GHP Family Participating Provider Orientation


Disclaimer
This presentation is not intended to be all inclusive. 
All information is fully delineated in the GHP Family provider manual, which may be amended from time to time by written correspondence and can be found online at www.ghpfamily.com. 
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About GHP Family
3



GHP Family is an insurance plan that provides healthcare coverage to residents of Pennsylvania who are eligible for Medicaid.


Geisinger Health Plan currently serves more than 200,000 Medicaid members.


Geisinger Health Plan Medicaid coverage will be available to Medicaid-eligible recipients statewide beginning Sept. 1, 2022, as part of an expansion of HealthChoices, Pennsylvania’s Medical Assistance managed care program. 


All Medical Assistance recipients are required to choose among the managed care health plans available in their region. Those who do not choose a managed care health plan will be assigned one. 


GHP Family serves all of PA
4

Changes to the Medicaid HealthChoices landscape as of Sept. 1, 2022


Communications
Where to find news and resources


Provider portal on NaviNet
For Providers section of GHP Web
For Providers section of GHP Family
Online
Participating provider guide
GHP Family provider manual
Operations bulletins
Forms
Guides, bulletins, forms
Look for our monthly provider update on NaviNet
Newsletter

View our list of helpful telephone contacts

Who to call
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Enrollment
Eligibility is determined by the Pennsylvania Department of Human Services (DHS)
The plan selection period was between June 22, 2022 and Aug. 16, 2022, and was the period when participants could choose a new plan that starts on Sept. 1. 
Participants whose plans are no longer available will be automatically assigned a new health plan.
Participants with questions about plan selection can visit the DHS enrollment web page at www.enrollnow.net.
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Member appeals and provider disputes
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Detailed information on Member Complaints, Grievances, and DHS Fair Hearing Process can be found in the GHP Family Provider Manual and the GHP Family Member Handbook.


The Provider Manual is available on the Provider Service Center at www.ghpfamily.com.


Cultural competency
DHS defines Cultural Competency as: 
The ability of individuals to understand the social, linguistic, moral, intellectual and behavioral characteristics of a community or population, and translate this understanding systematically to enhance the effectiveness of healthcare delivery to diverse populations.                                            
Title III of the Americans with Disabilities Act (ADA) states that public accommodations, including healthcare provider sites, must comply with basic non-discrimination requirements that prohibit exclusion, segregation, and unequal treatment of any person with a disability.
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Cultural competency cont’d
Communication is the first step in establishing a physician-patient relationship.
If a GHP Family member requires or requests translation services because they are either non-English or limited English speaking, or the member has some other sensory impairment, the provider has a responsibility to make arrangement to procure translation services for those members, and to facilitate the provision of health care services.
Providers who are unable to arrange for translation services can contact Customer Service at (855) 227-1302.
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Enhancing patient and provider communication
GHP Family encourages providers to embrace Cultural Competency to:

Build rapport with the patient.
Make sure patients know what you do.
Keep patients’ expectations realistic.
Work to build patients’ trust in you.
Determine if the patient needs an interpreter for the visit.
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Health literacy
Health literacy is the ability to communicate with members in a way that is easy for them to understand and act upon. Members with both high and low reading levels can have limited knowledge of health care resulting in low health literacy. Low health literacy is a growing problem and difficult to detect with no outward signs. Members with low health literacy  tend to be less compliant, which leads to lower quality of life and higher health care costs.
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Health literacy cont’d
Building a physician-patient relationship by taking the patient’s values and preferences into account is one strategy to improve health literacy.
 
To help ensure patient understanding, GHP Family recommends the following:

Use plain, everyday words or pictures that are clear
Provide easy-to-read health materials
Encourage dialogue about diagnosis or medications to determine comprehension
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Fraud and abuse
Fraud and abuse is estimated to account for the majority of loss in the health care industry.
Geisinger Health Plan is committed to a policy of zero tolerance for fraudulent insurance acts.
Providers can report suspected fraud and abuse directly to the DHS Provider Compliance Hotline by calling (866) DPW-TIPS. 
GHP and DHS maintain strict confidentiality concerning providers who report suspected fraud and abuse.
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Member identification
Each member is issued an identification card similar to this example.







Providers should always verify benefits and coverage prior to rendering services. 
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Eligibility cont’d
Eligibility can be verified the following ways:
NaviNet at www.navinet.navimedix.com
GHP Family Customer Service at (855) 227-1302
PROMISe Online at http://promise.dpw.state.pa.us 
PA Medical Assistance Eligibility Verification System (EVS) Telephone Line (800) 766-5387 using Member’s ID card and PA Access Card information.
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Eligibility cont’d
GHP Family members are entitled to certain covered services under the Medical Assistance Program of the Commonwealth of Pennsylvania. 
GHP Family also offers additional benefits outside the Medical Assistance Program.
Member benefits can be verified online through NaviNet or by calling Customer Service. 
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Provider information
Provider Office Standards
PCP’s Scheduling Procedures:



Specialty Care Provider Scheduling Procedures:
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	Emergent Care	Immediately of referred to the ER
	Urgent Care	Within 24 hours
	Routine Care	Within 10 business days of the member’s call

	Emergent Care	Immediately or referred to the ER
	Urgent Care	Within 24 hours
	Routine Care	Within 10 business days of the member’s call



Provider information cont’d
Member wait times for PCPs should not be more than thirty (30) minutes for a routine care appointment.
Providers are required to conduct affirmative outreach whenever a member misses an appointment. 
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Referrals
Outpatient referral is the mechanism used by a primary care physician (PCP) to coordinate specialty care services with a specialty care physician (SCP).

GHP Family – valid for 18 months
Referrals are entered online through NaviNet. On the plan central page, click on Referral Submission, search for the member and complete the required information. 
Specialists can search for existing referrals under Referral Inquiry.



Referrals.  Outpatient referral is the mechanism used by a primary care physician (PCP) to coordinate specialty care services with a specialty care physician (SCP).  GHP only requires referrals for GHP Family and certain TPAs.  Effective 1/1/22, PEBTF now requires referrals for all their PEBTF member population.  There are no exceptions to this rule, so if you are in doubt….be sure to obtain a referral. Also keep in mind, you can even enter referrals on NaviNet.
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When is a referral required?
Outpatient specialty consultative, evaluation / management and surgical services by a participating provider
Excluding Emergency and Direct Access services
Invasive procedures by a participating Provider
i.e., bronchoscopy, endoscopy and colonoscopy
Specialty services immediately following an emergency room or an inpatient hospital discharge
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No referral required
Vision
Dental Care
Obstetrical and Gynecological (OB/GYN) services
To be self-referred, the member must obtain self-referred services from GHP Family’s provider network
Chiropractic services
Physical Therapy services
Family Planning services
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Mental health and substance abuse
PCPs and all non-behavioral health practitioners are encouraged to recommend behavioral health services to GHP Family members when deemed appropriate. 
Substance abuse and behavioral health services are available to all GHP Family members through the member’s local county mental health office or that office’s sub-contracted provider. 
Refer to the GHP Family Provider Manual for more information.
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Prior authorizations
The following require prior authorization:

Planned inpatient admission, including rehabilitation admissions
Skilled level of care admissions
Outpatient rehabilitative services (PT/OT/ST)
* Outpatient radiology services (CT scan, MRA, MRI, PET scan)
* MSK & interventional pain management of the spine
* Cardiology procedures and devices
Chiropractic services
Home health/hospice services by home health provider

23
* Prior authorization for outpatient radiology, MSK, pain management and cardiology is obtained through HealthHelp. HealthHelp’s online platform empowers physicians to request the most appropriate test for patients through peer-to-peer consultations for procedures/treatments, along with best practice guidelines.

Visit www.healthhelp.com/Geisinger, to request authorization for these services, view lists of procedure codes requiring authorization and more.



Ordering/admitting provider is responsible for obtaining authorization
Verify member’s eligibility and benefits
Prior auth is required when GHP is secondary
Complete necessary form(s) with all the required fields and submit as directed
Forms are available on NaviNet or the For Providers section of the GHP web



How to request prior auth and precert

Prior authorization and precertification
The admitting or ordering physician/facility is responsible for obtaining prior authorization or precertification. 

All requests for prior authorization/precertification by Geisinger Health Plan medical management should be submitted by the admitting or ordering participating provider. Make requests by phone, fax or mail:
		
		Geisinger Health Plan
		Medical Management Department 30-20
		100 North Academy Avenue
		Danville, PA 17822
		Phone: 800-544-3907 
		Fax: 570-271-5534

Please refer to the Prior Authorization/Precertification list available on NaviNet for a complete list of services requiring prior authorization or precertification.



Prior Authorizations and certifications.  Some services require prior authorizations, to verify what requires a prior authorization, please refer to Navinet for the complete listing, which includes a medical services and procedure list and two for drugs, a Medicaid drug list and a Commercial/Marketplace/Medicare and CHIP drug list.  We will show you where to find this in our Navinet Demo at the end of this presentation. 
Prior Auth is also required when GHP is the secondary insurance.  Admitting and ordering providers are the responsible parties to obtain an authorization.  You can make requests by phone fax or mail.
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Ordering DME through Tomorrow Health
Watch a short demo video of the ordering process.
Contact providers@tomorrowhealth.com or call us at 844-402-4344 to speak with a member of our provider account management team or receive training for your team
Apply to receive new orders for GHP members. All DME suppliers must have an account with Tomorrow Health. 
Reach out to DMEpartners@tomorrowhealth.com with any questions.
View the frequently asked questions (FAQ’s) we’ve received from DME suppliers.
Resources for ordering providers
Resources for DME suppliers
We work with Tomorrow Health to streamline ordering and access to home medical equipment supplies (DMEPOS) for GHP members. Tomorrow Health coordinates amongst the DMEPOS suppliers in GHP’s existing network to ensure patient orders are handled with accuracy, speed and exceptional service. Tomorrow Health’s platform is free to use, and any DMEPOS supplier is welcome to join.


If you order DME or are a vender who received orders, we are working with Tomorrow Health to streamline ordering and access to home medical equipment supplies  for GHP members. Tomorrow Health coordinates amongst the DME suppliers in GHP’s existing network to ensure patient orders are handled with accuracy, speed, and exceptional service. There is no cost associated with using Tomorrow Health’s platform.
DME providers who receive orders from Tomorrow Health may still be required to obtain prior authorization through GHP Medical Management. 
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Pharmacy
Outpatient Prescription Drug Coverage includes the use of the statewide preferred drug list (PDL), GHP Family formulary and network pharmacies.
Multi-tiered prescription benefit levels generate member cost sharing based upon the type of medication prescribed. 
Tier Explanation:
Brand – mostly single source, includes specialty drugs
Generic
OTC – certain OTCs covered at retail pharmacy when prescription is provided by physician
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Pharmacy prior authorization process
GHP Family follows the statewide Preferred Drug List (PDL). The statewide PDL is a list of preferred drugs developed by the Department of Human Services’ (DHS) Pharmacy and Therapeutics Committee. Medications not on the PDL follow the GHP Family formulary. View the Statewide Preferred Drug List (PDL).

GHP Family’s pharmacy department maintains a process by which providers can:
Request prior authorization for medications designated in the statewide PDL or GHP Family formulary as requiring such. Drugs that require a prior authorization are designated in the GHP formulary with a “PA” indicator. 
Request a formulary exception for specific drugs, drugs used for an off-label purpose, and biologicals and medication(s) not included in the statewide PDL or GHP Family formulary.
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The formulary lookup tool on NaviNet allows you to see how a particular member’s benefits apply to certain drugs, as well as other pharmacy-related information.	

Formulary lookup
Pharmacy
Requesting prior authorization and/or a formulary exception is the responsibility of the prescribing provider.

Submit a formulary exception/prior 
authorization request through PromptPA 
online portal: ghp.promptpa.com
Complete and fax the Formulary Exception/Prior Authorization Form available on NaviNet
Call the pharmacy department: 800-988-4861
How to request prior auth or exception




Pharmacy:  For prescriptions, a formulary look up tool is available on NaviNet.  For prescriptions requiring prior authorization or exception, you may submit requests online through PromptPA.  Complete the PromptPA prior authorization form or contact GHP Pharmacy department by phone.  Utilizing PromptPA will also earn you extra incentive dollars in Calendar Year 2022…interested in more information on this be sure to get in contact with your assigned account manager. 
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GHP Family specialty drug program
Specialty Drug Process
A list of specialty medications is available on the website.
Prescribing physicians must fax a completed Specialty Prescription Referral Form and, when applicable, a PA form (forms can be found on the pharmacy forms web page).
Upon request for PA and/or the receipt of a completed Specialty Prescription Referral Form,  GHP will:
Verify member eligibility and perform authorization review, if required. 
Notify the prescribing physicians of the approval or denial within applicable regulatory time frames.
GHP reimburses the pharmacy vendor directly for the medication it distributes. 
Participating providers will not be reimbursed for medications obtained through the pharmacy vendor.
Medication requests will be shipped according to the prescribing physician’s instructions. 
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Coordination of benefits
GHP Family will act as the primary payer on the following services (unless existing primary coverage is available and known at the time of service):   
Preventive pediatric care (including EPSDT services to children), and services to children having medical coverage under a Title IV-D child support order.
As mandated by DHS, GHP Family will process and pay claims for the services above, even when records indicate GHP Family is the secondary payer to an existing primary plan. GHP Family may initiate subsequent recovery efforts once the primary plan appropriately processes claims for these services.
Providers must always ensure GHP Family receives encounter data for all covered services provided to members — even when third party insurance is primary and GHP Family is the payer of last resort; and even when no additional payment from GHP Family is expected.
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Coordination of benefits cont’d
GHP Family is the payer of last resort on all other services.
Providers must bill third party insurance before submitting a claim to GHP Family.
GHP Family will pay the difference between the primary insurance payment and GHP Family allowable amount.
It is the provider’s responsibility to obtain the primary insurance carrier’s explanation of benefits (EOB) or the remittance advice for services rendered to members that have insurance in addition to GHP Family.
Providers cannot balance bill members.
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“Right from the Start” maternal health program
GHP Family’s “Right from the Start” maternal health program is the name of our “Healthy Beginnings Plus” program.
This program is designed to serve the GHP Family member throughout her pregnancy, from early identification, through the prenatal experience and post-partum follow-up.
Communication with the obstetrical provider is emphasized from the first identification of pregnant status.
The OBNA form should be completed with pregnancy determination.
OBNA form is part of the GHP Family Pay-for-Quality Program
Refer to the GHP Family Provider Manual for more detailed information on this process.
Obstetrical needs assessment form: https://obcare.optum.com
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Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
EPSDT services are federally-mandated services intended to provide preventive health care to children and young adults (under the age of 21).
GHP Family requires our network PCPs to provide all EPSDT services in compliance with federal and state regulations and periodicity schedules. 
EPSDT guidelines can be accessed at: https://www.dhs.pa.gov/docs/For-Providers/Pages/Regulations-Handbooks-Guides-and-Manuals.aspx
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Early and Periodic Screening, Diagnosis and Treatment (EPSDT) cont’d
GHP Family encourages providers to contact members by written communication of upcoming or missed appointments.
GHP Family will produce on a quarterly basis, an EPSDT & Child Immunization Membership Report indicating members with gaps in care or no encounters within the previous 12 months.
HEDIS Quality Dashboard can also be used by providers to identify members that are due for screenings. 
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Special Needs Unit
The Special Needs Unit (SNU) is a dedicated resource for the unique needs of GHP Family members classified as having a special need.
The Special Needs Unit (SNU) can be used as a resource for Providers, Members, and Caregivers to assist with the management of Members with Special Needs.
The SNU will work collaboratively to provide Case Management services through its Proven Health Navigator Case and Health Management program.
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Electronic claims resources
Visit our Claims and e-transactions page for more information.



Electronic Data Interchange 
(claim submission)
Use GHP Payer ID 75273 when submitting claims via AllScripts, Change Healthcare or Relay Health.

EDI
Electronic Funds Transfer 
(claim payment)
Register with InstaMed.
Claim payments will be directly deposited into your bank account. 

EFT
Electronic Explanation of Payment 
(claim remittance)
Received online through InstaMed.

EOP



There are three steps in the claims process.   
The first step is to submit claims through the Electronic Data Interchange.  You will work with your vendor to submit claims through one of our approved clearinghouses. 
Step two is for payment; providers are to register with InstaMed.  Payments through InstaMed will be directly deposited. GHP does not issue paper checks.
Third step is your EOP, also known as your claim remittance, which will be available online through InstaMed as well.  
Information regarding these e-transactions can be found at GeisingerHealthPlan.com.
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Payment information
Submission:
All services rendered must be reported.
Use a UB04 or CMS1500 claim form, or electronic format
CMS1500 paper claim tips:
Individual NPI number required in box 24J
Servicing facility location NPI number required in box 32A
Organizational NPI number required in box 33A
ICD-10 diagnosis coding to the highest specificity
Include summarization by revenue code, which may include CPT-4® and/or HCPCS procedural codes with applicable modifiers  
Include the then current ICD-10 diagnosis coding to the highest level of specificity, as applicable, for all services and procedures
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Claim Research Request Form (CRRF)
No prior auth denial (failure to precert services) – Only when there is a compelling reason why the provider failed to precert, and the dispute is within timely filing guidelines.
Claim edit denials – Be sure to check the claim edit box on the CRRF form and attach supporting documentation.
Timely filing denials – Only when there is a compelling reason for why the provider failed to submit timely. 

Claim retractions – Providers should initiate through customer service or secured message via web.
Information on a denied claim needs to be corrected – Providers should resubmit the corrected claim through their normal claims submission process.
Not on fee schedule denials – Questions related to provider contracts or fee schedules should be directed to your provider account manager.
Timely filing denials – If no compelling reason exists (COB claims are not subject to timely filing).
When to use a CRRF

When NOT to use a CRRF



Should you wish to appeal a claim, all appeals may be submitted electronically through NaviNet or by using the Claim Research Request Form.  We refer to these forms and the appeal process as CRRFs.  It is important to remember that CRRFs must be received within 60 days from the date on the EOP. 
 
When should you use a CRRF? Some examples would include:
If no prior Auth was obtained- you would need to submit documentation indicating why the prior auth was not obtained. 
Claim edit denials- some examples would be Incidental or bundled edits or the modifier 25 rule. Remember, notes are always required. 
 
You should not use a CRRF to retract a claim, to add a code to your fee schedule or correct information on a denied claim, you should submit a replacement claim.  When in doubt about the CRRF process, contact your account manager. 
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Claims Research Request Form (CRRF) cont’d
When NOT to use a CRRF:
Non-participating provider
Claim retractions – providers should initiate through customer service or secured message via web.
Claim information corrections – providers should resubmit the corrected claim through their normal claims submission process.
Fee schedule denials – questions related to provider contracts or fee schedules should be directed to your Provider Account Manager.
Timely filing denials if no compelling reason exists. (COB claims are not subject to timely filing)
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Claims Research Request Form (CRRF) cont’d
No referral denials – providers should initiate either a phone call or a secured message to GHP.  
	GHP can:
Verify if the referral is on file. If referral is found, GHP will make the necessary claim adjustment; OR
If referral is not found, GHP can accept the referral via fax.  Once the referral has been entered GHP can make the necessary claim adjustment.
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Replacement claim billing
A replacement claim is billed when a specific claim needs to be entirely replaced with new claim information. The original claim is considered null and void and is completely replaced by the information on the replacement claim submission and must be submitted 60 days from the date of the first EOP of the original claim.    

Changing previously submitted diagnosis codes
Changing member data, except for the member ID
Changing the billed amount on the original claim
Changing previously submitted procedure codes
Adding services in addition to data corrections to the original claim
The claim is beyond timely filing 
The billing NPI number is changing
You are making a correction to the subscriber ID
When to submit a replacement claim
When NOT to submit a replacement claim


We wanted to list the DOs and Don’ts for Replacement Claim Billing….as a guideline.  Please note that we do enforce this rule.  When a replacement claim is billed, the original claim is null and void, which can result in retractions.  
 
When should you submit a replacement claim? 
Changing previously submitted diagnosis codes
Changing member data – except for the member ID
Changing the billed amount on the original claim
Changing previously submitted procedure codes
Adding services in addition to data corrections to the original claim
When should you not submit a replacement claim? 
The claim is beyond timely filing – remember, if you do this your original payment will be retracted! 
The billing NPI number is changing
You are making a correction to the subscriber ID
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Timely Filing
42



GHP Family requires that claims be submitted within 180 days from the date of service


Providers have 12 months from the date of service to correct and resubmit claims if the initial submission was within the 180 day time period


Reportable conditions
Providers are required to ensure that reportable conditions are appropriately reported in accordance with PA Code, Title 28, Chapter 27. A list of reportable diseases can be obtained by visiting the Pennsylvania Department of Health website at: 
Reportable Diseases (pa.gov)
For healthcare practitioners and healthcare facilities, all diseases are reportable within 5 work-days, unless  otherwise noted. 
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Have a claims issue?

Call 800-447-4000 and say, “claims” to connect with a dedicated claims resolution representative. Here is how you benefit:
Shorter hold times when calling
Faster claims issue resolution; expected turn-around times provided when necessary
Claims issues are logged and tracked through resolution; no more repeat calls 
Complete resolution follow up; GHP will close the loop to ensure your needs are met
One number to contact; no need to call your GHP account manager with claims questions
Tracking numbers are provided for your secure message requests through NaviNet


GHP’s provider care team answers the call


If you need to resolve a claim issue, we have a created a dedicated Claims Team to answer your questions!  Benefits of calling are:
Shorter hold times
Faster claims issue resolution
Claims issues are logged and tracked throughout the process
GHP will close the loop 
There is only one number to remember…..1-800-447-4000, say claims!  
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GHP Family Pay-for-Quality program
Pay-for-Quality Program encourages and promotes the focus of exceeding standard quality of care for GHP Family members.
The Pay-for-Quality program is available to Primary Care specialties (Family Practice, Internal Medicine/Pediatrics, Internal Medicine, and Pediatrics) and the specialty of Obstetrics and Gynecology.
Physicians are rewarded for performing well on specific measures outlined in the GHP Family Pay-for-Quality Program
Current measures and manual available on NaviNet. 
45


Provider Account Manger
46



Your Provider Account Manager is available to assist you with any of the following issues:


On-Site education offered to your staff


GHP Family Pay-for-Quality information


Provider Service Center training


Policy questions


Demographic changes (i.e., change in office locations,   addition and/or termination of a physician, change in Tax identification number)


Your Provider Account Manager can be reached by calling (800) 876-5357.


Thank you
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