (UM) and Case Management (CM) 
teams.  Prior authorization is required for approval of admission to a long-term care facility of any kind. 

The criteria for receiving skilled-nursing services must meet the level-of-care standards set by Medi-Cal 
(Title 22, Section 51215).  The patient must require the continuous availability of procedures, including 
but not limited to: 

• Administration of IV, IM or SC injections and IV or SC infusions. 

• Gastric tube or gastronomy feedings. 

• Nasopharyngeal aspiration. 

• Insertion or replacement of catheters. 

• Application of dressings involving prescribed medications and aseptic techniques. 

• Treatments that require observation by licensed health care staff to evaluate the patient’s 
progress. 

• Administration of medical gases under a prescribed therapeutic regimen. 

• Restorative nursing procedures that require the presence of a licensed nurse. 

Medically necessary long-term care will be authorized by the Alliance at the time of admission for 
members who meet the criteria.  If the member does not meet the criteria for long-term care, if no AR 
was submitted, or if the facility is unable to meet the member’s nursing needs, a denial notice will be 
sent to the member, the PCP and the admitting physician.  The notification will include the process to 
appeal the denial decision. 

Unless otherwise determined, the PCP and member relationship continues during the limited long term-
care stay. 

For more information on LTC and SNF benefits for Alliance Medi-Cal members, please see policies:   
404-1524 - Long Term Care for Medi-Cal Members. 
 
404-1525 - Skilled Nursing Program Policy for Medi-Cal 
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Medi-Cal Long Term Care Facility Admission and Discharge Notification (MC171) Form 
Medi-Cal Long Term Care (LTC) Facilities are required to complete the Medi-Cal Long Term Care Facility 
Admission and Discharge Notification Form (MC171) on the day of admission or discharge of the patient.  
The MC171 form is located on the DHCS website.    

On admission to an LTC facility, a Medi-Cal recipient or the recipient’s representative must complete the 
Medi-Cal Long Term Care Facility Admission and Discharge Notification (MC 171) form, Parts I and II.   

When a Supplement Security Income (SSI) recipient enters a LTC facility, providers must notify a Social 
Security Administration (SSA) field office of the recipient’s name, Social Security Number (SSN) and 
date of entry.  SSI recipients are required to report their status to the provider when entering a nursing 
facility. 

The LTC facility must retain a copy of the MC171 form for its files and send either the original or a copy 
to the proper government agencies depending on whether: 

• The patient receives Supplemental Security Income/State Supplemental Payment 
(SSI/SSP); or  

• The patient receives aid under any program other than SSI/SSP.  

If the patient receives SSI/SSP, the original MC171 should be sent to the local Social Security Office. 
The aid code for these recipients is 10, 20, or 60.  A copy of the MC 171 should also be forwarded to the 
local county welfare department. 

If the patient receives aid under a program other than SSI/SSP; the original MC171 should be sent to 
the local county welfare department.  The aid code for these recipients will be other than 10, 20, or 60. 

The LTC facility is not required to submit a copy of the MC171 form to the California Department of 
Health Care Services, Medi-Cal Eligibility Division.  The Medi-Cal field office will use the recipient’s initial 
Treatment Authorization Request (TAR) as notification of the patient’s admission.  

When the patient is discharged (or expires), the facility must complete Part III of the MC171 form and 
submit the original copy to the county welfare department.    

For additional information, please see the Long Term Care (LTC) Manual, Section: Admissions and 
Discharges of the Medi-Cal Provider Manual. 

Transportation: Emergency and Non-Emergency 
Emergency Transportation from PCP Office to Hospital 
On occasion members require admission to acute-care facilities directly from the PCP’s office; in such 
cases we reimburse the costs of this transportation to the hospital; however we do not reimburse for 
transportation to other care sites, e.g., pharmacies, outpatient therapy, etc. 

When a PCP determines that a member requires immediate hospitalization from his or her office, the 
PCP may determine at his/her own medical discretion which is the most appropriate and safe mode of 
transportation. 

If you have determined that taxicab service is more appropriate than ambulance service, please notify 
our Health Services Transportation & Linguistic Coordinator after the taxicab has been called to ensure 
reimbursement to the taxicab company.  In Santa Cruz or Monterey counties, the Coordinator can be 
reached at (800) 700-3874 ext.5625.  In Merced County the Coordinator can be reached at (800) 700-
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3874 ext.5367.  The Coordinator will document in the PCP’s notification that a taxicab was called to 
transport the member to the hospital. 

For more information about emergency transportation, please see Policy 404-1724 - Hospital 
Transportation from PCP Office. 

Non-emergency Transportation 
The Alliance covers non-emergency transportation as specified in the California Code of Regulations, 
Title 22, Section 51323.  Such transportation is approved when the member has a medical condition 
that prevents him or her from traveling by another form of conveyance without jeopardizing the 
member’s health. 

Non-emergency transportation will be authorized for the transfer of a member from a hospital to 
another hospital or facility provided that the transport is medically necessary, has been requested by an 
Alliance provider, and has been authorized in advance by the Alliance.  We require advance notice of 3-4 
days for all non-emergency transportation requests.  Specifically, the following types of transport will be 
allowed: 

• The member is being moved either to a higher or lower level of care (with the exception of 
mental health patients moving from a higher to a lower level of mental health care).  Please 
note that the transfer from one level of care to the same level of care at another facility will 
not be authorized if the requesting facility is able to meet the member’s medical needs. 

• The member requires transportation from his/her home to a medically necessary medical 
appointment for services covered by the Alliance. 

The Alliance does not cover non-emergency medical transportation when a member is going from a 
facility to his or her home, unless the member is receiving hospice services. 

The Alliance does not cover public transportation such as airplane, passenger car, taxicab, or other 
forms of public conveyance.  Selection of an appropriate transportation service will take the following 
into account: 

• Member’s medical and physical condition. 

• Urgency of the need for transportation. 

• Availability of transportation at the time of need. 

If a member disputes a determination that he/she does not meet the criteria for coverage of non-
emergency transportation, we will ask him/her to undergo an evaluation by a physical therapist (PT) to 
determine the member’s eligibility for transportation coverage (rides will be maintained while the 
member awaits PT evaluation). 

Please contact the Transportation & Linguistic Coordinator in Santa Cruz or Monterey counties at (800) 
700-3874 ext.5625.  In Merced County the Coordinator can be reached at (800) 700-3874 ext.5367. 

For more information on non-emergency transportation, please see Policy 404-1726 - Non-Emergency 
Medical Transportation. 

Referrals and Authorizations  

Members must obtain a referral from their PCP before scheduling an appointment with any other 
physician, except for the self-referral services described below under “Self-Referral”.  Authorization 
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Requests (ARs) must be submitted prior to provision of a service unless it is medically urgent or will result 
in an unnecessary extension of a hospital stay. 

For authorization purposes, a requested service or medical equipment is approved if it is a covered benefit 
and is determined to be medically necessary. For more information on Medical Necessity see Policy 404-
1112 - Medical Necessity- The Definition and Application of Medical Necessity Provision to Authorization 
Requests. 

Referral Consultation Requests  
PCPs should submit a Referral Consultation Request (RCR) when referring members for specialty 
physical health care to a provider within the Alliance’s service area.  PCPs should use an Authorized 
Referral (AR) form when referring members for specialty care to a provider outside of the Alliance’s 
service area.  Likewise, any subsequent referrals to another specialist must come from the member’s 
linked PCP.  As with ARs, referrals are not required for administrative members.  PCPs are required to 
maintain a referral tracking system for members sent to specialists for care, and must follow up within a 
reasonable time frame to ensure that the member kept the appointment and obtain the specialist’s 
report and recommendations. 

Referrals can be submitted online, by mail or by fax.  When submitting via mail or fax, please be sure to 
date and sign the referral.  You may submit referrals: 

• Online by logging into your Alliance Provider Portal account at:  
http://www.ccah-alliance.org/webaccount.html. 

• By fax to (831) 430-5515. 

• By U.S. post to:  Central California Alliance for Health, P.O. Box 660015,  
Scotts Valley, CA  95067-0015. 

View a sample of the Referral Consultation Request form, or instructions to complete the referral.  

Some common examples of situations in which a referral is required include: 

• Outpatient hospital service. 

• Laboratory and diagnostic testing (non-routine, out-of-network). 

• Specialty consultation/treatment. 

• All elective services. 

Referral Guidelines 
Specialists need the medical information on the referral to be as specific as possible.  Care should be 
taken by the PCP in completing referrals since what is authorized will determine the scope and duration 
of services and claims paid for these services.  You and/or other referring physicians are responsible for 
verifying the list of contracted providers for all referrals to ensure that the referral is being made to an 
appropriate Alliance network provider.  Referrals to non-contracted and/or out-of-network providers will 
be authorized under compelling medical circumstances and/or when medically necessary services are 
not readily available within the Alliance network. 

The referral specialist is responsible to inform you, as PCP, of the patient’s status and proposed 
interventions throughout the course of treatment.  You are responsible for maintaining the referral 
tracking system. 
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Unless otherwise specified, a standing referral will expire in 90 days; if indicated on the referral, 
however, the authorization may be valid for up to one year, after which a new referral is required. 

For more information on the referral process, please see Policy 404-1303 - Referral Consultation 
Request Process. 

Serious and Complex Medical Conditions  
Providers should develop a written treatment plan for members with complex and serious medical 
conditions.  The plan must provide for a standing referral or extended referral to a specialist, as 
appropriate.  Regardless of the length of the standing referral, all specialist providers are required to 
send the PCP regular reports on the care and status of the patient. 

The written treatment plan should indicate whether the patient will require: 

• Continuing care from a specialist or specialty care center over a prolonged  
period of time. 

• Standing referral visits to the specialists. 

• Extended access to a specialist because of a life threatening, degenerative or disabling 
condition involving coordination of care by a specialty care practitioner (For extended 
specialty referrals, the requesting provider should indicate the specific health care services 
to be managed by the specialist vs. the requesting physician.). 

For additional information on extended referral authorization, please see Policy 404-1306 - Extended 
Referral Authorization. 

Standing Referrals to an HIV/AIDS Specialist 
Patients with HIV or AIDS are designated as administrative members and are deemed as having “a 
condition or disease that requires specialized medical care over a prolonged period of time and is life 
threatening, degenerative, or disabling” — thus assuring that the member has a standing referral to a 
specialty HIV/AIDS provider. 

To qualify as an HIV/AIDS Specialist, a provider must have a valid license to practice medicine in the 
state of California and meet at least one of the following criteria: 

• Credentialed as an HIV Specialist by the American Academy of HIV Medicine. 

• Board certified, or has earned a Certificate of Added Qualification, in the field of HIV 
medicine granted by a member board of the American Board of Medical Specialties; or 

• Board certified in the field of infectious diseases by a member board of the American Board 
of Medical Specialties; and  

o In the immediately preceding 12 months, has clinically managed medical care to a 
minimum of 25 patients who are infected with HIV and has successfully completed a 
minimum of 15 hours of Category 1 CME in the prevention of HIV infection, combined 
with experience in diagnosis, treatment, or both, of HIV-infected patients; or 

o In the immediately preceding 24 months, has clinically managed medical care to a 
minimum of 20 patients who are infected with HIV and has completed any one of the 
following: 
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o In the immediately preceding 12 months, has obtained Board certification or 
recertification in the field of infectious diseases from a member board of the 
American Board of Medical Specialties; 

o In the immediately preceding 12 months, has successfully completed a minimum 
of 30 hours of Category 1 CME in the prevention of HIV infection, combined with 
experience in diagnosis, treatment, or both, of HIV-infected patients; or 

o In the immediately preceding 12 months, has successfully completed a minimum 
of 15 hours of Category 1 CME in the prevention of HIV infection, combined with 
experience in diagnosis, treatment, or both, of HIV-infected patients, and has 
successfully completed the HIV Medicine Competency Maintenance Examination 
administered by the American Academy of HIV Medicine.    

If properly certified a provider has the option, to be listed in the Provider Directory as an HIV/AIDS 
specialist.  For more information on standing referrals to HIV Specialists, please see Policy 404-1312 - 
Standing Referrals to HIV/AIDS Specialists. 

Audiology, Podiatry, and Speech Therapy and Incontinence Creams and Washes 
The Alliance differs from the state Fee-for-Service Medi-Cal Program by providing coverage for 
Audiology, Podiatry and Speech Therapy services and for Incontinence Creams and Washes.  

• Audiology: A referral is required from the member’s PCP.  

• Podiatry Services and Speech Therapy: Alliance Medi-Cal members may have an initial visit (1 
visit) with a podiatrist or speech therapist without needing a referral from their PCP. The 
purpose of this visit would be to evaluate whether there is a need for treatment. Any additional 
visits or further treatment would require authorization from the Alliance. If the provider wishes 
to submit an authorization request for treatment, he/she would submit the results of the initial 
evaluation/consultation along with the authorization request.  

Incontinence Creams and Washes: providers may continue to provide these supplies and submit claims 
for reimbursement following guidelines for authorization, threshold amounts and pricing 

You will find a more detailed list of Medi-Cal services that require either a referral or prior authorization 
at the end of this manual in Appendix 3: Referral and Authorization Requirements for Medi-Cal. 

Assistance with Referral Consultation Requests 
View a sample of the Referral Consultation Request form, or Instructions to Complete the Referral.  If 
you are unable to determine if a referral is required, please call our Service Authorization Coordinator at 
(800) 700-3874 ext.5506 (please have the CPT Procedure Code available to facilitate the research).  You 
may also fax your completed Referral Consultation Request Form to (831) 430-5515. 

Out-of-Service-Area Referrals 
When a member needs specialty care or procedures, the member’s PCP should refer the member, the 
majority of the time, to a contracted provider within the Alliance’s service area.  If there is no contracted 
provider available within the service area, or the condition is complex, the PCP may refer the member to 
a non-contracted provider within the service area.  The process for making these referrals is for the PCP 
to complete a Referral Consultation Request form, sending one copy to the referral provider and one 
copy to the Alliance.  For in-service-area referrals, the Alliance copy is for review and payment purposes 
only – the Alliance does not approve or deny in-service-area referrals.  However, the Alliance must 
review and approve referrals to out-of-service-area providers, regardless of contract status, before the 
service can be provided.  This helps to ensure that appropriate medical criteria are met and that the 

Last revised August 1, 2015 Page 39 of 168 

 

http://www.ccah-alliance.org/providerspdfs/PM/20140801/Policies/404-1312-Standing-Referrals-To-HIV-Specialists.pdf
http://www.ccah-alliance.org/providerspdfs/PM/20140801/Policies/404-1312-Standing-Referrals-To-HIV-Specialists.pdf
https://www.ccah-alliance.org/Form%20Library/ProviderServices/Visio-Referral%20Form.pdf
https://www.ccah-alliance.org/Form%20Library/ProviderServices/Instructions_Referral_Consult_Request_Form.pdf


Section 3. Medi-Cal Program  

member is being referred to an appropriate provider.  The process for these referrals is for the PCP to 
complete and submit an Authorization Request (AR) form to the Alliance. 

In general, the reasons for referring to a provider out of our service area are: 

• The necessary procedure or service is not available through one of our in-service-area 
providers. 

• The expertise required for consultation is beyond what is available through our in-service-
area provider network. 

• The member’s medical needs are sufficiently complex to require service out of the area. 

In the event of an urgent/emergent medical situation outside of the Alliance service area, the facility 
providing the service is required to contact us within one business day to confirm eligibility and service 
authorization. 

All services requested will be reviewed for clinical appropriateness by an Alliance nurse, with final 
decisions made by the Chief Medical Officer or Medical Director. 

For more information on out-of-service-area referrals, please see Policy 404-1310 - Authorization 
Process for Referrals to Out of Service Area Providers. 

Self-Referral:  No Authorization or Referral Required  
Alliance Medi-Cal members may access certain services without a referral from a PCP, as long as the 
provider they choose is a member of the Alliance network and is within the Alliance’s service area: 

• Asthma education. 

• Diabetes education. 

• Other health education programs. 

• Limited allied health services, such as occupational or speech therapy and podiatry services, 
for members under 21 years of age (limited to two visits per month without PCP referral or 
prior authorization). 

• Acupuncture and chiropractic treatment for members under 21,  currently residing in a Long 
Term Care or Skilled Nursing Facility, receiving pregnancy related services, or when services 
are rendered at a Federally Qualified Health Center or Rural Health Clinic (limited to two 
visits per month without PCP referral or prior authorization). 

• Mental health services (except for psychological testing). 

Alliance Medi-Cal members also may self-refer to any willing Medi-Cal provider for family planning and 
sensitive services.  Female Alliance members may self-refer to any willing Medi-Cal OB/GYN within the 
Alliance’s service area for routine well woman care and/or pregnancy services. 

No prior authorization is required for emergency/urgent services and emergency hospital 
admissions.  For emergency inpatient admissions or emergency services, the hospital should contact 
the Alliance for verification of the member’s eligibility.  All inpatient hospital stays require an 
authorization after admission.  Authorization can be obtained by sending a Hospital Admission Face 
Sheet and clinical documentation to the Utilization Management Department.  Contracting facilities are 
obligated to notify the Alliance within one day of admission to obtain authorizations, and confirm the 
length of stay and level of care needed by the patient. 
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Administrative members, i.e., those not linked to a PCP, may self-refer to a Medi-Cal provider within the 
Alliance’s service area for covered benefits.  In addition, authorization from the Alliance is not required 
for members with other health coverage including Medicare since the Alliance is not the primary payer. 

No prior authorization is required for family planning and sensitive services.  Family planning 
services include birth control and pregnancy testing and counseling.  Sensitive services include 
pregnancy testing and counseling, birth control, AIDS/HIV testing, sexually transmitted disease testing 
and treatment, and termination of pregnancy.  These services are listed alphabetically below: 

• Abortion/termination of pregnancy (legal, unspecified, failed). 

• Contraception and contraceptive management, including provision of contraceptive 
pills/devices/supplies and tubal ligation and vasectomy. 

• Diagnosis and treatment of STDs if medically indicated. 

• Follow-up care for complications associated with contraceptive methods issued by the family 
planning provider. 

• Health education and counseling necessary to make informed choices and understand 
contraceptive methods. 

• High-risk sexual behavior. 

• Laboratory tests, if medically indicated as part of decision-making process for choice of 
contraceptive methods. 

• Limited history and physical examination. 

• Observation following alleged rape or seduction. 

• Phthirus pubis (pubic lice) and Pubic Scabies. 

• Pregnancy exam or test, pregnancy unconfirmed. 

• Rape examination. 

• Screening, testing and counseling of at-risk individuals for HIV and other STDs and  
referral for treatment. 

For more information about which services Medi-Cal members may access without a referral from a PCP, 
please see the following policies: 

Policy 404-1309 - Member Access to Self-Referred Services 

Policy 404-1702 - Provision of Family Planning Services to Members 

 

Prior Authorization  
Individual Authorization Requests (ARs) are reviewed by a Prior Authorization nurse according to 
predetermined criteria, protocols, and the medical information from the physician or other provider.  In 
some cases, the nurse may need to contact the provider directly to request additional information or one 
of the Alliance Medical Directors or Pharmacists may need to speak directly with the provider to discuss 
the request. 
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Only licensed medical professionals employed by the Alliance make decisions about ARs. Only our Chief 
Medical Officer, Medical Directors or Pharmacists have the authority to modify or deny ARs. 
Authorization decisions are based upon evidence-based Alliance policies as well as nationally recognized 
standards including: 

1. Title 22 criteria 

2. Medi-Cal Medical Necessity Guidelines (when available) 

3. Alliance Health Services & Pharmacy Guidelines and Policies & Procedures approved by the 
UMC 

4. Evidence-based guidelines, such as:  

a. Milliman Care Guidelines 

b. Medicare (CMS) Guidelines  

5. Consensus statements and nationally recognized standards of practice.  

6. Guidelines developed by other health plans 

7. Expert opinion: 

a. Clinical advisors serving on Alliance Committees 

b. Outside Independent Medical Review 

 
For more information on Medical Necessity, see Policy 404-1112 - Medical Necessity- The Definition and 
Application of Medical Necessity Provision to Authorization Requests. 

 
For more information about timely submission of ARs, please see Policy 404-1201 - Authorization 
Request Process. 

Medical Services Requiring Prior Authorization 
Common medical services or procedures that generally require prior authorization include: 

• Allergy treatment. 

• Dermatology therapy. 

• Home Health services. 

• MRIs and unlisted CT scans. 

• Physical, occupational and speech therapy. 

• Podiatric treatment. 

• Outpatient surgery. 

• Non-emergency hospitalizations, except for an obstetrical delivery. 

• Medical supplies and Durable Medical Equipment (DME). 
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• Requests for referral to an out-of-service-area provider/facility or a non-contracted 
provider/facility. 

• Sleep studies (please see Policy 404-1711 — Sleep Study (Polysomnography/Sleep Disorder 
Testing) Authorizations) 

• Sclerotherapy procedure (please see Policy 404-1203 — Surgical Treatment of Varicose 
Veins) 

• Drugs or treatment interventions not included in our Formulary (or if the quantity requested 
is more than a 90-day supply for maintenance drugs and a 30-day supply for all other 
agents). 

Medical Supplies and DME  
For more information about requests for Medical Supplies and DME, see Policy 404-1603 - Medical 
Supplies Authorizations or Policy 404-1601 - Durable Medical Equipment Authorizations Threshold 
Amounts. 

Physical Therapy 
Authorization requests will be considered according to the criteria and procedures described in Policy 
404-1706 - Physical Therapy. For coding information see Section 7. Claims for designated codes that 
allow flexibility in providing a variety of physical therapy modalities without having to request 
adjustments to the initially submitted AR as the treatment plan changes. 

Mental Health Services Requiring Prior Authorization 
Mental health services that require prior authorization include: 

• Psychological testing. 

To request authorization for a psychological test for an Alliance Medi-Cal member contact Beacon Health 
Strategies via their toll-free number 24 hours a day, 365 days a year at (855) 765-9700.  

You will find a more detailed list of Medi-Cal services that require either a referral or prior authorization 
at the end of this manual in Appendix 3: Referral and Authorization Requirements for Medi-Cal. 

Submitting Authorization Requests  
Prescribing physicians may request authorization by completing an Authorization Request (AR) Form and 
submitting it via: 

• Your Alliance Provider Portal account. 

• Fax to (831) 430-5850. 

• U.S. post to: Central California Alliance for Health, P.O. Box 660015,  
Scotts Valley, CA 95067-0012. 

• For questions regarding Authorization Requests, please call (831) 430-5506. 

When a member requests a specific service, treatment, or referral to a specialist, it is the PCP’s 
responsibility to assess the medical need before providing or referring for treatment.  If the service 
requested is not medically indicated, discuss an alternative treatment plan with the member or his/her 
representative. 

Adherence to the following checklist for effective submission of an Authorization Request will assure the 
timeliest decision: 
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 Please complete the form — an illegible handwritten form may be returned to the 
provider. 

 Be sure to include your name, address and contact number — and fax number. 

 Be sure to include member’s name, address, age, sex, date of birth, and identifying 
information such as the member’s Alliance ID Number. 

 The Medi-Cal identification number must be correct.  Refer to the Medi-Cal card if 
necessary. 

 Enter into the appropriate box the description of the diagnosis and ICD-9 or CPT code 
with appropriate modifiers that most closely describe the member’s condition. 

 Use the correct nine-digit provider identification (NPI) number.  If the patient is 
hospitalized, the hospital provider number must be used. 

 Attach documentation that supports the medical necessity of the request to the form 
(in addition to providing documentation required in the Medical Justification box). 

 Be sure to sign and date the form (must be signed by the referring provider). 

 Submit a separate AR for each service request per member; the AR will be given a 
unique number that is used to facilitate reimbursement. 

 
Routine Pre-Service Requests 
The prescribing provider must complete an AR before the service is performed.  For routine pre-service 
requests for procedures/services that can be pre-scheduled without danger of adverse outcome to the 
member, the Alliance will usually make a determination within 5 business days — but no longer than 14 
days — from receipt of the request and appropriate documentation of medical necessity. 

In certain circumstances, a decision may be deferred for an additional 14 days when the member or 
provider requests an extension, or if the original AR did not contain sufficient information. 

All decisions for ARs are communicated to the provider by fax within one business day of the decision; 
providers inform the member about the decision.  Decisions to modify or deny ARs are communicated to 
the member in writing within two business days of the decision.; a copy will be sent to the provider then 
an AR is concurrent with services being provided, the Alliance will ensure that medically necessary care 
is not interrupted or discontinued until the members treating physician has been notified of the decision 
and a care plan has been agreed upon by the treating provider/PCP that is appropriate for the medical 
needs of the patient. 

Expedited/Urgent Requests 
In medically urgent situations, you may request an expedited AR review by calling our Health Services 
Department at (800) 700-3874 ext.5506 or faxing it to (831) 430-5850.  Expedited Authorization 
Requests will be reviewed within three business days after receipt of the request when the provider 
indicates that following a standard timeframe could seriously jeopardize the member’s life or health, or 
ability to attain, maintain or regain maximum function. 
 
Post-Service Authorization Requests 
If it was not possible for the provider to obtain authorization before providing a medically necessary 
service, we will respond to a post-service AR if it is received within 30 calendar days of initiation of the 
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service; if received later, the retrospective AR will be denied for non-timely submission.  Please note 
that a post-service AR must be accompanied by documentation explaining why the authorization was 
not requested earlier.  Our response will inform the provider of the decision to approve, modify or deny 
the AR. 

While elective surgery requires prior authorization, under exceptional medical circumstances we may 
provide authorization after the fact. 

If an AR is submitted for a member who has obtained retroactive eligibility, it must be received by the 
Alliance within 60 calendar days of the date on which the member obtained Medi-Cal eligibility or it will 
be denied for non-timely submission. 

Following are conditions whereby an AR may be submitted for post-service consideration: 

• Member’s Medi-Cal eligibility was delayed. 

• When “other coverage” will not pay the claim. 

• Wheelchair repairs exceeding $500. 

• When the patient hides Medi-Cal eligibility. 

For more information about the authorization review process, please see Policy 404-1201 - Authorization 
Request Process. 

Authorization Requests for Ancillary Services  
Prior authorization is required for ancillary services such as home health care, medical supplies, 
rehabilitation services and DME.  Ancillary services requiring prior authorization include, but are not 
limited to, the following: 

• Durable Medical Equipment (purchase or rental). 

• Hearing devices. 

• Physical/occupational therapy. 

• Speech pathology and audiologic services. 

• Home Health Agency services. 

• Medical supplies. 

• Non-emergency medical transportation services. 

Hospital Inpatient Services  
Admissions to an acute-care facility or Ambulatory Surgery Center for scheduled surgery require prior 
authorization.  All requests must be accompanied by the appropriate medical documentation including, 
but not limited to:  

• Laboratory test results. 

• X-rays. 

• Medical records. 

• Other reports that have relevance to the planned admission (e.g., pre-operative history and 
physical). 
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Emergency and urgent admissions do not require prior authorization.  However, the Alliance must be 
notified by the facility of emergency admissions within one business day.  

Discharge planning is initiated upon admission to facilitate the transition of beneficiaries to the next 
phase of care.  The discharge planning team is multi-disciplinary and consists of the treating physician 
and hospital discharge planners.  Physician responsibility includes participation in coordinating member 
discharge planning and referrals to appropriate post-discharge settings.  Alliance staff will work with the 
hospital’s discharge planning staff, as needed, in determining the most appropriate post-discharge 
setting. 

For more information about hospital services please see Appendix 6: Hospital Services at the end of this 
manual. 

Obtaining a Second Opinion 
Members may request a second opinion about a recommended procedure or service.  The Alliance 
honors all requests for second opinions without the need for a prior authorization as long as the second 
provider is within the Alliance service area. 

Second opinions may be rendered only by a physician qualified to review and treat the medical condition 
in question.  Referrals to non-contracting medical providers or facilities may be approved only when the 
requested services are not available within the Alliance network. 

If the provider giving the second opinion recommends a treatment, diagnostic test, or service that is 
medically necessary and covered by the Alliance, the PCP must provide or arrange for the service. 

For more information on obtaining a second opinion, please see Policy 404-1307 - Medical Second 
Opinions. 

Status of Authorization Requests 
Our Health Services Authorization Coordinators will review AR forms for completeness and will help you 
with any aspect of the process, including answering questions regarding the status of ARs  
(800) 700-3874 ext.5511. 

Deferrals and Denials 
As discussed earlier in this section, decisions about requests for authorization may be deferred or 
denied.  The most common reasons for such decisions are outlined in the chart below. 

When a request is denied, a Notice of Action letter will be mailed to the member no later than the 
second business day after the decision, with a copy sent to the provider.  If the denial is a result of 
insufficient information from the provider, we will inform the member that the case will be reopened 
when complete information is received.  The denial letter will explain the reason for denial of the request 
and will provide information about the member’s right to appeal the decision. 

If you need clarification of the reason your AR was denied, please call the Alliance’s Authorization 
Coordinator at (800) 700-3874 ext.5506. 

Notes on the Status of Authorization Requests 

STATUS COMMENTS 

Approved as 
Requested 

You may provide service as requested.  Please remember to include the AR# on your 
claim. 

Last revised August 1, 2015 Page 46 of 168 

 

http://www.ccah-alliance.org/providerspdfs/PM/20150101/404-1307-Medical-Second-Opinion.pdf
http://www.ccah-alliance.org/providerspdfs/PM/20150101/404-1307-Medical-Second-Opinion.pdf


Section 3. Medi-Cal Program  

STATUS COMMENTS 

Approved as 
Modified 

Most Common Reasons for Approved as Modified: 
• Fewer visits are authorized than were requested on the AR. 
• Number of inpatient days requested on the AR is not within the guidelines on length of 
stay for the requested procedure. 
• Dates of service requested on the AR do not match the dates that the member is 
Alliance eligible. 

Extended / 
Deferred 

Most Common Reasons for Extended / Deferred AR: 
• AR form incompletely filled out; often lacks Procedure (CPT) and/or diagnosis codes 
(ICD-9), and/or narrative information on the procedure and/or codes that are being 
requested. 
• Insufficient medical information supplied on or with the AR form to enable appropriate 
medical decision. 
• Necessary equipment pricing catalog pages not submitted. 

Denied Common Reasons for a Denial: 
• Case is eligible for CCS for the particular medical diagnosis and/or the service being 
requested (see CCS Procedures). 
• Request is for dental care services, which are Medi-Cal services authorized and 
reimbursed by an agency other than the Alliance. 
• Request is for specialty mental health services, which are services, authorized and 
reimbursed by county Mental Health Plans. 
• Documentation insufficient to support the medical necessity for the requested 
procedure/equipment. 
• Request was not submitted in a timely fashion. 
A denial letter will be sent to the member, giving an explanation for the denial and 
information about rights to appeal the decision. 
If you need clarification of the reason your AR was denied, please call the Alliance’s 
Authorization Coordinator at (800) 700-3874 ext.5506. 

For more details see Policy 404-1109 - Disclosure of Utilization Management Process to Providers, 
Members and the Public. 

Coordination of Benefits 
Some Alliance members have Other Health Coverage (OHC) in addition to their Alliance coverage.  
Specific rules govern how benefits must be coordinated in these cases.  Federal and state laws require 
that all available health coverage be exhausted before billing Medi-Cal.  Thus, when a Medi-Cal member 
has other health coverage (OHC), the Alliance becomes the secondary payer, with Medi-Cal always the 
payer of last resort.  

It is the responsibility of the provider to verify their patient’s eligibility; this can be done on the Alliance 
provider website through the Provider Portal.  If the member shows OHC or Medicare eligibility, the 
services rendered must be billed to the primary insurance first within the rules of the primary insurance.  
The claim is then sent to the Alliance with the primary insurer’s explanation of benefits. 

When an Alliance member’s primary insurance has copayments and/or deductibles, the member cannot 
be asked to pay, as long as he/she is obtaining benefits within the rules of the primary insurance.  The 
exception to this is the copayments a dual eligible member would have for his/her Medicare Part D drug 
plan.  If the primary insurance covers the service, procedures that normally require prior authorization 
will not require it (with the exception of pharmacy services). 
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The Alliance bases billing limitations on the Medicare Explanation of Member Benefits (EOMB) or Other 
Health Coverage (OHC) Explanation of Benefits (EOB) date rather than the received date.  Exceptions to 
the billing limit can be made if it is one of the reasons allowed by Medi-Cal for late billing.  Please refer 
to the Delay Reason Code section of the Medi-Cal Manual for the exceptions to the billing limits allowed 
by Medi-Cal.   

The Alliance/Medi-Cal is not liable for the cost of services for members with other health coverage who 
do not obtain the services in accordance with the rules of their primary insurance.  If a member elects to 
seek services outside of the framework of his or her primary insurance, the member is responsible for 
the cost. 

Other health coverage entities include but are not limited to: 

• Commercial health insurance plans (individual and group policies). 

• Prepaid health plans. 

• Health Maintenance Organizations (HMOs). 

• Employee benefit plans. 

• Union plans. 

• Tri-Care, Champ VA. 

• Medicare, including Medicare Part D plans, Medicare supplemental plans and Medicare 
Advantage (Preferred Provider Organization [PPO] HMO, and fee-for-service) plans. 

For more information, please see Policy 700-1750 - Coordination of Benefit Guidelines for Providers. 

For additional information on submitting claims for members with other health coverage please see 
Section 7. Claims.  

Health Insurance Premium Payment (HIPP) Program 
The Alliance may pay private health insurance premiums for certain qualified Medi-Cal beneficiaries 
when it is cost effective to do so.  The Health Insurance Premium Payment (HIPP) program was 
established by the enactment of Assembly Bill 3328 (AB 3328, Margolin 1986) and is referenced in the 
Welfare and Intuitions Code, (W& I, Section 14124.91) and the California Code of Regulations, (CCR, 
Title 22, Section 50778).  Consistent with the state HIPP Program; the Alliance HIPP Program may pay 
private health coverage premiums for members who have a high-cost medical condition, active private 
health insurance, and/or high-cost monthly premiums.  The Alliance will re-evaluate each case annually 
to determine if it remains cost effective and to confirm that the member meets HIPP program eligibility 
requirements. 
If you believe a member qualifies for this benefit, please have them contact the Alliance Reinsurance & 
Recoveries Administrator at (800) 700-3874 ext.5622. 

Eligibility and Documentation Requirements for HIPP 
The chart below summarizes the eligibility requirements and the documents that need to be submitted to the Alliance 

in order for a member to participate in the Alliance HIPP program. 

Eligibility Requirements  Documentation Requirements 

The applicant is currently on full-scope Medi-Cal. A completed and signed Health Insurance 
Questionnaire (HIQ/DHS 6155). 
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The applicant is a resident of Santa Cruz, Merced, or 
Monterey County. 

A completed and signed HIPP application (DHS 
6172). 

The applicant has a high cost medical condition. A copy of current insurance card and policy booklet. 

The estimated saving to the Alliance is 110% or 
greater than the premium costs. 

A signed and dated physician's statement of 
diagnosis, prognosis and treatment plans. 

The applicant's health coverage policy is not issued 
through the California Major Risk Medical Insurance 
Board. 

A copy of the latest insurance premium payment 
notice and/or signed COBRA election form showing 
where the premium is sent, the amount of the 
premium, the premium due date, and the period of 
coverage (e.g., monthly, quarterly). 

The applicant's health coverage policy covers the high 
cost medical condition. 

Copies of Explanation of Benefits (EOBs) are 
required from the insurance company detailing 
medical costs for the last 6-12 months. 

The applicant has one of the following at the time of 
application: Current health coverage policy COBRA 
continuation policy, a COBRA conversion policy, or 
coverage available through an employer or a family 
member's employer. 

A list of current medication including dosage and 
cost. 

The application has been completed and returned to 
the Alliance in a timely manner.   

A signed and dated Release of Medical Information 
Form.   

 

Alliance HIPP Responsibilities — County Responsibilities 
The chart below summarizes responsibilities of the Alliance and those of the county in which the member resides 

when enrolling a member into the HIPP Program. 

THE ALLIANCE  
RESPONSIBILITIES 

COUNTY  
RESPONSIBILITIES 

• Review and process the HIQ/DHS 
6155 and DHS 6172 forms. 

• Notify the beneficiary of the 
Alliance’s decision to approve or 
deny HIPP participation. 

• Establish a beneficiary case and 
tickler file for re-evaluation to be 
conducted annually. 

 

• Initiate premium payments to the 
insurance carrier, employer, or 
beneficiary. 

• Identify Medi-Cal applicants/beneficiaries potentially eligible 
for the HIPP Program. 

• Issue a HIQ/DHS 6155 to all beneficiaries. 
• Complete the HIQ/DHS 6155 accurately and legibly, including:   

 Beneficiary’s name and address. 
 Social security number. 
 Beneficiary’s telephone number. 
 Employer name and telephone number. 
 Diagnosis. 

• Notify HIPP of any changes to the beneficiary’s OHC.  
• Provide and assist applicant/beneficiary with HIPP application 

(DHS-6172). 

 

Note: The Alliance is billed first for members with health coverage provided through the Indian Health 
Act (1905B), the Ryan White Act (Title SS V12617 b 3F), Title V Programs (1902) (i.e., California 
Children’s Services (CCS), or Special Education Programs (1903.c). 
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Alliance Members with Veterans Benefits  
If the Alliance member is a Veteran and is eligible for VA Health Care benefits, he/she may choose to 
use VA services (hospitals, outpatient and other government clinics).  A description of these services can 
be found on the VA website.  

There are outpatient facilities in Capitola, Monterey, Atwater, Tulare and San Jose.  There is a bus 
service through the VA for transportation to the Monterey, San Jose and Palo Alto facilities; the bus 
schedule can be found on the VA website.  For inpatient facilities, contact VA Hospital in Palo Alto, which 
has an affiliation with Stanford or the VA Hospital in Fresno. 

Members with VA benefits may use their own discretion in choosing whether to receive their care 
through the VA system or the Alliance — we cannot require or request that they do so but, if the 
member wishes, we will facilitate and coordinate their care. 

Emergency Services for Veterans 
Payment or reimbursement for emergency services for non-service-connected conditions in a facility 
other than a VA facility may be authorized under the “Millennium Bill Act”.  To be eligible for this 
authority, the veteran must satisfy all of the following conditions: 

• The emergency services must have been provided in a hospital emergency department or a 
similar facility that is known to provide emergency care to the public. 

• The claim for payment or reimbursement for the initial evaluation and treatment must be for  
a condition of such a nature that a prudent layperson would have reasonably expected that 
delay in seeking immediate medical attention would have been hazardous to life or health. 

• This standard would be met in the presence of an emergency medical condition manifesting 
itself by acute symptoms of sufficient severity (including severe pain) that a prudent 
layperson with an average knowledge of health and medicine could reasonably expect that 
the absence of immediate medical attention would seriously jeopardize the health of the 
individual, would result in serious impairment to bodily functions, or cause serious 
dysfunction of any bodily organ or part. 

If we receive a claim for emergency services for a member who is known to have VA benefits, the claim 
will be held until the facility has received payment (or formal denial) for qualified services, as described 
above.  Once the VA has made determination, we will make a determination based on ongoing medical 
necessity, but will accept responsibility for coverage even when the member could have been 
transferred. 

VA System Referrals 
In certain circumstances, the VA contracts services in non-VA facilities.  If we become aware of such a 
service resulting from a VA referral, we will determine whether the VA has accepted financial 
responsibility and, if so, issue a denial. 

For more information on coordination of VA benefits, please see Policy 404-1703 - Alliance Members 
with Veteran’s Benefits. 
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Section 4. Healthy Kids Program 

The Healthy Kids (HK) program is a local program in Santa Cruz County that provides health, dental and 
vision benefits to low-income children, ages 0-19, who reside in the county and do not qualify for Medi-
Cal without a share of cost.  In the Healthy Kids program, families pay copayments for some services, 
and also pay low quarterly premiums. 

Enrollment and Eligibility 
Families must apply through a Certified Application Assistor (CAA).  CAAs are located throughout the 
county.  There is no charge to the family for assistance with the application.  To locate a CAA families 
should call (831) 454-2515 or (831) 763-8568.  Once enrolled, children become members of the 
Alliance and obtain services through the plan’s network of Healthy Kids providers.  Members retain 
eligibility for 12 months, unless they move out of Santa Cruz County, become eligible for no share of 
cost Medi-Cal, or obtain private insurance. 

Provider Linkage 
All Alliance Healthy Kids members are linked to a PCP from their first day of eligibility, which families 
must select during the application process.  Members may change their PCP by contacting Member 
Services at (800) 700-3874.  The change will be effective the first of the following month. 

Member ID Card  
The Alliance Healthy Kids ID card has a strip of red violet across the top and the Healthy Kids logo in the 
top right hand corner. 

 

Continuity of Care 
To ensure that medically necessary, in-progress, covered medical services are not interrupted due to the 
termination of a provider’s contract; we assure continuity of care for our members, as well as for those 
newly enrolled individuals who have been receiving covered services from a non-participating provider. 

When a practitioner’s contract is terminated or discontinued for reasons other than a medical 
disciplinary cause, fraud, or other unethical activity, a member may be able to receive continued care 
with him/her after the contract ends.  Continuity of care is permitted for the following conditions: 

• For an acute or terminal condition, the services shall be covered for the duration of the illness. 
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• A serious chronic condition and/or a terminal illness. 

• A pregnancy and care of a newborn child from birth to 36 months. 

• Surgery or other procedure that has been authorized and documented by the provider 
to occur within 180 days of the contract termination. 

• Any other covered service dictated by good professional practice. 

• The practitioner must continue to treat the member and must accept the payment 
and/or other terms. 

For further details on continuity of care, please see Policy 404-1114 - Continuity of Care. 

Benefits  
You can view a summary of benefits and copayments for the Healthy Kids program at the Alliance 
website.  The benefit year for the Healthy Kids program is July 1 – June 30.  There is a family cap of 
$250 per benefit year.  This is the maximum amount that a family has to pay in copayments each 
benefit year.  There are no copayments required for individuals who have been certified as being Native 
American or Alaskan Native. 

 

Mental Health Services 
Mental Health Services – Inpatient 

Mental health care services in a participating hospital will be provided to Alliance Healthy Kids members 
when ordered and performed by a participating mental health professional.  Prior authorization is 
required. 

Mental health services are provided through OptumHealth.  To access mental health services, the 
member should call OptumHealth at (800) 808-5796 and identify him/herself as an Alliance member.  
There is no copayment associated with inpatient mental health services. 

Diagnosis and inpatient treatment of a mental health condition includes services for the treatment of 
Severe Mental Illness (SMI), and Serious Emotional Disturbance (SED) of a child, including, but not 
limited to: 

• Schizophrenia. 

• Schizoaffective disorder. 

• Bipolar disorder (manic-depressive illness). 

• Major depressive disorders. 

• Panic disorder. 

• Obsessive-compulsive disorder. 

• Pervasive developmental disorder or autism. 

• Anorexia nervosa. 

• Bulimia nervosa. 
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Mental Health Services – Outpatient 

Mental health care services will also be provided to Alliance Healthy Kids members on an outpatient 
basis when ordered and performed by a participating mental health professional.  Prior authorization is 
required. 

Outpatient mental health services are provided through OptumHealth.  To access mental health 
services, the member should call OptumHealth at (800) 808-5796 and identify him/herself as an 
Alliance member. 

Copayment:  The copayment for Alliance members is $5 per visit. 

Services include, but are not limited to treatment for members who have experienced family dysfunction 
or trauma, including child abuse and neglect; domestic violence; substance abuse in the family; divorce; 
and/or bereavement.  Also included is the involvement of family members in the treatment process, to 
the extent that the provider has determined it is appropriate for the health and recovery of the Alliance 
member.  Services include, but are not limited to treatment of SMI and SED such as: 

• Schizophrenia. 

• Schizoaffective disorder. 

• Bipolar disorder (manic-depressive illness). 

• Major depressive disorders. 

• Panic disorder. 

• Obsessive-compulsive disorder. 

• Pervasive developmental disorder or autism. 

• Anorexia nervosa. 

• Bulimia nervosa. 

Vision Services 
The Alliance sub-contracts with Vision Services Plan (VSP) to provide vision services to Healthy Kids 
members.  Optometrists must be participating in the VSP Alliance Healthy Kids panel to provide 
refraction and vision-correction services to Healthy Kids members; these services do not require prior 
authorization.  Non-refractive medical services are payable by the Alliance in certain circumstances. A 
Referral Consultation Request is required for the evaluation and treatment of non-refractive medical 
conditions by an Alliance contracted ophthalmologist or optometrist.  For evaluations of visual acuity, 
VSP providers must be used. Participating providers can be found in the Provider Directory. 

For information on how to become an approved optometrist, please reference Policy 300-4160- 
Optometrists Reimbursement for Medical Services. 

 New Technology Assessment 
Upon request for information, following Policy 404-1714 - Technology Assessment, the Alliance will 
evaluate new technologies such as medical and behavioral health procedures, pharmaceuticals and 
devices; evaluate changes in the application of existing technologies and determine whether a new 
technology should be an added benefit. 
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Coordination of Care  
As PCP, you are part of the interdisciplinary team supporting the member's medical as well as 
psychosocial and environmental needs.  Screening, preventive and medically necessary and therapeutic 
services that are covered benefits will continue to be covered by the Alliance. 

The Alliance will continue to provide for normally covered medical services for members receiving 
services from CCS, SARC, or the Early Start program and will coordinate with the PCP and the 
designated center to assist with the development of a care plan, or in meeting the care plan that has 
been developed. 

California Children’s Services 
California Children’s Services (CCS) is a state program that pays for the medical care of children (ages 0 
until day before 21st birthday) who have physically disabling conditions. 

For Healthy Kids members, acceptance in to the CCS program is based on family income. 

Conditions eligible for CCS coverage are those that limit or interfere with physical function but can be 
cured, improved or stabilized — e.g., birth defects, handicaps present at birth or later developed, and 
injuries from accidents or violence.  These conditions tend to be relatively uncommon, chronic rather 
than acute, and costly.  They generally require the care of more than one health care specialist. 

Per Alliance policy, PCPs must refer Alliance members with CCS-eligible medical conditions to CCS for 
case management and treatment of the particular condition within 48 business hours of medical 
services.  Also, please notify the Alliance CCS Case Manager/Liaison immediately at (800) 700-3874 
ext.5563 about any potential CCS-eligible condition.  Members under the care of CCS will continue to 
remain enrolled in the Alliance for primary-care services and referrals unrelated to the CCS conditions.  
The PCP relationship remains intact for all health care interventions unrelated to CCS condition. 

The Alliance will help identify CCS-eligible conditions through review of referrals, authorizations, claims 
and encounters for diagnosis categories, as well as during hospital concurrent review.  In addition, we 
will work with providers, admitting physicians, hospital discharge planners, neonatologists, or hospital 
pediatricians, as appropriate; to ensure that potential candidates are referred to CCS. 

For additional details about the Alliance and CCS, please see Policy 404-1305 - Screening and Referral of 
Medically Eligible Children to CCS Program. 

Members with Developmental Disabilities 
During the initial examination you perform when enrolling new children into your practice, you will identify 
those who have, or are at risk of acquiring, developmental delays or disabilities, including signs and 
symptoms of mental retardation, cerebral palsy, epilepsy or autism.  Additionally, developmental screening 
is a part of each well-baby and well-child visit. 

A developmental disability is a disability attributable to mental retardation, cerebral palsy, epilepsy, autism, 
or other conditions similar to mental retardation that originates before the age of 18 years, is likely to 
continue indefinitely, and constitutes a significant handicap for the individual.  A developmental delay is 
impairment in the performance of tasks or the meeting of milestones that a child should achieve by a 
specific chronological age. 

The Alliance is required to cover all medically necessary and appropriate developmental screenings, 
primary preventive care, diagnostic and treatment for members who have been identified or are 
suspected of having developmental disabilities, and for members who are at high risk of parenting a 
child with a developmental disability.  We try to ensure that members with developmental disabilities 
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receive all medically necessary screening, preventive, and therapeutic services as early as possible.  
(We have the authority to determine medical necessity for covered services.) 

Such members are referred to the appropriately funded agency, such as the Local Education Agencies 
(LEA) and the San Andreas Regional Center (SARC).  SARC is part of a statewide system of locally based 
regional centers that offer supportive services programs for California residents with developmental 
disabilities.  Regional centers provide intake and assessment services to determine client eligibility and 
needs, and work with other agencies to provide the full range of early intervention services.  Local 
regional centers can provide specific information on the services available in the member’s service area.  
Services include respite day programs, supervised living, psychosocial and developmental services, and 
specialized training. 

Members with developmental disabilities are linked to a PCP who provides them with all appropriate 
preventive services and care.  Preventive care is provided per the current guidelines of the American 
Academy of Pediatrics and the United States Preventive Services Task Force for Adults.  As PCP, you are 
required to provide or arrange for medically necessary care to correct or ameliorate developmental 
disabilities and provide/arrange for all medically necessary therapies and items of durable medical 
equipment within the scope of you practice.  For those necessary services that are beyond the scope of 
your practice, you should make the necessary referrals and coordinate with the appropriate funding 
agency. 

Contact information for the local regional center field office in Santa Cruz County is as follows: 

SARC Santa Cruz Field Office 
1110 Main Street, Suite 8    
Watsonville, CA  95076    
(831) 728-1781    

For additional information about patients with developmental disabilities and the use of regional centers, 
please see the following policies: 

Policy 405-1304 - Developmental Disabilities - Services to Plan Members 

Policy 405-1302 - Early Intervention Services 

Skilled Nursing Facilities  
Prior authorization is required for approval of admission to a Skilled Nursing Facility (SNF) of any kind; 
Healthy Kids members are eligible for a maximum of 100 days per benefit year.  Determination of the 
most appropriate level of care for the member, and the best facility to provide such care, is made by 
collaborative efforts between the PCP, the hospital Discharge Planning/Care Management departments, 
and the Alliance Utilization Management (UM) and Case Management (CM) teams. 

To qualify for skilled-nursing care, the patient must require the continuous availability of procedures, 
including but not limited to: 

• Administration of IV, IM or SC injections and IV or SC infusions. 

• Gastric tube or gastronomy feedings. 

• Nasopharyngeal aspiration. 

• Insertion or replacement of catheters. 

• Application of dressings involving prescribed medications and aseptic techniques. 
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• Treatments that require observation by licensed health care staff to evaluate the patient’s 
progress. 

• Administration of medical gases under a prescribed therapeutic regimen. 

• Restorative nursing procedures that require the presence of a licensed nurse. 

Medically necessary skilled-nursing care will be authorized by the Alliance at the time of admission for 
members who meet the criteria.  If the member does not meet the criteria for a SNF, if no AR was 
submitted, or if the SNF is unable to meet the member’s skilled nursing needs, a denial notice will be 
sent to the member, the PCP and the admitting physician.  The notification will include the process to 
appeal the denial decision.  Long-term care is not a benefit of the Healthy Kids program. 

Transportation: Emergency and Non-Emergency 
Emergency Transportation from PCP Office to Hospital 
On occasion members require admission to acute-care facilities directly from the PCP’s office; in such 
cases we reimburse the costs of this transportation to the hospital; however we do not reimburse for 
transportation to other care sites, e.g., pharmacies, outpatient therapy, etc. 

When a PCP determines that a member requires immediate hospitalization from his or her office, the 
PCP may determine at his/her own medical discretion which is the most appropriate and safe mode of 
transportation. 

If you have determined that cab service is more appropriate than ambulance service, please notify our 
Health Service Transportation & Linguistic Coordinator after the taxicab has been called; the Coordinator 
can be reached at (800) 700-3874 ext.5625.  To ensure reimbursement to the cab company, the 
Transportation & Linguistic Coordinator will document in the PCP’s notification that a cab was called to 
transport the member to the hospital. 

For more information on emergency transportation, please see Policy 404-1724 - Hospital 
Transportation from PCP Office. 

Non-emergency Transportation 
Non-emergency transportation will be authorized for the transfer of a member from a hospital to 
another hospital or facility provided that the transport is medically necessary. 

Please contact the Transportation & Linguistic Coordinator in Santa Cruz at (800) 700-3874 ext.5625. 

For more information on non-emergency transportation, please see Policy 404-1726 - Non-Emergency 
Medical Transportation. 

Early Start Program for Developmentally Disabled Infants and 
Toddlers 
The Early Start program is California's response to federal legislation ensuring that early intervention 
and medically necessary diagnostic and therapeutic services are provided to infants and children with 
developmental delays or disabilities— and that such services are provided in coordinated, family-
centered network. 

Alliance members eligible for early intervention services are infants and toddlers from birth to 36 
months for whom documented evaluation and assessment confirms that they meet any one of the 
following criteria: 

• Child has a developmental delay in either cognitive, communication, social or emotional, 
adaptive, or physical and motor development including vision and hearing. 
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• Child has an established risk condition(s) of known etiology, with a high probability of  
resulting in delayed development. 

• Child is at high risk of having a substantial developmental disability due to a combination of 
risk factors. 

California state legislation requires that you refer children between 0-36 months to the Early Start 
program for evaluation if they exhibit a significant developmental delay, have multiple risk factors, or 
have an established risk factor; this referral must take place within 48 hours of your assessment. 

For more information about the Alliance and the Early Start Program, please see Policy 405-1302 - Early 
Intervention Services. 

Referrals and Authorizations  
Members must obtain a referral from their PCP before scheduling an appointment with any other 
physician, except for the self-referral services described below under “Self-Referral”.  Authorization 
Requests (ARs) must be submitted prior to provision of a service unless it is medically urgent or will result 
in an unnecessary extension of a hospital stay. 

For authorization purposes, a requested service or medical equipment is approved if it is a covered benefit 
and is determined to be medically necessary. For more information on Medical Necessity see Policy  
404-1112 - Medical Necessity- The Definition and Application of Medical Necessity Provision to 
Authorization Requests. 

Referral Consultation Requests  
PCPs should submit a Referral Consultation Request when referring members for specialty care.  The 
member must be referred to a contracted specialist within the Alliance’s service area.  If there is no 
available specialist within the Alliance’s service area, the PCP may submit an Authorized Referral (AR) 
request to the Alliance for review, requesting approval to refer the member to a non-contracted 
specialist or to a specialist outside of the Alliance’s service area.  PCPs are required to maintain a 
referral tracking system for members sent to specialists for care, and must within a reasonable time 
frame follow up to ensure that the member kept the appointment and obtain the specialist’s report and 
recommendations. 

Referrals can be submitted online, by mail or by fax.  When submitting via mail or fax, please be sure to 
date and sign the referral.  To submit referrals: 

• Online by logging into your Alliance Provider Portal or by fax to (831) 430-5515. 

• By U.S. post to:  Central California Alliance for Health, P.O. Box 660015, 
Scotts Valley, CA  95067-0015. 

View a sample of the Referral Consultation Request form, or instructions to complete the referral. 

Some examples of situations in which a referral is required include: 

• Outpatient hospital service. 

• Laboratory and diagnostic testing (non-routine, out-of-network). 

• Specialty consultation/treatment. 

• All elective services. 

Specialists need the medical information on the Referral to be as specific as possible.  Care should be 
taken by the PCP in completing referrals since what is authorized will determine the scope and duration 
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of services and claims paid for these services.  You and/or other referring physicians are responsible for 
verifying the list of contracted providers for all referrals to ensure that the referral is being made to an 
appropriate Alliance network provider.  Referrals to non-contracted and/or out-of-network providers will 
be authorized under compelling medical circumstances and/or when medically necessary services are 
not readily available within the Alliance network. 

The referral specialist is responsible to inform you, as PCP, of the patient’s status and proposed 
interventions throughout the course of treatment.  You are responsible for maintaining the referral 
tracking system. 

Unless otherwise specified, a standing referral will expire in 90 days; if indicated on the referral, 
however, the authorization may be valid for up to one year, after which a new referral is required. 

For more information on the Referral Consultation Request process, please see Policy 404-1303 - 
Referral Consultation Request Process. 

Serious and Complex Medical Conditions 
Providers should develop a written treatment plan for members with complex and serious medical 
conditions.  The plan must provide for a standing referral or extended referral to a specialist, as 
appropriate.  Regardless of the length of the standing referral, all specialist providers are required to 
send the PCP regular reports on the care and status of the patient. 

The written treatment plan should indicate whether the patient will require: 

• Continuing care from a specialist or specialty care center over a prolonged  
period of time. 

• Standing referral visits to the specialists. 

• Extended access to a specialist because of a life threatening, degenerative or disabling 
condition involving coordination of care by a specialty care practitioner (For extended 
specialty referrals, the requesting provider should indicate the specific health care services 
to be managed by the specialist vs. the requesting physician.). 

For more information on extended referral authorization, please see Policy 404-1306 - Extended Referral 
Authorizations. 

Assistance with Referral Consultation Requests 
View a sample of the Referral Consultation Request form or instructions to complete the referral.  If you 
are unable to determine if a referral is required after reading this chapter, please call our Service 
Authorization Coordinator at (800) 700-3874 ext.5506 (please have the CPT Procedure Code available to 
facilitate the research).  You may also fax your completed Referral Consultation Request Form to (831) 
430-5515. 

For more information on the Referral Consultation Request process, please see Policy 404-1303 - 
Referral Consultation Request Process. 

Out-of-Service-Area Referrals 
The Alliance must review referrals to out-of-service-area providers, regardless of contract status, before 
authorizing the service.  This helps ensure that appropriate medical criteria are met and that the 
member is being referred to an appropriate provider. 

In general, the reasons for referring to a provider out of our service area are: 

• The necessary procedure or service is not available through one of our in-area providers. 
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• The expertise required for consultation is beyond what is available through our in-area provider 
network. 

• The member’s medical needs are sufficiently complex to require service out of the area. 

In the event of an urgent/emergent medical situation outside of the Alliance service area, the facility 
providing the service is required to contact us within one business day to confirm eligibility and service 
authorization. 

All services requested will be reviewed for clinical appropriateness by an Alliance nurse, with final 
decisions made by the Chief Medical Officer/Medical Director. 

For more information on out-of-service-area referrals, please see Policy 404-1310 - Authorization 
Process for Referrals to Out of Service Area Providers. 

Self-Referral:  No Authorization or Referral Required 
Healthy Kids members may access certain basic services without a referral from a PCP, as long as the 
provider they choose is a member of the Alliance network and is within the Alliance’s service area: 

• Asthma education. 

• Diabetes education. 

• Other health education programs. 

Healthy Kids members may self-refer to any contracted provider within the Alliance’s service area for 
family planning services, annual well woman services and pregnancy services. 

For more information about self-referral, please see the following policies: 

Policy 404-1309 - Member Access to Self-Referred Services 

Policy 404-1702 - Provision of Family Planning Services to Members 

Newborn examinations and nursery care are covered while the mother is hospitalized; newborns may 
also be eligible for care during the first 30 days if they do not qualify for Medi-Cal. 

No prior authorization is required for emergency/urgent services and emergency hospital 
admissions.  For emergency inpatient admissions or emergency services, the hospital should contact 
the Alliance for verification of the member’s eligibility.  All inpatient hospital stays require an 
authorization after admission.  Authorization can be obtained by sending a Hospital Admission Face 
Sheet and clinical documentation to the UM Department.   Contracting facilities are obligated to notify 
the Alliance within one day of admission to obtain authorizations and to confirm the length of stay and 
level of care needed by the patient. 

For more information on hospital services, please see Appendix 6. Hospital Services at the end of this 
manual. 

Prior Authorization  
Individual Authorization Requests (ARs) are reviewed by a Prior Authorization nurse according to 
predetermined criteria, protocols, and the medical information from the physician or other provider.  In 
some cases, the nurse may need to contact the provider directly to request additional information — or one 
of the Alliance Medical Directors or Pharmacists may need to speak directly with the provider to discuss the 
request. 

Only licensed medical professionals employed by the Alliance make decisions about ARs.  Only our Chief 
Medical Officer,  Medical Directors or Pharmacists have the authority to modify or deny service ARs.  
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Authorization decisions are based upon evidence-based Alliance policies as well as nationally recognized 
standards including: 

8. Title 22 criteria 

9. Medi-Cal Medical Necessity Guidelines (when available) 

10. Alliance Health Services & Pharmacy Guidelines and Policies & Procedures approved by the 
UMC 

11. Evidence-based guidelines, such as:  

c. Milliman Care Guidelines 

d. Medicare (CMS) Guidelines  

12. Consensus statements and nationally recognized standards of practice.  

13. Guidelines developed by other health plans 

14. Expert opinion: 

c. Clinical advisors serving on Alliance Committees 

d. Outside Independent Medical Review 

Members must obtain a referral from their PCP before scheduling an appointment with any other 
physician.  ARs should be submitted prior to provision of a service unless it is medically urgent or will 
result in an unnecessary extension of a hospital stay. 

If, under exceptional circumstances, an AR is submitted after a service has been provided or initiated to 
an Alliance member, it must be received by the Alliance within 30 calendar days of initiation of the 
services or the request will be denied for non-timely submission.  Please note that an AR submitted after 
30 days must be accompanied by documentation explaining why the authorization was not requested 
earlier. 

For more information on Medical Necessity, see Policy 404-1112 - Medical Necessity- The Definition and 
Application of Medical Necessity Provision to Authorization Requests. 

 
For more information on the AR process, please see Policy 404-1201 - Authorization Request Process. 

Medical Services Requiring Prior Authorization 
Medical services or procedures that generally require prior authorization include: 

• Allergy treatment. 

• Dermatology therapy. 

• Home Health services. 

• MRIs and unlisted CT scans. 

• Physical, speech and occupational therapy. 

• Podiatric treatment. 

• Outpatient surgery. 

• Non-emergency hospitalizations, except for an obstetrical delivery. 
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• Medical supplies and Durable Medical Equipment (DME). 

• Requests for referral (RF) to a provider/facility outside of the Alliance’s service area or to a 
non-contracted provider/facility. 

• Sleep studies (please see Policy 404-1711 — Sleep Study (Polysomnography/Sleep Disorder 
Testing) Authorizations) 

• Sclerotherapy procedure (please see Policy 404-1203 — Surgical Treatment of Varicose 
Veins) 

•  Drugs or treatment interventions not included in our Formulary (or if the quantity requested 
is more than a 90-day supply for maintenance drugs and a 30-day supply for all other 
agents). 

Prior authorization also is required for acupuncture or chiropractic treatments (limited to 20 visits per 
year) and admission to a SNF (limited to 100 days per benefit year). 

Medical Supplies and DME  
For more information about requests for Medical Supplies and DME, please see Policy 404-1603 - 
Medical Supplies Authorizations or Policy 404-1601 - Durable Medical Equipment Authorizations 
Threshold Amounts. 

Physical Therapy 
Authorization requests will be considered according to the criteria and procedures described in Policy 
404-1706 - Physical Therapy. For coding information see Section 7. Claims for designated codes that 
allow flexibility in providing a variety of physical therapy modalities without having to request 
adjustments to the initially submitted AR as the treatment plan changes. 

Submitting an Authorization Request 
Prescribing physicians may request authorization by completing the Authorization Request (AR) Form 
and submitting it via: 

• Your Alliance Provider Portal account.  

• Fax to (831) 430-5850. 

• U.S. post to:  Central California Alliance for Health, Attn: Authorizations, P.O. Box 660015,  
Scotts Valley, CA 95067-0012. 

• For questions regarding ARs, please call (831) 430-5506. 

When a Healthy Kids member requests a specific service, treatment, or referral to a specialist, it is the 
PCP’s responsibility to determine medical necessity.  If the service requested is not medically indicated, 
discuss an alternative treatment plan with the member or his/her representative. 

Adherence to the following checklist for effective submission of an AR will assure the timeliest decision: 

 Please complete the form — an illegible handwritten form may be returned to the 
provider. 

 Be sure to include your name, address and contact number — and fax number. 

 Be sure to include member’s name, address, age, sex, date of birth, and identifying 
information such as the Alliance ID number. 
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 The Healthy Kids identification number must be correct.  Refer to the Healthy Kids 
card if necessary. 

 Enter into the appropriate box the description of the diagnosis and ICD-9 or CPT code 
with appropriate modifiers that most closely describe the member’s condition. 

 Use the correct nine-digit provider identification (NPI) number.  If the patient is 
hospitalized, the hospital provider number must be used. 

 Attach documentation that supports the medical necessity of the request to the form 
(in addition to providing documentation required in the Medical Justification box). 

 Be sure to sign and date the form (must be signed by the referring provider). 

 Submit a separate AR for each service request per member; the AR will be given a 
unique number that is used to facilitate reimbursement. 

 

Routine Pre-Service Requests 
You must complete an Authorization Request (AR) before the service is performed.  For routine pre-
service requests for procedures/services that can be pre-scheduled without danger of adverse outcome 
to the member, the Alliance will usually make a determination within 5 business days — but no longer 
than 14 days — from receipt of the request and appropriate documentation of medical necessity. 

All decisions for ARs are made and communicated to the provider by fax within one business day of the 
decision; providers inform the member about the decision.  Decisions to modify or deny ARs will be 
communicated to the member in writing within two business days of the decision; a copy will be sent to 
the provider.  When an AR is concurrent with services being provided, the Alliance will ensure that 
medically necessary care is not interrupted or discontinued until the members treating physician has 
been notified of the decision and a care plan has been agreed upon by the treating provider/PCP that is 
appropriate for the medical needs of the patient. 

Expedited/Urgent Requests 
In medically urgent situations, you may request an expedited AR review by calling our Health Services 
Department at (800) 700-3874 ext.5506 or faxing it to (831) 430-5850.  Expedited Authorization 
Requests will be reviewed within three business days after receipt of the request when the provider 
indicates that following a standard timeframe could seriously jeopardize the member’s life or health, or 
ability to attain, maintain or regain maximum function. 

Post-Service Authorization Requests 
If it was not possible for the provider to obtain authorization before providing a medically necessary 
service, we will respond to a post-service AR if we receive it within 30 calendar days of initiation of the 
service; if received later, the retrospective AR will be denied for non-timely submission.  Please note 
that an AR submitted after 30 days must be accompanied by documentation explaining why the 
authorization was not requested earlier.  Our response will inform the provider of the decision to 
approve, modify or deny the AR. 

While elective surgery requires prior authorization, under exceptional medical circumstances we may 
provide authorization after the fact. 

For more information on the AR Process, please see Policy 404-1201 - Authorization Request Process. 
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Authorization Requests for Ancillary Services  
Prior authorization is required for ancillary services such as home health care, medical supplies, 
rehabilitation services and DME.  Ancillary services requiring prior authorization include, but are not 
limited to, the following: 

• Durable Medical Equipment (purchase or rental). 

• Hearing devices. 

• Physical/occupational therapy. 

• Speech pathology and audiology services. 

• Home Health Agency services. 

• Medical supplies. 

Hospital Inpatient Services  
Admissions to an acute-care facility or Ambulatory Surgery Center for scheduled surgery require prior 
authorization.  All requests must be accompanied by the appropriate medical documentation, including, 
but not limited to: 

• Laboratory test results. 

• X-rays. 

• Medical records. 

• Other reports that have relevance to the planned admission (e.g., pre-operative history and 
physical). 

Emergency and urgent admissions do not require prior authorization.  However, the Alliance must be 
notified by the facility of emergency admissions within one business day. 

Discharge planning is initiated upon admission to facilitate the transition of beneficiaries to the next 
phase of care.  The discharge planning team is multi-disciplinary and consists of the treating physician 
and hospital discharge planners.  Physician responsibility includes participation in coordinating member 
discharge planning and referrals to appropriate post-discharge settings.  Alliance staff will work with the 
hospital’s discharge planning staff, as needed, in determining the most appropriate post-discharge 
setting. 

For more information on Hospital Services, please see Appendix 6: Hospital Services, at the end of this 
manual. 

Obtaining a Second Opinion 
Healthy Kids members may request a second opinion about a recommended procedure or service.  The 
Alliance honors all requests for second opinions without the need for a prior authorization. 

Second opinions may be rendered only by a physician qualified to review and treat the medical condition 
in question.  Referrals to non-contracting or out of area medical providers or facilities may be approved 
only when the requested services are not available within the Alliance network. 

If the provider giving the second opinion recommends a treatment, diagnostic test, or service that is 
medically necessary and covered by the Alliance, the PCP must provide or arrange for the service. 

For more information about obtaining a second medical opinion, please see Policy 404-1307 - Medical 
Second Opinions. 
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The Alliance will provide an external, independent review process to examine decisions regarding (a) 
denial, delay or modification of service based upon medical necessity and (b) experimental or 
investigational therapies. For additional information about external independent medical reviews, see 
Policy 404-1113 - External Independent Medical Review. 

Status of Authorization Requests 
The Alliance has Health Services Authorization Coordinators to check AR forms for completeness and help 
you with any aspect of the process, including answering questions regarding the status of ARs.  Please 
contact the Authorization Coordinators at: (800) 700-3874 ext.5511. 

Deferrals and Denials 
As discussed earlier in this section, decisions about requests for authorization may be deferred or 
denied.  The most common reasons for such decisions are outlined in the chart below. 

When a request is denied, a Notice of Action letter will be mailed to the member no later than the 
second business day after the decision, with a copy sent to the provider.  If the denial is a result of 
insufficient information from the provider, we will inform the member that the case will be reopened 
when complete information is received.  The denial letter will explain the reason for denial of the request 
and will provide information about the member’s right to appeal the decision. 

If you need clarification of the reason your AR was denied, please call the Alliance’s Authorization 
Coordinator at (800) 700-3874 ext.5506. 

Notes on the Status of Authorization Requests 

STATUS COMMENTS 

Approved as 
Requested 

You may provide service as requested.  Please remember to include the AR# on 
your claim. 

Approved as 
Modified 

Most Common Reasons for Approved as Modified: 
• Fewer visits are authorized than were requested on the AR. 
• Number of inpatient days requested on the AR is not within the guidelines on 
length of stay for the requested procedure. 
• Dates of service requested on the AR do not match the dates that the member 
is Alliance eligible. 

Extended/ 
Deferred 

Most Common Reasons for Extended / Deferred AR: 
• AR form incompletely filled out; often lacks Procedure (CPT) and/or diagnosis 
codes (ICD-9), and/or narrative information on the procedure and/or codes that 
are being requested. 
• Insufficient medical information supplied on or with the AR form to enable 
appropriate medical decision. 
• Necessary equipment pricing catalog pages not submitted. 
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STATUS COMMENTS 

Denied Common Reasons for a Denial: 
• Case is eligible for CCS for the particular medical diagnosis and/or the service 
being requested (see CCS Procedures). 
• Request is for a service not covered by the Healthy Kids plan. 
• Documentation insufficient to support the medical necessity for the requested 
procedure/equipment. 
• Request was not submitted in a timely fashion. 
A denial letter will be sent to the member, giving an explanation for the denial 
and information about rights to appeal the decision. 
If you need clarification of the reason your AR was denied, please call the 
Alliance’s Authorization Coordinator at (800) 700-3874 ext.5506. 

 
For more details, see Policy 404-1109 - Disclosure of Utilization Management Process to Providers, 
Members and the Public. 

Coordination of Benefits  
Since one of the eligibility criteria for the Healthy Kids program is that they do not have other health 
insurance, it is unlikely that you will have a Healthy Kids member with Other Health Coverage (OHC).  
However, if you do have members with OHC in addition to their Alliance Healthy Kids coverage, the 
other health coverage is primary and the Alliance becomes the secondary payer.  OHC includes but is 
not limited to: 

• Commercial health insurance plans (individual and group policies). 

• Prepaid health plans. 

• Health Maintenance Organizations (HMOs). 

• Employee benefit plans. 

• Union plans.  

When a Healthy Kids member also has OHC, he/she must treat the other insurance plan as the primary 
insurance company and access services under that company’s rules of coverage.  For example, if the 
other coverage is a Preferred Provider Organization (PPO) plan with a closed panel, the member must 
see a provider within the PPO network.  If it is a Medicare Advantage plan, the member must receive 
services from his or her provider under that plan.  Any referrals or prior authorizations required by the 
primary insurance must be obtained before providing services. 

If the member has an HMO, and the primary plan requires a referral in order for a member to see a 
specialist or other physician, the referral will need to come from the member’s HMO plan.  If a member 
is eligible for the California Children’s Services (CCS) program, please refer to CCS for a referral.  If a 
member with OHC needs services that require prior authorization, the provider must obtain the 
authorization from the primary insurance company. 

The Alliance is not liable for the cost of services for members with OHC who do not obtain the services in 
accordance with the rules of their primary insurance.  If a member elects to seek services outside of the 
framework of his or her primary insurance, the member is responsible for the cost. For more information 
on coordination of benefits, please see Policy 700-1750 - Coordination of Benefit Guidelines for Providers.
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Section 5. Alliance Care In-Home Supportive Services 
 Program - Monterey County 

The Alliance Care In-Home Supportive Service (IHSS) program provides health care coverage for 
Monterey County IHSS providers who work a specified number of hours per month.  Enrollees pay 
monthly premiums and copayments for some services. 

All Alliance Care IHSS members are linked to a PCP from their first day of eligibility. 

Enrollment and Eligibility 
Eligibility is determined by the Monterey County IHSS Public Authority and they handle enrollment and 
premium collection.  To be eligible for enrollment, a person must meet all of the following requirements: 

• Work at least the minimum number of months and hours per month as established by the 
In-Home Supportive Services Public Authority of Monterey County, also referred to as the 
Public Authority. 

• Live or work in Monterey County. 

• Not have previously been terminated by the Alliance for fraud, deception or failing to provide 
complete information. 

• Have submitted the required enrollment information to the Public Authority; and 

• Applied at the time the Public Authority has openings to add subscribers to the  
Alliance Care IHSS Health Plan. 

The Public Authority informs individuals when they are eligible to enroll in the Alliance Care IHSS Health 
Plan.  After notification of eligibility, individuals may enroll themselves by submitting an enrollment 
application to the Public Authority at 1000 S. Main Street, Suite 211C, Salinas, CA 93901 within 30 days 
of notification of eligibility. 

Please contact the Public Authority at (831) 755-4466 for more information about eligibility, enrollment, 
premiums and the start of coverage. 

Provider Linkage 
All Alliance Care IHSS members are linked to a PCP from their first day of eligibility, which they select 
during the enrollment process.  Members may change their PCP by contacting Member Services at (800) 
700-3874.  The change will be effective the first of the following month. 

IHSS Member ID Card 
The member ID card for our IHSS program has a strip of red across the top and the Alliance logo in the 
top right hand corner.  
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Benefits 
To view a summary of benefits and copayments for Alliance Care IHSS members, please visit the 
Alliance website. All health care services under the IHSS plan must be obtained from a participating plan 
provider, and all benefits are subject to the guidelines and procedures of our Utilization Management 
Department.  The benefit year for Alliance Care IHSS is  July 1 to June 30. There is a $3,000 copayment 
maximum per member per benefit year. 

New Technology Assessment 
Upon request for information, following Policy 404-1714 - Technology Assessment, the Alliance will 
evaluate new technologies such as medical and behavioral health procedures, pharmaceuticals and 
devices; evaluate changes in the application of existing technologies and determine whether a new 
technology should be an added benefit. 

Continuity of Care  
To ensure that medically necessary, in-progress, covered medical services are not interrupted due to the 
termination of a provider’s contract; we assure continuity of care for our members, as well as for those 
newly enrolled individuals who have been receiving covered services from a non-participating provider. 

When a practitioner’s contract is terminated or discontinued for reasons other than a medical 
disciplinary cause, fraud, or other unethical activity, a member may be able to receive continued care 
with him/her after the contract ends.  Continuity of care is permitted for the following conditions: 

• An acute condition. 

• A serious chronic condition and/or a terminal illness. 

• A pregnancy and care of a newborn child from birth to 36 months. 

• Surgery or other procedure that has been authorized and documented by the provider 
to occur within 180 days of the contract termination. 

• Any other covered service dictated by good professional practice. 

• The practitioner must continue to treat the member and must accept the payment  
and/or other terms. 

• For an acute or terminal condition, the services shall be covered for the duration of the 
illness. 

For further details on continuity of care, please see Policy 404-1114 – Continuity of Care. 

Coordination of Care  
The Alliance will continue to provide for normally covered medical services for members receiving 
services from SARC and will coordinate with the PCP and the designated center to assist with the 
development of a care plan, or in meeting the care plan that has been developed.  As PCP you are part 
of the interdisciplinary team supporting the member's medical as well as psychosocial and 
environmental needs.  Screening, preventive and medically necessary and therapeutic services that are 
covered benefits will continue to be covered by the Alliance. 

For more information on coordination of care with the Regional Centers please see Policy 405-1304 - 
Developmental Disabilities - Services to Plan Members. 
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Mental Health Benefits  
Mental Health Services – Inpatient 
Mental health care services in a participating hospital will be provided to Alliance members when 
ordered and performed by a participating mental health professional.  Prior authorization is required. 

Mental health services are provided through OptumHealth.  To access mental health services, the 
member should call OptumHealth at (800) 808-5796 and identify him/herself as an Alliance member.  
There is no copayment associated with inpatient mental health services. 

Diagnosis and inpatient treatment of a mental health condition includes services for the treatment of 
Severe Mental Illness (SMI), including, but not limited to: 

• Schizophrenia. 

• Schizoaffective disorder. 

• Bipolar disorder (manic-depressive illness). 

• Major depressive disorders. 

• Panic disorder. 

• Obsessive-compulsive disorder. 

• Pervasive developmental disorder or autism. 

• Anorexia nervosa. 

• Bulimia nervosa. 

Mental Health Services – Outpatient 
Mental health care services also will be provided to Alliance members on an outpatient basis when 
ordered and performed by a participating mental health professional.  Prior authorization is required. 

Outpatient mental health services are provided through OptumHealth.  To access mental health 
services, the member should call OptumHealth at (800) 808-5796 and identify him/herself as an 
Alliance member. 

Copayment:  The copayment for Alliance members is $5 or $10 per visit. 

Services include, but are not limited to treatment for members who have experienced family dysfunction 
or trauma, including child abuse and neglect; domestic violence; substance abuse in the family; divorce; 
and/or bereavement.  Services include, but are not limited to treatment of SMIs such as: 

• Schizophrenia. 

• Schizoaffective disorder. 

• Bipolar disorder (manic-depressive illness). 

• Major depressive disorders. 

• Panic disorder. 

• Obsessive-compulsive disorder. 

• Pervasive developmental disorder or autism. 
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• Anorexia nervosa. 

• Bulimia nervosa. 

Skilled Nursing Facilities  
Prior authorization is required for approval of admission to a Skilled Nursing Facility (SNF) of any kind; 
IHSS members are eligible for a maximum of 100 days per benefit year.  Determination of the most 
appropriate level of care for the member, and the best facility to provide such care, is made by 
collaborative efforts between the PCP, the hospital Discharge Planning/Care Management departments, 
and the Alliance Utilization Management (UM) and Case Management (CM) teams. 

To qualify for skilled-nursing care, the patient must require the continuous availability of procedures, 
including but not limited to: 

• Administration of IV, IM or SC injections and IV or SC infusions. 

• Gastric tube or gastronomy feedings. 

• Nasopharyngeal aspiration. 

• Insertion or replacement of catheters. 

• Application of dressings involving prescribed medications and aseptic techniques. 

• Treatments that require observation by licensed health care staff to evaluate the patient’s 
progress. 

• Administration of medical gases under a prescribed therapeutic regimen. 

• Restorative nursing procedures that require the presence of a licensed nurse. 

Medically necessary skilled-nursing care will be authorized by the Alliance at the time of admission for 
members who meet the criteria.  If the member does not meet the criteria for a SNF, if no AR was 
submitted, or if the SNF is unable to meet the member’s skilled nursing needs, a denial notice will be 
sent to the member, the PCP and the admitting physician.  The notification will include the process to 
appeal the denial decision. 

Unless otherwise determined, the PCP and member relationship continues during the limited skilled 
nursing care stay. 

Transportation: Emergency and Non-Emergency 
Emergency Transportation from PCP Office to Hospital 
On occasion members require admission to acute-care facilities directly from the PCP’s office; in such 
cases we reimburse the costs of this transportation to the hospital; however we do not reimburse for 
transportation to other care sites, e.g., pharmacies, outpatient therapy, etc. 

When a PCP determines that a member requires immediate hospitalization from his or her office, the 
PCP may determine at his/her own medical discretion which is the most appropriate and safe mode of 
transportation. 

If you have determined that cab service is more appropriate than ambulance service, please notify our 
Health Service Transportation & Linguistic Coordinator after the taxicab has been called; the Coordinator 
can be reached at (800) 700-3874 ext.5625.  To ensure reimbursement to the cab company, the 
Transportation & Linguistic Coordinator will document in the PCP’s notification that a cab was called to 
transport the member to the hospital. 
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For more information on emergency transportation services, please see Policy 404-1724 - Hospital 
Transportation from PCP Office. 

Non-emergency Transportation  
Non-emergency transportation will be authorized for the transfer of a member from a hospital to 
another hospital or facility provided that the transport is medically necessary. 

Please contact the Transportation & Linguistic Coordinator in Monterey County at (800) 700-3874 
ext.5625. 

For more information on non-emergency transportation, please see Policy 404-1726 - Non-Emergency 
Medical Transportation. 

Referrals and Authorizations  
Members must obtain a referral from their PCP before scheduling an appointment with any other 
physician, except for the self-referral services described below under “Self-Referral”.  Authorization 
Requests (ARs) must be submitted prior to provision of a service unless it is medically urgent or will result 
in an unnecessary extension of a hospital stay. 

For authorization purposes, a requested service or medical equipment is approved if it is a covered benefit 
and is determined to be medically necessary. For more information on Medical Necessity see Policy  
404-1112 - Medical Necessity- The Definition and Application of Medical Necessity Provision to 
Authorization Requests. 

Referral Consultation Requests  
PCPs should submit a Referral Consultation Request when referring IHSS members for specialty care.  
The member must be referred to a contracted specialist within the Alliance’s service area.  If there is no 
available specialist within the Alliance’s service area, the PCP may submit an Authorized Referral (AR) 
request to the Alliance for review, requesting approval to refer the member to a non-contracted 
specialist or to a specialist outside of the Alliance’s service area.  As with ARs, referrals are not required 
for members with OHC as their primary source of insurance.  PCPs are required to maintain a referral 
tracking system for members sent to specialists for care, and must within a reasonable time frame 
follow up to ensure that the member kept the appointment and obtain the specialist’s report and 
recommendations. 

Referrals can be submitted online, by mail or by fax.  When submitting via mail or fax, please be sure to 
date and sign the referral.  To submit referrals: 

• Online by logging into your Alliance Provider Portal  

• By fax to (831) 430-5515. 

• By U.S. post to:  Central California Alliance for Health, P.O. Box 660015,  
Scotts Valley, CA  95067-0015. 

View a sample of the Referral Consultation Request form or instructions to complete the referral. 

Some examples of situations in which a referral is required include: 

• Outpatient hospital service. 

• Laboratory and diagnostic testing (non-routine, out-of-network). 

• Specialty consultation/treatment. 

• All elective services. 
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Specialists need the medical information on the referral to be as specific as possible.  Care should be 
taken by the PCP in completing referrals since what is authorized will determine the scope and duration 
of services and claims paid for these services.  You and/or other referring physicians are responsible for 
verifying the list of contracted providers for all referrals to ensure that the referral is being made to an 
appropriate Alliance network provider.  Referrals to non-contracted and/or out-of-network providers will 
be authorized under compelling medical circumstances and/or when medically necessary services are 
not readily available within the Alliance network. 

The referral specialist is responsible to inform you, as PCP, of the patient’s status and proposed 
interventions throughout the course of treatment.  You are responsible for maintaining the referral 
tracking system. 

Unless otherwise specified, a standing referral will expire in 90 days; if indicated on the referral, 
however, the authorization may be valid for up to one year, after which a new referral is required. 

For more information on the Referral Consultation Request process, please see Policy 404-1303 - 
Referral Consultation Request Process. 

Serious and Complex Medical Conditions 
Providers should develop a written treatment plan for Alliance Care IHSS members with complex and 
serious medical conditions.  The plan must provide for a standing referral or extended referral to a 
specialist, as appropriate.  Regardless of the length of the standing referral, all specialist providers are 
required to send the PCP regular reports on the care and status of the patient. 

The written treatment plan should indicate whether the patient will require: 

• Continuing care from a specialist or specialty care center over a prolonged  
period of time. 

• Standing referral visits to the specialists. 

• Extended access to a specialist because of a life threatening, degenerative or disabling 
condition involving coordination of care by a specialty care practitioner (For extended 
specialty referrals, the requesting provider should indicate the specific health care services 
to be managed by the specialist vs. the requesting physician.). 

For more information on extended referral authorizations, please see Policy 404-1306 - Extended 
Referral Authorizations. 

Assistance with Referral Consultation Requests 
View a sample of the Referral Consultation Request form, or instructions to complete the referral.  If you 
are unable to determine if a referral is required after reading this chapter, please call our Service 
Authorization Coordinator at (800) 700-3874 ext.5506 (please have the CPT Procedure Code available to 
facilitate the research).  You may also fax your completed Referral Consultation Request Form to (831) 
430-5515. 

For more information on the Referral Consultation Request process, please see Policy 404-1303 - 
Referral Consultation Request Process. 

Out-of-Service-Area Referrals 
The Alliance must review and approve referrals to out-of-service-area providers, regardless of contract 
status, before authorizing the service.  This helps ensure that appropriate medical criteria are met and 
that the member is being referred to an appropriate provider. 
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In general, the reasons for referring to a provider out of our service area are: 

• The necessary procedure or service is not available through one of our providers. 

• The expertise required for consultation is beyond what is available through our provider 
network. 

• The member’s medical needs are sufficiently complex to require service out of the area. 

In the event of an urgent/emergent medical situation outside of the Alliance service area, the facility 
providing the service is required to contact us within one business day to confirm eligibility and service 
authorization. 

All services requested will be reviewed for clinical appropriateness by an Alliance nurse, with input from 
the Chief Medical Officer/Medical Directors. 

For more information on out-of-service-area referrals, please see Policy 404-1310 - Authorization 
Process for Referrals to Out of Service Area Providers. 

Self-Referral:  No Authorization or Referral Required 
IHSS members may access certain services without a referral from a PCP, as long as the provider they 
choose is a member of the Alliance network and within the Alliance’s service area: 

• Asthma education. 

• Diabetes education. 

• Other health education programs. 

Alliance Care IHSS members may self-refer to any contracted provider within the Alliance’s service area 
for family planning services, annual well woman services and pregnancy services. 

For more information on self-referral services for IHSS members, please see the following policies: 

Policy 404-1309 - Member Access to Self-Referred Services 

Policy 404-1702 - Provision of Family Planning Services to Members 

No prior authorization is required for emergency/urgent services and emergency hospital 
admissions.  For emergency inpatient admissions or emergency services, the hospital should contact 
the Alliance for verification of the member’s eligibility.  All inpatient hospital stays require an 
authorization after admission.  Authorization can be obtained by sending a Hospital Admission Face 
Sheet and clinical documentation to the Utilization Management Department.  Contracting facilities are 
obligated to notify the Alliance within one day of admission to obtain authorizations, and confirm the 
length of stay and level of care needed by the patient. 

Prior Authorization 
Individual Authorization Requests (ARs) are reviewed by a Prior Authorization nurse according to 
predetermined criteria, protocols, and the medical information from the physician or other provider.  In 
some cases, the nurse may need to contact the provider directly to request additional information — or one 
of the Alliance Medical Directors or Pharmacists may need to speak directly with the provider to discuss the 
request. 

Only licensed medical professionals employed by the Alliance make decisions about ARs.  Only our Chief 
Medical Officer, Medical Director or Pharmacists have the authority to modify or deny service ARs.  
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Authorization decisions are based upon evidence-based Alliance policies as well as nationally recognized 
standards including: 

15. Title 22 criteria 

16. Medi-Cal Medical Necessity Guidelines (when available) 

17. Alliance Health Services & Pharmacy Guidelines and Policies & Procedures approved by the 
UMC 

18. Evidence-based guidelines, such as:  

a. Milliman Care Guidelines 

b. Medicare (CMS) Guidelines  

19. Consensus statements and nationally recognized standards of practice.  

20. Guidelines developed by other health plans 

21. Expert opinion: 

a. Clinical advisors serving on Alliance Committees 

b. Outside Independent Medical Review 

Members must obtain a referral from their PCP before scheduling an appointment with any other 
physician.  ARs should be submitted prior to provision of a service unless it is medically urgent or will 
result in an unnecessary extension of a hospital stay. 

If, under exceptional circumstances, an AR is submitted after a service has been provided or initiated to 
an Alliance member, it must be received by the Alliance within 30 calendar days of initiation of the 
services or the request will be denied for non-timely submission.  Please note that an AR submitted after 
30 days must be accompanied by documentation explaining why the authorization was not requested 
earlier. 

If the AR is submitted for a member who has obtained retroactive eligibility, it must be received by the 
Alliance within 60 calendar days of the member obtaining IHSS eligibility or it will be denied for non-
timely submission. 

For more information on Medical Necessity, see Policy 404-1112 - Medical Necessity- The Definition and 
Application of Medical Necessity Provision to Authorization Requests. 

Medical Services Requiring Prior Authorization 

Medical services or procedures that generally require prior authorization include: 

• Allergy treatment. 

• Dermatology therapy. 

• Home health services. 

• Mental health services (covered on a limited basis and contracted through OptumHealth). 

• MRIs and unlisted CT scans. 

• Physical, speech and occupational therapy. 
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• Podiatric treatment. 

• Outpatient surgery. 

• Non-emergency hospitalizations, except for an obstetrical delivery. 

• Medical supplies and Durable Medical Equipment (DME). 

• Requests for referrals to a provider/facility outside of the Alliance’s service area (Monterey 
County) or to a non-contracted provider/facility. 

• Sleep studies (please see Policy 404-1711 — Sleep Study (Polysomnography/Sleep Disorder 
Testing) Authorizations) 

• Sclerotherapy procedure (please see Policy 404-1203 — Surgical Treatment of Varicose 
Veins) 

•  Drugs or treatment interventions not included in our Formulary (or if the quantity requested 
is more than a 90-day supply for maintenance drugs and a 30-day supply for all other 
agents). 

Medical Supplies and DME  
For more information about requests for Medical Supplies and DME, please see Policy 404-1603 - 
Medical Supplies Authorizations or Policy 404-1601 - Durable Medical Equipment Authorizations 
Threshold Amounts. 

Physical therapy  
Authorization requests will be considered according to the criteria and procedures described in Policy 
404-1706 - Physical Therapy. For coding information see Section 7. Claims for designated codes that 
allow flexibility in providing a variety of physical therapy modalities without having to request 
adjustments to the initially submitted AR as the treatment plan changes. 

Acupuncture and Chiropractic Care 
Prior authorization is required for acupuncture and chiropractic care, which are limited to 20 visits per 
benefit year.  Vision and dental services are not covered benefits under the IHSS plan. 

Submitting an Authorization Request 
Prescribing physicians may request authorization by completing the Authorization Request (AR) Form 
and submitting it via: 

• Your Alliance Provider Portal account. 

• Fax to (831) 430-5850. 

• U.S. post to:  Central California Alliance for Health, P.O. Box 660015,  
Scotts Valley, CA  95067-0012. 

• For questions regarding ARs please call (831) 430-5506. 

When an IHSS member requests a specific service, treatment, or referral to a specialist, it is the PCP’s 
responsibility to determine medical necessity.  If the service requested is not medically indicated, 
discuss an alternative treatment plan with the member or his/her representative. 

Adherence to the following checklist for effective submission of an AR will assure the timeliest decision: 
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 Please complete the form — an illegible handwritten form may be returned to the 
provider. 

 Be sure to include your name, address and contact number — and fax number. 

 Be sure to include member’s name, address, age, sex, date of birth, and identifying 
information such as the Alliance ID number. 

 The IHSS identification number must be correct. 

 Enter into the appropriate box the description of the diagnosis and ICD-9 or CPT code 
with appropriate modifiers that most closely describe the member’s condition. 

 Use the correct nine-digit provider identification (NPI) number.  If the patient is 
hospitalized, the hospital provider number must be used. 

 Attach documentation that supports the medical necessity of the request to the form 
(in addition to providing documentation required in the Medical Justification box). 

 Be sure to sign and date the form (must be signed by the referring provider). 

 Submit a separate AR for each service request per member; the AR will be given a 
unique number that is used to facilitate reimbursement. 

 

Routine Pre-Service Requests 
You must complete an Authorization Request (AR) before the service is performed.  For routine pre-
service requests for procedures/services that can be pre-scheduled without danger of adverse outcome 
to the member, the Alliance will usually make a determination within 5 business days — but no longer 
than 14 days — from receipt of the request and appropriate documentation of medical necessity. 

All decisions for ARs are made and communicated to the provider by fax within one business day of the 
decision; providers inform the member about the decision.  Decisions to modify or deny ARs will be 
communicated to the member in writing within two business days of the decision; a copy will be sent to 
the provider.  When an AR is concurrent with services being provided, the Alliance will ensure that 
medically necessary care is not interrupted or discontinued until the members treating physician has 
been notified of the decision and a care plan has been agreed upon by the treating provider/PCP that is 
appropriate for the medical needs of the patient. 

Expedited/Urgent Requests 
In medically urgent situations, you may request an expedited AR review by calling our Health Services 
Department at (800) 700-3874 ext.5506 or faxing it to (831) 430-5850.  Expedited ARs will be reviewed 
within three business days after receipt of the request when the provider indicates that following a 
standard timeframe could seriously jeopardize the member’s life or health, or ability to attain, maintain 
or regain maximum function. 

Post-Service Authorization Requests 
If it was not possible for the provider to obtain authorization before providing a medically necessary 
service, we will respond to a post-service AR if we receive it within 30 calendar days of initiation of the 
service; if received later, the retrospective AR will be denied for non-timely submission.  Please note 
that an AR submitted after 30 days must be accompanied by documentation explaining why the 
authorization was not requested earlier.  Our response will inform the provider of the decision to 
approve, modify or deny the AR. 

 

Last revised August 1, 2015 Page 75 of 168 

 



Section 5.  IHSS Program  

Authorization Requests for Ancillary Services 
Prior authorization is required for ancillary services such as home health care, medical supplies, 
rehabilitation services and DME.  Ancillary services requiring prior authorization include, but are not 
limited to, the following: 

• Durable medical equipment (purchase or rental). 

• Hearing devices. 

• Physical/occupational therapy. 

• Speech pathology and audiologic services. 

• Home health agency services. 

• Medical supplies. 

For more information on the Authorization Request process, please see Policy 404-1201 - Authorization 
Request Process. 

Hospital Inpatient Services 
Admissions to an acute-care facility or Ambulatory Surgery Center for scheduled surgery require prior 
authorization.  All requests must be accompanied by the appropriate medical documentation including, 
but not limited to: 

• Laboratory test results. 

• X-rays. 

• Medical records. 

• Other reports that have relevance to the planned admission  
(e.g., pre-operative history and physical). 

Emergency and urgent admissions do not require prior authorization.  However, the Alliance must be 
notified by the facility of emergency admissions within one business day. 

Discharge planning is initiated upon admission to facilitate the transition of beneficiaries to the next 
phase of care.  The discharge planning team is multi-disciplinary and consists of the treating physician 
and hospital discharge planners.  Physician responsibility includes participation in coordinating member 
discharge planning and referrals to appropriate post-discharge settings.  Alliance staff will work with the 
hospital’s discharge planning staff, as needed, in determining the most appropriate post-discharge 
setting. 

For more information on Hospital Services, please see Appendix 6. Hospital Services at the end of this 
manual. 

Obtaining a Second Opinion 
IHSS members may request a second opinion about a recommended procedure or service.  The Alliance 
honors all requests for second opinions without the need for a prior authorization. 

Second opinions may be rendered only by a physician qualified to review and treat the medical condition 
in question.  Referrals to non-contracting medical providers or facilities may be approved only when the 
requested services are not available within the Alliance network. 
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If the provider giving the second opinion recommends a treatment, diagnostic test, or service that is 
medically necessary and covered by the Alliance, the PCP must provide or arrange for the service. 

For more information on obtaining a second medical opinion, please see Policy 404-1307 - Medical 
Second Opinions. 

The Alliance will provide an external, independent review process to examine decisions regarding (a) 
denial, delay or modification of service based upon medical necessity and (b) experimental or 
investigational therapies. For additional information about external independent medical reviews, see 
Policy 404-1113 - External Independent Medical Review. 

Status of Authorization Requests 
The Alliance has Health Services Authorization Coordinators to check AR forms for completeness and help 
you with any aspect of the process, including answering questions regarding the status of ARs at (800) 
700-3874 ext.5511. 

Deferrals and Denials 
As discussed earlier in this section, decisions about requests for authorization may be deferred or 
denied.  The most common reasons for such decisions are outlined in the chart below.  When a request 
is denied, a Notice of Action letter will be mailed to the member no later than the second business day 
after the decision, with a copy sent to the provider.  If the denial is a result of insufficient information 
from the provider, we will inform the member that the case will be reopened when complete information 
is received.  The denial letter will explain the reason for denial of the request and will provide 
information about the member’s right to appeal the decision.  If you need clarification of the reason your 
AR was denied, please call the Alliance’s Authorization Coordinator at (800) 700-3874 ext.5506. 

Notes on the Status of Authorization Requests 

STATUS COMMENTS 

Approved as 
Requested 

You may provide service as requested.  Please remember to include the AR# on 
your claim. 

Approved as 
Modified 

Most Common Reasons for Approved as Modified: 
• Fewer visits are authorized than were requested on the AR. 
• Number of inpatient days requested on the AR is not within the guidelines on 
length of stay for the requested procedure. 
• Dates of service requested on the AR do not match the dates that the member 
is Alliance eligible. 

Extended / 
Deferred 

Most Common Reasons for Extended / Deferred AR: 
• AR form incompletely filled out; often lacks Procedure (CPT) and/or diagnosis 
codes (ICD-9), and/or narrative information on the procedure and/or codes that 
are being requested. 
• Insufficient medical information supplied on or with the AR form to enable 
appropriate medical decision. 
• Necessary equipment pricing catalog pages not submitted. 
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STATUS COMMENTS 

Denied Common Reasons for a Denial: 
• Case is eligible for CCS for the particular medical diagnosis and/or the service 
being requested (see CCS Procedures). 
• Request is for a service not covered by the IHSS plan. 
• Documentation insufficient to support the medical necessity for the requested 
procedure/equipment. 
• Request was not submitted in a timely fashion. 
A denial letter will be sent to the member, giving an explanation for the denial 
and information about rights to appeal the decision. 
If you need clarification of the reason your AR was denied, please call the 
Alliance’s Authorization Coordinator at (800) 700-3874 ext.5506. 

 

For more details refer to Policy 404-1109 - Disclosure of Utilization Management Process to Providers, 
Members and the Public. 

Coordination of Benefits 
Some Alliance members have Other Health Coverage (OHC) in addition to their Alliance coverage.  
Specific rules govern how benefits must be coordinated in these cases.  In most cases, when an Alliance 
IHSS member has other OHC the Alliance is the primary payer — the exception would be if the member 
is the primary subscriber and the policy was in effect before he/she became covered through the 
Alliance. 

OHC includes but is not limited to: 

• Commercial health insurance plans (individual and group policies). 

• Prepaid health plans. 

• Health Maintenance Organizations (HMOs). 

• Employee benefit plans. 

• Union plans. 

• Tri-Care, Champ VA. 

• Medicare, including Medicare supplemental plans and Medicare Advantage (PPO, HMO 
and fee-for-service) plans (Medicare would be primary only if the member has  
end-stage renal disease). 

When an IHSS member also has OHC that is primary, s/he must treat the other insurance plan as the 
primary insurance company and access services under that company’s rules of coverage.  For example, 
if the other coverage is a Preferred Provider Organization (PPO) plan with a closed panel, the member 
must see a provider within the PPO network.  If it is a Medicare Advantage plan, the member must 
receive services from his or her provider under that plan.  Any referrals or prior authorizations required 
by the primary insurance must be obtained before providing services. 

If the member has an HMO, and the primary plan requires a referral in order for a member to see a 
specialist or other physician, the referral will need to come from the member’s HMO plan. 
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The Alliance is not liable for the cost of services for members with other health coverage who do not 
obtain the services in accordance with the rules of their primary insurance.  If a member elects to seek 
services outside of the framework of his or her primary insurance, the member is responsible for the 
cost. 

Other health insurance information should be verified on the Alliance website prior to submission of 
claims.  To coordinate benefits for a member who has active OHC coverage, you must bill the primary 
insurance first.  If there is any balance remaining after payment is received from the primary insurer, 
you should submit a claim to the Alliance along with an EOB from the primary payer.  Claims for 
members with one or more than one policy will deny without the EOB from the primary carrier or proof 
that the member does not have other health insurance coverage.  For more information on coordination 
of benefits, please see Policy 700-1750 - Coordination of Benefit Guidelines for Providers. 

Dual Coverage  
Some of our Alliance Care IHSS members have dual coverage.  They may have an employer or 
individual plan, Medicare or Medi-Cal.  IHSS is a commercial health plan, so it is always primary over 
Medi-Cal and Medicare.  In order for an Alliance Care IHSS member’s OHC to be primary, the member 
would have to be the primary subscriber on the plan (rather than being a dependent), and must have 
been enrolled in the plan prior to the member becoming enrolled in the Alliance Care IHSS Health Plan. 

For additional information on submitting claims for members with dual coverage, please see Section 7. 
Claims. 

Alliance Members with Veterans Benefits  
If the Alliance member is a Veteran and is eligible for Veterans Affairs (VA) health care benefits, he/she 
may choose to use VA services (hospitals, outpatient and other government clinics).  A description of 
these services can be found at the Veterans Administration website.  

There are outpatient facilities in Capitola, Monterey, Atwater, Tulare and San Jose.  There is a bus 
service through the VA for transportation to the Monterey, San Jose and Palo Alto facilities; the bus 
schedule can be found on the VA website.  For inpatient facilities, contact VA Hospital in Palo Alto, which 
has an affiliation with Stanford or the VA Hospital in Fresno. 

Members with VA benefits may use their own discretion in choosing whether to receive their care 
through the VA system or the Alliance — we cannot require or request that they do so but, if the 
member wishes, we will facilitate and coordinate their care. 

Emergency Services for Veterans 
Payment or reimbursement for emergency services for non-service-connected conditions in a facility 
other than a VA facility may be authorized under the “Millennium Bill Act”.  To be eligible for this 
authority, the veteran must satisfy all of the following conditions: 

• The emergency services must have been provided in a hospital emergency department or a 
similar facility that is known to provide emergency care to the public. 

• The claim for payment or reimbursement for the initial evaluation and treatment must be for 
a condition of such a nature that a prudent layperson would have reasonably expected that 
delay in seeking immediate medical attention would have been hazardous to life or health. 

• This standard would be met in the presence of an emergency medical condition manifesting 
itself by acute symptoms of sufficient severity (including severe pain) that a prudent 
layperson with an average knowledge of health and medicine could reasonably expect that 
the absence of immediate medical attention would seriously jeopardize the health of the 
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individual, would result in serious impairment to bodily functions, or cause serious 
dysfunction of any bodily organ or part. 

If we receive a claim for emergency services for a member who is known to have VA benefits, the claim 
will be held until the facility has received payment (or formal denial) for qualified services, as described 
above.  Once the VA has made determination, we will make a determination based on ongoing medical 
necessity, but will accept responsibility for coverage even when the member could have been 
transferred. 

VA System Referrals 
In certain circumstances, the VA contracts services in non-VA facilities.  If we become aware of such a 
service resulting from a VA referral, we will determine whether the VA has accepted financial 
responsibility and, if so, issue a denial. 

For more information on coordination of VA benefits, please see Policy 404-1703 - Alliance Members 
with Veteran’s Benefits. 
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Section 6. Medi-Cal Access Program –AIM – Monterey 
County 

Like Medi-Cal, the Medi-Cal Access Program (formerly AIM to 06/30/14) is a publicly funded program.  It 
is administered by the California Department of Health Care Services (DHCS) which determines 
eligibility.  The Alliance is the contractor for the Medi-Cal Access Program in Monterey County.  The 
Medi-Cal Access Program is designed for middle-income pregnant women who do not qualify for Medi-
Cal without a share of cost. 

Medi-Cal Access Program members are covered from their effective date through 60 days after the 
delivery of their baby.  Only the pregnant member will be covered — dependent coverage is not 
available.  After birth, the infant will be enrolled in the Medi-Cal program, with coverage beginning at 
the time of birth for registered infants.  The mother is responsible for notifying the Medi-Cal Access 
Program of her baby’s birth so that the Medi-Cal program enrollment can occur.  Newborn exams and 
nursery care are covered under the mother’s Medi-Cal Access Program coverage only while the mother 
and the infant are both in the hospital.  If the infant has other health coverage, the Alliance will 
coordinate benefits according to coordination of benefit rules.  Once the mother is discharged from the 
hospital, services for the baby are not covered by the Medi-Cal Access Program.  The mother would 
have to enroll the baby into the Medi-Cal program which would then cover the services. 

Enrollment and Eligibility  
The Medi-Cal Access Program-AIM is for women who do not have maternity coverage through private 
insurance, with the exception of policies that have a deductible or a copayment specifically for maternity 
services that is more than $500 as of the application date.  Standard coordination of benefits rules apply 
for women with other health coverage. 

To be eligible for enrollment in the Medi-Cal Access Program the woman must: 

• Be at least 18 years old. 

• Be a resident of California. 

• Have an income at or under 300% of the Federal Poverty Level (FPL). 

• Be pregnant  

• Not be receiving no-cost Medi-Cal or Medicare Part A and Part B benefits  
as of the date she applies for the Medi-Cal Access Program. 

Eligibility is determined by the state through DHCS. Enrollment applications may be found on the  
Medi-Cal Access Program – AIM website. 

Provider Linkage 
All Medi-Cal Access Program members are linked to a PCP from their first day of eligibility.  If they do 
not select one on their own, they will be assigned to one by the Alliance.  Members may change their 
PCP by contacting Member Services at (800) 700-3874.  The change will be effective the first of the 
following month. 
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Medi-Cal Access Program – AIM—Member ID Card 
The member ID card for our Medi-Cal Access program (formerly AIM to 06/30/14) has a strip of teal 
(blue/green) across the top and the Alliance logo in the lower right hand corner. 

Members enrolled prior to 06/30/14 will have an ID card with a reference to the AIM program as shown 
below (and will not receive a revised card): 

 

 

 

Members enrolling after 07/01/14 will be issued an ID card with a reference to the Medi-Cal Access 
Program - AIM (see above). 

PCP Responsibilities 
PCPs provide or coordinate care throughout the entire pregnancy and the 60-day postpartum period.  
Medi-Cal Access Program members can select obstetricians, or family practice or internal medicine 
physicians who do deliveries, as their PCP. 

Benefits  
The Medi-Cal Access Program is comprehensive health care coverage, with the exclusion of dental and 
vision benefits, with no copayments required.  The chart below is a summary overview of 
benefits/covered services for our Medi-Cal Access Program members.  The benefit year for Medi-Cal 
Access Program is October 1 – September 30.  
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New Technology Assessment 
Upon request for information, following Policy 404-1714 - Technology Assessment, The Alliance will 
evaluate new technologies such as medical and behavioral health procedures, pharmaceuticals and 
devices; evaluate changes in the application of existing technologies and determine whether a new 
technology should be an added benefit. 

Coordination of Care 
Mental Health Services – Inpatient 

Mental health care services in a participating hospital will be provided to Alliance Medi-Cal Access 
Program members when ordered and performed by a participating mental health professional.  Prior 
authorization is required. 

Mental health services are provided through OptumHealth.  To access mental health services, the 
member should call OptumHealth at (800) 808-5796 and identify herself as an Alliance member.  There 
is no copayment associated with inpatient mental health services. 

Diagnosis and inpatient treatment of a mental health condition includes services for the treatment of 
Severe Mental Illness (SMI), including, but not limited to: 

• Schizophrenia. 

• Schizoaffective disorder. 

• Bipolar disorder (manic-depressive illness). 

• Major depressive disorders. 

• Panic disorder. 

• Obsessive-compulsive disorder. 

• Pervasive developmental disorder or autism. 

• Anorexia nervosa. 

• Bulimia nervosa. 

Mental Health Services – Outpatient 

Mental health care services will also be provided to Alliance Medi-Cal Access Program members on an 
outpatient basis when ordered and performed by a participating mental health professional.  Prior 
authorization is required. 

Outpatient mental health services are provided through OptumHealth.  To access mental health 
services, the member should call OptumHealth at (800) 808-5796 and identify him/herself as an 
Alliance member. 

Services include, but are not limited to treatment for members who have experienced family dysfunction 
or trauma, including child abuse and neglect; domestic violence; substance abuse in the family; divorce; 
and/or bereavement.  Services include, but are not limited to treatment of SMIs such as: 

• Schizophrenia. 

• Schizoaffective disorder. 

• Bipolar disorder (manic-depressive illness). 
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• Major depressive disorders. 

• Panic disorder. 

• Obsessive-compulsive disorder. 

• Pervasive developmental disorder or autism. 

• Anorexia nervosa. 

• Bulimia nervosa. 

Skilled Nursing Facilities  
Prior authorization is required for approval of admission to a Skilled Nursing Facility (SNF) of any kind; 
Medi-Cal Access Program members are eligible for a maximum of 100 days per benefit year.  
Determination of the most appropriate level of care for the member is made by collaborative efforts 
between the PCP, the hospital Discharge Planning/Care Management departments, and Alliance 
Utilization Management (UM) and Case Management (CM) teams.  Final approval remains with Alliance 
UM staff. 

To qualify for skilled-nursing care, the patient must require the continuous availability of procedures, 
including but not limited to: 

• Administration of IV, IM or SC injections and IV or SC infusions. 

• Gastric tube or gastronomy feedings. 

• Nasopharyngeal aspiration. 

• Insertion or replacement of catheters. 

• Application of dressings involving prescribed medications and aseptic techniques. 

• Treatments that require observation by licensed health care staff to evaluate the patient’s 
progress. 

• Administration of medical gases under a prescribed therapeutic regimen. 

• Restorative nursing procedures that require the presence of a licensed nurse. 

Medically necessary skilled-nursing care will be authorized by the Alliance at the time of admission for 
members who meet the criteria.  If the member does not meet the criteria for a SNF, if no AR was 
submitted, or if the SNF is unable to meet the member’s skilled nursing needs, a denial notice will be 
sent to the member, the PCP and the admitting physician.  The notification will include the process to 
appeal the denial decision.  Long Term Care is not a covered benefit for Medi-Cal Access Program 
members. 

Transportation: Emergency and Non-Emergency 
Emergency Transportation from PCP Office to Hospital 
On occasion members require admission to acute-care facilities directly from the PCP’s office; in such 
cases we reimburse the costs of this transportation to the hospital; however we do not reimburse for 
transportation to other care sites, e.g., pharmacies, outpatient therapy, etc. 

When a PCP determines that a member requires immediate hospitalization from his or her office, the 
PCP may determine at his/her own medical discretion which is the most appropriate and safe mode of 
transportation. 
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If you have determined that cab service is more appropriate than ambulance service, please notify our 
Health Service Transportation & Linguistic Coordinator after the taxicab has been called; the Coordinator 
can be reached at (800) 700-3874 ext.5625.  To ensure reimbursement to the cab company, the 
Transportation & Linguistic Coordinator will document in the PCP’s notification that a cab was called to 
transport the member to the hospital. 

For more information on emergency transportation from a PCP office, please see Policy 404-1724 - 
Hospital Transportation from PCP Office. 

Non-emergency Transportation 
Non-emergency transportation will be authorized for the transfer of a member from a hospital to 
another hospital or facility provided that the transport is medically necessary. 

Please contact the Transportation & Linguistic Coordinator in Santa Cruz or Monterey Counties at (800) 
700-3874 ext.5625. 

For more information on non-emergency transportation, please see Policy 404-1726 - Non-Emergency 
Medical Transportation. 

Referrals and Authorizations  
Members must obtain a referral from their PCP before scheduling an appointment with any other 
physician, except for the self-referral services described below under “Self-Referral”.  Authorization 
Requests (ARs) must be submitted prior to provision of a service unless it is medically urgent or will result 
in an unnecessary extension of a hospital stay. 

For authorization purposes, a requested service or medical equipment is approved if it is a covered benefit 
and is determined to be medically necessary. For more information on Medical Necessity see Policy  
404-1112 - Medical Necessity- The Definition and Application of Medical Necessity Provision to 
Authorization Requests. 

Referral Consultation Requests  
PCPs should submit a Referral Consultation Request when referring Medi-Cal Access Program members 
for specialty care.  The member must be referred to a contracted specialist within the Alliance’s service 
area.  If there is no available specialist within the Alliance’s service area, the PCP may submit an 
Authorized Referral (AR) request to the Alliance for review, requesting approval to refer the member to 
a non-contracted specialist or to a specialist outside of the Alliance’s service area.  As with ARs, referrals 
are not required for members with OHC as their primary source of insurance.  PCPs are required to 
maintain a referral tracking system for members sent to specialists for care, and must within a 
reasonable time frame follow up to ensure that the member kept the appointment and obtain the 
specialist’s report and recommendations. 

Referrals can be submitted online, by mail or by fax.  When submitting via mail or fax, please be sure to 
date and sign the referral.  To submit referrals: 

• Online by logging into your Alliance Provider Portal account.  

• By fax to (831) 430-5515. 

• By U.S. post to:  Central California Alliance for Health, P.O. Box 660015,  
Scotts Valley, CA  95067-0015. 

View a sample of the Referral Consultation Request form or instructions to complete the referral. 

Some examples of situations in which a referral is required include: 
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• Outpatient hospital service. 

• Laboratory and diagnostic testing (non-routine, out-of-network). 

• Specialty consultation/treatment. 

• All elective services. 

Specialists need the medical information on the referral to be as specific as possible.  Care should be 
taken by the PCP in completing referral since what is authorized will determine the scope and duration 
of services and claims paid for these services.  You and/or other referring physicians are responsible for 
verifying the list of contracted providers for all referrals to ensure that the referral is being made to an 
appropriate Alliance network provider.  Referrals to non-contracted and/or out-of-network providers will 
be authorized under compelling medical circumstances and/or when medically necessary services are 
not readily available within the Alliance network. 

The referral specialist is responsible to inform you, as PCP, of the patient’s status and proposed 
interventions throughout the course of treatment.  You are responsible for maintaining the referral 
tracking system. 

Unless otherwise specified, a standing referral will expire in 90 days; if indicated on the referral, 
however, the authorization may be valid for up to one year, after which a new referral is required. 

For more information on the Referral Consultation Request process, please see Policy 404-1303 - 
Referral Consultation Request Process. 

Serious and Complex Medical Conditions  
Providers should develop a written treatment plan for members with complex and serious medical 
conditions.  The plan must provide for a standing referral or extended referral to a specialist, as 
appropriate.  Regardless of the length of the standing referral, all specialist providers are required to 
send the PCP regular reports on the care and status of the patient. 

The written treatment plan should indicate whether the patient will require: 

• Continuing care from a specialist or specialty care center over a prolonged 
period of time. 

• Standing referral visits to the specialists. 

• Extended access to a specialist because of a life threatening, degenerative or disabling 
condition involving coordination of care by a specialty care practitioner (For extended 
specialty referrals, the requesting provider should indicate the specific health care services 
to be managed by the specialist vs. the requesting physician.). 

For more information on extended referral authorizations, please see Policy 404-1306 - Extended 
Referral Authorizations. 
 

Assistance with Referral Consultation Requests 
To view a sample of, and instructions to complete, the Referral Consultation Request form, please visit 
the Form Library. If you are unable to determine if a referral is required after reading this chapter, 
please call our Service Authorization Coordinator at (800) 700-3874 ext.5506 (please have the CPT 
Procedure Code available to facilitate the research).  You may also fax your completed Referral 
Consultation Request Form to (831) 430-5515. 

For more information on the Referral Consultation Request process, please see Policy 404-1303 - 
Referral Consultation Request Process. 
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Out-of-Service-Area Referrals 
The Alliance must review referrals to out-of-service-area providers, regardless of contract status, before 
authorizing the service.  This helps ensure that appropriate medical criteria are met and that the 
member is being referred to an appropriate provider. 

In general, the reasons for referring to a provider out of our service area are: 

• The necessary procedure or service is not available through one of our in-area providers. 

• The expertise required for consultation is beyond what is available through our in-area 
provider network. 

• The member’s medical needs are sufficiently complex to require service out of the area. 

In the event of an urgent/emergent medical situation outside of the Alliance service area, the facility 
providing the service is required to contact us within one business day to confirm eligibility and service 
authorization. 

All services requested will be reviewed for clinical appropriateness by an Alliance nurse, with final 
decisions made by the Chief Medical Officer/Medical Director. 

For more information on out-of-service area referrals, please see Policy 404-1310 - Authorization 
Process for Referrals to Out of Service Area Providers. 

Self-Referral:  No Authorization or Referral Required 

Medi-Cal Access Program members may access certain services without a referral from a PCP, as long as 
the provider they choose is a member of the Alliance network and is within the Alliance’s service area: 

• Asthma education. 

• Diabetes education (through CCS). 

• Other health education programs. 

For more information on self-referral services for Medi-Cal Access Program members, please see the 
following policies: 

Policy 404-1309 - Member Access to Self-Referred Services 

Policy 404-1702 - Provision of Family Planning Services to Members 

No prior authorization is required for emergency/urgent services and emergency hospital 
admissions.  For emergency inpatient admissions or emergency services, the hospital should contact 
the Alliance for verification of the member’s eligibility.  All inpatient hospital stays require an 
authorization after admission.  Authorization can be obtained by sending a Hospital Admission Face 
Sheet and clinical documentation to the Utilization Management Department.  Contracting facilities are 
obligated to notify the Alliance within one day of admission to obtain authorizations and to confirm the 
length of stay and level of care needed by the patient. 

Prior Authorization  
Individual Authorization Requests (ARs) are reviewed by a Prior Authorization nurse according to 
predetermined criteria, protocols, and the medical information from the physician or other provider.  In 
some cases, the nurse may need to contact the provider directly to request additional information — or one 
of the Alliance Medical Directors or Pharmacists may need to speak directly with the provider to discuss the 
request. 
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Only licensed medical professionals employed by the Alliance make decisions about ARs.  Only our Chief 
Medical Officer,  Medical Directors or Pharmacists have the authority to modify or deny service ARs.  
Authorization decisions are based upon evidence-based Alliance policies as well as nationally recognized 
standards including: 

1. Title 22 criteria 

2. Medi-Cal Medical Necessity Guidelines (when available) 

3. Alliance Health Services & Pharmacy Guidelines and Policies & Procedures approved by the UMC 

4. Evidence-based guidelines, such as:  

a. Milliman Care Guidelines 

b. Medicare (CMS) Guidelines  

5. Consensus statements and nationally recognized standards of practice.  

6. Guidelines developed by other health plans 

7. Expert opinion: 

a. Clinical advisors serving on Alliance Committees 

b. Outside Independent Medical Review 

Members must obtain a referral from their PCP before scheduling an appointment with any other 
physician.  ARs should be submitted prior to provision of a service unless it is medically urgent or will 
result in an unnecessary extension of a hospital stay. 

If, under exceptional circumstances, an AR is submitted after a service has been provided or initiated to 
an Alliance member, it must be received by the Alliance within 30 calendar days of initiation of the 
services or the request will be denied for non-timely submission.  Please note that an AR submitted after 
30 days must be accompanied by documentation explaining why the authorization was not requested 
earlier. 

For more information on Medical Necessity, see Policy 404-1112 - Medical Necessity- The Definition and 
Application of Medical Necessity Provision to Authorization Requests. 

For more information on timely submission of ARs, please see Policy 404-1201 - Authorization Request 
Process. 

Medical Services Requiring Prior Authorization 
Medical services or procedures that generally require prior authorization include: 

• Allergy treatment. 

• Dermatology therapy. 

• Home Health services. 

• MRIs and unlisted CT scans. 

• Physical, speech and occupational therapy. 

• Podiatric treatment. 

• Outpatient surgery. 
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• Non-emergency hospitalizations, except for an obstetrical delivery. 

• Medical supplies and Durable Medical Equipment (DME). 

• Requests for referrals to a provider/facility outside of the Alliance’s service area (Monterey 
County) or to a non-contracted provider/facility. 

• Sleep studies (please see Policy 404-1711 — Sleep Study (Polysomnography/Sleep Disorder 
Testing) Authorizations) 

• Sclerotherapy procedure (please see Policy 404-1203 — Surgical Treatment of Varicose 
Veins) 

• Drugs or treatment interventions not included in our formulary (or if the quantity requested 
is more than a 90-day supply for maintenance drugs, and a 30-day supply for all other 
agents). 

Medical Supplies and DME  
For more information about requests for Medical Supplies and DME, please see Policy 404-1603 - 
Medical Supplies Authorizations or Policy 404-1601 - Durable Medical Equipment Authorizations 
Threshold Amounts. 

Physical Therapy  
Authorization requests will be considered according to the criteria and procedures described in Policy 
404-1706 - Physical Therapy. For coding information see Section 7. Claims for designated codes that 
allow flexibility in providing a variety of physical therapy modalities without having to request 
adjustments to the initially submitted AR as the treatment plan changes. 

Acupuncture and Chiropractic Care 
Prior authorization is required for acupuncture and chiropractic care, which are limited to 20 visits per 
benefit year.  Vision and dental services are not covered benefits under the Medi-Cal Access Program. 

Submitting an Authorization Request 
Prescribing physicians may request authorization by completing the Authorization Request (AR) Form 
and submitting it via: 

• Your Alliance Provider Portal account  

• Fax to (831) 430-5850. 

• U.S. post to:  Central California Alliance for Health, P.O. Box 660015,  
Scotts Valley, CA 95067-0012. 

• For questions regarding ARs please call (831) 430-5506. 

When a Medi-Cal Access Program member requests a specific service, treatment, or referral to a 
specialist, it is the PCP’s responsibility to determine medical necessity.  If the service requested is not 
medically indicated, discuss an alternative treatment plan with the member or his/her representative. 

Adherence to the following checklist for effective submission of an AR will assure the timeliest decision: 

 Please complete the form — an illegible handwritten form may be returned to the 
provider. 

 Be sure to include your name, address and contact number — and fax number. 
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 Be sure to include member’s name, address, age, sex, date of birth, and identifying 
information such as the Member ID number. 

 The member’s Medi-Cal Access Program identification number must be correct.  Refer 
to the Medi-Cal Access Program card if necessary. 

 Enter into the appropriate box the description of the diagnosis and ICD-9 or CPT code 
with appropriate modifiers that most closely describe the member’s condition. 

 Use the correct nine-digit provider identification (NPI) number.  If the patient is 
hospitalized, the hospital provider number must be used. 

 Attach documentation that supports the medical necessity of the request to the form 
(in addition to providing documentation required in the Medical Justification box). 

 Be sure to sign and date the form (must be signed by the referring provider). 

 Submit a separate AR for each service request per member; the AR will be given a 
unique number that is used to facilitate reimbursement. 

 
Routine Pre-Service Requests 
You must complete an Authorization Request (AR) before the service is performed.  For routine pre-
service requests for procedures/services that can be pre-scheduled without danger of adverse outcome 
to the member, the Alliance will usually make a determination within 5 business days — but no longer 
than 14 days — from receipt of the request and appropriate documentation of medical necessity. 

All decisions for ARs are made and communicated to the provider by fax within one business day of the 
decision; providers inform the member about the decision.  Decisions to modify or deny ARs will be 
communicated to the member in writing within two business days of the decision; a copy will be sent to 
the provider.  When an AR is concurrent with services being provided, the Alliance will ensure that 
medically necessary care is not interrupted or discontinued until the members treating physician has 
been notified of the decision and a care plan has been agreed upon by the treating provider/PCP that is 
appropriate for the medical needs of the patient. 

Expedited/Urgent Requests 
In medically urgent situations, you may request an expedited AR review by calling our Health Services 
Department at (800) 700-3874 ext.5506 or faxing it to (831) 430-5850.  Expedited Authorization 
Requests will be reviewed within three business days after receipt of the request when the provider 
indicates that following a standard timeframe could seriously jeopardize the member’s life or health, or 
ability to attain, maintain or regain maximum function. 

Post-Service Authorization Requests 
If it was not possible for the provider to obtain authorization before providing a medically necessary 
service, we will respond to a post-service AR if we receive it within 30 calendar days of initiation of the 
service; if received later, the retrospective AR will be denied for non-timely submission.  Please note 
that an AR submitted after 30 days must be accompanied by documentation explaining why the 
authorization was not requested earlier.  Our response will inform the provider of the decision to 
approve, modify or deny the AR. 

While elective surgery requires prior authorization, under exceptional medical circumstances we may 
provide authorization after the fact. 

Last revised August 1, 2015 Page 90 of 168 

 



Section 6.  Medi-Cal Access Program - AIM  

Authorization Requests for Ancillary Services  
Prior authorization is required for ancillary services such as home health care, medical supplies, 
rehabilitation services and DME.  Ancillary services requiring prior authorization include, but are not 
limited to, the following: 

• Durable medical equipment (purchase or rental). 

• Hearing devices. 

• Physical/occupational therapy. 

• Speech pathology and audiologic services. 

• Home health agency services. 

• Medical supplies. 

Hospital Inpatient Services  
Admissions to an acute-care facility or Ambulatory Surgery Center for scheduled surgery require prior 
authorization.  All requests must be accompanied by the appropriate medical documentation including, 
but not limited to: 

• Laboratory test results. 

• X-rays. 

• Medical records. 

• Other reports that have relevance to the planned admission (e.g., pre-operative history and 
physical). 

Emergency and urgent admissions do not require prior authorization.  However, the Alliance must be 
notified by the facility of emergency admissions within one business day. 

Discharge planning is initiated upon admission to facilitate the transition of beneficiaries to the next 
phase of care.  The discharge planning team is multi-disciplinary and consists of the treating physician 
and hospital discharge planners.  Physician responsibility includes participation in coordinating member 
discharge planning and referrals to appropriate post-discharge settings.  Alliance staff will work with the 
hospital’s discharge planning staff, as needed, in determining the most appropriate post-discharge 
setting. 

For more information on Hospital Services, please see Appendix 6 . Hospital Services at the end of this 
manual. 

Obtaining a Second Opinion 
Medi-Cal Access Program members may request a second opinion about a recommended procedure or 
service.  The Alliance honors all requests for second opinions without the need for a prior authorization. 

Second opinions may be rendered only by a physician qualified to review and treat the medical condition 
in question.  Referrals to non-contracting medical providers or facilities may be approved only when the 
requested services are not available within the Alliance network. 

If the provider giving the second opinion recommends a treatment, diagnostic test, or service that is 
medically necessary and covered by the Alliance, the PCP must provide or arrange for the service. 

For more information on obtaining a second medical opinion, please see Policy 404-1307 - Medical 
Second Opinions. 
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The Alliance will provide an external, independent review process to examine decisions regarding (a) 
denial, delay or modification of service based upon medical necessity and (b) experimental or 
investigational therapies. For additional information about external independent medical reviews, see 
Policy 404-1113 - External Independent Medical Review.. 

Status of Authorization Requests 
The Alliance has Health Services Authorization Coordinators to check AR forms for completeness and help 
you with any aspect of the process, including answering questions regarding the status of ARs at (800) 
700-3874 ext.5511. 

Deferrals and Denials 
As discussed earlier in this section, decisions about requests for authorization may be deferred or 
denied.  The most common reasons for such decisions are outlined in the chart below. 

When a request is denied, a Notice of Action letter will be mailed to the member no later than the 
second business day after the decision, with a copy sent to the provider.  If the denial is a result of 
insufficient information from the provider, we will inform the member that the case will be reopened 
when complete information is received.  The denial letter will explain the reason for denial of the request 
and will provide information about the member’s right to appeal the decision. 

If you need clarification of the reason your AR was denied, please call the Alliance’s Authorization 
Coordinator at (800) 700-3874 ext.5506. 

Notes on the Status of Authorization Requests 

STATUS COMMENTS 

Approved as 
Requested 

You may provide service as requested.  Please remember to include the AR# on 
your claim. 

Approved as 
Modified 

Most Common Reasons for Approved as Modified: 
• Fewer visits are authorized than were requested on the AR. 
• Number of inpatient days requested on the AR is not within the guidelines on 
length of stay for the requested procedure. 
• Dates of service requested on the AR do not match the dates that the member is 
Alliance eligible. 

Extended / 
Deferred 

Most Common Reasons for Extended / Deferred AR: 
• AR form incompletely filled out; often lacks Procedure (CPT) and/or diagnosis 
codes (ICD-9), and/or narrative information on the procedure and/or codes that 
are being requested. 
• Insufficient medical information supplied on or with the AR form to enable 
appropriate medical decision. 
• Necessary equipment pricing catalog pages not submitted. 
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STATUS COMMENTS 

Denied Common Reasons for a Denial: 
• Case is eligible for CCS for the particular medical diagnosis and/or the service 
being requested (see CCS Procedures). 
• Request is for a service not covered by the Medi-Cal Access Program. 
• Documentation insufficient to support the medical necessity for the requested 
procedure/equipment. 
• Request was not submitted in a timely fashion. 
A denial letter will be sent to the member, giving an explanation for the denial and 
information about rights to appeal the decision. 
If you need clarification of the reason your AR was denied, please call the 
Alliance’s Authorization Coordinator at (800) 700-3874 ext.5506. 

For more details refer to Policy 404-1109 - Disclosure of Utilization Management Process to Providers, 
Members and the Public. 

Coordination of Benefits  
Some Alliance members have other health coverage (OHC) in addition to their Alliance coverage.  
Specific rules govern how benefits must be coordinated in these cases.  Coverage provided under this 
program is secondary to all other coverage, Benefits paid under this program are determined after 
benefits have been paid as a result of a member’s enrollment in any other health care program.  Other 
health coverage includes but is not limited to: 

• Commercial health insurance plans (individual and group policies). 

• Prepaid health plans. 

• Health Maintenance Organizations (HMOs). 

• Employee benefit plans. 

• Union plans. 

• Tri-Care, Champ VA. 

• Medicare, including Medicare supplemental plans and Medicare Advantage (PPO, HMO, and 
Fee-for-Service) plans. 

When a Medi-Cal Access Program member also has OHC, he/she must treat the other insurance plan as 
the primary insurance company and access services under that company’s rules of coverage.  For 
example, if the other coverage is a Preferred Provider Organization (PPO) plan with a closed panel, the 
member must see a provider within the PPO network.  If it’s a Medicare Advantage plan, the member 
must receive services from his or her provider under that plan.  Any referrals or prior authorizations 
required by the primary insurance must be obtained before providing services. 

If the member has an HMO, and the primary plan requires a referral in order for a member to see a 
specialist or other physician, the referral will need to come from the member’s HMO plan.  If a member 
is eligible for the California Children’s Services (CCS) program, please refer to CCS for a referral.  If a 
member with other health coverage needs services that require prior authorization, the provider must 
obtain the authorization from the primary insurance company. 

The Alliance is not liable for the cost of services for members with other health coverage who do not 
obtain the services in accordance with the rules of their primary insurance.  If a member elects to seek 
services outside of the framework of his or her primary insurance, the member is responsible for the cost. 
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Other health insurance information should be verified on the Alliance website prior to submission of 
claims.  To coordinate benefits for a member who has active OHC coverage, you must bill the primary 
insurance first.  If there is any balance remaining after payment is received from the primary insurer, 
you should submit a claim to the Alliance along with an EOB from the primary payer.  Claims for 
members with more than one policy will deny without the EOB from the primary carrier or proof that the 
member does not have other health insurance coverage.  For more information on coordination of 
benefits, please see Policy 700-1750 - Coordination of Benefit Guidelines for Providers. 

Dual Coverage 
Some of our Medi-Cal Access Program members have dual coverage.  They may have an employer or 
individual plan, Medicare or Medi-Cal.  The Medi-Cal Access Program is a commercial health plan, so it is 
always primary over Medi-Cal and Medicare and secondary to other commercial plans.   

For information on submitting claims for members with dual coverage, please see Section 7. Claims. 

Alliance Members with Veterans Affairs Benefits 
If the Alliance member is a Veteran and is eligible for VA Health Care benefits, he/she may choose to 
use VA services (hospitals, outpatient and other government clinics).  A description of these services can 
be found on the Veterans Administration website. 

There are outpatient facilities in Capitola, Monterey, Atwater, Tulare and San Jose.  There is a bus 
service through the VA for transportation to the Monterey, San Jose and Palo Alto facilities; the bus 
schedule can be found on the VA website.  For inpatient facilities, contact VA Hospital in Palo Alto, which 
has an affiliation with Stanford or the VA Hospital in Fresno. 

Members with VA benefits may use their own discretion in choosing whether to receive their care 
through the VA system or the Alliance — we cannot require or request that they do so but, if the 
member wishes, we will facilitate and coordinate their care. 

Emergency Services for Veterans 
Payment or reimbursement for emergency services for non-service-connected conditions in a facility 
other than a VA facility may be authorized under the “Millennium Bill Act”.  To be eligible for this 
authority, the veteran must satisfy all of the following conditions: 

• The emergency services must have been provided in a hospital emergency department or a 
similar facility that is known to provide emergency care to the public. 

• The claim for payment or reimbursement for the initial evaluation and treatment must be for  
a condition of such a nature that a prudent layperson would have reasonably expected that 
delay in seeking immediate medical attention would have been hazardous to life or health. 

This standard would be met in the presence of an emergency medical condition manifesting itself by 
acute symptoms of sufficient severity (including severe pain) that a prudent layperson with an average 
knowledge of health and medicine could reasonably expect that the absence of immediate medical 
attention would seriously jeopardize the health of the individual, would result in serious impairment to 
bodily functions, or cause serious dysfunction of any bodily organ or part. 

If we receive a claim for emergency services for a member who is known to have VA benefits, the claim 
will be held until the facility has received payment (or formal denial) for qualified services, as described 
above.  Once the VA has made determination, we will make a determination based on ongoing medical 
necessity, but will accept responsibility for coverage even when the member could have been 
transferred. 

 

Last revised August 1, 2015 Page 94 of 168 

 

http://www.ccah-alliance.org/providerspdfs/PM/20120701/Policies/700-1750-Coordination-Benefits-Guidelines.pdf
http://www.va.gov/healtheligibility/coveredservices/StandardBenefits.asp
http://www.paloalto.va.gov/visitors/
http://www.palo-alto.med.va.gov/
http://www.fresno.va.gov/


Section 6.  Medi-Cal Access Program - AIM  

VA System Referrals 
In certain circumstances, the VA contracts services in non-VA facilities.  If we become aware of such a 
service resulting from a VA referral, we will determine whether the VA has accepted financial 
responsibility and, if so, issue a denial. 

For more information on coordination of VA benefits, please see Policy 404-1703 - Alliance Members 
with Veteran’s Benefits. 
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Section 7. Claims 

The Alliance follows the billing, authorization, utilization management, and claims payment guidelines 
laid out by the Medi-Cal Manual or the Explanation of Coverage (EOCs) and related regulations for the 
other lines of business, as appropriate to the patient.  However, there are a number of instances in 
which the Alliance has decided to differ from these standard procedures and practices.  Please see below 
for areas where the Alliance’s policies and procedures differ from those of the state Medi-Cal program or 
to clarify how a provider is to operate pursuant to a policy and procedure for all lines of business. 

The Alliance Claims Department processes all clean claims in a timely manner and responds courteously 
to all inquiries from providers.   The Alliance is contractually bound to process claims within 30 days of 
receipt of the claim; however, hardcopy turnaround time for clean claims is generally 15-21 days, while 
Electronic Data Interchange (EDI) turnaround time is 12-16 days. Claims are paid once a week. Claims 
must be received within one year of the date of service to be eligible for reimbursement. Medi-Cal 
timeliness rules apply. 
 

Billing Guidelines 
Medi-Cal 
Since the Alliance serves Medi-Cal beneficiaries under a contract with the state to operate a County 
Organized Health System (COHS) the Alliance uses state policies and procedures as a point of 
departure.  Unless there is an Alliance-specific policy, we rely on state Medi-Cal policies for the Medi-Cal 
program.  Providers have access to all of the policies and procedures, as well as updates to the Medi-Cal 
provider manuals on the Claims website. 
 
Healthy Kids, IHSS, and Medi-Cal Access Program (formerly AIM to 06/30/14) 
Please apply your commercial insurance office policies, including procedure codes and CMS form 
completion.  
 
Clean Claim 
A clean claim is defined as a claim which, when it is originally submitted, contains all necessary 
information, attachments, and supplemental information or documentation needed to determine payer 
liability, and make timely payment. 
 
Where to Send Claims 
Paper claims should be mailed to the Alliance using the following addresses to facilitate timely 
processing and payment.   
 

Medi-Cal: 
ATTN: CLAIMS 
Central California Alliance for Health 
PO Box 660015 
Scotts Valley, CA 95067-0015 
 
Healthy Kids, IHSS, Medi-Cal Access Program (formerly AIM to 06/30/14): 
ATTN:  CLAIMS 
Central California Alliance for Health 
1600 Green Hills Road, Suite 101 
Scotts Valley, CA  95066 
 

Claims inquiries that require documentation may be faxed to the Claims Department at (831) 430-5858. 

Last revised August 1, 2015 Page 96 of 168 

 

http://www.ccah-alliance.org/claims.html


Section 7. Claims 

Claim Questions 
Alliance providers are encouraged to use their Provider Portal for claims inquiries.  If there are any 
additional questions, call the Claims Department at (831) 430-5503 or (800) 700-3874  
ext.5503, Monday – Friday, 9:00 AM – 4:00 PM. 
 
Office hours for the Claims Department phones are Monday – Friday, 9:00 AM – 4:00 PM, with a 24-
hour voicemail available for messages.  Any provider calling from outside of the local calling area may 
use the Alliance’s toll-free number.  The Alliance toll-free number may be dialed from anywhere in the 
United States (all 50 states) as well as Canada.        
    
Alliance phone numbers are: 
 

Main office: (831) 430-5500 
Toll-free number: (800) 700-3874    
TTY Line: (877) 548-0857 
Claims Department Phone Staff:  (831) 430-5503 
Fax number: (831) 430-5868 
Provider Services: (800) 700-3874 x5504 

   
When calling about questions on a claim, please have the following information available: 
 

• The Alliance Claims Control Number (CCN) and/or the Member’s Alliance ID number (if the 
inquiry is regarding a newborn claim billed under the mother’s ID number, please indicate 
this at the beginning of the call). 

• Date of service. 

• Dollar amount billed. 

• Date claim was sent to Alliance. 

Billing for State Medi-Cal Program 
Affiliated Computer Services (ACS) serves as the Medi-Cal Fiscal Intermediary for the state Medi-Cal 
program.  If you treat a member who is not an Alliance Medi-Cal member, you must bill ACS or the 
member’s Medi-Cal plan for those services.  This rule applies to members whose eligibility is through 
another county or who have an aid-code not covered by the Alliance. 

For questions and inquiries, please contact ACS directly at: (800) 541-5555. 

Electronic Claims Processing 
The Alliance accepts and encourages claims submitted electronically.  Electronic claims processing or 
Electronic Data Interchange (EDI) refers to the structured transmission of data between organizations 
by electronic means.   

Method of Submitting Electronic Claims 
The Alliance can receive claims from your office or your billing service using our Secure FTP site.  We are 
accepting claims through a variety of clearinghouses, including Emdeon and Office Ally — please contact 
your practice management software vendor to determine if you can transmit claims to these 
clearinghouses. 

Turnaround Time for Claim Reimbursement 
EDI files are processed daily.  However, due to system and payment schedules, you can generally 
expect payment for clean claims within 14 days of our received date. 
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If you believe that the Alliance has not processed your file within 30 days of our expected received date, 
please contact the Alliance Claims Department at (800) 700-3874 ext.5503.  If you have received an RA 
where the claims were processed electronically and you have questions regarding the payment / denial 
outcome, please contact the Alliance Claims department at (800) 700-3874 ext.5503. 

More Information about EDI 
The Alliance can provide assistance or guidance with any questions about clearinghouse or software 
vendors, or general information about the process.  Practices or facilities interested in having their 
Alliance claims processed electronically should contact the Alliance EDI Support Unit at (800) 700-3874 
ext.5510 or at edisupport@ccah-alliance.org. 

For a detailed description of EDI submission process see Appendix 4. Information about Electronic 
Transactions. 

Claim Forms by Provider Type 
The following table is a list of the types of paper claim forms used by different types of providers (e.g., 
PCPs, referral specialists, pharmacists, laboratories, hospitals, skilled nursing facilities, and allied health 
practitioners). 

Claim Forms Used by Different Types of Providers 

APPLIES TO  TYPE 
OF 

CLAIM 
FORM 

TYPE OF  
PROVIDER 

SERVICE(S) BILLED  
ON THIS FORM 

Medi-Cal, Healthy 
Kids, IHSS, Medi-Cal 
Access Program - AIM 

CMS PCPs 
Specialists 
Clinics 
Pharmacies 
Laboratories 
Allied health 
practitioners 

All professional services 
 
Pharmacies may also use this form for 
DME, medical supplies, incontinence 
supplies, orthotics and prosthetics.   

Medi-Cal PM-160  PCPs Child Health & Disability Program (CHDP) 
services only — and only used for Medi-
Cal members. 

Medi-Cal, Healthy 
Kids, IHSS, Medi-Cal 
Access Program - AIM 

UB-04 Hospitals/Clinics 
Laboratories 

All professional or facility services.  
SNF levels of care services when billed 
by approved facilities for Medi-Cal 
members. 

Medi-Cal, Healthy 
Kids, IHSS, Medi-Cal 
Access Program - AIM 

25-1C LTC All LTC services billed with 
accommodation codes. 

Medi-Cal, Healthy 
Kids, IHSS, Medi-Cal 
Access Program - AIM 

30-1 Pharmacies Non-compound drug prescriptions. 

Medi-Cal, Healthy 
Kids, IHSS 

30-4 Pharmacies Compound drug prescriptions 

 
 

Last revised August 1, 2015 Page 98 of 168 

 

mailto:edisupport@ccah-alliance.org


Section 7. Claims 

Adherence to the following checklist for effective submission of claims will assure timely payment: 

 Print/type clearly on Claim Forms: All claims submitted must be legible and dark enough for 
scanning, which will prevent your claims from being returned. 

 Bill on 8-1/2 x 11 paper (including attachments). 

 Be sure to include the patient’s full name, without abbreviating. 

 Always include the member’s Alliance ID Number :(Box #1a on the CMS, Box #60 on the 
UB):  Please bill all claims using the Alliance Member 9-digit ID number (the “-01” at the 
end of the Alliance ID number is not required).  Please do not use the 14-digit Medi-Cal 
identification number. 

 Include Authorization Numbers (Box #63 on the UB or Box 23 on the CMS):  Type all AR 
and referral numbers on the claim.  

 When services were provided in the ER, indicate this by marking box 24C on the CMS if you 
are not billing with a place of service in an ER setting. 

 Note that a quantity for each service rendered is required:  please enter quantities as a 
single digit (e.g., “1” not “01,” “001” or “010”). 

 For newborn services using mom’s ID see the following claim form completion instructions 
in the Medi-Cal Manual: 

o CMS Completion (cms comp)  

o UB-04 Completion: Outpatient Services (ub comp op) 

 For newborn services, if the infant is using the mother’s eligibility (within the infant’s first 30 
days of life), enter NEWBORN INFANT USING MOTHER’S ID or NEWBORN INFANT USING 
MOTHER’S ID (TWIN A) or (TWIN B) in the Reserved for Local Use field (box 19) on the 
CMS-1500 claim form.  On the UB-04 claim form, enter the infant’s name in the 
Patient’s Name field (Box 8B).  Enter the infant’s date of birth and sex in boxes 10 and 11.  
Enter the mother’s name in the Insured’s Name field (Box 58) and enter “03” (CHILD) in the 
Patient’s Relationship to Insured filed (Box 59). 

 Please do not staple attachments, as scanning equipment requires that all staples must be 
removed; thus, if we must perform this task, your claim may be delayed. 

 Please do not fold claims, as this may delay processing.  Claims control staff guarantees 
that all claims and attachments will be kept together exactly in the order you put them in 
the envelope. 

 

Coordination of Benefits for Medi-Cal Members 
Alliance members may have other health coverage in addition to Medi-Cal. In such cases, the Alliance is 
considered secondary and is usually the payer of “last resort.” Claims that involve potential payment 
from another health insurance carrier are processed using a coordination of benefits methodology. 
Providers may bill Medi-Cal for the balance, including coinsurance and deductibles. California law limits 
Medi-Cal’s reimbursement to an amount that, when combined with the primary’s payment, should not 
exceed Medi-Cal’s maximum allowed for similar services. 

Hardcopy Crossover Claim Submission 
To send a copy or an original claim, please confirm that your National Provider Identifier (NPI) number 
is on the claim.  You may bill us in the same manner as you billed the primary insurer, using the same 
procedure codes and modifiers.  It is essential that a code be given to indicate the place of service. 
Attach a full-page copy of the Explanation of Benefits (EOB) or Explanation of Medical Benefits (EOMB), 
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not a partial page, with the primary insurer’s reason code descriptions.  Please draw a line through all 
other patient names and identifying numbers. 
 
Electronic Medicare Crossover Claims 
The Alliance can process Medicare/Medi-Cal automatic crossover claims electronically for our contracted 
providers.  If you believe that your secondary claim was processed incorrectly, please contact our 
Claims Department at (800) 700-3874 ext.5503.  Please do not submit hard copy Medicare claims if 
your Medicare claims have been submitted electronically to the Alliance, as it may prolong the 
processing time.  
 
Coordination of Benefits for Medicare Non-Eligible Recipients 
Medicare eligibility is received from the California Department of Health Care Services and cannot be 
changed by The Alliance.  If providers receive an Identification of Overpayment notice stating their 
patient has Medicare, but the provider shows ‘Member Not Eligible’, the claim should still be billed to 
Medicare.  The Alliance will only process claims as the primary payer with the EOMB showing Medicare 
Non-Eligible.  Copies of Medicare cards or Common Working File (CWF) printouts are not acceptable 
documentation.   
 
Medicare Retro Entitlement 
The Alliance routinely conducts audits to identify patients with retroactive eligibility with Medicare or 
OHC. If the Alliance has paid as primary in error, the provider may receive an Identification of 
Overpayment notification.  This letter will indicate the patient information as well as the primary payer 
name, if applicable.  Claims paid as primary in error is an overpayment and should be returned to the 
Alliance.  Providers should follow standard coordination of benefits guidelines and resubmit their claims 
as crossovers for processing.   
 
If the Alliance finds a member has Retroactive Medicare Entitlement, providers should submit their 
claims to Medicare/CMS retro unit along with the following documents: 
 

• A copy of the Remittance Advice or Identification of Overpayment notification from the 
Alliance indicating the date overpayment was requested or recouped;  

• Documentation verifying that the beneficiary was retroactively entitled to Medicare before 
the date of the furnished service (i.e., the official letter to the beneficiary); and, 

• Additional information regarding Retroactive Medicare Entitlement can be found in the CMS 
Manual, Sections: 70.7.2 and 70.7.3. 

Coordination of Benefits Examples 
A claim is filed for $60.00. The Medi-Cal allowable amount is $32.00. Medicare paid $53.90. The Medi-
Cal payment on this claim would be $0.00, not the difference of $6.10. 

$32.90  Medi-Cal Allowed 

 53.90  Medicare Paid 

$ 0.00  Medi-Cal Reimbursement 

Patients with a SOC are not eligible for Medi-Cal coverage until they meet their SOC for the month of 
service. The provider should ask for or accept obligation from the patient for their Medi-Cal share of 
cost. Remember that when Medi-Cal pays for any portion of the service, the total reimbursement 
received for the service may not exceed the Medi-Cal allowable amount. 
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Example A 
Provider’s Charge         $ 250.00 
Medicare Allows   200.00 
Medicare Pays    160.00 
(80% of Medicare allowed amount of $200.00) 
Medi-Cal Allowable   180.00 
Difference       20.00 
Share of Cost Collected   25.00 
Medi-Cal would pay       $ 0.00  
 
Example B 
Provider’s Charge         $ 250.00 
Medicare Allows   200.00 
Medicare Pays    160.00 
(80% of Medicare allowed amount of $200.00) 
Medi-Cal Allowable   190.00 
Difference       30.00 
Share of Cost Collected   25.00 
Medi-Cal would pay       $ 5.00  

 

Billing and Coding Information 
The Alliance follows the billing, authorization, utilization management, and claims payment guidelines 
laid out by the Medi-Cal Manual or the EOCs and related regulations for the other lines of business, as 
appropriate to the patient.  However, there are a number of instances in which the Alliance has decided 
to differ from these standard procedures and practices.  Please see below for areas where the Alliance’s 
policies and procedures differ from those of the state Medi-Cal program or to clarify how a provider is to 
operate pursuant to a policy and procedure for all lines of business. 

For information on specific procedures pursuant to a policy for all lines of business, please see below for 
Alliance billing guidelines: 

Allergen Immunotherapy, 95115 
To enable contracted Ear Nose and Throat and allergist providers to accurately report and be reimbursed 
for services provided to all Alliance members, the Alliance will reimburse professional services for 
allergen immunotherapy (excluding provision of single allergenic extracts) billed with code 95115 when 
billed in conjunction with E&M codes 99201-99215 or 99241-99245. 

No authorization or referral is required. 

Ambulatory Surgery Billing and Authorizations  
Surgical Implants: Prior authorization is required for surgical implants.  The provider must submit an 
Authorization Request requesting Plan approval, and must attach supporting documentation regarding 
the implants to be used, their cost and the procedure in which they are to be used.   If the implant is to 
be used in a procedure which itself requires prior authorization, a single Authorization Request should be 
used both requesting authorization for the procedure and for the implants.  If the procedure itself would 
not otherwise require prior authorization, an Authorization Request for the implants only should be 
submitted.   
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Billing for Outpatient Surgical Facility Services: Unless otherwise specifically identified in this guide, 
covered outpatient surgical facility services and supplies which are not on a surgical tray, or a post-
operative pain block, or a surgical implant should be billed using the appropriate Medi-Cal specific or CPT 
billing codes.  As noted above, providers must follow any applicable prior authorization requirements 
applicable to the procedure being performed.    

a. Surgical Tray: the Alliance pays a case rate for surgical supplies provided on the surgical tray. 
Providers must bill with the appropriate CPT-4 codes (range 10000-64399 & 64531-69999) and 
must include either a UA or UB modifier on the claim form.   

b. Post-Operative Nerve Pain Blocks: the Alliance pays a flat rate for the provision of post-
operative nerve pain blocks.  Providers may bill for the provision of post-operative pain blocks 
administered to patients where the post-operative pain block was provided on the same date of 
service as the surgical procedure.  Providers must bill using CPT-4 codes (range 64400-64530) 
and should use appropriate modifiers. 

c. Surgical Implants: Providers may bill for the provision of surgical implants with the provision of 
an invoice with the claim.  As noted above, any single surgical implant, or multiple implants 
used in one procedure, with a cost that exceeds $2,500.00 requires prior authorization from the 
Plan for payment. The authorization number for such implants must be included on the claim.   

Biophysical and Modified Biophysical Profile 
The Alliance will reimburse contracted providers for biophysical and modified biophysical profiles without 
referral or authorization. 

• CPT 76818 – fetal biophysical profile (BPP), A test to measure fetal well-being.  

• CPT 76819 – modified biophysical profile, combines a non-stress test and measurements of 
amniotic fluid (amniotic fluid index).  

Services are reimbursed when providers use the appropriate billing codes for the following scenarios:  
 

• For same date of service (DOS) and same provider, replace billing code (59025 + 76805) 
with 76818 only.  

• For different DOS and any provider, with service billed within 7 days, replace (59025 + 
76805) with (59025 + 76819).  

• For same DOS and any provider, replace (59025 + 76805) with (59025 + 76819).  

There is a diagnosis restriction for high-risk pregnancy. These claims must be billed with one of the 
following diagnoses: 282.61-282.63, 282.41-282.49, 640.0-649.9, 651.30-651-63, 655.0-658.03, 
710.0, 795.7, V23.49.  To ensure proper reimbursement please use codes listed above when billing for 
biophysical profiles as these are not standard Medi-Cal benefits. 
 
Cardiac and Pulmonary Rehabilitation Services 
The Alliance provides coverage of cardiac and pulmonary rehabilitation services for all Alliance members 
with prior authorization.  When billing for these services, please use the following codes: 
 
Cardio Rehabilitation: 93797; 93798 
Pulmonary Rehabilitation: G0424, G0237, G0238, G0239 

For additional information please see Policies 404-1720 - Cardiac Rehabilitation Services and 404-1729 - 
Pulmonary Rehabilitation Services. 
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Chiropractic X-Ray Services 
The Alliance will reimburse the following amounts for contracted chiropractors when providing specific X-
ray services to all Alliance members. When billing for these services, chiropractors should use only the 
codes shown below with an appropriate modifier: 

• Billing code: 72040 - Radiologic examination of spine (including cervical spine). Modifier ZS: 
$25.20; Modifier 26: $8.32.  

• Billing code: 72052 - Complete X-ray, including oblique and flexion and/or extension studies. 
Modifier ZS: $55.47; Modifier 26: $18.86.  

• Billing code: 72070 - Radiologic examination, spine, thoracic. Modifier ZS: $29.41; Modifier 
26: $9.71.  

• Billing code: 72100 - Radiologic examination, spine, lumbosacral. Modifier ZS: $29.40; 
Modifier 26: $10.59.  

• Billing code: 72114 - Complete, including bending views. Modifier ZS: $67.23; Modifier 26: 
$22.19.  

• A referral or an Authorization Request is not required.  

DME Policies and Instruction 
 
600-1006 - Breast Pumps and Coordination of Benefits 

600-1007 - DME Rent to Purchase Pricing 

600-1022 - Charpentier Billing Procedure 

600-1024 - DME Pricing 

600-1025 - DME Serial Number Requirements 

600-1026 - Incontinence and Medical Supply Pricing 

600-1029 - Orthotics and Prosthetics Pricing 

600-1032 - Wheelchair and Scooter Repair Mileage and Medicare Denials 

600-1033 - Wheelchair, Wheelchair Accessories and or Replacement Parts for Patient Owned Equipment 
Pricing   

600-1034 -  Slings (A4565) Reimbursement 

Ear, Nose and Throat Services 
The Alliance will reimburse for outpatient ear nose and throat (ENT) procedures without the need for an 
Authorization Request (AR); as long as the services are performed by an In Service Area or Local Out of 
Service Area contracted ENT physician and the correct codes and billing process are used.  

An In Service Area Provider is any provider based in the Alliance’s Service Area, regardless of contract 
status.  A Local Out of Service Area Provider is a specialist physician, hospital or allied provider based in 
an area adjacent to the Service Area, with whom the Alliance has contracted based on an existing 
referral pattern and claims payment to the provider, and the need for access to the provider’s specialty 
type.  
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Procedures 
A referral from the member’s PCP will be required unless the member is an Administrative Member.  

• Use the following CPT codes when billing for ENT services: 42820, 42821, 42825, 42826, 
42830 42831, 42835, 42836, 42860, 69424, 69433, 69436, 69440, 69450, 69631 

• CCS review referral required for the following CPT codes:  42820,  42821, 42825, 42826, 
42830,  42831,  42835,  42836,  42860,  69424,  69433,  69440,  69450  

CCS referral exception to the following CPT codes only: 69436 and 69631. 

 
ECG Services 
The Alliance will reimburse for outpatient ECGs without the need for a referral, as long as the services 
are performed by in an In Service Area or Local Out of Service Area contracted cardiologist (provider 
specialty 06), radiologist (provider specialty 30), or pediatric cardiologist (specialty 35) and the correct 
codes and billing process are used. 

Specified ECG services will be covered when place of service 21 and/or 22 are billed in conjunction with 
ECG readings. No referral is required.  

Use the following CPT codes when billing for ECG services:   

93000 93005 93010 93015 

93016 93017 93018 93040 

93041 93042 93227 93268 

93272 93350 93880 93024 

93025 93226 93228 93270 

93271 93303 93304 93306 

93307 93308 93312 93315 

93318 93320 93321 93224 

93325 93229   

 
Emergency Room Casting or Treatment 
Referral will not be required for Alliance members who are referred by the emergency room to an 
orthopedic surgeon within the Alliance in-service and local –out of service area, for casting or treatment 
of bone fracture, including sprains and strains when services are billed with ICD 9 Code Range: 800 -
845.19 

Fecal Occult Blood Testing 
The Alliance will authorize payment for fecal occult blood testing that is part of routine screening 
examination to rule out colorectal cancer in members between age 50 and 75.  Billing code: 82270 

Hearing Aids 
The Alliance covers hearing aids when supplied by a hearing aid dispenser on the prescription of an 
otolaryngologist, or the attending physician when no otolaryngologist is available in the community. An 

Last revised August 1, 2015 Page 104 of 168 

 



Section 7. Claims 

audiological evaluation, including a hearing aid evaluation performed by, or under the supervision of, the 
above prescribing physician, or by a licensed audiologist, is required. Prior authorization is required for 
the purchase or rental trial period of hearing aids and for repairs that cost more than $25 per repair 
service. The following CPT/HCPCS codes related to hearing aids will not be capped annually:  

V5014;V5264;V5265V5030;V5040;V5050;V5060;V5070;V5080;V5298;V5120;V5130;V5140;V5150;V5
298;V5170;V5180;V5190;V5210;V5220;V5230;V5267. 

HPV Screening 
HPV screening is a covered benefit for women 30 years and older.  Labs should use HPV code 87621 in 
conjunction with diagnosis code V73.81. 
Mileage Cost Reimbursement for Travel to Repair Wheelchairs/Scooters 
The Alliance will cover mileage costs incurred by a provider when he/she goes to and from an Alliance 
member’s home to repair wheelchairs/scooters.  

• Procedure code X2999 is an Alliance-only benefit that allows reimbursement for mileage 
when a provider goes to and from a member's home to make wheelchair repairs.  

o Reimbursement is $0.32 per mile.  

o X2999 falls under the same guidelines for Authorization Requests (AR) as repairs — 
i.e., an AR is required only if maintenance or repair (and/or travel) exceeds $500 
(cumulative cost of related items within a group).  

o This applies to Alliance primary members and Medicare/Alliance members only.  

Miscellaneous Policies and Instruction 
 
600-1009 - Corrected Claim Submissions    

600-1010 - Miscellaneous Drugs and Medical Supplies 

600-1011 - Surgical Implantable Devices Z7610 

600-1013 - Postoperative Pain Management 

600-1015 - National Correct Coding Initiative 

600-1016 - Non-Covered Service Billed with a GY Modifier to Medicare 

600-1018 - Modifier Placement 

600-1019 - Modifier 99 (Multiple Modifiers Not Recognized)  

600-1021 - Billing Guidelines for Home Phototherapy Devices 

600-1030 - Reimbursement for Medicare Medi-Cal Crossover Nephrology and Dialysis Services 

600-1031 - Twins Delivery Reimbursement 

600-1036 - Modifier Reference Grid 

600-1037 - Global Surgery 
 
Contraceptives A4267, A4268, A4269U1, A4269U2, A4269U3, A4269U4  
When billing for contraceptives using the above codes, please bill by adding the total quantity dispensed 
in box 24G (Days or Units) of the CMS 1500 claim form or box 46 (Serv Units) of the UB04 claim form. 
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Please note this process differs from Medi-Cal guidelines that instruct providers to bill with a quantity of 
1 and then to add the description, quantity dispensed and at cost expense of the item to Remarks. 
 
MMRV Vaccination  
For HK, IHSS and Medi-Cal Access Program members only, this vaccination combines the attenuated 
virus MMR (measles, mumps, rubella) vaccine with the addition of the chickenpox vaccine (varicella). 

• Providers billing for services rendered to non-Medi-Cal members should bill the MMRV using 
vaccine CPT code 90710.  

• Each claim must be submitted with an invoice.  

• These claims will be reimbursed at invoice cost plus an additional 5%.  

Occupational and Speech Therapy Codes 
The following CPT codes are to be used for claims submission for commercial lines of business: 

Occupational Therapy Codes 
(if CPT criteria met) 

Speech Therapy Codes 
(if CPT criteria met) 

97003 Occupational therapy evaluation 92507
  

Treatment of speech, language, voice, 
communication, and/or auditory 
processing disorder; individual 

97004 Occupational therapy re-evaluation 92508
  

Treatment of speech, language, voice, 
communication, and/or auditory 
processing disorder; group, 2 or more 
individuals 

97140 

Manual therapy techniques  
(e.g., mobilization/ manipulation, manual 
lymphatic drainage, manual traction), 1 or 
more regions, each 15 minutes 

 
Facilitated Communication: 
There are no specific codes for 
facilitated communication 

97535 

Self-care/home management training (e.g., 
activities of daily living (ADL) and 
compensatory training, meal preparation, 
safety procedures, and instructions in use 
of assistive technology devices/adaptive 
equipment) direct one-on-one contact by 
provider, each 15 minutes 

 

Altered Auditory Feedback Devices: 
There are no specific codes for altered 
auditory feedback devices 
 

 
Physical Therapy Codes  
The following CPT codes are to be used for Medi-Cal and commercial lines of business claims submission.  
Please note that X codes will not be accepted for claims or authorizations submission. 

Physical Therapy Codes for Medi-Cal Lines of Business 
(if CPT criteria met) 

99243 

An initial Physical Therapy Evaluation – 
requires a referral from member’s linked 
Primary Care Physician (PCP) or treating 
physician. 

97124 
Massage, including effleurange, 
petrissage and/or tapotement (stroking, 
compression, percussion)  

97110 
Therapeutic procedure, 1 or more areas, 
each 15 minutes, therapeutic exercises to 
develop strength and endurance, range of 

97140 
Manual therapy techniques  
(e.g., mobilization/ manipulation, manual 
lymphatic drainage, manual traction), 1 
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motion and flexibility.  or more regions, each 15 minutes 

97112 

Neuromuscular reeducation (97112) of 
movement, balance, coordination, 
kinesthetic sense, posture and/or 
proprioception for sitting and/or standing 
activities 

97530 
Therapeutic activities direct (one on one) 
patient contact by provider, each 15 
minutes.  

97113 Aquatic therapy with therapeutic 
exercises 97535 

Self-care/home management training 
(e.g., activities of daily living (ADL) and 
compensatory training, meal preparation, 
safety procedures, and instructions in use 
of assistive technology devices/adaptive 
equipment) direct one-on-one contact by 
provider, each 15 minutes 

97116 Gait Training includes stair climbing   

 
Refractive State Services Used for Claims Payments 
Determination of refractive state includes determination of visual acuity with corrective lenses. It is 
usually performed with an instrument called a phoropter. While looking at an eye chart through the 
phoropter, the ophthalmologist adjusts the lenses until the chart appears the clearest possible.  

• Medi-Cal 
Non-refractive services billed by ophthalmologists are potentially payable by the Alliance 
when billed with a primary medical diagnosis.  
 
Non-refractive services billed by approved optometrists are potentially payable by the 
Alliance when billed with a primary medical diagnosis.  
 
A referral is required from the member’s PCP if the Alliance is the primary payer and the 
referring provider is within the Alliance’s in-service area or local out of service area.  
 
An authorized referral is needed from a member’s PCP if the Alliance is the primary payer 
and the referred to provider is out of the service area 

• Healthy Kids 
Non-refractive medical services billed by contracted ophthalmologists are potentially 
payable by the Alliance when billed with a primary medical diagnosis.  
 
Non-refractive medical services billed by contracted and approved optometrists are 
potentially payable by the Plan when billed with a primary medical diagnosis. 
 
A referral is required from the member’s PCP if the Alliance is the primary payer and the 
referred to provider is contracted and within the Alliance’s in-service area or local out of 
service area. 

 
An authorized referral is needed from a member’s PCP if the Alliance is the primary payer 
and the referred to provider is non-contracted or out of the service area.  

For information on how to become an approved optometrist, please reference Policy 300-4160- 
Optometrists Reimbursement for Medical Services. 

 Wheelchair Evaluations 
The Alliance will reimburse for wheelchair evaluation to help identify the wheelchair that best fits the 
members need. The evaluation can be requested by member, medical professional or Alliance staff.   
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Referral is required for evaluation by local qualified Network PT or Physiatrist and may be reimbursed 
when billed using one of two Billing Codes;  

X2995: Simple wheelchair evaluation  

X2997: Complex wheelchair evaluation 

Evaluation by contracted DME Evaluator may be requested by DME provider, Alliance staff or provider. 
Referral is not necessary. 

Frequently Asked Questions About Claims 
 
1. Does the Alliance follow the same timeliness guidelines as Medi-Cal? 

Yes. For our Medi-Cal lines of business, the Alliance follows Medi-Cal Timeliness and Delay Reason 
Codes guidelines. Please see the Medi-Cal Provider Manuals for further information. 
 

2. How do I interpret information on the Alliance Remittance Advice (RA)? 
Please refer to the Alliance Remittance Advice Guide available on our provider website. 
 

3. What is the Alliance’s processing time for my claims? 
Clean claims will be paid within the timeframe required by law. Turnaround time for processing 
“clean” hard copy claims is between 15-21 calendar days.  Turnaround time for processing “clean” 
Electronic Data Interchange (EDI) claims is generally between 12-16 calendar days. 
 

4. Will the Alliance accept electronic claims? 
Yes.  The Alliance accepts and encourages electronic claims submission.  If your practice or facility is 
interested in having your Alliance claims processed electronically, please contact our EDI Support 
Unit at (800) 700-3874 ext. 5510. 
 

5. When and how should I follow-up on claims possibly held for processing by the Alliance?  
Please consider the date the claim was mailed in estimating if follow-up or a request to re-bill is 
appropriate.  Claims are processed based on the date of their receipt at our office.  For most 
practices, the appropriate timeframe for follow-up would be 45 calendar days after the claim was 
originally mailed.  We suggest that providers use the electronic tracking of claims available through 
our Provider Portal Services or call the Claims Adjudicator line Monday - Friday, 9:00 AM - 4:00 PM 
at (800) 700-3874 ext. 5503. 
 

6. Can previously denied claims be resubmitted via the web? 
Contracted providers may use the Provider Portal to search for claims and resubmit previously 
denied claims.  If your office is not set up to use our Provider Portal, please contact your Provider 
Services Representative for instructions on how to set up an account. 
 

7. What form should I use to bill Child Health and Disability Prevention (CHDP) Program 
claims? 
CHDP services are billed on the PM-160 claim form.  In accordance with Medi-Cal guidelines, the 
Alliance requires that:  
 

• The top page of the PM-160 claim (green or brown) be sent to the Alliance for processing; 

• The second page (yellow) be sent to the county CHDP office for tracking/informational 
purposes; 

• The third copy (white) be reserved for the provider’s file; and 
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• The fourth copy (pink) be given to the member. 

• The Alliance will return any incomplete PM-160 forms to the provider before processing; 
therefore, please follow the CHDP guidelines provided by the state of California.  Please visit 
the DHCS for Medi-Cal website at: http://files.medi-cal.ca.gov then select “Programs” then 
“CHDP Manual and Bulletins” for complete information on the CHDP Provider Manual and 
program.  

Note:  Services rendered to Alliance Healthy Kids, or Alliance Care IHSS Members should be billed 
on CMS/UB04 forms using standard commercial insurance billing guidelines, as these programs are 
not applicable to CHDP or Medi-Cal. Non-CHDP Providers should bill using the CMS or UB-04 forms. 
 

8. How should claims for newborns be submitted for non-Medi-Cal Access Program 
members? 
Services rendered to an infant may be billed under the mother’s Alliance ID number for the month of 
birth and the month following birth only.  After this time, the infant must have their own member 
Alliance ID number.  During the first 30 calendar days of life a referral from the mother’s PCP is not 
required for services rendered to the infant; however, during days 31-60 a referral from the 
mother’s PCP is required (if the mother is linked to a PCP), unless the infant has their own case and 
member Alliance ID number which would make a referral from the mother’s PCP unnecessary.  
 

• To bill correctly on the CMS form, ensure that the mother’s Alliance ID number is in field 1A, 
the infant’s name is in field 2, the infant’s birth date is in field 3, and the Child box is 
checked in field 6.  

• To bill correctly on the UB 04 form, ensure that the infant’s name is in Box 8B, the infant’s 
date of birth and sex are in Boxes 10 and 11, the mother’s name is in Box 58, “03” (CHILD) 
is in Box 59, and the mother’s Alliance ID number is in Box 60. 

 
9. How does the Alliance process claims for children eligible for California Children’s 

Services (CCS)?  
Original claims billed with a CCS diagnosis and/or a CCS-eligible condition will be denied. 
A denial will also appear on a subsequent remittance advice.  The outcome of the Alliance’s review 
of potential CCS claims centers on the diagnosis listed by the provider’s office.  Some offices have 
billed non-CCS claims, resulting in slow payments or inappropriate denials. 
 
Since the Alliance has not changed the Medi-Cal coding/billing requirements from those required by 
Medi-Cal, you may use the Medi-Cal Provider Manuals as your Alliance billing guide.   
 

10. How should I handle Share-of-Cost (SOC) collection and billing?  
Share-of-Cost (SOC) collection and billing is an important function for every provider’s office.  The 
Point of Service (POS) device or Automated Eligibility Verification System (AEVS) at (800) 456-2387 
will inform you of a member’s outstanding SOC and allow you to clear the amount collected (or the 
amount that the member is obligated to pay).  Members with outstanding SOC amounts are not 
eligible to receive services under their Alliance membership until the SOC is collected and cleared.  
Once the amount collected (or the amount obligated) is cleared, the Alliance member will be eligible 
to obtain services (or will be closer to being eligible to obtain services if there is a remaining SOC 
amount).  It is important for all providers to collect and clear SOC each month to ensure a member’s 
ability to obtain services from other providers later that month. 
 
Once a SOC has been collected, the Alliance will compute the Medi-Cal allowance and subtract the 
amount already paid by the member.  If the member’s payment exceeds the Medi-Cal allowance, 
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then the Alliance reimbursement will be $0 (in such a case, you would not need to bill the Alliance 
for the services because you will have been paid more than Medi-Cal allows).  If the member’s 
payment is less than the Medi-Cal allowance, then the net reimbursement will be the difference. 
 

• CMS claim form:  Enter the amount collected (or obligated) in box #10d of the CMS claim 
form.  The amount collected (or obligated) should also be entered in box #29 and should be 
subtracted from the total balance due (box #30). 

• UB-04 claim form:  Enter code “23” and the amount of the patient’s SOC in box 39.  In box 
55 enter the difference between “Total Charges” (box 47) and SOC collected. 

11. How are refunds or reversals/take backs processed? 
Research is completed by our Recoveries staff to identify overpayments on claims.  Overpayments 
may have been made due to a duplicate claim payment, lack of coordination of benefits with the 
member’s primary health care insurance policy or incorrect billing procedures.  When an 
overpayment is identified, the Alliance will mail a notification of overpayment to the provider 
requesting a refund.  Typically, the provider will issue a refund check payable to: 
 

Recoveries Department 
Central California Alliance for Health 

1600 Green Hills Road, Suite 101 
Scotts Valley, CA 95066-4981 

 
Please include the refund check with the Financial Control Number (FCN), date of service of the 
claim overpayment, patient’s member ID number, reason for the refund, and the claim number so 
that the recovery can be recorded to the proper account. 
 
Alternatively, some providers prefer that recoveries are made electronically.  If an electronic refund 
or reversal of an overpayment is preferred, please notify Recoveries staff at (800) 700-3874, ext. 
5622 or send an e-mail to recoveriesadmin@ccah-alliance.org. 
 

12. What do I do if I disagree with how a claim was paid or denied?  
Providers may disagree with how a claim was priced/paid or whether or not it was denied 
appropriately.  These issues can often be handled directly by the Claims Department without the 
involvement of Provider Services or Health Services departments.  Please contact the Claims 
Adjudicator line Monday - Friday, 9:00 AM - 4:00 PM at (800) 700-3874 ext. 5503. 
 
In situations where you disagree with the Claims Department decision after calling, please contact 
your Provider Services Representative who will evaluate the issues.  For further information, please 
refer to the Alliance Provider Manual, Section 17. Resolution of Disputes and Grievances. 
 

13. When can I bill an Alliance member for an unpaid service? 
You may not bill an Alliance member for any unreimbursed amount, including a deductible/co-
insurance or copay amount, unless one of the following exceptions applies: 
 

• The member has an unmet monthly Medi-Cal share-of-cost amount. 

• The member hides their Alliance/Medi-Cal coverage. 

• The member consents to receive services that are not covered by the Alliance. 

• The member chooses to see a physician/provider who does not accept Medi-Cal or is not a 
Medi-Cal provider.  
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• The member waives their Medi-Cal benefits. 

• The member does not obtain or access primary insurance benefits correctly. 

Note also that, unless you have provided benefits to the member according to the primary insurance 
authorization/benefit requirements, you may not charge the Alliance member for the service. 
 
 

14. Claim forms completion guidelines 
• All forms must be 8 ½ x 11 inches.  Undersized attachments need to be taped to an 8 ½ x 

11-inch sheet of white paper.  The Alliance retains electronic images by using a scanner.  
The scanner does not accept anything other than a full sheet of 8 ½ x 11 paper. 

• Do not staple or fold claims, and please use mailing envelopes that do not require you to 
fold your claims.  During claims processing, all staples must be removed, and folded claims 
must be unfolded and smoothed flat before entering the scanner.  These time-consuming 
tasks slow the process.  

• Do not highlight information.  When the form and attachments are scanned, the highlighted 
area will show up only as a black mark, obscuring the highlighted information.  The result 
will most often be a denied claim. 

• Do not strike over errors or use correction fluid.  Cover incorrect data using correction tape 
and re-enter the correct information.  All claims must be legible and dark enough for 
scanning.  

• All hardcopy claims must be signed or initialed by an authorized staff person in your office 
unless there is an electronic signature waiver. 

• Please bill all claims using the Alliance member ID number.  The recipient’s Alliance ID 
number, name (do not abbreviate), gender and the date of birth entered on the claim must 
match the information on the Alliance recipient’s card.  The “-01” at the end of the Alliance 
ID number is not required.  It is not necessary to submit a Point of Service (POS) device 
printout as a claim attachment.  Please do not use the fourteen-digit Medi-Cal identification 
number. 

• A quantity for each service rendered is required.  Please enter quantities as a single digit 
(e.g., “1” not “01,” “001” or “010”). 
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Section 8. Care Management Services 

The Alliance Care Management team works with members to improve their health and quality of life. The 
goal of these services is to support our members and to ensure that they receive the services they need 
to stay healthy. Care Management (CM) services include: complex case management, children’s case 
management, care coordination, and preventive health education, including chronic disease self-
management and cultural and linguistic services.  
 

CM’s multidisciplinary team is based on the Patient Centered Medical Home (PCMH) model which 
consists of a multidisciplinary team of experienced PCPs, nurses, registered dietitians, social workers, 
care coordinators, and health educators. The team’s main focus is to improve quality of life through the 
promotion of realistic self-care goals and management of chronic health conditions. CM services are 
voluntary and available to all eligible Alliance members. Members who do not wish to participate in the 
program can opt out at any time. 
 
The team works with members and their PCPs by:  

 Facilitating a strong relationship between the PCP and the member 
 Educating members on a variety of health related topics, including  appropriately navigating 

the health care system 
 Linking members to community resources 
 Supporting member’s self-management efforts 

 

PCPs provide basic and complex case management to Alliance members. The Complex Case 
Management team partners with the PCP and PCMH to support members in managing their acute or 
chronic illness. This may include intense coordination of resources from the multidisciplinary team to 
ensure the member regains optimal health or improved functionality. Individualized person centered 
care plans are created with the involvement of the PCP and member. The support may include services 
that address emotional, physical and social support needs.  

Complex Case Management 
The Complex Case Management Team is a multidisciplinary team comprised of PCPs, nurses, social 
workers, and care coordinators that provide the following services: 

 
• Comprehensive assessments 
• Promotion of the PCMH by fostering the patient-PCP relationship 
• Care Coordination 
• Promotion of self-management through engagement  
• Connecting members to community and social support resources 
• Creating mutually agreed upon care plans, including targeted interventions 
• Engaging members telephonically and in-person 
• Providing support across the health care continuum 
• Working with a member for up to a 6-month period 
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What is suitable for referral to Complex Case Management Services? (please note this is not an 
all-encompassing list): 

Chronic Illness Catastrophic Diagnosis Medical Issues 

Poorly controlled chronic illness or 
new/worsening complications (i.e. 
asthma and diabetes) 

Complex injuries Complicated wounds 

Obesity/bariatric patients HIV/AIDS (new diagnoses 
and unlinked) 

Stroke with complications 

Medication reconciliation End of life New or worsening debilitating 
disease (i.e. Multiple Sclerosis, 
Parkinson’s Disease) 

Multiple hospital admissions 
(excludes cancer) 

 Seizure disorder with 
complications 

Palliative Care   

 
What is not suitable for referral to Complex Case Management Services?  
(please note this is not an all-encompassing list): 
 

• Members with other health care coverage 
• Disruptive, violent, or abusive behaviors 
• Members who are unable to be reached or who refuse to participate  
• Members in Long Term Care 

Care Coordination 
The Care Coordination Team assists members with less complex, non-clinical needs by providing:  
 

• Referrals to community resources and services 
• Follow up care with specialists, including referrals for ancillary services and Durable Medical 

Equipment (DME) 
• Assistance with making appointments and retrieval of medical records  
• Appointment reminders and linkage to transportation resources 
• Children’s care management for members less than 21 years old needing assistance and 

linkage to services 
 
For information or referrals to Care Management Services, including Complex Case Management and 
Care Coordination, please call the Case Management Line at (800) 700-3874 ext. 5512. 
 

Health Education and Disease Management Programs 
The Alliance is committed to improving access to affordable health care for our members. To accomplish 
this, the Alliance offers innovative programs to help members achieve healthier outcomes. These 
programs are managed by a multidisciplinary team comprised of experienced health educators and 
registered dietitians who assist members with techniques to stay healthy and to understand and manage 
chronic disease, including enrollment in Health Education and Disease Management Programs. Detailed 
information about these services is provided in Sections 9 and 10 of this manual.   
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For information or referrals to Health Education and Disease Management Programs, please call the 
Health Education Line at (800) 700-3874 ext. 5580. 
 

Basic Case Management 
Basic Case Management is provided by PCPs. Case Management, as defined by the California 
Department of Health Care Services (DHCS), is: “Guiding the course of resolution of a personal medical 
problem (including the problem of the need for health education, screening or preventive services) so 
that the recipient is brought together with the most appropriate provider at the most appropriate times, 
in the most appropriate setting.” It is, essentially, a program that enables providers and care givers to 
identify members with ongoing health care needs so that an effective plan may be developed that 
enables the efficient use of health care resources, with a goal of achieving the best possible health 
outcomes. 

Four requirements are necessary for the basic case management system to function: 

• Members receiving basic case management must be assigned to a PCP. 

• Through prior authorization, PCPs will refer members directly to all necessary services, with 
the exceptions of Emergency, Limited Allied Services (Medi-Cal line of business only), OB-
GYN, and certain family planning services that qualify for self-referral. 

• PCPs in either individual or group practice — and in private and/or public settings — will be 
geographically located throughout Santa Cruz, Monterey, and Merced counties to facilitate 
members’ access to health care services. 

• The objectives of a good case-management plan are: 

o To foster continuity of care as well as good relationships between providers and 
members. 

o To coordinate the care of Alliance members so that satisfactory health outcomes are 
achieved. 

o To contribute to a decreased use of hospital ERs as a source for non-emergency, first 
contact and urgent medicine by our members. 

o To reduce the incidence of members’ unnecessary self-referral to specialty providers. 

o To discourage medically inappropriate use of pharmacy and drug benefits by our 
members. 

o To facilitate members’ understanding and use of disease-prevention practices and early 
diagnostic services. 

o To provide a structure within which our providers can manage members’ health care 
services in a manner that ensures a high quality of care delivered in a cost effective 
manner. 

For complete details on physician case management responsibilities, please see Policy  
404-1313 - Primary Care Provider Responsibilities in Case Management and the Promotion of Primary 
Care Medical Home. 
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Section 9. Disease Management Program 

The Disease Management Program is designed to work with members diagnosed with diabetes, asthma, 
or other chronic health conditions by providing them the necessary self-management tools they need to 
properly manage their condition/s.  The ultimate goals are to improve patients’ current health status, 
achieve optimal health outcomes, and to avoid future complications of chronic disease/s.  Participants 
include members with chronic health conditions, PCPs, Health Programs staff, pharmacists, specialty 
providers, and Clinical Health Education providers (see Section 10.  Health Education and Disease 
Management Programs). 

Alliance members with asthma, diabetes, and/or other chronic health conditions are identified using 
administrative, encounter, and pharmacy data.  We notify the PCPs of high-risk members via the 
Provider Portal and other means.  High risk members are those with a high incidence of hospitalization 
and emergency department (ED) usage, those with screening deficiencies, and members who have not 
had PCP contact for more than 12 months.  Additionally, we support our PCPs by providing clinical 
practice guidelines, useful clinical forms, and technical assistance as needed. 

Health Programs staff work with members to refer them to health education classes, provide them with 
health education materials, and refer them to additional community resources and services that are 
culturally and linguistically appropriate for our diverse membership. Members also receive letters with 
basic information about self-management of their illness, the importance of regular PCP visits and 
routine screenings.  Members can be referred to Health Programs by their PCP or other Alliance case 
management staff, or can self-refer. 

Healthier Living Program: Chronic Disease Self-Management Workshops  
Chronic diseases such as diabetes, asthma and chronic obstructive pulmonary disease require ongoing 
care and often affect an individual’s overall quality of life. Often these conditions are best managed or 
avoided through prevention, a combination of clinical services, health education, counseling and 
community based interventions. Through Stanford University’s Chronic Disease Self-Management 
Program, the Alliance is implementing the Healthier Living Program; a series of self-management 
workshops designed to help individuals with chronic disease build the confidence to manage their health 
and maintain an active and fulfilling life. Participants will develop self-management skills in an 
interactive learning environment, sharing experiences with others who have a chronic disease and 
providing mutual support.   

Workshops cover 17 hours of material over a six-week period and are conducted at local and convenient 
locations. Workshops focus on common problems among individuals suffering from any chronic 
condition, such as pain management, nutrition, physical activity, medication usage and communicating 
with doctors.   

Participants who complete the series receive:  A book titled Living a Healthy Life with Chronic Conditions 
and an audio CD called Relaxation for Mind and Body to assist in their chronic disease self-management. 
Alliance members who participate in the weekly sessions will be entered in a raffle to win prizes.  

There is no cost for Alliance members to participate in the weekly 2.5 hour session.  Workshops are 
conducted in English and in Spanish at convenient locations in the community. For information on how 
to refer Alliance members to this program or to receive a copy of a current workshop schedule, please 
call the Alliance’s Health Education Line at (800) 700-3874 ext. 5580.  
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Section 10. Health Education and Disease Management 
Programs 

The Alliance offers a large variety of culturally and linguistically appropriate health education programs 
to our members at no charge.  Authorization Requests (AR) or Referral Consultation Requests 
(Referrals) are not required for members to participate in these programs. 

For more details, providers may call the Health Programs Manager at (800) 700-3874 ext.5595.  
Providers and members may also call the Health Education Line at (800) 700-3874 ext.5580.   
 

The following is a brief description of the health education benefits and programs offered by the Alliance. 

Clinical Health Education Benefits 
The following Clinical Health Education services are covered by the Alliance as an expanded benefit.  
Please visit the provider website for important information, including required program components, 
billing and reimbursement guidelines, and the approved providers list.  ARs are not required for the 
basic program, as outlined below.  However, ARs may be submitted to request additional services, if 
medically necessary. 

Asthma Education 
Up to six hours of Comprehensive Asthma Self-Management Education are covered during the initial 
twelve-month period after diagnosis, with up to two hours of follow-up during each subsequent year.  
Education providers must be pre-approved by the Alliance to bill for these services.  Education is 
provided on an individual or group basis and is delivered and/or supervised by a Respiratory Therapist 
(RT) or nationally certified Asthma Educator (AE-C).  PCPs should include relevant medical history when 
referring patients and the asthma education provider will contact the member’s PCP when indicated. 

Diabetes Education 
Up to ten hours of Comprehensive Diabetes Self-Management Education is covered during the initial 
twelve-month period after diagnosis, with up to two hours of follow-up during each subsequent year 
(members under 21 years of age should be referred to CCS for all diabetes care, including education).  
Education providers must be pre-approved by the Alliance to bill for these services.  Education is 
provided on an individual or group basis and is delivered by a physician, Certified Diabetes Educator, or 
by a Registered Nurse or Registered Dietician who meets specific criteria.  Physicians should include 
relevant medical history when referring patients and the diabetes education provider will contact the 
member’s PCP when indicated. 

Breastfeeding Support 
Up to two visits with a home health nurse from a contracted home health agency is covered for common 
breastfeeding problems and routine postpartum care.  The Alliance also pays for: 

• Two hours with an International Board Certified Lactation Consultant (IBCLC), outside the 
hospital stay, when medically necessary (inpatient lactation education is included in the 
hospital per-diem).  The IBCLC will assist the member with complex problems, such as 
mastitis, suppressed lactation, etc., and must be pre-approved by the Alliance to bill for 
services.   

• Breast pumps and supplies when medically necessary or if the mother is returning to work 
or school. 
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Health Education Programs 
Please visit the provider website for additional details and printable documents for the following 
programs. 

Immunization Outreach Program 
Immunization reminder cards are mailed to parents/guardians of all infants age three and nine months.  
Reports are posted to primary care providers’ web portal accounts identifying linked members nine 
months old and 18 months old who may be behind on their immunizations.  The goal of the program is 
to ensure that all children insured by the Alliance are fully immunized by age two.  In addition, the 
Alliance conducts an Influenza awareness program each year.  Members receive materials about the 
importance of influenza vaccinations and other preventive measures.  Clinical and billing guidelines are 
also sent to providers. 

Nutrition and Weight Management 
The Alliance’s Healthy Weight for Life (HWL) program helps children and teens lower their Body Mass 
Index (BMI) to achieve and maintain a healthy weight.  See Appendix 2. Care Based Incentives for more 
information. The Alliance also has a limited number of scholarships available for Weight Watchers.  Only 
members with Alliance as their primary insurance are eligible.  Members with significant obesity-related 
morbidity and a commitment to sustained lifestyle changes will be highest priority.  Members must be 
referred by their PCP who completes an application on the member’s behalf and agrees to follow-up with 
the member for medical management of their weight loss.  For scholarship criteria, please visit the 
Health Programs page of the provider website or call the Health Education Line at (800) 700-3874 ext. 
5580. 

Perinatal Health 
The Healthy Moms and Healthy Babies (HMHB) program is designed to encourage pregnant women to 
seek early prenatal and postpartum care.  Pregnant members who have a prenatal visit (Early Prenatal 
Care) within their first twelve weeks of their pregnancy or within 42 days of becoming an Alliance 
member can receive a gift card.  Members can also receive a gift card for their postpartum visit 
(Postpartum Care) if they see their PCP within 21-56 days of the birth of their child.  Members in this 
program can also receive health education materials on a variety of topics, including breastfeeding, 
prenatal and postpartum health, and parenting.  Members also receive referrals to local resources, 
including WIC and free or low-cost childbirth classes.   

Breastfeeding Support 
Members are given access to breastfeeding education, lactation support, and referrals.  Moms are 
eligible for a free breast pump if either mom or baby has medical issues that prevent nursing at the 
breast of the mother or if the mother is returning to work or school and wants to continue 
breastfeeding.  We encourage the use of these benefits to members to promote the health of the child 
and the mother, as well as to foster the bond that occurs between mother and child during 
breastfeeding. 

Tobacco Cessation Support Program  
The Alliance is committed to supporting members’ who wish to stop smoking and/or using tobacco 
products. To accomplish this, the Alliance provides tobacco cessation benefits and services that support 
prevention and cessation of tobacco use. The Tobacco Cessation Support (TCS) program offers many 
ways to help members quit smoking. Members are referred to the convenient, toll-free California 
Smokers' Helpline at 1-800-NO-BUTTS (1-800-662-8887), which provides free cessation counseling over 
the phone for anyone in California. The Alliance will also cover the cost of counseling sessions for eligible 
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Alliance members. In addition, The Alliance will cover all FDA-approved tobacco cessation medications 
for adults who smoke and/or use other tobacco products (non-pregnant adults of any age).  

For more information about this benefit, contact the Health Education Line at (800) 700-3874 ext. 5580. 

Women’s Health 
Female members are encouraged to receive routine screening for chlamydia, cervical cancer, and breast 
cancer.  Letters are mailed semi-annually to members, reminding them to have a pelvic exam, Pap test, 
clinical breast exam, and/or mammogram.  Providers receive semi-annual notices identifying female 
members who are due for these screenings. 

Educational Support for Members with Disabilities or Special Needs 
Children with Special Health Care Needs 
Our Care Management Children’s Case Managers help parents/guardians with obtaining the care and 
services their children need. 

For more information on children with special health care needs, please see Policy 405-1106 - Children 
with Special Health Care Needs (CSHCNs). 

Individuals with Disabilities 
Our Medical Social Workers act as disabilities liaisons to coordinate services and help members obtain 
the equipment they need.  

Patient Education Materials 
In addition to the extensive array of programs described above, we provide free health education 
materials on a limited number of topics for providers to give to Alliance patients.  Materials are suitable 
for low-literacy readers and are culturally appropriate for our membership.  Materials are readily 
available in English and Spanish; materials in Hmong, Braille, large font, and audio files can be made 
available upon request.  For assistance, please contact the Health Education Line at (800) 700-3874, 
ext. 5580. 

Materials on Other Topics or In Different Languages 
Depending on the topic and language needed, we can refer you to materials that are available free on 
the Internet or to excellent low-literacy materials available for purchase directly from the vendor.  We 
can also provide a brief list of translation agencies, should you choose to have your own English 
materials translated into other languages. 

Outreach to Members and Providers 
We reach out to our providers and members on a regular basis to encourage health maintenance, 
disease prevention, and a healthy lifestyle.  Following are some of the tools we utilize in our outreach 
program: 

• Living Healthy, our quarterly member newsletter. 

• Health Programs Update in the quarterly Alliance Provider Bulletin. 

• The Alliance website with health education resources for both providers and members. 

• Collaboration with public-health coalitions on outreach programs for breastfeeding, obesity, 
diabetes, immunization, and other health care issues. 
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Section 11. Quality and Performance Improvement 
Program 

The Alliance Quality and Performance Improvement Program (QPIP) outlines the activities intended to 
ensure and improve the quality of care for all Alliance members within the limits of available resources. 
Additionally, the QPIP is intended to meet the requirements of state and federal agencies and standards, 
such as the National Committee for Quality Assurance (NCQA) and Healthcare Effectiveness Data 
Information Set (HEDIS). 

Quality and Performance Improvement Program Goals 
The Alliance Quality and Performance Improvement Program (QPIP) provides a comprehensive structure 
to achieve the following goals: 

• Ensure integration with current community health priorities, standards, and public health goals; 

• Ensure patient safety; 

• Identify and act upon opportunities to address potential quality issues and review trends; 

• Identify overuse, misuse and underuse of services; 

• Ensure appropriate care for members with complex health needs; 

• Ensure that the cultural and linguistic needs of the diverse population of Alliance members are 
met; and 

• Ensure appropriate care for members with behavioral health needs. 

The QPIP goals are achieved by employing the following: 

• Maintain accountability of are systems; 

• Maintain continuous quality monitoring; and 

• Analyze data and develop interventions. 

During the first quarter of each calendar year, the Quality and Performance Improvement Program 
(CQIC) reviews and approves both the QPIP and the Quality Improvement (QI) Work Plan and 
Evaluation outlining specific quality improvement activities for the year.  Once approved, the QI Work 
Plan and Evaluation is brought back to the CQIC quarterly, updated to reflect Alliance QI activities each 
quarter.  The CQIC monitors these activities interactively, assuring implementation of interventions and 
re-measurement of performance goals and benchmarks.  

For more information about our Quality and Performance Improvement Program, please see Policy  
401-1101- Quality and Performance Improvement Program. 

Potential Quality Issue Identification 
The quality improvement process involves a variety of mechanisms to identify potential quality of care 
and patient safety issues through systematic review of information gathered from multiple sources, 
which include, but are not limited to: 
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• National Committee for Quality Assurance (NCQA) Healthcare Effectiveness Data Information 
Set (HEDIS) measure calculation to evaluate the quality of care provided to our members 
and for comparison against national or regional benchmarks.  

• Provider audits of PCP facilities for criteria such as: patient safety, infection control, and 
quality of medical records. 

• Provider contracting and credentialing processes, including peer review activities. 

• Timely Access monitoring. 

• Member satisfaction monitoring — analysis of satisfaction surveys, complaints, appeals 
and potential quality issues. 

• Provider satisfaction surveys. 

• Medical and pharmaceutical claim/encounter data analysis to identify sentinel events and 
variations in practice. 

• Potential quality issues are identified, analyzed and resolved to ensure that services 
provided to members meet established standards. Monitoring of over/under utilization of 
services to ensure appropriate, high quality, cost-effective utilization of health care 
resources and that these resources are available to all members. Stratified data studies that 
identify disparities by race/ethnicity, language, sex, age, or geographic location. 

• Opportunities for improvement identified through ad hoc monitoring. 

Communicating Results of QI Activities 
The activities of the CQIC are communicated to Alliance staff, the Quality Improvement Committee, the 
Commission, oversight and advisory committees, health care purchasers, regulatory agencies, individual 
practitioners and providers, and members. 

Once performance measurement is completed, results are reported to NCQA, contractual, and regulatory 
agencies as required.   

We communicate outcomes of QI measures with providers through the Provider Portal, newsletters, 
special mailings, educational sessions, or site reviews for general performance reports.  The content of 
these communications may include: 

• Listings of members who need specific services. 

• Listings of members who need intervention based on pharmacy indicators. 

• Comparison of practitioner/provider performance to average plan-wide performance. 

• Reports showing practitioner/provider deviation from a benchmark or threshold. 

• Recommended interventions to improve performance. 

• Barrier analyses and intervention plans/timelines. 

• Plan-sponsored training directed at improving performance. 

• Incentives for improved or above average performance in quality of care or service. 

• Requests for Corrective Action Plans (CAPs) to correct deficiencies. 
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For more information about our QPIP, please see the following policies: 

401-1101- Quality and Performance Improvement Program 

401-1501 - Standards of Care 

401-1508 - Facility Site Review Process 

401-1519 - Infection Control Practices 

401-1515 - Nurse Midwife Guidelines 

401-1523 - Non-Physician Medical Practitioner Guidelines
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Section 12. Telehealth Services 

Telehealth is the mode of delivering health care services and public health via information and 
communication technologies to facilitate the diagnosis, consultation, treatment, education, care 
management, and self-management of a patient’s health care while the patient is at the originating site 
and the health care provider is at a distant site. (Section 2290.5(a)(6) of the Business and Professions 
Code). 

Telehealth Coverage 
In keeping with current California law (AB 415 passed in 2011), the Alliance provides coverage for 
telehealth services, as defined above.  This service is intended specifically to provide access to specialty 
services that would otherwise have limited availability.  Services may be delivered as asynchronous 
store and forward or synchronous interaction. 

Synchronous Telehealth Services and Settings 
Synchronous telehealth is real-time interaction between a member and a health care provider located at 
a distant site. The member’s provider may be present at the originating site during synchronous 
interaction if deemed necessary. Synchronous telehealth services can be provided to Alliance members 
by any Alliance credentialed health care provider with the member’s verbal consent, as documented in 
the patient’s medical record.   

Asynchronous Telehealth Services & Settings 
Asynchronous telehealth is the transmission of a member’s medical information, including photographs, 
x-rays, or other forms of data, from an originating site to the health care provider at a distant site 
without the presence of the member. Asynchronous store and forward telehealth services provides for 
the review of medical information at a later time by a physician or optometrist at a distant site without 
the patient being present in real time.  The following health care providers may provide store and 
forward services: 

• Ophthalmologists. 

• Dermatologists. 

• Optometrists (licensed pursuant to Chapter 7 (commencing with Section 3000) of Division 2 
of the Business and Professions Code). 

The Alliance will pay for services in teledermatology, teleoptometry, and teleophthalmology, as long as 
they meet federal and state guidelines for medical necessity and are covered benefits according to the 
Alliance member’s Evidence of Coverage (EOC).  Services provided by telehealth may require a referral 
from the PCP. Providers should follow the procedures outlined in Policy 404-1303 – Referral Consultation 
Request Process.   

• Patients receiving teledermatology, teleophthalmology, or teleoptometry services by store and 
forward must be notified of the right to interactive communication with the distant specialist if 
requested.  If requested, the communication may occur at the time of the consultation or within 30 
days of the patient’s notification of the results of the consultation. 

Telehealth services can be provided in a number of settings: physician office, clinic, hospital, skilled 
nursing facility, or a member’s home.  These would each be considered originating sites.  A licensed 
provider must be present if the provider fee for the visit is to be reimbursable.  If a licensed provider is 
not present at the originating site, a site facility fee may be billed in lieu of the provider fee for the visit.  
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In addition, transmission cost fees may be billed.  For lines of business that require a copay for services, 
the payment will be collected at the time of the member’s visit to the originating site.  

At the distant site expert providers would serve as consultants or offer ongoing care for specific 
conditions.  That provider may bill for an office or inpatient consultation as well as transmission cost 
fees.  For those lines of business that require a copay for services, the payment will be waived for 
services provided at the distant site. 

The health care provider at the originating site must inform the member that telehealth services will be 
used and obtain the member’s verbal or written consent, which will be documented in the member’s 
medical record.  In situations when the asynchronous store and forward system is used, members must 
be notified of their right to have interactive communication with the distant specialist at the time of the 
consultation or within 30 days of the patient’s notification of the results of the consultation.  In all 
circumstances, providers will abide by HIPAA laws, including not disclosing a member’s personal health 
information to any third party without written consent. 

The audio-video telemedicine system used, must, at a minimum, have the capability of meeting the 
procedural definition of the code provided through telehealth.  The telecommunication equipment must 
be of a quality to adequately complete all necessary components to document the level of service for the 
CPT-code billed. 

Billing Guidelines 
Below are guidelines for providers using telehealth services to enable providers to accurately bill for 
such services.   The Alliance will reimburse contracted providers for telehealth services as described in 
Alliance Policy 404-1727 – Provision of Telehealth Services.   

Reimbursement for Telehealth Services 
The three main models of telehealth services available to Alliance members are explained below: 
 
Reimbursement for Traditional Synchronous Telehealth Services   

 
 
 
 
 

Billing guidelines for originating site providers:  

Originating Site 

Service Code 

Site facility fee  Q3014 

Transmission Cost T1014 (per minute for maximum of 90 min. per 
patient)  

Licensed provider fee (if present) E&M codes 99201 - 99215 and other CPT codes 
for services distinct and in addition to those 
rendered by the Distant Site Provider. 

Originating Site 
• Patient present 
• Provider optional 

Distant Site 
• Provider of service 
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If a licensed provider also is present at the telehealth originating site with the patient present and a 
progress note is generated by the originating provider, the visit is reimbursable.  The scope of the 
interaction with the originating provider should be documented in the progress note that are distinct 
from those provided by the distant site and will be the basis of the E&M and other CPT code(s) billed.  If 
an E&M code is included, the transmission cost fees may be billed.  No modifier is needed at the 
originating site.  For lines of business requiring a copay for services, the payment will be collected at the 
originating site. 

Billing guidelines for distant site providers: 

Distant Site 

Service Code 

Transmission Cost T1014 (per minute for maximum of 90 min. per 
patient)  

Initial hospital care or subsequent 
hospital care (new or established patient) 

99221 – 99233 

Licensed Provider Fee 99201 – 99215 

Consultations:  Office or other outpatient ( 
initial or follow-up),  Inpatient, and 
confirmatory 

99241 – 99255 

Required Modifier GT modifier required for all CPT-Codes except 
Transmission Cost codes  

For those lines of business that require a copay for services, the payment will be waived for services 
provided at the distant site. 

Reimbursement for Asynchronous Telehealth Services (Store and Forward) for 
Teleophthamology, Teleoptometry and Teledermatology Services  

 

 

 

Billing guidelines for originating site providers: 

Originating Site 

Service Code 

Site facility fee  Q3014 

Transmission Cost T1014 (per minute for maximum of 90 
min. per patient) 

Originating Site 
• Patient present 
• Provider optional 

Distant Site 
• Provider of service Information stored and 

forwarded to Distant Site 
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Licensed provider fee (if present) E&M codes 99201 - 99215 and other 
CPT codes for services distinct and in 
addition to those rendered by the 
Distant Site Provider.  

 
If a licensed provider also is present at the telehealth-originating site, with the patient present and a 
progress note generated by the originating provider, the visit is reimbursable as a visit.  The scope of 
the interaction with the originating provider should be documented in the progress note, and will be the 
basis of the CPT code(s) used.  If a CPT code is included, the originating site fee and the transmission 
cost fees may still be billed.  No modifier is needed.   For lines of business requiring a copay for services, 
the payment will be collected at the originating site.  

Billing guidelines for distant store and forward site providers: 

Distant Store and Forward Site 

Service CPT Codes 

Licensed Provider Fee 92002, 92004, 92012, 
92014, 99201-99215 

Office consultation, new or established patient 99241 - 99255 

Retinal photography with interpretation for services provided 
by optometrists or ophthalmologists  

92250  

Required Modifier:  All asynchronous, store-
and-forward services are 
billed with a “GQ” 
modifier  

For lines of business that require a copay for services, the payment will be waived for services provided 
at the distant site. 

Reimbursement for Synchronous:  Provider to Patient Telehealth Services 

The Telehealth Advancement Act of 2011 allows for telehealth services to be provided between a 
qualified provider and patient at a distant location.  The location may be a health facility, residential 
home, patient’s home or other location.  For lines of business requiring a copay, the payment will be 
collected at the originating site. 

 

 

 

 

 

 

Distant Site 
• Provider Site 
• Patient NOT present 

Originating Site - 
Patient Location 

• Health facility 
• Residential home 
• Patient home 
• Other location 
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Billing guidelines for the distant site: 

Distant Site 

Service Code 

Transmission Cost T1014 (per minute for maximum of 
90 min. per patient)  

Licensed provider fee (if present) E&M codes 99201 – 99215 

Required Modifier GT modifier required for all CPT-
Codes except Transmission Cost 
codes 

 

For lines of business that require a copay for services, the payment will be waived for services provided 
at the distant site. 

A licensed provider, who provides E&M services for a patient utilizing telehealth technology to access the 
provider’s office, may submit claims for the service using the E&M code, without the modifier.  The 
contracted arrangements for primary care providers and specialty providers continue to apply.  T1014 
Transmission Cost fee may also be billed. 

Exclusions 

Telehealth does not include email, telephone (voice only), text, inadequate resolution video, written 
communication between the providers, or between patients and providers. 

  

Last revised August 1, 2015 Page 126 of 168 

 



Section 13.  Emergency Services  

Section 13.  Emergency Services 

Emergency services are covered inpatient and outpatient services that are necessary to enable 
stabilization or evaluation of an emergency medical condition and are provided by a health care 
professional qualified to furnish emergency services. 
An emergency medical condition is a condition that manifests itself by acute symptoms of sufficient 
severity (including severe pain) that a prudent layperson with an average knowledge of health and 
medicine could reasonably expect the absence of immediate medical attention to result in any of the 
following: 

1. Serious jeopardy to the health of the individual or, in case of a pregnant woman, 
 the health of the woman or her unborn child. 

2. Serious impairment to bodily functions. 

3. Serious dysfunction of a bodily organ or part. 

No prior authorization is required for emergency/urgent services and emergency hospital 
admissions.  All inpatient hospital stays require an authorization after admission.  Authorization can be 
obtained by sending a Hospital Admission Face Sheet and clinical documentation to the Utilization 
Management Department.   

For emergency hospital admissions and emergency room outpatient services, the hospital should verify the 
member’s eligibility and assigned PCP by telephoning our Eligibility Verification System or Eligibility Clerk.  
Contracting facilities are obligated to notify the Alliance within one business day of service and to forward a 
copy of the ED report/face sheet to the PCP within the same timeframe. 

When a member presents an emergency condition at a hospital or other provider facility and is admitted for 
inpatient services, the hospital/treating physician should notify the PCP and the Alliance within one working 
day of admission. 

For more information on hospital services, see Appendix 6. Hospital Services. 
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Section 14. Cultural & Linguistic Services Program 

The Alliance is committed to delivering culturally and linguistically appropriate health care services to 
our diverse membership.  The goal of the Cultural & Linguistic Services Program (CLSP) is to ensure 
that all Alliance members—regardless of race, religion, national origin, cultural group, disability, or 
language ability—have equal access to quality health care.  The CLSP encompasses language 
assistance services for members; provider education and language capability monitoring; periodic 
group needs assessment of plan members; quality assurance; and hiring and training plan staff. 

Please see Policy 406-1101 - Cultural and Linguistic Services Program for more information. 

Providers shall recognize and integrate members’ practices and beliefs about disease causation and 
prevention into the provision of Covered Services; comply with Plan’s Language Assistance Program 
standards developed under California Health and Safety Code Section 1367.04 and Title 28 CCR 
Section 1300.67.04; and cooperate with the Alliance by providing any information necessary to assess 
compliance. 

Language Assistance Program / Interpreter Services 
Under federal and state law, all Limited English Proficient (LEP) health plan members are entitled to 
free language assistance when accessing health care services.  In addition, the Americans with 
Disabilities Act (ADA) requires that persons who are deaf or hard of hearing be offered free 
communication assistance when accessing health care services.  The Alliance covers interpreter 
services for all LEP, deaf, or hard of hearing members.  We contract with pre-approved and qualified 
agencies to provide these services.  We strongly encourage providers and members to take advantage 
of the Alliance’s free interpreter services, as we do not reimburse for services that are not offered by 
the Alliance. 

Interpreter services for LEP members are accessed by providers primarily through the use of the 
Alliance’s telephone interpreter services, with no preauthorization required.  Face-to-face interpreters 
must be preauthorized 4-5 days in advance of the visit; are approved for all covered services for deaf 
or hard of hearing members; and approved for LEP members only under special circumstances. 

For instructions to access telephone and face-to-face interpreter services, please download the 
Interpreter Services Quick Reference Guide. 

Please see Policy 406-1103 - Interpreter Services for more information. 

Due to the complex and sensitive nature of medical care, it is not appropriate to use unqualified 
bilingual persons as interpreters.  The Alliance strongly discourages the use of unqualified interpreters, 
including bilingual office staff or patients’ friends or family members, especially minors.  Provider 
responsibilities include the following: Document every patient’s preferred language in the medical 
record; offer LEP and hearing-impaired patients a qualified interpreter at no cost to the patient; do not 
require patients to bring their own interpreters or suggest that they use a friend or family member to 
interpret; and document the offer of and patient acceptance or refusal of interpreter services in the 
medical record. 

For a brief summary of federal and state laws related to language assistance, the use of interpreters, 
and cultural competence, please visit our provider website.  
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Section 15. Pharmacy Services 

The Alliance has subcontracted with MedImpact to provide pharmacy services to all members.  Members 
must go to a MedImpact-participating pharmacy for prescriptions.  For more information regarding the 
Alliance Pharmaceutical Services Access, please see Policy 403-1126 – Pharmaceutical Services Access. 

Drug Formulary 
The Alliance has its own drug formulary, developed with input from local providers.  Our formulary, 
which is not the same as the state formulary, is reviewed and updated annually.  Please refer to the 
Alliance Formulary to find out if a particular medication is listed.  You may download a copy of the 
formulary directly from our website or from http://www.epocrates.com. 

Authorizations for Non-Formulary Drugs 
Prior authorization is necessary for a prescription drug that is not on the Alliance Drug Formulary or 
exceeds the limit of days, age, quantity, or cost allowed per formulary. Beginning January 1, 2015, prior 
authorization requests must be submitted on the Prescription Drug Prior Authorization Request Form for 
Healthy Kids, IHSS, and Medi-Cal Access Program (formerly AIM to 06/30/14) members. This form can 
be found on the Alliance pharmacy website or Form Library. Submissions on other forms will not be 
accepted. Use of this form for Medi-Cal members is encouraged, but optional, at this time. 

Submission of prior authorization requests is preferred through the Alliance Provider Portal. 
Alternatively, providers may submit requests by fax to (831) 430-5851 or by mail to: 

Central California Alliance for Health 
Health Services Department – Pharmacy 
PO Box 660012 
Scotts Valley, CA  95067-0012 

Urgent prior authorization requests may be initiated by phone by calling (831) 430-5507. 

To constitute an authorization request, all of the following information must be provided: 

• Member name, ID number and DOB. 

• Requesting provider name and contact information. 

• Description of requested drug or item (must include Healthcare Common Procedure Coding 
System (HCPCS) code if physician or facility administered drug is requested). 

All of the following are also required for an authorization request to be considered complete: 

• Prescriber name, address, phone number and fax number. 

• Pharmacy name, address, phone number and fax number (if authorization submitted by 
pharmacy). 

• Diagnosis (or ICD code) that most accurately describes the indication for the medication. 
Please include all medically relevant diagnoses for review purposes. 

• Quantity requested per fill or per date of service (DOS). 

• Number of fills or DOS requested. 

• Directions for use. 
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• Expected duration of therapy. 

• Documentation of appropriate clinical information that supports the medical necessity of the 
requested drug or item, including: 

o Other drugs or therapies for this indication that have already been tried and failed. 
Please include what the outcomes were. 

o Why alternatives on the Alliance formulary cannot be used. 

o Any additional information to support diagnosis and medical justification such as lab 
results and specialist consults. 

Incomplete and/or illegible forms may be denied or voided. 

Approval of a non-formulary drug will be given if the patient has failed treatment with formulary 
alternatives or has intolerable side effects or contraindications to formulary alternatives.  Trials 
conducted through the use of samples will be redirected to formulary equivalent medications. 

If you need to speak to our pharmacy staff, please contact: 

Alliance Pharmacy Department:  (800) 700-3874 ext. 5507 

For more information on the authorization review process, please see Policy 403-1103 - Pharmacy 
Authorization Request Review Process. 

After Hours Access 
24-hour access is provided by any 24-hour pharmacy that contracts with the Alliance’s PBM. Currently, 
access to 24-hour pharmacies is available in Santa Cruz (Watsonville) and Monterey (Salinas and 
Seaside) counties. 
   
When there is an emergency after the Alliance’s business hours (Monday-Friday 8:00 – 5:00 PM PST) or 
on holidays, the Alliance’s PBM is authorized to enter a five-day override if the pharmacy states that it is 
for an emergency. The Alliance will receive and retrospectively review a report of all emergency 
overrides placed by the PBM. 
 
Alternatively, pharmacies can dispense a 72-hour supply of medically necessary non-formulary 
medication(s) if the pharmacist deems it is an emergency and the Alliance is closed. A retroactive prior 
authorization request can be submitted by the pharmacy for the 72 hour supply and will be approved by 
the Alliance on the next business day. 
 

Continuity of Care for New Members 
In the event that a new member is being treated with a non-formulary drug at the time of their 
enrollment with the plan, the Alliance will work with Alliance providers to ensure that they receive 
continuity of care in their pharmaceutical services. 

For more information on continuity of care for new members, please see Policy 403-1114 - Continuing 
Pharmacy Care for New Members. 

Billing and Reimbursement 
Billing for “Carved Out” Medications 
Procedures for Fee for Service reimbursement for "carved out" medications for psychiatric illnesses, 
substance abuse treatment, HIV/AIDS, erectile dysfunction and coagulation factors can be found on the 
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Medi-Cal website in the Part 2 manual for Pharmacy. The complete list of “carved out” medications can 
be found on pages 6-8 of the MCP: County Organized Health System file. 

For information on reimbursement for blister packing, please see Policy 403- 1134 – Blister Packing 
Reimbursement. 

For information on how to obtain reimbursement for compounding drugs, please see Policy 403-1135 – 
Compound Drugs Requiring Special Handling. 

Additional Pharmacy Benefits 
Enteral Nutrition Product Benefit 
As of May 1, 2014, Medi-Cal and the Alliance have expanded their coverage of Enteral Nutrition Products 
to all products for all members when medically necessary. The criteria the Alliance uses to review 
authorization requests for medical necessity is outlined in the Enteral Nutrition Products Sections of the 
Medi-Cal Part 2 Pharmacy Provider Manual and further defined in the following document:  

Criteria to Determine Medical Necessity of Enteral Nutrition Products.   

To ensure all clinical data necessary for review is submitted, the following supplemental form, Alliance 
Nutrition Product Authorization Request Form, can be filled out and submitted along with a completed 
authorization request form. All fields related to the request must be completed for review. 

OTC Acetaminophen and Sharps Containers 
Since 2011, over the counter (OTC) acetaminophen products have not been a covered benefit for state 
Medi-Cal.  However, the Alliance continues to cover OTC acetaminophen products with a prescription for 
our Medi-Cal members.  The Alliance also provides coverage of sharps containers for all members who 
receive diabetic supplies or self-injectable prescription drugs.  A prescription is required to obtain OTC 
acetaminophen and sharps containers.    
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Section 16. Laboratory Services 

Providers may direct their Alliance Medi-Cal patients to any outpatient clinical laboratory that services 
Alliance Medi-Cal members.  Alliance Healthy Kids, Alliance Care IHSS, Medi-Cal Access Program 
(formerly AIM to 06/30/14) members should be directed to any contracted outpatient clinical laboratory.  
An updated list of contracted laboratories is available in the Provider Directory. 

The Alliance reimburses contracted physicians for certain Clinical Laboratory Improvement Amendments 
(CLIA) waived lab tests that are performed in a physician’s office, if the physician meets the 
requirements of 42 USC Section 263a (CLIA) and provides the Alliance with a current CLIA Certificate of 
Waiver. Effective in 2015, the Alliance has expanded the list of approved CLIA waived labs to include 
those allowed by Medi-Cal. More information on the codes can be found on page 6 of the Pathology: 
Billing and Modifiers section of the Medi-Cal Manual. A list of approved CLIA waived* labs is listed below. 

LABORATORY CODES 

80047 Basic metabolic panel (calcium, ionized) 

80048 Basic metabolic panel (calcium, total) 

80051 Electrolyte panel 

80053 Comprehensive metabolic panel 

80061 Lipid panel 

80069 Renal function test 

80178 Lithium  

81002 Urinalysis, by dip stick or tablet reagent for bilirubin, glucose, hemoglobin, ketones, 
leukocytes, nitrite, PH, protein, specific gravity, urobilinogen, any number of these 
consituents; non automated, without microscopy 

81003 Urinalysis; automated without microscopy 

81007 Urinalysis; bacteriuria screen, except by culture or dipstick 

81025 Urine pregnancy test, by visual color comparison methods 

82010 Acetone or other ketone bodies, serum; quantitative 

82040 Albumin; serum, plasma or whole blood 

82043 Albumin; urine, microalbumin, quantitative 

82044 Albumin; urine, microalbumin, semiquantitative (e.g., reagent strip assay)  

82055 Alcohol (ethanol); any specimen except breath 

82120 Amines, vaginal fluid, qualitative 

82150 Amylase 

82247 Bilirubin; total 

82270 Blood, occult, by peroxidase activity (e.g., guaiac), qualitative; feces, consecutive collected 
specimens with single determination, for colorectal neoplasm screening (i.e., patient was 
provided three cards or single triple card for consecutive collection) 

82271 Blood, occult, by peroxidase activity (eg, guaiac), qualitative; other sources 

82272 Blood, occult, by peroxidase activity (e.g., guaiac), qualitative; feces, 1-3 simultaneous 
determinations , performed for other than colorectal neoplasm screening 
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LABORATORY CODES 

82274 Blood, occult, by fecal hemoglobin determination by immunoassay, qualitative, feces, 1-3 
simultaneous determinations  

82310 Calcium; total 

82330 Calcium; ionized 

82374 Carbon dioxide (bicarbonate) 

82435 Chloride; blood 

82465 Cholesterol, serum or whole blood, total 

82523 Collagen cross links, any method 

82550 Creatinine kinase (CK), (CPK); total 

82565 Creatinine; blood 

82570 Creatinine; other source 

82679 Estrone 

82947 Glucose; quantitative, blood (except reagent strip) 

82950 Glucose; post glucose dose (includes glucose) 

82951 Glucose; tolerance test (GTT), three specimens (includes glucose) 

82952 Glucose; tolerance test, each additional beyond three specimens (list separately in addition to 
primary code) 

82962 Glucose, blood by glucose monitoring devise(s) cleared by the FDA specifically for home use 

82977 Glutamyltransferase, gamma (GGT) 

82985 Glycated protein 

83001 Gonadotropin; follicle stimulating hormone (FSH) 

83002 Gonadotropin; luteinizing hormone (LH) 

83026 HEMOGLOBIN; BY COPPER SULFATE METHOD, NON-AUTOMATED 

83036 Hemoglobin; glycosylated (A1C) 

83516 Immunoassay for analyte other than infectious agent antibody or infectious agent antigen; 
qualitative or semiquantitative, multiple step method 

83605 Lactate (lactid acid) 

83655 Lead 

83718 Lipoprotein, direct measurement; high density cholesterol (HDL cholesterol) 

83721 Lipoprotein, direct measurement; LDL cholesterol 

83861 Microfluidic analysis utilizing an integrated collection and analysis device, tear osmolarity 

83880 Natriuretic peptide 

83986 pH, body fluid, except blood 

84075 Phosphatase, alkaline 

84132 Potassium; serum 

84155 Protein, total, except by refractometry; serum, plasma or whole blood 

84295 Sodium; serum 

84443 Thyroid stimulating hormone (TSH) 

84450 Transferase; aspartate amino (AST) (SGOT) 
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LABORATORY CODES 

84460 Transferase; alanine amino (ALT) (SGPT) 

84478 Triglycerides 

84520 Urea nitrogen; quantitative 

84550 Uric acid; blood 

84703 Gonadotropin, chorionic (hCG); qualitative 

84830 Ovulation tests, by visual color comparison methonds for human luteinizing hormone  

85013 Blood count; spun micorhematocrit 

85014 Blood count; hematocrit (Hct) 

85018 Blood count; hemoglobin (Hgb) 

85576 Platelet, aggregation (in vitro), each agent 

85610 Prothrombin time 

85651 Sedimentation rate, erythrocyte; non-automated 

86294 Immunoassay for tumor antigen, qualitative or semiquantitative (eg, bladder tumor antigen) 

86308 Heterophile antibodies; screening 

86318 Immunoassay for infectious agent antibody, qualitative or semiquantitative, single step 
method (eg, reagent strip) 

86618 Antibody; Borrelia burgdorferi (Lyme disease) 

86701 Antibody; HIV-1 

86703 Antibody; HIV-1 and HIV-2, single assay 

86803 Hepatitis C Antibody 

87077 Culture, bacterial; aerobic isolate, additional methods required for definitive identification, 
each isolate 

87449 Infectious agent antigen detection by enzyme immunoassay technique qualitative or 
semiquantitative; multiple step method, not otherwise specified, each organism 

87661 Trichomonas vaginalis, amplified probe technique 

87804 Infectious agent antigen detection by immunoassay with direct optical observation; Influenza 

87807 Infectious agent antigen detection by immunoassay with direct optical observation; 
respiratory syncytial virus 

87808 Infectious agent antigen detection by immunoassay with direct optical observation; 
Trichomonas vaginalis 

87809 Infectious agent antigen detection by immunoassay with direct optical observation; 
adenovirus 

87880 Infectious agent detection by immunoassay with direct optical observation; Streptococcus, 
group A 

87899 Infectious agent detection by immunoassay with direct optical observation not otherwise 
specified 

87905 Infectious agent enzymatic activity other than virus (eg, sialidase activity in vaginal fluid) 

G0431 Drug screen, qualitative; multiple drug classes by high complexity test method (e.g., enzyme 
assay, immunoassay), per patient encounter 

G0434 Drug screen, other than chromatographic; any number of drug classes, by CLIA waived test 
or moderate complexity test, per patient encounter 
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LABORATORY CODES 

TB Testing (*Alliance approved, but not CLIA waived) 

86580 Skin test; Tuberculosis, Intradermal 

Provider Performed Microscopy Procedures (PPMP) 
 (*Alliance approved, but not CLIA waived) 

Q0111 Wet mounts, including preparations of vaginal, cervical or skin specimens 

Q0112 All potassium hydroxide (KOH) preparations 

Q0113 Pinworm examinations 

81015 Urinalysis; microscopic only 

81000 Urinalysis, by dipstick or tablet reagent for bilirubin, glucose, hemoglobin, 
ketones, leukocytes, nitrite, pH, protein, specific gravity, urobilinogen, any number 
of these constituents; non-automated, with microscopy 

81001 Urinalysis, by dipstick or tablet reagent for bilirubin, glucose, hemoglobin, 
ketones, leukocytes, nitrite, pH, protein, specific gravity, urobilinogen, any number 
of these constituents; automated, with microscopy (NOTE: May only be used when 
the lab is using an automated dipstick urinalysis instrument approved as waived.) 

89055 Fecal leukocyte examination (Effective: January 1, 2004) 
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Section 17. Resolution of Disputes and Grievances 

Alliance members and both contracted and non-contracted providers may access the Alliance Grievance 
Process at any time.  To download the necessary forms, go to the Form Library. 

Provider Disputes 
Providers may file disputes regarding administrative, contract, and payment issues.  Such disputes must 
be filed with the Alliance within 365 days of the action or decision being disputed or, in a case where the 
dispute addresses the Alliance’s inaction, within 365 days of the expiration of the Alliance’s time to act.  
Contracted providers must exhaust this dispute resolution process before pursuing other available legal 
remedies. 

Dispute Resolution Process 
Disputes must be submitted in writing.  You may mail, fax or deliver your hard copy dispute to: 

Central California Alliance for Health 
ATTN:  Grievance Coordinator 
1600 Green Hills Road, Suite 101 
Scotts Valley, CA 95066-4981  
Fax: (831) 430-5856 
 

You may also submit a dispute electronically using the form located on our website.  Disputes may be 
emailed to GrievanceCoordinator@ccah-alliance.org.   

Please be sure that any dispute includes all of the following information: 

• Provider name. 

• Provider NPI, Tax ID, or Alliance ID number. 

• Provider contact information. 

• A clear explanation of the issue in question. 

• Your position on the matter. 

• If the dispute involves a claim or request for reimbursement of overpayment, you also must 
include: 

o The original claim number, which will become the dispute number for tracking purposes, and 
all other claim control numbers if there have been multiple resubmissions of the claim. 

o A clear identification and description of the disputed item. 

o The date of service. 

o A clear explanation of why you believe the payment or other action is incorrect. 

• If the dispute involves a member, you must include the member’s full name and Alliance ID 
number. 

You also may include additional supporting clinical information, if applicable.  Please note that, if the 
dispute does not include the above information and we cannot readily obtain it, we will return the 
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dispute to you for more information.  Providers have 30 working days to submit an amended dispute to 
the Alliance. 

If you have multiple disputes addressing a single issue you may file a single dispute using the system 
described below.  Please include a list of each individual issue, along with all other information required 
for filing multiple disputes. 

The Alliance will acknowledge a dispute within five (5) days of receiving it.   

The Alliance will send a written resolution to the dispute within thirty (30) business days of the date we 
receive the dispute for contracted providers and forty-five (45) business days for non-contacted 
providers.  Dispute resolutions are final.  There is no second level of appeal within the Alliance’s dispute 
resolution process.  If you are unhappy with the resolution to your dispute, you may pursue any other 
available legal remedy. 

For assistance in filing a dispute, please call the Alliance Grievance Coordinator at (800) 700-3874, 
ext.5816. 

Corrected Claims and Tracers 
Please do not use the dispute resolution process for submitting corrected claims, or to follow up on a 
previously submitted claim.  For information on submitting a corrected claim please see Policy  
600-1009 - Submission of Corrected Claims or to follow up on a previously submitted claim, please call a 
Claims Adjudicator at (831) 430-5503, Monday-Friday, between 9:00 am and 4:00 pm.  You may 
submit a Corrected Claim via your Alliance Provider Portal or by sending directly to the Claims 
Department, please make sure that the error identified in the Explain Reason on the Remittance Advice 
has been corrected.  You should also clearly mark this re-submission as a Corrected Claim. 

Member Complaints 
The Alliance Grievance Process also addresses member complaints.  An Alliance member may file a 
complaint about his/her experiences with the Plan or with a contracted provider.  Members must file a 
complaint within one hundred and eighty (180) days of the event or incident.  If a member is filing a 
complaint about a denial, modification or deferral of service by the Alliance, it must be filed within ninety 
(90) days of the Notice of Action.  While most providers have their own internal mechanisms for 
resolving patient complaints, we provide complaint forms in English, Spanish and Hmong.  To download 
a Member Complaint Packet (in English and Spanish) for Medi-Cal line of business.  To download a 
Member Complaint Packet (in English and Spanish) for Knox Keene lines of business.  Additionally, 
frequently asked questions by members about the Alliance Grievance Process can be found in Appendix 
5. FAQs from Members on Complaints/Grievances. 

Provider Responsibilities 
When a member brings a complaint to your attention, you must investigate and try to resolve the 
complaint in a fair and equitable manner. In addition, providers must cooperate with the Alliance in 
identifying, processing and resolving all member complaints.  Cooperation includes: speaking or meeting 
with representatives of the plan if asked to do so, providing us with information pertinent to the 
complaint, including supplying medical records, and taking all reasonable actions suggested by our staff 
to resolve member’s complaint.  Member complaints are also considered by the Peer Review and 
Credentialing Committee (PRCC) in re-credentialing of providers.  
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If a member asks to file a complaint, you may click the link(s) below to access  the appropriate forms 
and instructions.  

• For Medi-Cal lines of business.  

• For Knox Keene lines of business. 

• You also may refer members with complaints to the Alliance Member Services Department 
for assistance at (800) 700-3874, or to our website. Member complaint forms and 
instructions are available there, and members may file a complaint electronically. 

Members have the right to express their dissatisfaction with any aspect of the plan or its providers.  A 
complaint may be filed by a member or a member’s authorized representative: 

• In person, by making an appointment to meet with a Member Services Representative at one of 
our offices: 

Santa Cruz County: 
1600 Green Hills Road, Suite 101 
Scotts Valley, CA  95066-4981 

Monterey County: 
950 East Blanco Road, Suite 101 
Salinas, CA  93901-3400 

Merced County: 
530 West 16th Street, Suite B 
Merced, CA  95340-4710 

• By calling a Member Services Representative at: 

Santa Cruz County:  (831) 430-5500  

Monterey County:    (831) 755-6000 

Merced County:    (209) 381-5300 

The TTY line for the hearing and/or speech impaired: (877) 548-0857. 

• By calling the Grievance Coordinator at (800) 700-3874, ext.5816. 

• By filling out a complaint form or putting the complaint in writing and sending it to the 
Grievance Coordinator at: 

Central California Alliance for Health 
ATTN:  Grievance Coordinator 
1600 Green Hills Road, Suite 101 
Scotts Valley, CA 95066-4981 

• Electronically, by visiting the File a Complaint page our website. 

When we receive a complaint, we will send the member a written acknowledgement letter within five (5) 
calendar days.  The letter will reiterate the issue(s) of concern as we understand it.  We will also identify 
the Grievance Coordinator as the contact person for the complaint, notify the member of his/her rights 
in the Grievance Process, and tell the member that he/she will receive a proposed resolution letter 
within 30 calendar days from the date the complaint was received. 
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Written acknowledgement and response is not required for complaints received over the telephone that 
are not coverage disputes, disputed health care services involving medical necessity or experimental or 
investigational treatment, and are resolved by the next business day. 

A member with Medi-Cal coverage does not have to use the Alliance Grievance Process to resolve 
his/her complaint.  The member may request a state Hearing, either in addition to, or instead of, filing a 
complaint with the Alliance.  The member must file the request for the Hearing within 90 days from the 
date of the event that caused the member to be dissatisfied.  Members may file their requests directly 
with the California Department of Social Services (DSS) by calling (800) 952-5253 (TTY: (800) 952-
8349 for the hearing and speech impaired) or by contacting the following offices in their county of 
residence: 

Human Resources Agency 
Attn: Fair Hearings Officer 
1020 Emeline Street 
P.O. Box 1320 
Santa Cruz, CA 95061 
Phone:  (831) 454-4117  

Monterey County Department of Social Services 
Attn: Hearing Coordinator 
1000 South Main Street, Suite 208 
Salinas, CA  93901 
Phone:  (831) 755-4477  

Merced County Human Services Agency 
Attn:  Hearing Coordinator 
2115 West Wardrobe Avenue 
Merced, CA  95341 
Phone:  (209) 385-3000 

If the member has any questions about the steps in the member grievance process, please have 
him/her call the Grievance Coordinator at (800) 700-3874, ext.5816.  The member may also call to 
make an appointment to come into our office to speak with someone in person. 

Non-Medi-Cal Member Complaints 
An Alliance Healthy Kids, IHSS, or Medi-Cal Access Program (formerly AIM to 06/30/14) member must 
go through the Alliance Grievance Process first to resolve his/her complaint.  If the member is unhappy 
with the resolution proposed by the plan, or if the complaint has not been resolved after 30 days, the 
member can contact the California Department of Managed Health Care (DMHC) at (888) HMO-2219, or  
(877) 688-9891 for the hearing and speech impaired, to request a review of the complaint.  DMHC’s 
website has complaint forms and instructions online. 

Informational notices explaining how enrollees may contact their plan, file a complaint with their plan, 
obtain assistance from DMHC and seek an independent medical review are available in non-English 
languages through DMHC’s website above. 

Member Rights in the Alliance Grievance Process 
• A member may authorize a friend or family member to act on his/her behalf in the grievance 

process. 

• If the member does not speak English fluently, he/she has the right to interpreter services. 
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• The member has the right to obtain representation by an advocate or legal counsel to assist 
them in resolving the grievance. 

• The State Office of the Ombudsman will help Medi-Cal members who are having problems 
with the Alliance (888)-452-8609. 

• Medi-Cal members have the right to file a request for a state Hearing with DSS without 
going through the Alliance grievance process; as long as the event which caused 
dissatisfaction occurred within 90 days of the day the hearing request is filed. 

• Members have the right to request continuation of benefits during an appeal or state 
Hearing.  Healthy Kids, IHSS, and Medi-Cal Access Program (formerly AIM to 06/30/14) 
members have the right to request a review by the California Department of Managed 
Health Care if they are unhappy with the Alliance’s resolution of their complaints or if a 
complaint remains unresolved after 30 days. 

• Healthy Kids, IHSS, and Medi-Cal Access Program (formerly AIM to 06/30/14) members 
have the right to request an Independent Medical Review (IMR) if their complaint involves a 
denial or partial denial of a health care service that was determined not to be medically 
necessary. 
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Section 18. Forms 

Listed below you will find a list of forms, along with a brief description for their intended use.  To view or 
download these forms, and for complete instructions on submitting these forms, please visit the Alliance 
Form Library.  

Care Based Incentives Forms 

Provider 2015 Care Based Incentive Forms 
Forms for Specific Health Education Programs:  
 
Healthy Breathing for Life 

• Asthma Action Plan (AAP) – PCPs may use the form to create an Asthma Action Plan for 
members ages 5-64 with a diagnosis of asthma.  The AAP provides instruction and 
information on how to self-manage asthma daily, including taking medications appropriately, 
and how to recognize and handle worsening asthma.  The PCP and member complete the 
AAP shortly after an asthma diagnosis, an asthma exacerbation, or with change in asthma 
severity classification or medication change.  Review the AAP at each visit and make 
adjustments as needed to achieve asthma control.  PCPs that complete and fax the AAP to 
the Alliance may be eligible for payment through our Care Based Incentive (CBI) program.   

Healthy Weight for Life (HWL) 
• Initial Referral and 6-Month and 12-Month Follow Up Referral - PCPs must use the form to 

refer members to the Healthy Weight for Life program and report members’ Body Mass 
Index (BMI) to the Alliance.  This program is for members ages 2-18 with a BMI at or above 
the 85th percentile.  PCPs that complete and fax these forms to the Alliance may be eligible 
for payment through our CBI program; however, PCPs will only receive reimbursement of 
subsequent HWL follow up referral forms for up to two years per linked member.      

Other Provider CBI Forms:  
 

• Medication Management Agreement (MMA) – PCPs may use the form to create a Medication 
Management Agreement for their members on narcotics.  PCPs that complete and fax this 
form to the Alliance may be eligible for payment through our CBI program.   

• Physician Orders for Life Sustaining Treatment (POLST) Form – This incentive form is 
designed to ensure that conversations on end-of-life planning occur with seriously ill 
patients.  This allows them to choose the treatments they want and that their wishes are 
honored by medical providers.  PCPs that complete and fax this form to the Alliance may be 
eligible for payment through our CBI program.   

• Postpartum Form – Providers may use the form for members who have a postpartum office 
visit within 21-56 days after delivery.  The postpartum office visit ensures that relevant 
conditions and concerns, such as persistent postpartum bleeding, urinary incontinence, 
breastfeeding, or postpartum depression are appropriately addressed.  Providers that 
complete and fax this form to the Alliance may be eligible for payment through our CBI 
program.   

 
PCPs must submit all Fee-for-Service Incentive forms within 21 business days from the date of service. 
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Member 2015 CBI Forms 
The following CBI forms are intended for member use.  Providers may view and download these forms 
from the Form Library if helpful to answer questions from members. 
 
Forms for Specific Health Education Programs:  
 
Healthy Moms and Healthy Babies (HMHB) 

• Early Prenatal Care Form – Providers may be asked to complete this form after their 
member’s first prenatal visit.  Members who have a prenatal visit within their first twelve 
weeks of pregnancy can complete and submit this form to the Alliance to receive a $25 gift 
card.  Members can also qualify for the gift card if they are pregnant and get a prenatal visit 
within 42 days of becoming an Alliance member.   

• Postpartum Form – Providers may be asked to complete this form after their member’s 
postpartum visit.  Members who have a postpartum visit within 21-56 days after the birth of 
their baby can complete and submit this form to the Alliance to receive a $25 gift card.   

Weight Watchers Support (WWS) Program  

The WWS program is a weight management program that is not an Alliance benefit or a Medi-Cal 
benefit. In order to join the WWS program, members' primary insurance plan must be the Alliance, 
members must meet referral criteria provided by their PCP, and the Weight Watchers Support 
application must be completed by provider. 

Tobacco Cessation Support (TCS) Program 

• The TCS program offers many ways to help members quit smoking. Members are referred to the 
convenient, toll-free California Smokers' Helpline at 1-800-NO-BUTTS (1-800-662-8887), which 
provides free cessation counseling over the phone for anyone in California. In addition, the 
Alliance will cover all FDA-approved tobacco cessation medications for adults who smoke and/or 
use other tobacco products (non-pregnant adults of any age).  The program may also help 
members enroll in an approved smoking cessation class. The Tobacco Cessation Benefit 
Description and TCS Program Application, including eligibility and referral process information 
can be found on the Health Education and Disease Management page of the provider website. 

Other Forms 
 
Claims 

• Comments/Suggestions for the Claims Department – Providers can use this form to send 
comments or suggestions to the Alliance Claims Department. 

• Corrected Claim Form – Providers can use this form to submit corrected claims. The form 
must be filled out and the claim must be attached. Please do not staple the claim to the form 
as this delays processing time. 

• EDI Trading Partner Agreement: All Transaction Types – This application is used by 
providers in order to enroll in various EDI transactions, such as 837 Electronic Claims 
Submission, 835 Electronic Remittance Advice, and others. 

• Interested in Electronic Claims Submission? – This form begins the electronic claims 
submission process. 
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• Procedure Reimbursements Rates – Providers can use this form to request reimbursement 
information by identifying procedure codes. 

Finance 

• Credit Balance Report – This form needs to be filled out quarterly and sent to the Alliance. 

• Identification of an Overpayment – This form can be used to communicate an overpayment 
to the Alliance. 

• OHC Referral Form – This form needs to be filled out for a member's Other Health Coverage. 

Health Services 
• Advance Directives Form, English or Spanish – This free advance directives form is easy for 

patients to read and understand  

• Authorization Inquiry Form – This form is used by providers to check if a CPT code(s) 
requires a Treatment Authorization Request.  

• Authorization Status Request – Providers can use this form to check the status of an 
authorization request. 

• Community Based Adult Services (CBAS) Inquiry Form – Providers may submit an inquiry for 
services by completing a CBAS inquiry form. 

• Consent for Sterilization or Hysterectomy Sample Form – This is a sample form to obtain 
consent for sterilization or a hysterectomy.  Offices can feel free to duplicate this form and 
add their letterhead. For additional information see Policy 401-1513 - Sterilization Consent 
Protocol. 

• Enteral Nutrition Products Authorization Request Form - Providers can use this form to assist 
with providing documentation to prove medical necessity of oral or enteral nutrition 
formulas. Submit this form along with a prescription, Treatment Authorization Request and 
any other pertinent clinical documentation when requesting authorization through the 
Alliance Pharmacy. Although submitting the form is not mandatory to process authorization 
requests, the form is available to streamline the review process and to ensure providers 
submit all the information necessary to justify medical necessity.  

• Health Education Materials– To inquire about available health education resources and 
materials, call the Health Education Line at (800) 700-3874 ext. 5580.  

• Medi-Cal Provider-Preventable Conditions Reporting Form – Providers may use this form to 
report Provider-Preventable Conditions (PPCs) for Medi-Cal members to DHCS and the 
Alliance Quality Improvement Department.  For additional information see Policy 401-1305 - 
Provider Preventable Conditions. 

• Prescription Drug Prior Authorization Request Form – For Healthy Kids, IHSS and Medi-Cal 
Access Program members, prior authorization requests for medications must be submitted 
on this prior authorization form. 

• Provider Change Request (PCR) – This form is used to make simple changes to an existing 
Prior Authorization. Request for Administrative Member Classification – This form is used by 
providers requesting that an Alliance member be made an administrative member. 

• Staying Healthy Assessment Order Form – Use to order bulk quantities of the Staying 
Healthy Assessment forms and patient handouts.  To print Staying Healthy Assessment 
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forms and handouts, please visit the Staying Healthy Assessment page of the Alliance 
website for PDF versions on available languages. 

Member Services 
• Member Complaint Packet – This file can be printed out and handed to members who are 

interested in filing a complaint to the Alliance’s Grievance Coordinator.  This packet contains 
both English and Spanish versions of the Frequently Asked Questions and Member Rights 
and Complaint Form. 

• Need Help with Your HMO? (English and Spanish) – Flyers from California Department of 
Managed Health Care describing how members can get help regarding their health plan. 

 

Provider Services 
• Certification Regarding Debarment Suspension, Ineligibility and Voluntary Exclusion – Form 

sent to the Alliance with signed Services Agreement. 

• Certification Regarding Lobbying - Exhibit D(F) Att. 1 and 2 – If payments to a provider 
under the Services Agreement are $100,000 or more, the provider shall submit the 
"Certification Regarding Lobbying" to the Alliance. 

• Declaration of Confidentiality – Form sent to the Alliance regarding authorization procedures 
for release/access of California Department of Health Care Services (DHCS) computer files 
for the Medi-Cal Program, as required by Alliance contract with the state. 

• Member Appointment No-Show Notification – This form is used to inform Member Services 
that an Alliance member did not keep a scheduled appointment. 

• Patient Complaint / Grievance Tracking Log – This form can be used by physicians/providers 
to track patient requests for Complaint/Grievance Forms. 

• Procedure Reimbursement Rates – This form is used by the provider to request 
reimbursement rate information from the Alliance. 

• Provider Applications – If you are interested in becoming an Alliance provider, visit our 
Joining our Network page on the Alliance provider website. 

• Provider Dispute Form – This form is used by the provider to file a dispute with the Alliance. 

• Provider Information Change Form – This form is used to update contact and practice 
information.  Information includes provider address, phone number, contact information, 
payment address, and tax ID number. 

• Referral Consultation Request Form (sample only) – This form is used by a PCP when 
referring their linked member for specialty care.  Referrals to out-of-service-area providers 
must be approved by the Alliance by submitting a Treatment Authorization Request Form. 
Also includes instruction for completing the form. 

• Request for Member Reassignment - Forms, procedures, and member notices to be used 
when requesting member reassignment. 
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Section 19.  Appendices 

Appendix 1: Primary Care Physician Services - Case Management 
The services listed below are the Primary Care Physician Services to be provided by PCPs in 
accordance with the Case Management of a linked member.  Providers shall administer these 
Primary Care Physician Services as medically necessary, unless this service is outside the scope of 
the medical services rendered by the provider.  If the provider is paid on a capitation basis for 
Primary Care Physician Services, the Alliance will not pay in addition to the provider’s capitation 
payment for the services listed below when delivered through provider’s arrangements with 
covering providers. 

CPT CODE DESCRIPTION 

Office Visit New Patient 

99201  Problem focus history; 10 minutes 

99202  Expanded problem focus; 20 minutes 

99203  Detailed history, low complexity; 30 minutes 

99204  Comprehensive history and exam; moderate complexity; 45 minutes 

99205  Comprehensive history and exam; high complexity; 60 minutes 

Office Visit Established Patient 

99211 Minimal problem; physician supervised services; 5 minutes 

99212 Problem focus history and exam; 10 minutes 

99213 Expanded problem focus history and exam; 15 minutes 

99214 Detailed history and exam, moderate complexity; 25 minutes 

99215 Comprehensive history and exam; high complexity; 40 minutes 

Prevention New Patient 

99381 New patient, infant evaluation 

99382 Early childhood, age 1 to 4 years old 

99383 Late childhood, age 5 to 11 years old 

99384 Adolescent, age 12 to 17 years old 

99385 18 to 39 years 

99386 40 to 64 years 

99387 65 years and older 

Prevention Established Patient 

99391 Established patient, infant, periodic reevaluation 

99392 Early childhood, age 1 to 4 years old 
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99393 Late childhood, age 5 to 11 years old 

99394 Adolescent, age 12 to 17 years old 

99395 18 to 39 years 

99396 40 to 64 years 

99397 65 years and older 

Other Evaluation and Management 

99354 Prolonged Physician Service; Office or Outpatient setting; first hour 

99355 Prolonged Physician Service; Office or Outpatient setting; each additional 30 minutes 

Emergency Room 

99281  ER Level 1 

99282  ER Level 2 

99283  ER Level 3 

99284  ER Level 4 

99285  ER Level 5 

Minor Surgical Procedures 

10060 Incision and drainage of abscess 

10080 Incision and drainage of cyst 

10120 Incision and removal of foreign body 

10140 Incision and drainage of hematoma 

10160 Puncture aspiration of abscess 

11100 Biopsy of skin tissue 

11101 Each additional skin lesion 

11200 Excision, skin tags 

11201 Each additional skin tag  

11400 Excision, benign lesion diameter .5 cm or less 

11401 Lesion diameter .6 to 1.0 cm 

11420 Excision, benign lesion diameter .5 cm or less 

11421 Lesion diameter .6 to 1.0 cm 

11440 Excision; other benign lesions .5 cm or less 

11441 Lesion diameter .6 to 1.0 cm 

11740 Evacuation of subungual hematoma 
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11770 Excision of cyst or sinus 

11900 Injection; intralesional up to 7 lesions 

11901  More than 7 lesions 

12001 Simple repair of superficial wounds, excluding face 

12002 2.6 cm to 7.5 cm, excluding face 

12020 Treatment of superficial wound dehiscence 

12031 Layer closure of wounds; 2.5 cm or less, excluding face 

12041  Layer closure of wounds; 2.5 cm or less, excluding face 

16000 Initial treatment for 1st degree burns 

16020 Dressing and/or debridement of burns; small 

16025  Dressing and/or debridement of burns; medium  

16030  Dressing and/or debridement of burns; large 

17110 Destruction of any method of warts; up to 15 

28470 Treat metatarsal fracture 

28490  Treat big toe fracture 

30901  Control nasal hemorrhage, simple and anterior 

40800 Drainage of abscess 

40804 Removal of foreign body 

46600  Diagnostic Anoscopy 

51701 Insertion of non-indwelling bladder catheter (e.g., straight catheterization for residual  

  urine) 

 51703 Insertion of temporary indwelling bladder catheter, complicated (e.g., altered anatomy,  

  fractured catheter/balloon) 

54055 Electrodesiccation 

65205  Removal of foreign body, eye: external, conjunctival superficial 

69200 Clear outer ear canal 

69210 Removal impacted cerumen 

Injections 

20550  Injection; single tendon sheath or ligament 

20600  Arthrocentesis, aspiration or injection 

20605  Intermediate joint 
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20610 Arthrocentesis, aspiration or injection, major joint or bursa only 

Collection/Handling Blood 

36400 Venipuncture, age 3 or under 

36405 Scalp vein 

36410 Venipuncture, over age 3 

36420 Venipuncture, under age 1 

36425 Age 1 and over 

 99000 Handling and/or conveyance of specimen for transfer from the physician’s office to a  

  laboratory 

Vision and Hearing 

92081 Visual field exam 

92551 Screening test, pure tone 

92552 Pure tone audiometry 

92553 Air and bone 

92555 Speech audiometry 

92556 Threshold and discrimination 

92557 Basic comprehensive audiometry 

Allergy Immunotherapy 

95115 Single injection 

95199 Unlisted allergy immunology services 

ECG, Other Miscellaneous Test, Supplies 

93000 Electrocardiogram 

93005 Tracing only, without interpretation or report 

93010 Interpretation and report only 

93040 Rhythm ECG with report 

93041 Rhythm ECG, tracing 

93042 Rhythm ECG, report 

94010 Spirometry, including graph record 

94150 Vital capacity 

94640 Inhalation treatment 

95017 Allergy testing, with venoms  
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95018 Allergy testing, with drugs or biological 

95052 Photo patch tests 

95070 Bronchial allergy tests 

97799 Unlisted physical medicine 

99070 Special supplies 

Notes 

Provider shall bill the Alliance separately for Children's Health and Disability Prevention (CHDP) 
services provided to Medi-Cal members using PM160 and CHDP billing codes.  CHDP services are 
not considered Primary Care Physician Services subject to Case Management and will be paid fee-
for-service rates by the Alliance as set forth in the Primary Care Physician Services Agreement, as 
applicable, subject to any authorization requirements. 

Comprehensive Perinatal Services Program (CPSP) services provided to Medi-Cal members are not 
considered Primary Care Physician Services subject to Case Management and will be paid fee-for-
service rates by Plan as set forth in the Primary Care Physician Services Agreement, as applicable, 
subject to any authorization requirements. 

For more information on physician case management responsibilities, please see Policy  404-1313 - 
Primary Care Provider Responsibilities Including Case Management and the Promotion of Patient 
Centered Medical Home. 
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Appendix 2:  Care Based Incentives 

Provider Incentives 2015 
The Care Based Incentive Program (CBI) is designed to compensate PCPs for efforts undertaken to 
improve the care provided to eligible members as reflected by data measured by the Alliance.  CBI 
consists of two components:  the CBI Program and the CBI Fee-for-Service Incentive. Please see Section 
18 or the Form Library for information on applicable CBI forms. 

Care Based Incentive Program (“Programmatic Measures”) 
The CBI program is a program whereby PCPs are measured against their peers in a Comparison Group 
and are eligible for incentive payment based upon their performance.  PCPs are divided into three 
Comparison Groups: 1) family practice/general practice (FP/GP), 2) pediatrics (PED); and 3) internal 
medicine (IM).  Any obstetrician/gynecologist that is a primary care physician will be included in the 
FP/GP Comparison Group as well as multi-specialty clinics. 

The provider’s performance is measured based on services provided to Medi-Cal members, excluding 
dual coverage members.  Services provided to members in the Alliance’s other programs are not 
measured and are not eligible for the programmatic measures. 

The Relative Ranking Measures include:   

• Rate of Ambulatory Care Sensitive Admissions: measures the rate of ambulatory care 
sensitive admissions for PCP’s eligible members as determined by a review of claims data.  
The rate is reported by the number of preventable admissions (based on Alliance identified 
AHRQ specifications) per 1,000 eligible members per fiscal year.  To qualify for this 
measure, a PCP site must have at least an average of 100 eligible members as determined 
by the number of months for which a PCP was contracted during the measurement period or 
a minimum of 100 eligible members as of December 31, 2015.   

• Rate of Readmission: measures the rate of readmissions for PCP’s eligible members as 
determined by a review of claims data.  The rate is reported by the number of readmissions 
during the CBI term per 1,000 eligible members per fiscal year.  A readmission is any 
admission of an eligible member during the CBI term which occurs within 90 days of the 
eligible member’s discharge from an inpatient stay which commenced during the CBI Term.  
The rate of readmissions shall not include admissions or readmissions associated with 
diagnoses related to transplant or maternity.  The rate of readmissions for PCP’s eligible 
members shall include only those readmissions where the eligible member is linked to the 
PCP at both the time of admission and at the time of readmission.  To qualify for this 
measure, a PCP must have at least an average of 100 eligible members, as determined by 
the number of months for which PCP was contracted during the measurement period or a 
minimum of 100 eligible members as of December 31, 2015. 

• Rate of Generic Prescriptions: measures the percent of generic prescriptions filled for PCP 
site’s eligible members among all prescriptions filled for PCP’s eligible members as 
determined by a review of claims data.  PCP shall be awarded the maximum number of 
points if the PCP is ranked at or above the 76th percentile within the PCP’s Comparison 
Group. PCP shall be awarded one-half the maximum number of points if the PCP is ranked at 
the 51st through the 75th percentile. PCP shall receive zero points if the PCP is ranked at 
the 50th percentile or below. 

• Quality of Care Measures: these measures are nationally defined clinical performance 
measures that follow the applicable nationally defined methodology and are based on claims 
and encounter data, not on chart review.  In order for a PCP to receive points for a quality of 
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care measure, there must be a minimum of five eligible members that qualify for the 
measure. 

There are 10 clinical performance measures, as follows: (1) well child visit 3 - 6 years, (2) well 
adolescent visit 12 - 21 years, (3) cervical cancer screening, (4) diabetes LDL-C screening, (5) 
diabetes HbA1c screening (7) medical attention for nephropathy, (7) avoidance of antibiotic 
treatment for acute bronchitis, (8) asthma medication ratio, (9) use of spirometry testing in the 
assessment and diagnosis of COPD, and (10) appropriate testing for children with pharyngitis.   

For the quality of care measures, if the PCP meets or exceeds the goal, the PCP shall be 
awarded the maximum number of points for the measure even if the PCP is not ranked in the 
top quartile within the PCP’s Comparison Group.   For PCP’s not meeting or exceeding the goal, 
such PCP shall be awarded the (1) maximum number of points for each measure in which the 
PCP is ranked at or above the 76th percentile within the PCP’s Comparison Group; (2) one-half 
the maximum number of points for each measure in which the PCP is ranked at the 51st through 
the 75th percentile, and (3) zero points for any measure in which the PCP is ranked at the 50th 
percentile or below.   

• Rate of Preventable Emergency Department (ED) Visits: measures the rate of preventable 
emergency department visits for PCP’s eligible members as determined by a review of claims 
data.  The rate is reported by the number of preventable emergency department visits per 
1,000 eligible members per fiscal year.  To qualify for this measure, a PCP site must have at 
least an average of 100 eligible members as determined by the number of months for which 
a PCP was contracted during the measurement period or a minimum of 100 eligible 
members as of December 31, 2015.   

The Performance Target Measures include: 

• Electronic Claims/Encounter Data Submittal: measures the percentage of PCP’s eligible 
claims and encounter data submitted to the Alliance electronically.  Eligible claims exclude 
those for CHDP services, Medicare-Medi-Cal crossover claims, or claims with attachments.  
The target for this measure is ninety-five percent (95%) of all eligible claims and encounter 
data submitted electronically. 

• Electronic Referral Submittal: measures the percentage of PCP’s eligible referrals submitted 
to the Plan through the web portal.  The target for this measure is seventy-five percent 
(75%) of all eligible referrals submitted through the Alliance web portal. 

• Performance Improvement Measure. PCP shall be awarded points for performance 
improvement measures in which the PCP’s performance improved from the 2014 
measurement period. Performance improvement measures include all Quality of Care 
measures and applicable Coordination of Care measures: Rate of Ambulatory Care Sensitive 
Admissions measure, Rate of Readmissions measure and Rate of Preventable Emergency 
Department Visits measure. For applicable care coordination measures PCP is awarded 
points for achieving a 5% reduction in PCP’s rate, or by meeting the applicable goal. For 
quality of care measures PCP will earn points by improving PCP’s ranking by five percentile 
points within PCP’s Comparison Group or by meeting the applicable goal. The total points 
available for the performance improvement measure will be allocated across only those 
measures for which the PCP qualified by meeting the applicable member requirements in 
both 2014 and in 2015, but PCP is not required to have earned points for PCP’s performance 
in the measure in either year. Points are earned based on PCP’s improved performance or 
meeting or exceeding the goal. PCP will earn zero points for each measure for which PCP 
does not make the requisite improvement and does not achieve the goal. 
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• Member Reassignment Threshold: is the Alliance’s mean of member reassignments per 
1,000 members per fiscal year as determined by the Alliance.  If a PCP exceeds the 
threshold by more than two standard deviations, the points awarded to the PCP for their 
performance in the programmatic measures will be reduced by one-half.  The member 
reassignment threshold eligibility requirement is not applied to providers with less than 100 
eligible members as determined by the number of months for which the PCP was contracted 
during the measurement period or a minimum of 100 eligible members as of December 31, 
2015.   

Payment for Measurement Components  
Amounts paid under each category correlate to each PCP’s rank within its Comparison Group for each 
measure or for the PCP meeting a specific performance target. 

Method for Calculating Points 
After the assignment of points for the Relative Ranking Measures and the Performance Target Measures, 
the total CBI Incentive Program points are determined for each PCP.  If a PCP’s member reassignment 
rate exceeded the Alliance’s mean by more than two standard deviations, the PCP’s total number of 
points for the CBI Incentive Program will be reduced by one-half to determine that PCPs’ total points. 

The total points are multiplied by the number of eligible member months for the PCP during the fiscal 
year to determine the PCP’s “Weighted Points”.  Eligible member months is the sum total of the number 
of months that each eligible member is linked to the PCP during the measurement period, except the 
number of months for a PCP’s linked member who are in the Aged, Brest and Cervical Cancer Treatment 
Program (BCCTP), Disabled and Long Term Care Medi-Cal aid code categories are multiplied by three to 
determine the eligible member months applicable to those members.  Percentages are then determined 
by comparison to the totals for PCP of the same Comparison Group, as follows:  
 
Total Weighted Points for PCP / Total Weighted Points for all PCPs in the Comparison Group 
 =  PCP’s “CBI Distribution Percentage”. 

The Alliance will perform its accounting of the CBI Incentive Program payments within four months of 
the conclusion of 2015.  The accounting will be based only on clean claims and data submitted for dates 
of service within the CBI term and received by the Alliance no later than January 31, 2016.  Payments 
will be made to providers within 180 days of December 31, 2015. 

PCPs will receive a portion of the applicable CBI Pool (e.g., IM CBI Pool, PED CBI Pool or FP/GP CBI Pool) 
by multiplying the PCPs CBI Distribution Percentage by the total amount of funds in such CBI Pool. 

The goal is the percentage of eligible members for whom the PCP provided the applicable measurement 
component of the quality of care (HEDIS) measures.  The goal for all quality of care measures is ninety 
percent (90%). 

CBI Fee-For-Service Incentives 
CBI Fee-for-Service Incentives are Fee-For-Service (FFS) payments, which PCPs are eligible to receive in 
exchange for performing specific activities as described below.  The FFS incentives are available for 
services provided to members in all programs, excluding members with dual coverage.  Payment to 
providers for the FFS incentives will be made quarterly, within 90 calendar days after the conclusion of 
the quarter.  PCPs must submit all Fee-for-Service Incentive forms within 21 business days from the 
date of service.  The FFS measures include increased preventive and disease management actions.  The 
Alliance shall pay a FFS incentive for performance of the following: 
 
Healthy Breathing for Life (HBL) Program: Asthma Action Plans: the Alliance shall pay PCPs thirty-five 
dollars ($35) per Asthma Action Plan submitted per Linked member, ages five to 64, per fiscal year.  

Last revised August 1, 2015 Page 152 of 168 

 



Section 19.  Appendices 

Payment shall be made to the first PCP to submit the Asthma Action Plan in the fiscal year if a linked 
member switches PCPs during the fiscal year. 

Healthy Weight for Life (HWL) Program: the Alliance shall pay PCPs fifteen dollars for an initial referral of 
a linked member between the ages of two and 18 whose BMI is at or above the 85th percentile to the 
Healthy Weight for Life Program.  The referral must be made on the HWL referral form and documents 
the PCP’s counseling to the member regarding nutrition, physical activity, and the HWL program. 

The Alliance shall pay PCPs an additional fifteen dollars ($15) for the submission of the follow up form 
following the first and subsequent six month or 12 month follow up visit(s) during the CBI term with a 
linked member previously referred to the HWL.  The six month or 12 month follow up visit should 
include further education and counseling of the member regarding nutrition, physical activity, and the 
HWL program. PCPs will only receive reimbursement of subsequent HWL follow up referral forms for up 
to two years per linked member.    

Live Better with Diabetes (LBD) Program: Diabetes Services: the Alliance shall pay PCPs $100 if one of 
the PCPs linked members receives all four of the following elements of care between January 1 and 
December 31 of the calendar year:  HbA1c, LDL-C, referral of member to a retinal exam, and 
appropriate medical attention for nephropathy.  The member must be linked to the PCP at the time of 
each service for the PCP to receive payment for this incentive. 

Medication Management Agreements (MMA): the Alliance shall pay PCPs $50 upon receipt of the first 
submitted complete MMA per linked member per fiscal year.  The MMA assists providers in effective 
medication management for their members for whom controlled substances have been prescribed for 
chronic pain management and are at risk for misuse of the narcotic.  The form describes the rules by 
which the PCP and member agree to follow in regards to the management of the member’s controlled 
medication(s).  PCPs must use either the Alliance form, which can be found on the Form Library of the 
provider home page, or an Alliance approved version of their own MMA. 

Physician Orders for Life Sustaining Treatment (POLST) Form: the Alliance shall pay $100 for the 
Alliance’s receipt of the first submitted POLST form per PCP’s linked Medi-Cal members who are in the 
Senior and Persons with Disabilities Medi-Cal aid code categories and who are 21 years of age or older, 
per fiscal year.   

Postpartum Care: the Alliance shall pay $25 upon receipt of the first submitted post-partum care form 
documenting a post-partum visit provided to an eligible member who is an obstetrical patient from day 
21 through day 56 following delivery. 
 
Increased Prevalence of Extended Hours: the Alliance shall pay provider 5% of payments made for case 
managed codes for holding office hours for at least eight hours beyond Monday through Friday, 8:00 AM 
to 5:00 PM during the quarter.  The Alliance shall pay provider the enhanced payment for all PCP sites 
under provider’s contract located within a five mile radius of the site with extended hours if linked 
members may access care during the extended hours at the extended hours site.   

The services listed in Appendix 1. Primary Care Physician Services – Case Management, are used to 
calculate payment for the Extended Hours incentive. 

CBI Payments Determination is Final 
The Alliance calculation of payments under the CBI shall be final.  Provider recognizes that the 
measurement of the CBI data is subject to variation and reasonable statistical and operational error.  
Provider acknowledges that the Alliance would not be willing to offer the CBI if the calculation of 
payments under the CBI would expose the Alliance to increased risk of disputes and litigation arising out 
of the Alliance’s calculation.  Accordingly, in consideration of the Alliance’s agreement to offer the CBI to 
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provider, provider agrees that provider will have no right to dispute the Alliance’s determination of 
payments due under the CBI, including determination of any data or the number of eligible members. 

Notes 
Provider shall bill the Alliance separately for Children's Health and Disability Prevention (CHDP) 
services provided to Medi-Cal members using PM160 and CHDP billing codes.  CHDP services are 
not considered primary care physician services subject to case management for the purposes of 
determining the incentive. 

Comprehensive Perinatal Services Program (CPSP) services provided to Medi-Cal members are not 
considered primary care physician services subject to case management for the purposes of 
determining the incentive. 

Member Incentives 2015 
Alliance members in all lines of business have the opportunity to participate in member incentive 
programs.  These programs are aimed at supporting members’ efforts for engaging in healthy behaviors 
that improve their health outcomes.  The available incentives are described in detail below.  The impact 
of each incentive will be assessed by the Alliance at the end of the year. 

Healthy Breathing for Life (HBL) Program: Asthma Management 
Members ages five to 64 who complete an Asthma Action Plan (AAP) with their PCP are entered into a 
monthly raffle for a $50 gift card (one monthly raffle will be held in each of the three counties in our 
service area).  This incentive is intended to promote self-management of asthma.  PCPs will submit the 
AAP to the Alliance and members will be stratified for case management. 

Member stratification will be based on members’ asthma related emergency department (ED) and 
inpatient utilization as well as members who are lacking controller medications and/or an AAP.  Alliance 
staff will follow up with high risk members and will assess member’s (parent/guardian for minors) 
knowledge about asthma and asthma medication use.  Alliance staff will also assist members on how to 
communicate with their PCPs about their health condition, treatments, and self-management plans.  In 
addition, members will be referred to external resources such as the Alliance approved Asthma Clinical 
Health Education benefit and other community resources, as appropriate.  Members identified as 
medium or low risk will receive, via mail, asthma health education materials.  These members are also 
eligible for the Asthma Clinical Health Education benefit. 

Healthy Weight for Life (HWL) Program  
Members ages 2-18 whose Body Mass Index (BMI) is equal to or greater than the 85th percentile and 
who manage to reduce their BMI percentile by three percentile points in a six month period will receive a 
$25 gift card.  Members who lower their BMI percentile by an additional three percentile points over the 
following six months will receive an additional $25 gift card.  Members can participate in the HWL 
Program for up to two consecutive years only; however, PCPs will only receive reimbursement of 
subsequent HWL follow up referral forms for up to two years per linked member.  This incentive is 
intended to support members' efforts in lowering their BMI.  Using the Initial HWL Follow Up Referral 
form, the PCPs will notify the Alliance of the members' initial BMI.  PCPs must use the six month or 12 
month HWL Follow Up Referral form to notify the Alliance on the member’s BMI reduction progress and 
subsequent member weight assessments.   

Using BMI percentile and other risk factors such as sleep apnea, pre-diabetes, etc., members will be 
stratified into three intervention levels.  Members identified as high risk will be contacted by Alliance 
staff and, through the use of Motivational Interviewing, will help members to identify measurable goals 
that support the adoption of healthier lifestyles.  Members classified into medium and low risk will not be 
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contacted by Alliance staff.  All participating members will receive, via mail, health education materials 
on nutrition, physical activity, and available local low/no cost exercise and nutrition resources. 

Live Better with Diabetes (LBD) Program: Diabetes Management 
A $50 gift card will be awarded to members 21 years and older with diabetes as an incentive for them to 
obtain the following four screenings before the end of the calendar year: HbA1c, retinopathy, LDL, and 
appropriate medical attention for nephropathy.  The incentive is intended to improve the percentage of 
members with diabetes (type 1 & type 2) who have all four screenings.  Members receiving these 
screenings will be identified based on claims and encounter data. 

Members with diabetes will be stratified into three intervention levels using the following criteria: 
members missing all four screenings, diabetes related ED and inpatient utilization, and/or members with 
one or more comorbidities.  Members in the high risk level will be contacted by Alliance staff.  During 
the follow up phone call, Alliance staff will assess members' basic understanding of diabetes self-
management, purpose of getting these screenings, and will answer general questions (members will be 
referred back to their PCP for specific and/or clinical questions).  In addition, members in the high risk 
level will receive health education materials and referrals to additional resources, such as Alliance 
approved Diabetes Clinical Health Education benefit and other community resources, as appropriate.  
Members in medium and low risk levels will receive a letter informing them about the incentive and 
reminding them to schedule PCP appointments to obtain missing diabetes screenings.  These members 
are also eligible for the Alliance approved Diabetes Clinical Health Education benefit. 

Kept Appointments 
Members who keep appointments with PCPs and specialists will be entered into a raffle for a $50.00 gift 
card (one monthly raffle will be held and one winner will be selected for each of the three counties in our 
service area).  This incentive is intended to reduce the number of no-show appointments with PCPs and 
specialists.  Entry into the raffle will be based on claims and encounter data received from providers. 

By keeping appointments, members will be more likely to receive appropriate and timely preventive 
care, chronic disease care, and referrals to other necessary services.  Potentially serious health care 
conditions will be identified earlier and members will be less likely to need emergency care.  The 
importance of the medical home will also be emphasized.  This member incentive will also help the 
Alliance support its provider network, as one of the sources of provider dissatisfaction is members 
missing appointments. 

Healthy Moms and Healthy Babies (HMHB) Program 

• Early Prenatal Care 
Pregnant members who attend an initial prenatal visit within their first trimester (12 weeks 
of pregnancy), or within 42 days of enrollment in the Plan will receive a $25 gift card.  This 
incentive is intended to promote appropriate prenatal care among members.  Pregnant 
members will learn about the incentive from general mailings on Care Based Incentives.  
Members will notify the Alliance and will receive a prenatal form.  The provider will sign the 
prenatal form during the visit, which members will then submit to the Alliance. 

Alliance staff will follow up with members after the signed form is received and the 
appointment has been verified with the provider office.  Alliance staff will explain the 
incentive and educate members regarding breastfeeding, immunizations, regular OB visits, 
postpartum visits, etc.  Members will be mailed health education materials and will be 
referred to other resources (such as text4baby, WIC, and childbirth/breastfeeding classes), 
as appropriate. 
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• Postpartum Care 
Members who attend a postpartum care visit with their PCP within 21 to 56 days after the 
birth of the baby will receive a $25 gift card.  This incentive is intended to increase the 
number of members receiving postpartum care.   Postpartum members are identified 
through hospital census data and baby face sheets.  Members will receive a postpartum 
incentive form that will need to be signed by their PCP at the time of the member’s 
postpartum visit.  Once the Alliance receives the completed postpartum form, a $25 gift card 
will be mailed to the member. 

Initial Health Assessment  
Members who schedule an Initial Health Assessment and see their PCP within three months of 
enrollment with the Alliance as a Medi-Cal member, are eligible for a monthly raffle for a $50.00 gift 
card.  This incentive is intended to raise awareness of the importance of developing a good relationship 
with the PCP, and to improve compliance rates for timely Initial Health Assessments. 
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Appendix 3: Summary of Referral and Authorization  
Requirements for Medi-Cal 

Central California Alliance for Health 
Summary of Referral and Authorization Requirements 

Medi-Cal Line of Business 
 

 Referral Guidelines   
Service Linked members who are assigned to a 

Primary Care Physician. 
Un-linked or administrative 
members who do not have a PCP 
assignment. 

Referral / specialty 
consultation  
– in-area 

Prior Approval and authorization are not 
required. 
PCP completes “Referral / Consultation” 
form and submits to the Alliance.   

Member may self-refer.  Provider 
must accept Medi-Cal and bill the 
Alliance. 

Referral / specialty 
consultation  
– out-of-area 

Prior authorization approval is 
required. 
PCP or specialist complete “Authorization 
Request” form and submits to Alliance for 
review.   

Member may self-refer.  Provider 
must accept Medi-Cal and bill the 
Alliance.   

Allergy Treatment 
Dermatology Therapy 

PCP completes the Referral Consultation 
form for an initial evaluation and submits 
the form to the Alliance.  Additional 
treatment requires a prior authorization 
request with approval from the Alliance. 

Member may self-refer for an initial 
evaluation.  Provider must accept 
Medi-Cal and bill the Alliance.  
Additional treatment requires an 
authorization. 

Physical therapy PCP completes the Referral Consultation 
form for an initial evaluation and submits 
the form to the Alliance.  Additional 
treatment requires a prior authorization 
request with approval from the Alliance. 

Member may self-refer for an initial 
evaluation.  Provider must accept 
Medi-Cal and bill the Alliance.  
Additional treatment requires an 
authorization. 

Podiatry, Speech,  
Occupational Therapy  

Members may self-refer for an initial evaluation.  Treatment requires a prior 
authorization request with approval from the Alliance.  The number of treatments is 
based upon current Alliance and Medi-Cal guidelines and benefits.   

Chiropractic and 
Acupuncture  

Medi-Cal benefit ONLY for members < 21 yrs of age, pregnant, residents of 
skilled nursing facilities, for a maximum of 2 treatments per month 
combined.  Members may self-refer.   

Family planning and 
sensitive services 

Member can self-refer to any provider that is a Medi-Cal provider. 
 

OB care Member can self-refer to any in-area Medi-Cal obstetrical provider. 
Authorization required for: 

DME, medical 
supplies, prosthetics 
and orthotics  

• Purchase: individual item over $$250.00         Rental: over $100/month 
• Repair or Maintenance: over $500 
• Incontinence supplies: over $165  
• Foot orthotics, inserts and diabetic shoes 

Hospital care • Any elective admission including surgical procedures 
• All transplants 

Imaging procedures • MRI 
• PET scans 
• Unlisted ultrasound, nuclear medicine and CT 

Diagnostic procedure • Cardiac catheterizations 
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• BRCA and oncotype testing 
• Small bowel video endoscopy 
• PCTA 

Surgical or 
therapeutic 
procedures 

• Outpatient procedures done in a free standing surgery center or outpatient 
hospital.  

• Implants surgically placed in an Outpatient/Ambulatory Surgical Center which 
exceed in aggregate $2500.00. 

• Office based procedures that could be cosmetic in nature 
• Nutritional supplements and TPN. 
• Immune globulin greater than one injection 
• Auditory therapy 

Home Health • Requires authorization.  The Alliance will guarantee payment for the initial home 
health evaluation for members discharged from the hospital. 

Other • Hearing aids 
• Non-emergency medical transportation – any medical transportation request 

requires prior authorization.   
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Appendix 4:  Information about Electronic Transactions 
 
Overview 

To expedite claims processing, the Alliance offers an electronic claims submission service for its 
providers.  This section is designed to provide you with broad understanding of Electronic Data 
Interchange (EDI) transactions, and serves as a guide to the electronic claims processing done by the 
Alliance. 

What is EDI? 

EDI refers to the structured transmission of data between organizations by electronic means.  
Organizations that send or receive documents between each other are referred to as “trading partners” 
in EDI terminology.  The trading partners agree on the specific information that is to be transmitted and 
how it should be used. 

Benefits 

There are many benefits to sending your claims electronically to the Alliance, including: 

• Decreased data entry errors > Faster payment. 

• Reduced paper claim costs > No paper claims to print. 

• Lower print costs > No ribbon or toner expense. 

• Reduced mailing costs > No envelopes or stamps to buy. 

• Decreased office costs > No overhead to print, sort, stuff, and mail claims. 

• Increased staff efficiency > Quicker claims turnaround time. 

Transaction File Formats 

As of January 1, 2012, the Alliance accepts and transmits the following Health Insurance Portability and 
Accountability Act (HIPAA) compliant claim transaction types: 

• 005010X222A1 837P – Professional Claims Submission  

• 005010X223A1 837I – Institutional Claims Submission 

• 005010X221A1 835 – Payment and Remittance Advice (RA) 

• 005010X231A1 999 – Functional Acknowledgement 

• 005010X279A1 270/271 -  Eligibility Benefit Inquiry and Response  

• 005010x212 276/277– Claim Status Request and Response 

For information about other transactions not listed above, please contact the Alliance EDI Support Team 
at (800) 700-3874 ext. 5510 or email edisupport@ccah-alliance.org. 

005010X222A1 837P & 005010X223A2 837I - Claims Submission 
The 837 file format is an efficient and direct solution for billing your claims.  This transaction type can be 
used to submit health care claim billing information, encounter information (or both), from providers to 
payers either directly, or via intermediary billers or claims clearinghouses. 
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005010X221A1 835 - Remittance Advice 
The 835 file format is generated by the payer’s adjudication system and can be used to send a 
remittance advice.  The 835 file tells claim submitters the results of payer adjudication at claim and 
service line levels. 

005010X231A1 999 - Functional Acknowledgement 
The 999 file format confirms that the Alliance received the transaction and indicates whether the claim 
was accepted or rejected. 

005010x212 276/277– Claim Status Request and Response 

The 276 file format establishes the data contents of a Health Care Eligibility Benefit Inquiry.  The 277 
file format is the Health Care Response to the 276 inquiry. 

005010x212 276 – Claim Status Request 

The 276 transaction set can be used by a provider to request the status of a health care claim.  This 
transaction set reduces phone calls and decreases administration costs for the requestor. 

005010x212 277 – Claim Status Response 

The 277 transaction set can be used by a provider regarding the status of a health care claim or to 
request additional information from the provider. 

 

 

Note: If you are interested in implementing any other HIPAA compliant transaction formats, please 
contact the EDI Support Team for more information at (800) 700-3874 ext. 5510 or email 
edisupport@ccah-alliance.org 

For more information on HIPAA guidelines, please see the Wedi-Snip website. 

For information pertaining to the EDI Implementation Guide, please see the Washington Publishing 
Company website. 

Submission Method 

The Alliance can receive EDI files directly using a Secure File Transfer Protocol (SFTP) or through a 
clearinghouse. 
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The Alliance is affiliated with the following clearinghouses:  

• Office Ally 
Contact Office Ally customer service at (866) 575-4120 or email mailto:info@officeally.com 
Payer ID is CCA01 (Professional and Institutional). 

• Emdeon  
Contact Emdeon enrollment group at (866) 924-4634 or email 
mailto:PayerContact@emdeon.com Payer ID is SX169 (Professional); 12K82 (Institutional). 

• ClaimRemedi  
Contact ClaimRemedi enrollment group at (800) 763-8484 x3 or email 
Enrollment@claimremedi.com Payer ID is 95311 (Professional and Institutional). 

If providers choose to work with Office Ally, they can submit claims at no charge.  Please contact the 
Alliance EDI Support Team at (800) 700-3874 ext. 5510 or edisupport@ccah-alliance.org for further 
details. 

Alliance Testing Requirements 

The Alliance requires that providers and vendors go through a testing phase before “live” claims can be 
submitted for payment.  

To begin the testing phase, first contact one the following:  the EDI Support Team at (800) 700-3874 
ext. 5510; edisupport@ccah-alliance.org; your Provider Services Representative; or use the online form. 
Provider/Vendor Agreement must be signed before testing files can be received and reviewed.  Once the 
paperwork has been handled, we can begin the process. 

Test files can be sent via Secure FTP.  The Alliance prides itself on constant communication during this 
process.  If we receive three concurrent tests that pass all of our edits, your claims will be accepted for 
“live” submissions.  Otherwise, the testing process will resume until all issues are resolved. 

Please note that while testing with the Alliance, your office must ensure that you continue to send your 
claims hardcopy for regular processing and payment.  Furthermore, you must also ensure that after you 
are given approval to submit your claims electronically for “live” processing, paper claims that may have 
already been submitted are not in the “live” EDI files.  Duplicate claim denials will appear on the RA if 
this occurs. If you submit a file that has not been tested and certified, your claim may not be processed 
promptly. 

Acceptable File Formats 

The Alliance accepts HIPAA mandated compliant transactions for electronic claims payment submissions. 

For more information on HIPAA, please see the Wedi-Snip website and the Accredited Standards 
Committee website.  If you wish to implement Electronic Claims Payment, Electronic Remittance Advice 
(835), or any other HIPAA mandated transactions, please contact our EDI Support Team for more 
information at (800) 700-3874 ext. 5510 or  edisupport@ccah-alliance.org  

You can begin submitting test files from the Alliance once you have completed the EDI 837 Agreement 
and received approval from the Alliance. 

Support 

The Alliance can provide assistance or guidance with any questions about clearinghouse or software 
vendors, or general information about the process.  Please feel free to contact the EDI Support Team at 
(800) 700-3874 ext.5510 or edisupport@ccah-alliance.org with any questions or concerns. 
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Appendix 5:  FAQs from Members on Complaints/Grievances 
1. What is the Alliance grievance process? 

It is the way we work with and resolve member complaints about the services they get as Alliance 
members. 

2. When would I file a complaint? 
You could file a complaint if: 

• You are having a problem getting services you feel you need (for example, if you are having 
problems getting medication or medical equipment, problems getting an appointment with 
your doctor or problems getting treatment at the hospital). 

• You are a Healthy Kids applicant or member and disagree with a decision we have made 
about your or your child’s eligibility. 

• You are not happy with the services you got from a health care provider. 

• You disagree with us when we deny a service you feel you need. 

• You are unhappy with any aspect of your health care. 

• You feel that a health care provider or the Alliance has not respected your privacy. 

 In most cases, you must file your complaint within 180 days of the event that caused you to be 
dissatisfied.  If you are filing a complaint because we have denied or modified a request for prior 
authorization, you must file your complaint within 90 days of our action. 

3. How do I file a complaint? 
You can file a complaint one of the following ways: 

• Calling a Member Services Representative at: 
Scotts Valley: (831) 430-5505 
Salinas: (831) 755-6000  
Merced: (209) 381-5300 
Toll Free: (800) 700-3874 
TTY: (877) 548-0857 

• Calling our Grievance Coordinator at (800) 700-3874 ext.5816. 

• Writing your complaint and mailing it to: 
 
Grievance Coordinator 
Central California Alliance for Health 
1600 Green Hills Road, Suite 101 
Scotts Valley, CA  95066 

• Going to our website and filling out a How To File a Complaint form on our website. 

• Calling and making an appointment to come to any of our offices in person, Monday - Friday,  
8-11 AM or 2-4 PM.  We have offices in Scotts Valley, Salinas and Merced: 
 
Scotts Valley:  
1600 Green Hills Road, Suite 101 
Scotts Valley, CA  95066-4981 
(831) 430-5500 
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Salinas: 
950 East Blanco Road, Suite 101 
Salinas, CA  93901-3400 
(831) 755-6000 
 
Merced: 
530 West 16th Street, Suite B 
Merced, CA  95340-4710 
(209) 381-5300 

4. What if I prefer to speak a language other than English? 
The Alliance has staff who speak Spanish and Hmong. 

5. Do I have to use the Alliance grievance process to resolve my problem?  
If you are a Medi-Cal member, No.  If you are on Medi-Cal, you can ask for a State Fair Hearing.  
You must ask for the hearing within 90 days from the date of the event that caused you to be 
dissatisfied.  The California Department of Social Services (DSS) can help you.  You can call the 
state at (800) 952-5253 or (800) 952-8349 for the hearing and speech impaired) and tell them you 
want a hearing.  You can also ask for a state Fair Hearing by mail, telephone or in person by 
contacting the office in the county where you live: 

Santa Cruz County: 
Human Resources Agency 
1000 Emeline Street 
Santa Cruz, CA 95061 
(831) 454-4117 

Monterey County: 
Department of Social Services 
1000 South Main Street, Ste 208 
Salinas, CA 93901 
(831) 755-4477 

Merced County: 
Merced County Human Services Agency 
Attn:  Hearing Coordinator 
2115 West Wardrobe Avenue 
Merced, CA  95341 
(209) 385-3000 

If you are a Healthy Kids, In-Home Supportive Services, or Medi-Cal Access Program 
(formerly AIM to 06/30/14) member, Yes.  You must go through the Alliance grievance process 
first.  If you are unhappy with our decision or your complaint is not resolved after 30 days, then you 
can contact the California Department of Managed Health Care (DMHC) at 888-HMO-2219, or at 
(877) 688-9891 for the hearing and speech impaired, and ask them to review your complaint. 

 As an Alliance member, you also have the right to file a complaint with the Department of Health 
and Human Services at any time if you feel that your privacy has not been respected.  You can file 
your complaint by contacting: 

Department of Health and Human Services 
200 Independence Avenue SW 
Room 509F, HHH Building 
Washington, DC  20201 
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6. Can I have someone help me file my complaint? 
Yes, you may have a family member or a friend help you.  The State Office of the Ombudsman will 
help Medi-Cal members who are having problems with their health plan.  You can call them toll-free 
at (888) 452-8609.  Alliance Healthy Kids, IHSS, and Medi-Cal Access Program (formerly AIM to 
06/30/14) members may call the California Office of the Patient Advocate at 866-HMO-8900. 

7. What happens after I file my complaint? 
The Grievance Coordinator will send you a letter within 5 days after you file your complaint.  This 
letter tells you that we received your complaint.  It explains your rights in the grievance process. 

8. How does my complaint get settled? 
Depending on the type of complaint you have, our staff may be able to resolve it right away to your 
satisfaction.  If this is not possible, your complaint will be referred to the appropriate department 
within the Alliance to be reviewed and resolved. 

 If we need more information we will ask for it.  For example, if the Chief Medical Officer wants more 
information, we may ask for medical records from the doctors involved.  The Grievance Coordinator 
will send you the resolution in a Proposed Resolution Letter. 

10. How long do I have to wait until I get the Proposed Resolution Letter? 
The Grievance Coordinator will send you the proposed resolution letter within 30 days from the day 
your complaint was received. 

11. What if my complaint involves an immediate or serious threat to my health  
and well-being? 
If you feel there is an immediate or serious threat to your health or well-being, you can request an 
expedited review of your complaint.  If your complaint meets the criteria for an expedited review, 
the Grievance Coordinator will let you know within one business day that your complaint has been 
received, and will have a decision for you within 3 days. 

12. What can I do if I don’t agree with the proposed resolution Letter? 
If you are on Medi-Cal, you have the right to request a State Fair Hearing.  You must ask for the 
hearing within 90 days from the date of the proposed resolution letter.  The telephone numbers for 
requesting State Fair Hearings are: 

County of Santa Cruz: (831) 454-4117 

County of Monterey: (831) 755-4477  

County of Merced: (209) 385-3000 

 If you are covered by Healthy Kids, Alliance Care IHSS, or Medi-Cal Access Program-AIM:  
The California Department of Managed Care is responsible for regulating health care service plans.  
If you have a grievance against your health plan, you should first telephone your health plan at 
(800) 700-3874 ext.5505 or (877) 548-0857 (for the hearing and speech impaired) and use your 
health plan’s grievance process before contacting the department.  Utilizing this grievance procedure 
does not prohibit any potential legal rights or remedies that may be available to you.  If you need 
help with a grievance involving an emergency, a grievance that has not been satisfactorily resolved 
by your health plan, or a grievance that has remained unresolved for more than 30 days, you may 
call the department for assistance.  You may also be eligible for an Independent Medical Review 
(IMR).  If you are eligible for IMR, the IMR process will provide an impartial review of medical 
decisions made by the health plan related to medical necessity of a proposed service or treatment, 
coverage decisions for treatments that are experimental or investigational in nature and payment 
disputes for emergency or urgent medical services.  The department also has a toll-free telephone 
number (888)-HMO-2219 or (877) 688-9891 for the hearing and speech impaired.  The California 
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Department of Managed Care website has complaint forms, IMR application forms and instructions 
online. 

13. What if I have a complaint about my privacy? 
You have the right to file a complaint with the Department of Health and Human Services at any 
time by contacting: 

Department of Health and Human Services 
Office of Civil Rights 
200 Independence Avenue SW 
Room 509F, HHH Building 
Washington, D.C.  20201 
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Appendix 6:  Hospital Services 
 
Medical Records 
Each hospital is responsible for maintaining adequate medical records of patient care.  Records should 
be maintained in accordance with applicable state and federal privacy laws.  The Alliance has the right to 
review records for claims authorization and service authorization.  All medical records should be 
maintained in a manner consistent with professional practices and prevailing community standards as 
well as all federal, state and accrediting body regulations.  For more information, see Policy 401-1510 - 
Medical Record Review and Requirements. 

Discharge Planning 
Discharge planning is initiated upon admission to facilitate the transition of beneficiaries to the next 
phase of care.  The discharge planning team is multi-disciplinary and consists of treating physician and 
hospital discharge planners.  Physician responsibility includes participation in coordinating member 
discharge planning and referrals to appropriate post-discharge settings.  Alliance staff will work with the 
hospital’s discharge planning staff, as needed, in determining the most appropriate post-discharge 
setting. 

Acute Administrative Days – Medi-Cal Only 
Acute administrative days are those days approved in an acute care inpatient facility which provides a 
higher level of medical care than that currently needed by the patient.  These days may be authorized 
for patients awaiting placement in skilled nursing facilities (SNFs) or intermediate care facilities (ICFs).  
For more information on how hospitals may qualify for reimbursement of acute administrative days, 
please see Policy 404-1520 - Administrative Day Criteria. 

Identification and Referral of CCS Cases 
Admitting Physicians, hospital discharge planners, neonatologists, hospital pediatricians and other 
hospital staff, as appropriate, shall work with the Alliance to ensure that children with potentially CCS-
eligible conditions are identified and referred to the local county CCS for case management and 
treatment of the particular condition.  For more information on CCS referral procedures, please see 
Policy 404-1305 - Screening and Referral of Medically Eligible Children to CCS Program. 

Authorizations 
For more detailed information about the authorization process, please see the policies linked below:  

Policy 404-1102 – Inpatient Review 

Policy 404-1201 – Authorization Request Process 

Policy 404-1521 - Hospital Stays Less than 24 Hours 

Policy 404-1524 - Long Term Care for Medi-Cal Members 

Utilization Management 

For detailed information on the Alliance Utilization Management Program, please see  
Policy 404-1101 - Utilization Management Program. 
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http://www.ccah-alliance.org/providerspdfs/PM/20140801/Policies/401-1510-Medical-Record_Review_and_Requirements.pdf
http://www.ccah-alliance.org/providerspdfs/PM/20140801/Policies/401-1510-Medical-Record_Review_and_Requirements.pdf
http://www.ccah-alliance.org/providerspdfs/PM/20150801/404-1520-Administrative-Day-Criteria.pdf
http://www.ccah-alliance.org/providerspdfs/PM/20150101/404-1305-CCS-Referral-Procedure.pdf
http://www.ccah-alliance.org/providerspdfs/PM/20130701/Policies/404-1102-Inpatient-Review.pdf
http://www.ccah-alliance.org/providerspdfs/PM/20150801/404-1201-Auth-Request-Process.pdf
http://www.ccah-alliance.org/providerspdfs/PM/20150801/404-1201-Auth-Request-Process.pdf
http://www.ccah-alliance.org/providerspdfs/PM/20150101/404-1521-Hospital-Stays-Less-than-24-Hours.pdf
http://www.ccah-alliance.org/providerspdfs/PM/20150101/404-1524-LTC-MC.pdf
http://www.ccah-alliance.org/providerspdfs/PM/20150101/404-1524-LTC-MC.pdf
http://www.ccah-alliance.org/providerspdfs/PM/20150801/404-1101-Utilization-Management-Program.pdf
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Appendix 7:  Key Contact Numbers for Alliance Providers 
List of Key Contact Numbers 

TOPIC DEPARTMENT/CONTACT PHONE # 

Referral Forms 

Questions about Referral Forms  Health Services (800) 700-3874 x5506 

Ordering Referral Forms Provider Services (800) 700-3874 x5540 

Status of ARs Health Services (800) 700-3874 x5511 

Special Services 

Non-emergency transportation  Access Coordinator 
Santa Cruz County 
Monterey County 
Merced County 

 
(800) 700-3874 x5625 
(800) 700-3874 x5625 
(800) 700-3874 x5367  

Interpreter Services Health Services 
Santa Cruz County 
Monterey County 
Merced County 

 
(800) 700-3874 x5625  
(800) 700-3874 x5625 
(800) 700-3874 x5367 

California Children’s Services (CCS) Liaison Health Services 
Santa Cruz County 
Monterey County 
Merced County 

 
(800) 700-3874 x5563 
(800) 700-3874 x5562 
(800) 700-3874 x5362 

Claims inquiries (9 AM – 4 PM) Claims (800) 700-3874 x5503 

Contract Questions Provider Services (800) 700-3874 x5540 

Eligibility for Medi-Cal Social Services 
Santa Cruz County 
Monterey County 
Merced County 

  
(888) 421-8080 
(866) 323-1953 
(209) 385-3000 

Vision Service Plan  VSP (800) 877-7195 

Denti-Cal State Office (800) 322-6384 

Denti-Cal provider services State Office (800) 423-0507 

DME issues Health Services 
Santa Cruz County 
Monterey County 
Merced County 

 
(800) 700-3874 x5506 
(800) 700-3874 x5506 
(800) 700-3874 x5506 

Pharmacy Health Services (800) 700-3874 x5507 

Concerns about 1099’s Provider Services (800) 700-3874 x5613 

Health education Health Services (800) 700-3874 x5580 

Chief Medical Officer/ Medical Director Santa Cruz County 
Monterey County 
Merced County 

(800) 700-3874  
(800) 700-3874  
(800) 700-3874  

Eligibility Assistance 

Member Services Member Services (800) 700-3874 x5505 
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TOPIC DEPARTMENT/CONTACT PHONE # 

Automated Eligibility System Member Services (800) 700-3874 x5501 

State Automated Eligibility Verification 
System (AEVS) Eligibility and SOC 

 (800) 456-2387 

Inquiries about Members or Member Services 

Reassignment of member (PCP Only) Provider Services (800) 700-3874 x5540 

Request for administrative member 
status due to medical condition 

Santa Cruz Members 
Monterey Members 
Merced Members 

(800) 700-3874 x5567 
(800) 700-3874 x6054 
(800) 700-3874 x5366 

Missed appointment/no-show calls Provider Services (800) 700-3874 x5540 

Members Services Representatives Monterey County 
Santa Cruz County 
Merced County 

(831) 755-6000 
(831) 430-5505 
(209) 381-5300 

Provider disputes Provider Services 
Member Services 

(800) 700-3874 x5531 
(800) 700-3874 x5816 

Recoveries or other insurance 
recoveries 

Finance (800) 700-3874 x5622 

Mental Health 

Monterey County County Mental Health 
Department 

(888) 258-6029 

Santa Cruz County County Mental Health 
Department 

(800) 952-2335 

Merced County County Mental Health 
Department 

(888) 334-0163 

Medi-Cal program only Beacon Health Strategies – 
behavioral health 
contractor  

(855) 765-9700 

Healthy Kids, IHSS, and the Medi-Cal 
Access Program – AIM programs only 

OptumHealth – behavioral 
health contractor 

(800) 808-5796 

The Alliance Nurse Advice Line 

Health Care Answers  
24 hours a day, 7 days a week 

Hearing or speech impaired 
members can contact the 
Nurse Advice Line through 
the Telecommunications 
Relay Service at (800) 735-
2929 (TTY)/(800) 855-3000 
(Spanish TTY) or (800) 854-
7784 (Speech-to-Speech) or 
Dial 7-1-1.  

(844) 971-8907 

 

 

 

Last revised August 1, 2015 Page 168 of 168 

 


	Appealing Adverse Decisions by the Peer Review and Credentialing Committee
	Early Start Program for Developmentally Disabled Infants and Toddlers
	Health Risk Assessments
	Specialists as PCPs
	Sensitivity Training
	Physical Accessibility Review
	Medi-Cal Long Term Care Facility Admission and Discharge Notification (MC171) Form
	Emergency Transportation from PCP Office to Hospital
	Non-emergency Transportation
	Serious and Complex Medical Conditions
	Standing Referrals to an HIV/AIDS Specialist
	Audiology, Podiatry, and Speech Therapy and Incontinence Creams and Washes
	Out-of-Service-Area Referrals
	Routine Pre-Service Requests
	Expedited/Urgent Requests
	In medically urgent situations, you may request an expedited AR review by calling our Health Services Department at (800) 700-3874 ext.5506 or faxing it to (831) 430-5850.  Expedited Authorization Requests will be reviewed within three business days a...
	Post-Service Authorization Requests
	Authorization Requests for Ancillary Services
	Hospital Inpatient Services
	Deferrals and Denials
	Emergency Services for Veterans
	VA System Referrals
	Emergency Transportation from PCP Office to Hospital
	Non-emergency Transportation
	Serious and Complex Medical Conditions
	Out-of-Service-Area Referrals
	Routine Pre-Service Requests
	Expedited/Urgent Requests
	Post-Service Authorization Requests
	Authorization Requests for Ancillary Services
	Hospital Inpatient Services
	Deferrals and Denials
	Mental Health Services – Inpatient
	Mental Health Services – Outpatient
	Emergency Transportation from PCP Office to Hospital
	Non-emergency Transportation
	Serious and Complex Medical Conditions
	Out-of-Service-Area Referrals
	Routine Pre-Service Requests
	Expedited/Urgent Requests
	Post-Service Authorization Requests
	Authorization Requests for Ancillary Services
	Hospital Inpatient Services
	Deferrals and Denials
	Emergency Services for Veterans
	VA System Referrals
	Emergency Transportation from PCP Office to Hospital
	Non-emergency Transportation
	Serious and Complex Medical Conditions
	Out-of-Service-Area Referrals
	Routine Pre-Service Requests
	Expedited/Urgent Requests
	Post-Service Authorization Requests
	Authorization Requests for Ancillary Services
	Hospital Inpatient Services
	Deferrals and Denials
	Dual Coverage
	Alliance Members with Veterans Affairs Benefits
	Emergency Services for Veterans
	VA System Referrals
	Where to Send Claims
	Claim Questions
	Billing for State Medi-Cal Program
	Electronic Claims Processing
	Hardcopy Crossover Claim Submission
	Electronic Medicare Crossover Claims
	Coordination of Benefits for Medicare Non-Eligible Recipients
	Coordination of Benefits Examples
	Allergen Immunotherapy, 95115
	Ambulatory Surgery Billing and Authorizations
	Biophysical and Modified Biophysical Profile
	Cardiac and Pulmonary Rehabilitation Services
	The Alliance provides coverage of cardiac and pulmonary rehabilitation services for all Alliance members with prior authorization.  When billing for these services, please use the following codes:
	Cardio Rehabilitation: 93797; 93798
	For additional information please see Policies 404-1720 - Cardiac Rehabilitation Services and 404-1729 - Pulmonary Rehabilitation Services.
	Chiropractic X-Ray Services
	DME Policies and Instruction
	Ear, Nose and Throat Services
	ECG Services
	Emergency Room Casting or Treatment
	Fecal Occult Blood Testing
	Hearing Aids
	HPV Screening HPV screening is a covered benefit for women 30 years and older.  Labs should use HPV code 87621 in conjunction with diagnosis code V73.81.
	Mileage Cost Reimbursement for Travel to Repair Wheelchairs/Scooters
	Miscellaneous Policies and Instruction
	Contraceptives A4267, A4268, A4269U1, A4269U2, A4269U3, A4269U4
	When billing for contraceptives using the above codes, please bill by adding the total quantity dispensed in box 24G (Days or Units) of the CMS 1500 claim form or box 46 (Serv Units) of the UB04 claim form. Please note this process differs from Medi-C...
	MMRV Vaccination
	Occupational and Speech Therapy Codes
	Physical Therapy Codes
	Refractive State Services Used for Claims Payments
	Wheelchair Evaluations
	The Alliance Care Management team works with members to improve their health and quality of life. The goal of these services is to support our members and to ensure that they receive the services they need to stay healthy. Care Management (CM) service...
	CM’s multidisciplinary team is based on the Patient Centered Medical Home (PCMH) model which consists of a multidisciplinary team of experienced PCPs, nurses, registered dietitians, social workers, care coordinators, and health educators. The team’s m...
	The team works with members and their PCPs by:
	 Facilitating a strong relationship between the PCP and the member
	 Educating members on a variety of health related topics, including  appropriately navigating the health care system
	 Linking members to community resources
	 Supporting member’s self-management efforts
	Complex Case Management
	The Complex Case Management Team is a multidisciplinary team comprised of PCPs, nurses, social workers, and care coordinators that provide the following services:
	 Comprehensive assessments
	 Promotion of the PCMH by fostering the patient-PCP relationship
	 Care Coordination
	 Promotion of self-management through engagement
	 Connecting members to community and social support resources
	 Creating mutually agreed upon care plans, including targeted interventions
	 Engaging members telephonically and in-person
	 Providing support across the health care continuum
	 Working with a member for up to a 6-month period
	What is suitable for referral to Complex Case Management Services? (please note this is not an all-encompassing list):
	 Members with other health care coverage
	 Disruptive, violent, or abusive behaviors
	 Members who are unable to be reached or who refuse to participate
	 Members in Long Term Care
	Care Coordination
	The Care Coordination Team assists members with less complex, non-clinical needs by providing:
	 Referrals to community resources and services
	 Follow up care with specialists, including referrals for ancillary services and Durable Medical Equipment (DME)
	 Assistance with making appointments and retrieval of medical records
	 Appointment reminders and linkage to transportation resources
	 Children’s care management for members less than 21 years old needing assistance and linkage to services
	For information or referrals to Care Management Services, including Complex Case Management and Care Coordination, please call the Case Management Line at (800) 700-3874 ext. 5512.
	Health Education and Disease Management Programs
	The Alliance is committed to improving access to affordable health care for our members. To accomplish this, the Alliance offers innovative programs to help members achieve healthier outcomes. These programs are managed by a multidisciplinary team com...
	For information or referrals to Health Education and Disease Management Programs, please call the Health Education Line at (800) 700-3874 ext. 5580.
	Basic Case Management
	Healthier Living Program: Chronic Disease Self-Management Workshops
	Asthma Education
	Materials on Other Topics or In Different Languages
	Reimbursement for Traditional Synchronous Telehealth Services
	Reimbursement for Asynchronous Telehealth Services (Store and Forward) for Teleophthamology, Teleoptometry and Teledermatology Services
	Language Assistance Program / Interpreter Services
	Billing for “Carved Out” Medications
	Enteral Nutrition Product Benefit
	OTC Acetaminophen and Sharps Containers
	Non-Medi-Cal Member Complaints
	Member Rights in the Alliance Grievance Process
	Forms for Specific Health Education Programs:
	Healthy Breathing for Life

	Other Provider CBI Forms:
	PCPs must submit all Fee-for-Service Incentive forms within 21 business days from the date of service.

	Forms for Specific Health Education Programs:
	CBI Fee-For-Service Incentives
	CBI Fee-for-Service Incentives are Fee-For-Service (FFS) payments, which PCPs are eligible to receive in exchange for performing specific activities as described below.  The FFS incentives are available for services provided to members in all programs...

	Notes

