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Claims

Claims Submission

Sending Claims Electronically

« MVP offers several options for submitting claims electronically using an Electronic Data Interchange (EDI).
« MVP’s Payee ID is 14165.

« For EDI questions, call MVP’s EDI coordinators at 1-877-461-4911 or via email at ediservices@mvphealthcare.com.

Sending Claims Manually (CMS-1500 or UB-04)

Submit claims for all products and members to the following address:
MVP Health Care
Attn: Claims Department
PO Box 2207
Schenectady, NY 12301

Claims Adjustments or Appeal Requests
« Call MVP’s Provider Services at 1-800-684-9286.

« For faster processing, go to mvphealthcare.com to submit claim adjustment requests.
The status of online claim adjustments is also available through the provider portal.

« Initial Claim Adjustment forms should be submitted to the following address for all products
and members:
MVP Health Care
Attn: Claims Department
PO Box 2207
Schenectady, NY 12301

« Second Clinical Review Claims Adjustment forms should be submitted to the following address:
MVP Health Care
Attn: Operations Adjustment Team
PO Box 2207
Schenectady, NY 12301

+ Appeals should be submitted to the following addresses:
MVP ID # Address

MVP Health Care

Attn: Member Appeals Department
625 State Street

Schenectady, NY 12305

Not Medically Necessary

MVP Health Care

Attn: Member Appeals Department
625 State Street

Schenectady, NY 12305

No Prior Authorization
Obtained/Eligibility (excludes
medical necessity appeals)

MVP Health Care
Claims Exceeding Timely Filing Limits/ Attn: Member Appeals Department
Contractual Denials Per MVP Policy 625 State Street

Schenectady, NY 12305
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Coordination of Benefits (COB)
Call 1-800-556-2477

Credentialing

Providers who would like to become a participating provider should complete the Provider Credentialing
Application Request form found at mvphealthcare.com, then select Providers, then select Join MVP, and click
on Learn more about Provider Credentialing and registration. Select Application Request to complete the
application form. Once you have completed the form, include state and county in the subject line and email it to
MVPPR@mvphealthcare.com.

Customer Care Center for Members

To find the appropriate Customer Care Center phone number for a member, please refer to the back of their
member ID card.

Providers can verify member eligibility and benefits online at mvphealthcare.com or by calling MVP’s Provider
Services at 1-800-684-9286.

Durable Medical Equipment (DME)
For all MVP plan types, call 1-800-684-9286 or fax 1-888-452-5947.

Hospital Billing Questions

Call MVP’s Provider Services at 1-800-684-9286, or contact us via mail at:

MVP Health Care

Hospital Billing Coordinator
PO Box 2207

Schenectady, NY 12301-2207

Pharmacy

« The MVP Formulary is available online at mvphealthcare.com, select Provider, then Pharmacy, then MVP
Formularies.

« The Medicare Formularies are available online at mvphealthcare.com, select Provider, then Pharmacy, then MVP
Formularies, then 2022 Formularies, then select the appropriate formulary.

« For formulary exception and prior authorization requests, a Medication Prior Authorization Request form should
be submitted.

« All medication request forms can be found online at mvphealthcare.com, then Provider, then Forms, then Prior
Authorizations and choose the appropriate form.

« For non-Medicare members, fax the form to 1-800-376-6373.

« For all Medicare members (Preferred Gold, GoldValue, GoldAnywhere, and USA Care), fax the form to
1-800-401-0915.

Professional Relations

Providers who wish to update their demographic or payment information with MVP should use the Online
Demographic Change Form available at mvphealthcare.com/demographics.

To contact MVP Professional Relations, email MVPPR@mvphealthcare.com.
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To contact Behavioral Health Professional Relations, email ihprovidercontracting@mvphealthcare.com.

Utilization and Case Management

Please call the number on the back of their ID card.

Memb
embers For Case Management, call 1-866-942-7966

Call MVP’s Provider Services at 1-800-684-9286

Faxes may be directed to the following numbers:
« Prior Authorization Request Forms or Out-of-Network Requests: 1-800-280-7346
« Acute Inpatient Concurrent Review: 1-888-207-2889
« SNF or Acute Rehabilitation: 1-866-942-7826
« Commercial, ASO, and Medicaid Plans: 1-866-942-7826
«» Medicare, please contact naviHealth, Inc: 1-844-411-2883

Providers May Call
or Fax Their UM Requests
to MVP

Please reference the Utilization and Case Management section of this manual for all other numbers related to
Utilization and Case Management.

Services That Require a Referral for MVP Medicaid Managed Care

Restricted recipient members—referrals are required to all specialties for members who have a physician restriction.
Providers should verify eligibility by calling Provider Services at 1-800-684-9286.

Behavioral Health

Product

NY Commercial
NY Self-Funded

Who to Call

MVP Health Care

Reason for Call

« Authorization Requests

Phone Number
1-800-684-9286

« Provider Relations
« Contracting
« Credentialing

1-800-684-9286

NY Medicare

MVP Health Care

« Authorization Requests

1-800-684-9286

« Provider Relations
« Contracting
« Credentialing

1-800-684-9286

MVP Managed Medicaid
MVP Child Health Plus

« Authorization Requests

1-800-684-9286

« Provider Relations

MVP Health Care

MVP Harmonious « Contracting 1-800-684-9286
Health Care Plan « Credentialing

« Authorization Requests 1-800-684-9286
NY Essential Plan MVP Health Care + Provider Relations

« Contracting 1-800-684-9286

« Credentialing before January 1, 2020

. « Authorization Requests 1-800-684-9286

VT Commercial
VT Self-Funded MVP Health Care + Provider Relations

VT Medicare

« Contracting
« Credentialing

1-800-684-9286
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Overview

These products will be administered according to their respective MVP Certificates/Contracts of Coverage, including
the MVP medical management requirements and the MVP claims adjudication processes.

The majority of network physicians and facilities will receive services and claims payment from the Schenectady
office. On the following pages you will find brief overviews of the plans offered by MVP. For additional benefit
details, please log into your Provider account.

Essential Plan

In New York, the Essential Plan (Basic Health Program) is an Insurance Affordability Program that offers qualified
individuals and families a choice of plans through the New York State of Health Marketplace. To be eligible,
individuals must be ages 19-64, reside in New York State, and not be eligible for Medicaid or Child Health Plus.
These plans were built based on an HMO (Health Maintenance Organization) model, where members are required
to use participating MVP physicians, hospitals, and other providers for all covered services. Essential Plans include a
$125 reimbursement for qualified wellness items and activities.

MVP VT and Plus

The VT and Plus plans, which are available through Vermont Health Connect, were built based on an HMO model,
where Members are required to use participating MVP physicians, hospitals, and other providers for all covered
services. Upon enrollment, Members are encouraged to select a Primary Care Physician (PCP) who is responsible
for providing or coordinating and overseeing the Member’s covered medical services. If specialty care is required,
this plan does not require the PCP to submit a referral to MVP. These plans include Telemedicine coverage. These
plans feature a wide variety of deductibles, co-payments, and/or co-insurance at the various metal levels (Bronze,
Silver, Gold, and Platinum).

All Vermont Plus Plans include $600 WellBeing Rewards Program and a $500 allowance for Acupuncture.Program
and a $500 allowance for Acupuncture.

THESE PLANS HAVE NO OUT-OF-NETWORK BENEFITS. Members who receive covered services from non-participating
providers will pay 100 percent of the actual costs.

MVP VT and Plus plans have access to the Cigna national provider network outside the MVP service area for
in-network benefits. Members are still required to use participating MVP physicians, hospitals, and other providers
for all covered services.

MVP VT HDHP and Plus HDHP

The VT HDHP plans are high-deductible HMO plans available through Vermont Health Connect and qualified
according to federal regulations. These plans can be offered alongside an optional Health Savings Account (HSA).
The plans are designed with deductibles, co-insurance, and annual out-of-pocket maximums that apply to all
benefits, including prescription drugs, consistent with federal guidelines. They are available at three metal levels
(Bronze, Silver, and Gold). These HDHP plans also cover preventive care services in full. As an HMO product, these
HDHPs suggest a PCP selection; however, referrals are not necessary for specialty care.

AllVermont Plus Plans include $600 WellBeing Rewards Program and a $500 allowance for Acupuncture.

THESE PLANS HAVE NO OUT-OF-NETWORK BENEFITS. Members who receive covered services from non-participating
providers will pay 100 percent of the actual costs.
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MVP VT HDHP and Plus HDHP plans have access to the Cigna national provider network outside the MVP service
area for in-network benefits. Members are still required to use participating MVP physicians, hospitals, and other
providers for all covered services.

New for 2022, MVP has added to the portfolio “Family Friendly” plans that have $0 Copayment not subject to
Deductible on benefits that take the PCP cost share and Tier 1 Prescription Drug for anyone ages 0-26.

MVP Premier and Premier Plus

The NY Premier plans, which are available for individuals directly from MVP and on the New York State of Health
Marketplace, were built based on an HMO model, where members must use participating MVP physicians, hospitals,
and other providers for all covered services. Upon enrollment, members are encouraged to select a PCP, who is
responsible for providing or coordinating and overseeing the member’s covered medical services. If specialty care
is required, these plans do not require the PCP to submit a referral to MVP. These plans feature a wide variety of
deductibles, co-payments, and/or co-insurance at the various metal levels (Bronze, Silver, Gold, and Platinum).

MVP Premier Plus plans have Preferred Provider Facilities for Advance Imaging, Laboratory Procedures, Diagnostic
Radiology Services, Therapeutic Radiology, Ambulatory Surgery, and Out-Patient Hospital Surgery.

MVP Premier and Premier Plus plans include the $600 WellBeing Rewards Program.

THESE PLANS HAVE NO OUT-OF-NETWORK BENEFITS. Members who receive covered services from non-participating
providers will pay 100 percent of the actual costs.

MVP Premier Plus plans include Up to $1,000 in out-of-service-area covered benefits per Member, up to the age of
26, per plan year (outside MVP’s network of providers), subject to preauthorization (except for emergency care).
Services received out-of-area are subject to the applicable in-network member cost-share.

MVP Premier Plus HDHP

The MVP Premier Plus HDHP plans are High-Deductible HMO plans. They are available for Individuals directly from
MVP and on the New York State of Health Marketplace and are qualified according to federal regulations. These
plans can be offered alongside an optional HSA. The plans are designed with deductibles, co-insurance, and annual
out-of-pocket maximums that apply to all benefits, including prescription drugs, consistent with federal guidelines
and are available at three metal levels (Bronze, Silver, and Gold). These HDHP plans also cover preventive care
services not subject to the deductible; these services are covered in full. As an HMO product, these HDHPs suggest a
PCP selection; however, referrals are not necessary for specialty care.

THESE PLANS HAVE NO OUT-OF-NETWORK BENEFITS. Members who receive covered services from non-participating
providers will pay 100 percent of the actual costs.

MVP Premier Plus HDHP plans include a dependent child(ren) benefit of $1,000 out-of-area (outside MVP’s network
of providers), subject to preauthorization (except for emergency care). Services received out-of-area are subject

to the applicable in-network member cost-share. The portfolio includes a HMO+Cigna Network HDHP plan at the
Bronze level Off Exchange. This plan is identified with “National” in the plan name.

MVP Premier Plus HDHP plans have Preferred Provider Facilities for Advance Imaging, Laboratory Procedures,
Diagnostic Radiology Services, Therapeutic Radiology, Ambulatory Surgery, and Out-Patient Hospital Surgery.

MVP Premier Plus HDHP plans include the $600 WellBeing Rewards Program.
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MVP EPO, MVP PPO, and MVP HMO

These plans are available to small groups directly from MVP and are available as either an EPO (Exclusive Provider
Organization/Plan) or PPO (Preferred Provider Organization/Plan) or HMO (Health Maintenance Organization).
Members who receive covered services from non-participating providers will pay 100 percent of the actual costs.
MVP EPO/MVP PPO plans do not require PCP selection. MVP HMO plans are required to select a PCP, who is
responsible for providing or coordinating and overseeing the member’s covered medical services. These plans have
preferred provider facilities for advance imaging, laboratory procedures, diagnostic radiology services, therapeutic
radiology, and out-patient hospital surgery. The HMO plans include integrated ACA-required pediatric dental
benefits These plans include the $600 WellBeing Rewards Program.

THESE PLANS HAVE NO OUT-OF-NETWORK BENEFITS. Members are required to use participating MVP physicians,
hospitals, and other providers for all covered services as well as the Cigna national provider network outside the
MVP network area for in-network benefits.

These plans feature a wide variety of deductibles (some of which are high), co-payments, and/or co-insurance at
the various metal levels (Bronze, Silver, Gold, and Platinum).

MVP EPO, MVP PPO, and MVP HMO HDHP

The HDHP plans are High-Deductible EPO/PPO and HMO plans that are available to Small Groups directly from

MVP and are qualified according to federal regulations. These plans can be offered alongside an optional HSA. The
plans are designed with deductibles, co-insurance, and annual out-of-pocket maximums that apply to all benefits,
including prescription drugs, consistent with federal guidelines and are available at three metal levels (Bronze, Silver,
and Gold). The EPO or PPO HDHP products do not require PCP selection or referrals for specialty care. The HMO plans
are required to select a PCP, who is responsible for providing or coordinating and overseeing the member’s covered
medical services. These Small Group plans have Preferred Provider Facilities for Advance Imaging, Laboratory
Procedures, Diagnostic Radiology Services, Therapeutic Radiology, Ambulatory Surgery, and Out-Patient Hospital
Surgery. Also, these plans include integrated ACA Required Pediatric Dental and Vision benefits.

MVP Premier Plus HDHP plans include the $600 in WellBeing Rewards Program

MVP Secure NY and VT

The Secure plans are catastrophic policies that are available on the New York State of Health Marketplace and
Vermont Health Connect. They were built based on an HMO model. Members are required to use participating MVP
physicians, hospitals, and other providers for all covered services. Upon enrollment, members are required to select
a PCP, who is responsible for providing or coordinating and overseeing the member’s covered medical services. If
specialty care is required, this plan does not require the PCP to submit a referral to MVP. These plans feature three
PCP visits and preventive care services covered in full; all other covered benefits are subject to deductible and/or
applicable cost-share (co-pay/co-insurance).

THESE PLANS HAVE NO OUT-OF-NETWORK BENEFITS. Members who receive covered services from
non-participating providers will pay 100 percent of the actual costs.

MVP Secure VT plans have access to the Cigna national provider network outside the MVP service area for
in-network benefits. Members are still required to use participating MVP physicians, hospitals, and other providers
for all covered services.
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MVP HMO (VT)

This is MVP’s traditional HMO plan. Members are required to use participating MVP physicians, hospitals, and other
providers for all covered services. Upon enrollment, members are encouraged to select a PCP, who is responsible
for providing or coordinating and overseeing the member’s covered medical services. If specialty care is required,
this plan does not require the PCP to submit a referral to MVP.

All plans include a $500 Acupuncture allowance.

THIS PLAN HAVE NO OUT-OF-NETWORK BENEFITS. Members who receive covered services from non-participating
providers will pay 100 percent of the actual costs.

MVP Healthy NY

MVP offers a comparable “Off-Exchange” Commercial HMO metal level plan (Gold Plan) directly to small groups.
MVP offers a comparable “Off-Exchange” Commercial HMO Gold metal level plan (Gold Plan) directly to small
groups which is Marketplace certified beginning January 2020. Eligible Small Groups can purchase this plan from
MVP and still receive a Small Business Health Care Tax Credit. Individuals and sole proprietors are able to choose
from several plans both “on” and “off” of the exchange.

MVP POS

Available in New York only.

The MVP POS adds an “out-of-network” benefit to the traditional MVP HMO plan. “Out-of-network” means the
member can receive covered services from a non-participating provider. Out-of-network benefits are subject to
deductible and co-insurance payments by the members instead of co-payments (as in the HMO). For “in-system”
coverage, members are required to use participating MVP physicians, hospitals, and other providers for all covered
services. If specialty care is required, this plan does not require the PCP to submit a referral to MVP.

MVP EPO—Large Group

Available in New York only.

The MVP EPO plan does not require PCP selection or referrals for specialty care. Members have access to the entire
MVP network, as well as to the Cigna national provider network outside the MVP network area for in-network benefits.
This plan type features a wide variety of deductibles (some of which are high), co-payments, and/or co-insurance.

Most of the MVP EPO plans include MVP’s WellBeing Rewards, which provides members with access to an online
personal health assessment and other tools and services that promote wellness, healthy behaviors and lifestyles,
including a Health Risk Screening Form that members may bring to an office visit. Members can earn rewards for
getting health screenings and having optimal or borderline results (detailed on the form). In addition, Members can
earn reimbursements for the purchase of tools, programs, and applications that enhance their well-being as well as
earn dollars for meeting quarterly activity/step goals.

MVP EPO plans for 2020 now have Preferred Provider Facilities for Advance Imaging, Laboratory Procedures,
Diagnostic Radiology Services, Therapeutic Radiology, and Out-Patient Hospital Surgery.

These plans include the $600 in WellBeing Rewards Program.

THIS PLAN HAS NO OUT-OF-NETWORK BENEFITS. Members who receive covered services from non-participating
providers will pay 100 percent of the actual costs.
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MVP EPO HDHP—Large Group

Available in New York only.

MVP’s High-Deductible EPO plans are qualified according to federal regulations to be offered alongside an HSA. The
MVP HDHP EPO plans are designed with co-insurance and/or co-pays after deductibles and annual out-of-pocket
maximums that apply to all benefits, including prescription drugs, consistent with federal guidelines. These HDHP
plans also cover certain preventive care services not subject to the deductible, and in some plans are covered in
full. As an EPO product, these HDHP EPOs do not require PCP selection or referrals for specialty care. Members have
access to the entire MVP network, as well as to the Cigna national provider network outside the MVP network area
for in-network benefits.

The MVP HDHP EPO includes MVP’s WellBeing Rewards, which provides members with access to an online personal
health assessment and other tools and services that promote wellness, healthy behaviors, and lifestyles, including
a Health Risk Screening Form that members may bring to an office visit. Members can earn rewards for getting
health screenings and having optimal or borderline results (detailed on the form).

THIS PLAN HAS NO OUT-OF-NETWORK BENEFITS. Members who receive covered services from non-participating
providers will pay 100 percent of the actual costs.

MVP Level Funding

MVP Level Funding is a self-insured product offering for small to mid-size employers (approximately 50 to 250
employees) that combines the cost advantages and stop loss protections of a self-insured plan with the stability and
predictable cash flow of a fixed monthly expense plan like an insured premium. MVP partners with Health Plans, Inc.
(HPI), a leading national third party administrator (TPA), for the administration of this product offering. MVP receives
and prices claims, then send claims to HPI. HPI performs eligibility checks, benefit determinations, utilization
management, claims finalization, and Provider payments. HPl administers the Member and Provider call center

and web service portals. Members enrolled in these plans have access to MVP’s regional network in New York and
Vermont, as well as Cigna’s national medical network and the First Health/MagnaCare national behavioral health
network. MVP Level Funding members use MVP’s pharmacy program through CVS, including MVP’s commercial
formulary, policies, and clinical rules.

MVP PPO—Large Group
Available in New York only.

The MVP PPO plan is an insurance plan offering members in-network and out-of-network benefits. In-network
providers (preferred providers) are participating MVP physicians, hospitals, and other health care providers and

include the Cigna national network. Members do not select a PCP nor obtain referrals for specialty care. Members can
self-refer to a preferred or non-preferred provider for covered services. Members who receive covered services from
non-preferred providers will pay higher out-of-pocket costs. Some services may be limited with non-preferred providers
or covered through preferred providers only. The MVP PPO includes WellBeing Rewards (described under MVP EPO).

MVP PPO HDHP

Available in New York only.

MVP’s High-Deductible Health Plan (HDHP) PPO plans are qualified according to federal regulations to be offered
alongside an HSA. The MVP HDHP PPO plans are designed with co-insurance and/or co-pays after deductible and
annual out-of-pocket maximums that apply to all benefits, including prescription drugs, consistent with federal
guidelines. These HDHP PPO plans also cover certain preventive care services that are not subject to the deductible
and in some plans are covered in full. As a PPO plan, the MVP HDHP PPO plan is an insurance plan offering members
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in-network and out-of-network benefits. In-network providers are participating MVP physicians, hospitals, and
other health care providers and the Cigna national network. Members do not select a PCP, nor must they obtain
referrals for specialty care. Members can self-refer to a preferred or non-preferred provider for covered services.
Members who receive covered services from non-preferred providers will pay higher out-of-pocket costs. Some
services may be limited with non-preferred providers or covered through preferred providers only.

The MVP HDHP PPO includes WellBeing Rewards, which provides members with access to an online personal
health assessment and other tools and services that promote wellness, healthy behaviors, and lifestyles, including
a Health Risk Screening Form that members may bring to an office visit. Members can earn rewards for getting
health screenings and having optimal or borderline results (detailed on the form). In addition, Members can earn
reimbursements for the purchase of tools, programs, and applications that enhance their well-being as well as earn
dollars for meeting quarterly activity/step goals.

MVP Student Health Plan

MVP’s Student Health Plans (SHPs) are health insurance plans that are offered to college students in MVP’s service
area through their college. Members do not need to select a PCP or obtain referrals for specialty care. These plans
are regulated by the New York State Department of Financial Services and run on a plan year basis (not calendar
year basis). These plans are Individual PPO plans that meet ACA guidelines. Pediatric dental and vision coverage
are embedded into MVP’s SHPs. MVP’s SHPs cover students only and do not offer dependent coverage. Enrolled
students have access to MVP’s regional network in New York and Vermont, as well as access to the Cigna national
network of 500,000+ providers.

This plan includes Telemedicine—24/7 Online Doctor Visits and the $600 WellBeing Rewards Program.

MVP Select Care
Available in New York and Vermont.

MVP Select Care is the MVP company that provides fee-based administrative services to companies who self-insure
their employee health benefits. Employers have the flexibility of choosing and customizing the standard plan types
including PPO, EPO, HDHPs, and Indemnity plans. Members may be responsible for co-payments, deductibles, and
co-insurance based on the plan type chosen.

Riders

Riders are available for the Commercial group plans described above to enhance or alter the standard core plan
benefits. Some common riders include:

+ Changing visit/day limits on certain benefits
« Dental or vision benefits
+ Co-payment changes for in-patient/out-patient hospital surgery/emergency room services

» Prescription drug coverage options

MVP Medicare Preferred Gold (HMO-POS), MVP Medicare Secure(HMO-POS), and
MVP Medicare Secure Plus (HMO-POS)

MVP Medicare Preferred Gold (HMO-POS), MVP Medicare Secure (HMO-PQS), and MVP Medicare Secure Plus
(HMO-POS) are Medicare Advantage HMO-POS plans specifically designed for Medicare-eligible individuals. Members
are required to select a PCP. These plan options are offered with Part D prescription drug coverage. These Members
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have a limit on how much they must pay out-of-pocket each year for medical services that are covered under Medicare
Part A and Part B. When a member reaches the maximum out-of-pocket payment amount, they will not have to pay
any out-of-pocket costs for the remainder of the calendar year for covered Part A and Part B services. Prescription Part
D Drugs, Routine Eyewear, Preventative Dental, and Hearing Aids do not apply to the out-of-pocket maximum.

MVP Medicare Preferred Gold w/o Part D (HMO-POS)

MVP Medicare Preferred Gold (HMO-POS) is a Medicare Advantage HMO-POS plan specifically designed for
Medicare-eligible individuals. Members are required to select a PCP. This plan option does not include Part D
prescription drug coverage. These Members have a limit on how much they must pay out-of-pocket each year for
medical services that are covered under Medicare Part A and Part B. When a Member reaches the maximum out-of-
pocket payment amount, they will not have to pay any out-of-pocket costs for the remainder of the calendar year
for covered Part A and Part B services. Prescription Part D Drugs, Routine Eyewear, Preventative Dental, and Hearing
Aids do not apply to the out-of-pocket maximum.

MVP Medicare WellSelect (PPO) and MVP Medicare WellSelect Plus (PPO)

MVP Medicare WellSelect (PPO) and MVP Medicare WellSelect Plus (PPO) are Medicare Advantage PPO plans
specifically designed for Medicare-eligible individuals. Members are not required to select a PCP. Members have
unlimited coverage for Out-of-Network services. These plan options are offered with Part D prescription drug
coverage. These Members have a limit on how much they must pay out-of-pocket each year for medical services
that are covered under Medicare Part A and Part B. When a Member reaches the maximum out-of-pocket payment
amount, they will not have to pay any out-of-pocket costs for the remainder of the calendar year for covered Part A
and Part B services. Prescription Part D Drugs, Routine Eyewear, Preventative Dental, and Hearing Aids do not apply
to the out-of-pocket maximum.

MVP Patriot Plan (PPO)

MVP Patriot Plan (PPO) is a Medicare Advantage PPO plan specifically designed for Medicare-eligible individuals
with extra benefits tailored towards United States Veterans. Members are not required to select a PCP. Members
have unlimited coverage for Out-of-Network services. These plan options are offered with Part D prescription drug
coverage. These Members have a limit on how much they must pay out-of-pocket each year for medical services
that are covered under Medicare Part A and Part B. When a Member reaches the maximum out-of-pocket payment
amount, they will not have to pay any out-of-pocket costs for the remainder of the calendar year for covered Part A
and Part B services. Prescription Part D Drugs, Routine Eyewear, Preventative Dental, and Hearing Aids do not apply
to the out-of-pocket maximum.

UVM Health Advantage Select (PPO), UVM Health Advantage Secure (PPO), UVM
Health Advantage Preferred (PPO)

UVM Health Advantage Select (PPO), UVM Health Advantage Secure (PPO), and UVM Health Advantage Preferred
(PPO) are Medicare Advantage PPO plans specifically designed for Medicare-eligible individuals. This plan was
designed in conjunction with the providers in the University of Vermont Health Network. Members are not required
to select a PCP. Members have unlimited coverage for Out-of-Network services. These plan options are offered with
Part D prescription drug coverage. These members have a limit on how much they must pay out-of-pocket each
year for medical services that are covered under Medicare Part A and Part B. When a member reaches the maximum
out-of-pocket payment amount, they will not have to pay any out-of-pocket costs for the remainder of the calendar
year for covered Part A and Part B services. Prescription Part D Drugs, Routine Eyewear, Preventative Dental, and
Hearing Aids do not apply to the out-of-pocket maximum.
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MVP DualAccess (HMO D-SNP)

MVP DualAccess (HMO D-SNP) is a Medicare Advantage HMO plan specifically designed for Medicare-eligible
individuals that are also eligible for Medicaid. Members are required to select a PCP. This plan option does include
Part D prescription drug coverage. These Members will have a zero-cost share for any Medicare Part A and Part B
services that are also covered by Medicaid. This plan has an out-of-pocket maximum on Part A and Part B services
and when this amount is reached the Medicare Advantage plan will pay 100% for all covered services without the
need for Medicaid claim submission.

To participate in the DualAccess network, providers must be contracted for the Medicare and Medicaid lines of
business.

MVP SmartFund MSA

MVP’s SmartFund is a High-Deductible Health Plan paired with a Medical Savings Account. It is offered to both
Individuals and Employer Group Medicare Eligible. The plan covers only Medicare Part A and Part B services. The
MSA product does not cover Part D prescription drugs. Members must purchase a separate PDP for Rx coverage.
MVP Medicare-participating providers participate with this product because it is a Medicare Advantage product, yet
members may utilize any Medicare-approved provider who agrees to see the member. For Medicare A/B services,
the member pays 100 percent of the costs until they reach the deductible, then MVP pays 100 percent of the A/B
services. MVP makes an annual contribution to the member’s MSA account upon enrollment.

MVP RxCare PDP

The MVP RxCare PDP is a stand-alone prescription drug plan (PDP) for employer group members with Medicare
Parts A and B. PDP Members enrolled in MVP RxCare may or may not have Commercial medical coverage through
their employer group. This plan covers Medicare Part D drugs only. Any medications or supplies that are considered
Part B must be billed to Original Medicare. PDP members with a Commercial medical product through MVP will have
limited coverage for Diabetic Testing and Insulin Pump Supplies, as mandated by the state.

MVP Medicaid Managed Care

MVP’s Medicaid Managed Care (MMC) Product is offered through New York State for Medicaid-eligible members
residing in counties within MVP’s Medicaid licensed service area. Members are required to select a PCP upon
enrollment. Members must use MVP providers who have contracted to provide services to Government Program
(Medicaid and Child Health Plus) enrollees unless MVP gives prior authorization for the service. MVP providers not
contracted for Government Programs must obtain Prior Authorization before treating an MVP MMC Member. This
Product has benefit coverage established by the New York State Medicaid Managed Care program. There are no
deductibles or co-insurance associated with this Product. There are minimal co-payments for prescription drugs
and supplies.

MVP Child Health Plus

Child Health Plus is a Product for children under 19 years of age who do not have insurance, are Medicaid-ineligible,
and reside in counties within MVP’s licensed Child Health Plus service area. Members are required to select a

PCP upon enrollment. Members must use MVP Network Providers who have contracted to provide services to
Government Program (Medicaid, HARP, and Child Health Plus) members unless MVP gives prior authorization for the
service. MVP providers not contracted for government programs must obtain prior authorization before treating an
MVP CHP member. This Product has no co-payments, deductibles, or co-insurance. There are some visit limits for
select benefits.
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MVP Harmonious Health Care Plan

The MVP Harmonious Health Care Plan is available to existing MMC members aged 21 and over. These members
have been identified by New York State as suffering from serious mental illness and/or substance use disorders
and may benefit from additional treatment and community-based support. The MVP Harmonious Health Care Plan
includes traditional MMC benefit coverage in addition to comprehensive Behavioral Health Home and Community
Based Services (BH-HCBS) for additional, specialized, and integrated physical and behavioral health support and
treatment. These services must be prior-authorized by MVP following an assessment of the member as well as the
submission and review of a member’s plan of care that detail the provision of BH-HCBS and goals of the member.

Plan Type ID Cards

.
Essential Plan -
; MVP, Essential Plan 1
HEALTH CARE
Subscriber Name Group#: 620011
JOHN SAMPLE RxBIN: 004336
Subscriber ID Number RxPCN: ADV
812345678 99 RXGRP: MVPMRKT
Primary Care: 15
Specialist: $25
Urgent Care: $25
Emergency Room: $75
& oo
3
Cigna

~

mvphealthcare.com

Member Customer Care Center: 1-888-723-7967

TTY: 1-800-662-1220

Pharmacy Information: 1-800-378-9295

Mental Health/Substance Use Disorder Help: 1-888-723-7967
24/7 Online Doctor Visits: myvisitnow.com

Provider Services Department: 1-800-684-9286
Pharmacies | CVS Caremark: 1-800-364-6331
mvphealthcare.com/provider

Send Claims to:

MVP Health Services Corp.
625 State Street

P.0. Box 2207

Schenectady, NY 12301-2207

O First Health Network :’ MultiPlan.
MAGNACARE”" IR TR

HMO - MVP HMO
) HEALTH CARE

Subscribor Namp GroupH 123456
JOE SAMPLE RxBIN 004336
Subscriber 1D Number RxPCH ADV
987654321 00 RxGRP MVPCOMM
Member 1D Member Mame Prirmary Care $30
SETESAI100  JANE SAMPLE Specialist 455°
SETES432102  JOE JR SAMPLE Urgent Care 20%
Emergency Room 5%

30 Day Retail Pharmacy
S25%/15%/588°

In-network deductible 56.450(512,%0
Ir-agfscri cut-ol-pociet mas $6,5501$13,100
Out-ol-networ deductible 38,403/4 16,000

“Decuctible may spoly.

.

¥
Cagna.

Formore plan information, sign in at mvphealthcare.com

Member Customer Care Center; 1-888-687-)X)(XX

TTY: 1-800-662-XXXX

Pharmacy Information: 1-866-284-XXXX

Pharmacy Formulary: MVP Commercial

Mental Health/Substance Use Disorder Help: 1-888-687-XXXX
CHGNA s pomdabis and VT 5

iy for

P

Provider Services Department: 1-800-634-0000(
Pharmacies | CVS Caremark®: 1-800-364-X000
mvphealthcare.com/provider
Fully Insured Coverage
Send Claims to:
VP Bealth Plan, Inc.
625 State Street
PO, Ban 2207
Schenectady, NY 12301-2207

Q) Furst Health Mecwork:
MAGNACARE

« Primary Care Physician required

« No referral required

« Co-payments for PCP and Specialist listed

No out-of-network benefits
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ASO

' 4
Employer Logo y
Subscribier Name Grouph 123456
JAMES SAMPLE RxBIN 004336
Subscriber 1D Humber RxPCN ADV
00000000 00 RuGRP MYPCOMM
Primary Caré 545
Specialist 545
Urgent Care 545
Emergancy Reom 5300
“Deductibie may apply.
In-network deductible $6,450/512,300
Inenefiscerk out-af-poc ket man $6,550/51,100
Out-ol-netwirk deductible $4,490/316,500 -
- netweark out-of-poc ket mu $18,000/335.000 Cigna.

h

For more plan information, sign in at mvphealthcare.com
Member Customer Care Center: 1-800-X-3000{

TTY: 1-800-X00-000¢

Pharmacy Information: 1-866-)O0¢-X00(X

Mental Health/Substance Use Disorder Help: 1-800-XXX-X)XXX
i Mt 1800~ 000010000

Provider Services Dept. or Urgent Prior Auth. Requests: 1-800-)00¢-X00(X
Pharmacies | CVS Caremiark™: 1-800-X00C-3000(
mwphealthcare.com/provider

Self-Funded Coverage
Send Claims to:
MVP Select Care, Inc. Q Furstealthi Neswork
P.0, Box 2207

MAGNACARE IS LR e

Box
Schenectady, NY 12301

MVP Administrative Services Only (ASO) for self-funded employer groups

No referral required
Benefits unique to each employer group

Employer name appears on the card

Point of Service (POS)

- Point of Service

SMVP
Subscriber Name Group#: HIOOOOK
John Dee RxBIN: HOENN
Subseriber 10 Number FPCN: XKXK
HHAAHIOO00 WX RwGRP: MMO0EKK

Primary Care:

Specialist:

Urgent Care;

Emergency Roam:

o
Cigno

Point of Service (POS) plan

/ mvphealt hl:are.carh
Member Customer Care Center: 1-888-687-6277

TTY: 1-800-662-1220

Pharmacy Information: 1-866-284-7134

Mental Health/Substance Use Disorder help: 1-800-568-0458

24/7 Online Doctor Visits: myvisitnow.com

CIaNA netwarks available sutside of MVP NY & VT Service Area anly for

covered urgent/emergency of prier autharized out of netwark care

Prowider Services Department: 1-800-684-9286
Pharmacies | CW5/caremark: 1-800-364-6331
muphealthcare.com/provider
Send Claims to:
MVP Health Plan, Inc.
625 State Street
PO Box 2207
Schemectady, NY 12301-2207

Jimutipian

+ Co-payments for PCP and Specialist listed

Primary Care Physician required

MVP Secure HMO

/ Y 4 MVP Secu ra

SMVP

Subscriber Name Group#: 600000
JANE SAMPLE RxBIN: 004336
Subscriber ID Number RxPCN: ADV
812345678 00 RxGRP: MVPMRKT
Member ID Member Name Coverage is subject to

812345678 01 JOHN SAMPLE adeductible.

4 N

mvphealthcare.com

Member Customer Care Center: 1-800-348-8515

TTY: 1-800-662-1220

Pharmacy Information: 1-800-378-9295

Mental Health/Substance Use Disorder Help: 1-800-348-8515
24/7 Online Doctor Visits: myvisitnow.com

Provider Services Department: 1-800-684-9286
Pharmacies | CVS Caremark: 1-800-364-6331
mvphealthcare.com/provider
Send Claims to:
MVP Health Plan, Inc.
625 State Street
P.0. Box 2207
Schenectady, NY 12301-2207

\

OFu—st HealthNetwork :,Multiman
MAGNACARE”" IR TR

/)

« Primary Care Physician coordinated care

No referral required

No out-of-network benefits

Provider Resource Manual | 19



MVP Plan Type Information

Plan Type Table of Contents

Main Table of Contents

Individual versus
Small Group
Identification

/ r 4 ) MVP Premier / mvphealthcare.com\
) MV P Member Customer Care Center: 1-877-742-4181
HEALTH CARE TTYV: 1-800-662-1220
Subscriber Name Group#: 123456 Pharmacy Information: 1-800-378-9295
JOHN SAMPLE RXBIN: 004336 Mental Health/Substance Use Disorder Help: 1-877-742-4181
Subscriber ID Number RXPCN: ADV 24/7 Online Doctor Visits: myvisitnow.com
812345678 99 RXGRP: MVPMRKT CIGNA networks available outside of MVP NY & VT Service Area only for
covered urgent/emergency or prior authorized out of network care
Primary Care: 15
5:;1,2?/'5:’6 235 Provider Services Department: 1-800-684-9286
ur e"tCa'rev $55 Pharmacies | CVS Caremark: 1-800-364-6331
E 8 R . $100 mvphealthcare.com/provider
mergency Room: Type: Individual
. Send Claims to:
o MVP Health Plan, Inc.
Cigna. 625 State Street QFu‘s( Health Network :?MultiP\an
P.0. Box 2207
/ ' 4 R MVP EPO / mvphealthcare.com
) MVP Member Customer Care Center: 1-877-742-4181
HEALTH CARE TTY: 1-800-662-1220
Subscriber Name Group#: AXXXXX Pharmacy Information: 1-800-378-9295
JOHN SAMPLE RXBIN: 004336 Dental Information: 1-800-480-5640
Subscriber ID Number RXPCN: ADV Mental Health/Substance Use Disorder Help: 1-877-742-4181
812345678 99 RXGRP: MVPMRKT 24/7 Online Doctor Visits: myvisitnow.com
Member ID Member Name Primary Care: $15 Provider Services Department: 1-800-684-9286
81234567891  JANE SAMPLE Urgent Care: $50 Pharmacies | CVS Caremark: 1-800-364-6331
81234567892 JAKE SAMPLE Emergency Room: $300 mvphealthcare.com/provider
Type: Small Group
Send Claims to:
MVP Health Services Corp.
P.0. Box 2207 QQ Frst Health Network ;’Mumpwan
Schenectady, NY 12301-2207
>Dental Claims: use P.O. Box 763 MAGNACARE

MVP Level Funding

d N

r 4
SMVP

High-Deductible EPO

COMPANY NAME
Group#: 014701
Member D Number HHZ010001 00 RxBIN: 004336
RxPCN: ADV

GEORGE SMITH RXGRP: MVPLF

Coverageissubjecttoa
deductible.

3‘{5 o

Cigna

/ N

e.com/
Member Customer Care Center: 1-844-260-9900

Mental Health/Substance Use Disorder Help: 1-844-260-9900
Pharmacy Information: 1-866-284-7134

Provider Services: 1-844-260-9900
Prior Authorizations: obtain form at e.C i
Pharmacies | CVS Caremark’: 1-800-364-6331
For pharmacy authorizations, fax to: 1-800-376-6373
e.com/

Send claimsto:

MVP Select Care, Inc.

PO Box2207

Schenectady, NY 12301-2207

MVPEDI PayerID: 14165

poweredty Q First Health Network iMuttizan
hp] | Health Plans, inc. MAGNACARE

o

MVP Student
Health Plans (SHPs)

~

-

mvphealthcare.com\

) MVP” Member Customer Care Center: 1-888-687-6277
HEALTH CARE TTY: 1-800-662-1220
PPO Student Plan ion: 1-800-378-
Subscriber Name Groupt: 490430 Pharmacy Informapon 1-800-378-9295
College RXBIN: 004336 Dental Information: 1-800-480-5640
Subscriber ID Number RXPCN: ADV Mental Health/Substance Use Disorder Help: 1-888-687-6277
123456789 00 RXGRP: MVPMRKT 24/7 Online Doctor Visits: myvisitnow.com
Member ID Member Name Primary Care: $25 Provider Services Department: 1-800-684-9286
12345678901  SUNSHINE PLATINUM Specialist: $25 Pharmacies | CVS Caremark: 1-800-364-6331
Urgent Care: §25 ) mvphealthcare.com/provider
Emergency Room: $100 Send Claims to:
MVP Health Services Corp.
625 State Street
P.0. Box 2207 OFL[S[HEal[hNE[WOrk ?jMul(iF’\an
Schenectady, NY 12301-2207

: Ay Frow sowe chne |
\>Demalclalms: use P.0. Box 763 MAGNACARE" ISV

Preferred Provider Organization (PPO) plan

« No Primary Care Physician or referral required

Pediatric dental coverage included

Vision coverage included

Out-of-network benefits available at greater cost

Access to Cigna HealthCare’s PPO national provider network
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MVP EPO (Large Group)

MVP EPO
) mvphealthcare.com
HEALTH CARE Member Customer Care Center: 1-888-687-6277
SubscriberName Group#: 123456 TTY:1-800-662-1220
JOHN Q. MVPMEMBER RXBIN: 004336 Pharmacy Information: 1-866-284-7134
Subscriber ID Number RXPCN: ADV Mental Health/Substance Use Disorder Help: 1-888-687-6277
12345678900 RXGRP: MVPCOMM 24/7 Online Doctor Visits: myvisitnow.com
MemberID MemberName Primary Care: $30 Provider Services Department: 1-800-684-9286
123456789 01 HENRYSMVPMEMBER Specialist: $50 Pharmacies | CVS Caremark: 1-800-364-6331
123456789 02 JANEEMVPMEMBER Urgent Care: $30 mvphealthcare.com/providers

123456789 03 BONNIEDMVPMEMBER Emergency Room: $200

Send claims to:
(%vgm MVP Health Services Corp.
e POBox2207 First Health Network :@MultiPlan.
Cigna Schenectady, NY 12301-2207 o st erwor :’ o

« Exclusive Provider Organization (EPO) plan

« No referral required
« No out-of-network benefits

« No Primary Care Physician required

MVP PPO (Large Group) p= WP PPO
) mvphealthcare.com
HEALTH CARE Member Customer Care Center: 1-888-687-6277
Subscriber Name Group#: 123456 TTY: 1-800-662-1220
SALLY R SAMPLE RxBIN: 004336 Pharmacy Information: 1-866-284-7134
Subscriber ID Number RXPCN: ADV Mental Health/Substance Use Disorder Help: 1-888-687-6277
820123456 00 RXGRP: MVPCOMM 24/7 Online Doctor Visits: myvisitnow.com
Member ID Member Name Primary Care: $30 Provider Services Department: 1-800-684-9286
82012345601 HENRY S SAMPLE Specialist: $50 Pharmacies | CVS Caremark: 1-800-364-6331
82012345602 JANE E SAMPLE Urgent Care: $30 mvphealthcare.com/provider
82012345603 BONNIE O SAMPLE Emergency Room: $200 Send Claims to:
MVP Health Services Corp.
625 State Street
E-Oh- Box ZZdW anrstHealthNetwork :giMuniman
chenectady, NY 12301-2207 MAGNACARE

Preferred Provider Organization (PPO) plan

No Primary Care Physician or referral required

Out-of-network benefits available at greater cost

Access to Cigna HealthCare’s PPO national provider network

MVP Medicaid

Managed Care

" Fop D
aia AL Plan Topm: MVPM mwplnithoar o
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Primary Care Physician required
« Pre-authorization required

« Minimal co-payments may apply for pharmacy and medical supplies

Care must be rendered by a participating MVP Government Programs provider

» Pharmacy services through MVP Health Plan, Inc.—special formulary exists

Outpatient imaging pre-authorization required through MVP

Dental Care through Healthplex
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« Primary Care Physician required

« Preauthorization required

« Minimal co-payments may apply for pharmacy and medical supplies

« Care must be rendered by a participating Government Programs provider
« Dental Care through Healthplex

« Pharmacy services through MVP Health Plan, Inc.—special formulary exists

« Outpatient imaging preauthorization required through MVP
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If the card says “Restricted” in red print, then the member is part of the NYS DOH
Restricted Recipient Program. Please call MVP’s Provider Services Department for
additional information if you see this on an ID card. Restricted recipients require a
referral from their PCP to see a specialist.
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« Primary Care Physician required

« Pre-authorization required

No co-payments

Care must be rendered by a participating Government Programs provider

Provider Resource Manual | 22




MVP Plan Type Information

Plan Type Table of Contents  Main Table of Contents

« Dental Care through Healthplex
« MVP Commercial Formulary applies

« Outpatient imaging pre-authorization required through MVP
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Managed Care Medicaid Program for members identified by NYS with
behavioral health needs

« Primary Care Physician required
« Pre-authorization required

« Minimal co-payments may apply for pharmacy and medical supplies

Care must be rendered by a participating MVP Government Programs provider

Pharmacy services through MVP Health Plan, Inc.—special formulary exists

Outpatient imaging pre-authorization required through MVP

Dental Care through Healthplex

Home and Community Based benéefits are available after assessment and
prior authorization

Medicare Products

, mvphealthcare.com
WITH PartD )MVP GoldAnywhere PPO Medicare Customer Care Center: 1-800-665-7924
HEALTH CARE  H9615802 TTY‘ 1-800-662-1220
e Pharmacy Info: 1-866-494-8829 | TTY:711
JOHN Q. MVPMEMBER . : eI :
Q RxBIN: 004336 24/7 Online Doctor Visits: myvisitnow.com
MemberIDNumber RXPCN: MEDDADV
RXGRP: MVPMEDD
12345678900 X Provider Services Department: 1-800-684-9286
Ph ies| VS C k: 1-800-364-6331
IN-NETWORK OUT-OF-NETWORK e oheaithearescomoroviders
Primary Care: $10 Primary Care: $25
Specialist: $15 Specialist: $25 Send claims to: Prescription claimsto:
Emergency Room: $65 Emergency Room: $65 MVP Health Plan, Inc. CVS Caremark
Urgent Care: $15 Urgent Care: $15 PO Box2207 PO Box 52066
. re I\ Schenectady, NY 12301-2207 Phoenix,AZ 85072-2066
raze X MVP will pay Medi rding to Medi Medicare Limiting Ch

_ a""ly - ‘ A

Medicare Products

L4 . mvphealthcare.com

WITHOUT Part D )MVP Preferred Gold HMO-POS Medicare Customer Care Center: 1-800-665-7924
Moo ramicase 0502t TTV: 1-800-662-1220
JOHN Q. MVPMEMBER REIN: 004336 Pharma_cy Info: 1-86'6'-494-88.2? [TTY: 711
MemberIDNumber RXPCN: MEDDADV 24/7 Online Doctor Visits: myvisitnow.com
12345678900 RXGRP: MVPMEDD

Provider Services Department: 1-800-684-9286

Primary Care: $15 Pharmacists | CVS/caremark: 1-800-364-6331
.. . R mvphealthcare.com/providers
Specialist: 340 :ﬁ/r;dea;‘mhsPt\o; 1 Prescription Claims t
. eal lan, Inc. rescription Claims to:
Emergency Room: $90 625 State Street CVS Caremark
Urgent Care: $50 Medicare P.0. Box 2207 P.0. Box 52066
sosedreare P\ Schenectady, NY 12301-2207 Phoenix, AZ 85072-2066

MVP will pay Medi cording to Medicare fe Medicare Limiting Charges
— applytonon-contracted providers and out-of-network services. DO NOT billOrginal Medicare.
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UVM Health Advantage

N .
PP UVMHEALTH ) MVE For plan information, sign in at mvphealthcare.com
Select ( 0) A L A g PSR Wit i D (PO Medicare Customer Care Center: 1-800-665-7924
TTY: 1-800-662-1220
Member Name
UVM Health Advantage UVM MEDICARE R i Pharmacy Info: 1-866-494-8829 | TTV 711
u Provi : 1
Secure (PPO) 306000060 0 o tnos R R
UVM Health Advantage BT B DTHEOR WP HealtnPla, prescription clas 0
Preferred (PPO) Ereme 1 s ] 0. Box2207 £0.60x 52066
Emergency Room 575 Emergency Room 590 Schenectady, NY 12301-2207 Phoenix, AZ 85072-2066
Urgent Care $40  Urgent Care §T0 "o 3 . ) ) narges
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MVP Dual Access I MVP ' For plan information, sign in at mvphealthcare.com
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(HMO D-SNP) ~MVP O 566 954-1672
Member Name TTY: 1-800-662-1220
DSNP Q MEDICARE RXBIN 004336 Pharmacy Info: 1-866-494-8829 | TTY 711
Member 10 Number RePCN MEDDADYV Provider Services Department: 1-800-684-9286
800000000 00 RxGRP MVPMEDD Pharmacists | CVS/caremark® 1-800-364-6331
- R mvphealthcare com/providers
P”mf"lf Care $0 MVF Health Plan, inc. Prescription Claims to:
Speclatet o P.0.Bax2207 7.0, Box 2066
E“‘e"gtegcy Room 553 Schenectady, NY 123012207 Phoenix, AZ S5072-2066
rgent Care " .
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Review of Practitioner Credentialing and Recredentialing Information

MVP will execute a Participation Services Agreement only upon the successful completion the initial Credentialing
(including primary-source verification of submitted information) for practitioners applying for participation or
continued participation (Recredential) in the MVP Network. Practitioners must be Credentialed and contracted
before being reimbursed for seeing a Member and being listed in MVP’s Participating Provider Directory.

Participation in the MVP Network is at MVP’s sole discretion. Credentialing or Recredentialing decisions are not
based on an applicant’s race, ethnic/national identity, gender, age, sexual orientation, or based solely on the types
of procedures performed or the types of patients the provider sees.

MVP will retain all verification information for Credentialing and recredentialing purposes, pursuant to state and
federal data requirements. Credentialing and Recredentialing applications will only be reviewed upon the receipt of
a Complete Credentialing/Recredentialing Application.

Who We Credential and Recredential

Consistent with NCQA guidelines and MVP shall Credential and Recredential Participating Providers every three years.

Practitioner Types

MVP contracts with and credentials the following practitioner types:

« Physicians (MDs and DOs)

+ Naturopaths (ND) (Vermont only)

» Podiatrists

« Chiropractors

+ Neuropsychologists

+ Oral Surgeons (providing services under the medical benefit)

Ancillary and Mid-Level practitioners: including, but not limited to, Optometrists, Physical Therapists, Occupational
Therapists, Certified Nurse Midwives, Lay Midwives (Vermont), Diabetes Educators, Massage Therapists, Acupuncturists,
Speech/Language Pathologists, Audiologists, Dieticians/ Nutritionists, Nurse Practitioners (NP) independent in
specialty areas approved by New York State Public Health Law, NPs in a physician practice with a PCP specialty

who wish to practice as a primary care provider (PCP) (NY Only), Registered Nurse First Assistants (NY Only-excludes
Medicare line of business) working in an outpatient setting, and behavioral health practitioners as defined below.

In New York
+ Alcohol and Drug Counselors
» Applied Behavioral Analysts
« Assistant Behavioral Analysts
« Licensed Clinical Social Workers (LCSW)
+ Licensed Marriage and Family Therapist
« Licensed Mental Health Counselors (LMHC), based on MVP’s network need
» Licensed Psychologists (PsyD, PhD, or EdD)
« Licensed Psychoanalysts
+ Independent Nurse Practitioners (NP)-provided all other MVP credentialing criteria is satisfied

+ Independent Psychiatric Nurse Practitioners
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NYS Behavioral Health Participating Providers in the Medicaid line of business must certify that they will not seek
reimbursement from MVP for Conversion Therapy as defined by the Medicaid Model Contract.

In Vermont
« Licensed Clinical Mental Health Counselors (LCMHC)
+ Licensed Marriage and Family Therapists (LMFT)
» Licensed Clinical Social Workers (LICSW)
+ Master’s-Prepared Psychologists (MA, MS, or MACP)
+ Licensed Alcohol and Drug Counselors (LADC)
« Licensed Psychologists (PsyD, PhD, or EdD)
« Applied Behavioral Analysts (PhD, MA, MS)
« Assistant Behavioral Analysts (BA, BS)

+ Independent Advanced Practice Registered Nurse (APRN) - provided all other MVP credentialing
criteria is satisfied

Psychiatric Advanced Practice Registered Nurses (APRN) approved for solo practice by the state of Vermont may be
considered for credentialing based on network need.

A note regarding Registered Behavioral Technicians: MVP’s Medical Policy for Applied Behavior Analysis for Autism
Spectrum Disorder draws from tenets established in the Behavioral Analysts Certification Board (BACB)’s Practice
Guidelines for Healthcare Funders and Managers (https://casproviders.org/wp-content/uploads/2020/03/ABA-ASD-
Practice-Guidelines.pdf). These Practice Guidelines establish standards that are considered “best practices” of the
behavior analysis profession and provide that Registered Behavior Technicians receive specific, formal training before
providing treatment; A Registered Behavior Technician (RBT) credential is one way to ensure this training occurs.

At this time, MVP does not credential or register Behavior Technicians, but Participating Providers are expected to
adhere to these best practices. MVP recognizes the RBT credential as a best practice for Behavior Technicians.

CAQH Application Process

MVP is a member of the Council for Affordable Quality Healthcare (CAQH) credentialing initiative and uses the CAQH
Universal Credentialing DataSource application for Credentialing and Recredentialing to streamline Credentialing
and Recredentialing processes for our Participating Providers.

The CAQH Universal Credentialing DataSource is a free online service that allows practitioners to fill out one
application to meet the Credentialing and Recredentialing data needs of multiple health plans. Once the online
application is complete, practitioners only need to update information that has changed or expired and attest to the
accuracy of the data three times per year.

To register with CAQH or learn more about the Universal Credentialing DataSource, visit proview.cagh.org and
select the Register Now link.

Registered Practitioners

MVP is not required to Credential all practitioner types per state and federal regulations and/or accreditation standards
but are subject to MVP’s Registration Process. Certain Mid-Level practitioner types, such as non-independent Nurse
Practitioners (NP) or APRNs, Certified Nurse Midwives (CNM) who do not wish to be listed in the MVP directories,
Physicians Assistants (PA), Certified Registered Nurse Anesthetist (CRNA), and Registered Nurse First Assistant (RNFA)
are may be Registered in lieu of Credentialing. Variations may exist regarding Mid-Level Registration, depending on
individual state laws and/or IPA bylaws as below.
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NYS/VT

The following hospital-based inpatient practitioner types must be Registered:

« Hospitalists* (Internal Medicine, Pediatric, and Family Medicine)
» Emergency Department Physicians*

« Pathologists

+ Anesthesiologists*

+ Neonatologists*

+ Intensivists*

+ Certified Registered Nurse Anesthetists
» Non-independent Nurse Practitioners

» Registered Nurse First Assistants

+ Physician’s Assistants

« Licensed Master Social Workers (LMSW)

*Exceptions: Anesthesiologists who want to be designated as a Pain Medicine specialist; Neonatologists and
Intensivists who will provide services outside of the NICU or ICU; and Hospitalists who provide outpatient services
must be Credentialled. Emergency Physicians who also provide services in an urgent care center, or any other
outpatient setting, must be Credentialed. Exceptions may vary based on contractual requirements. Registration
forms may be found in the provider section of the MVP website at mvphealthcare.com/providers/join-mvp.

For more information, see Provider Responsibilities.

Locum Tenens

Please refer to Payment Policies for information referring to the locum tenens payment policy.

Virtual Practice Credentialing

Telehealth is a virtual service that allows providers to connect with Members remotely by leveraging digital forms
of communication technologies. Some health care providers are now able to provide medical services solely

via Telehealth, providing the full scope of their medical practice. All providers in a virtual practice must be fully
Credentialed/Recredentialed by MVP. MVP will review each virtual practice model of care, and reserve the right to
credential virtual practice specialty groups when the full scope of care is complete.

Emergency Response Credentialing

During a declared State of Emergency (SOE), to ensure adequate access to Members, MVP may expedite the
Credentialing of health care providers as set forth by State/Federal authorities or NCQA. Such expedited
Credentialing may include Provisional Credentialing or providers with temporary licensing due to such SOE or other
such licensing as directed by the State/Federal authorities or NCQA.

Emergency Response providers, designated by State/Federal authorities or NCQA as a team of practitioners deemed
appropriate to provide care to MVP Members in a specific state or locality, shall not be required to be Credentialed
prior to providing services to MVP Members unless required by State/Federal authorities or NCQA. Emergency
Response providers will be advised to follow the established MVP Locum Tenens policy (see Locum Tenens).
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Excluded and Precluded Individuals

If Medicare or Medicaid has sanctioned a Participating Provider, MVP may in its sole discretion, suspend or
terminate such Participating Provider from the applicable lines of business. If Medicare or Medicaid has excluded
or precluded the Participating Provider, MVP will administratively deny or terminate the Participating Provider from
MVP’s Medicare/Medicaid Network, as applicable. Participating Provider appeal rights may apply.

New York State Medicaid Program Enrollment

Participating Providers who bill for services for Medicaid Members must be enrolled in the New York State Medicaid
Management Information System (MMIS) with the exception of Licensed Master Social Workers, Licensed Mental
Health Counselors, Licensed Marriage and Family Therapists, Certified Registered Nurse Anesthetists, Behavioral
Analysts, Licensed Creative Arts Therapists, and Registered Dietitians unless they are also Certified Diabetes
Educators. Additional information regarding enrollment in the New York State Medicaid Program is available at
eMedNY.org. Please note that Certified Diabetes Educators must be under the supervision of a physician in a practice
setting to be eligible for enrollment in MMIS.

Criteria for Admission and Continued Participation
To participate with MVP, the following are required:

+ The appropriate education to obtain state licensure in the relevant practice area and completion
of one of the following residency programs: Accreditation Council for Graduate Medical Education
(ACGME), American Osteopathic Association (AOA), the Royal College of Family Physicians of Canada
(RCFPC), or the Royal College of Physicians and Surgeons of Canada (RCPSC), as applicable to the
profession. Physicians who were trained outside of the U.S. and Canada, or whose training was not
accredited by one of the entities, will be subject to additional review. MVP recognizes abdominal
transplant fellowships accredited by the American Society of Transplant Surgeons/Transplant
Accreditation and Certification Council (TACC).

Specialty listings will also be granted based on completion of one of the following recognized
fellowship programs: ACGME, AOA, RCFPC, RCPSC, or TACC, as applicable to the profession.

Board certification is not required of applicants unless it is a prerequisite for state licensure/certification.
However, applicants claiming board certification must be certified in accordance with the definition

of their specialty board. MVP recognizes the American Board of Medical Specialties (ABMS), American
Osteopathic Association (AOA), the Royal College of Family Physicians of Canada (RCFPC) and the

Royal College of Physicians and Surgeons (RCPSC) boards for physicians and other appropriate boards
for Certified Nurse Midwives, Lay Midwives, Diabetes Educators, Registered Dietitians/Nutritionists,
Podiatrists, Nurse Practitioners, Registered Nurse First Assistants, Oral Surgeons, and Behavioral Analyst.

Avalid license to practice medicine in the state where MVP Members are seen

Avalid Drug Enforcement Agency (DEA) Certificate or Controlled Dangerous Substances (CDS)
Certificate is required for physicians (MD, DO), Naturopaths (ND) who prescribe controlled substances,
Podiatrists (DPM), Oral Surgeons, Nurse Practitioners (NP-NY only), Independent Advanced Practice
Registered Nurses (APRN-VT only), and Certified Nurse Midwife (CNM) applicants for all states in

which they treat MVP Members. Naturopaths (ND) who do not prescribe medications must submit a
description of their scope of practice to be considered for an exception to this requirement.

Any Participating Provider whose specialty scope of practice includes prescribing medications must
have the ability to write prescriptions, including controlled substances, as applicable. Practitioners
with prescription limitations will be denied participation in MVP’s Network. Participating Providers
with a suspended, revoked, or restricted DEA Certificate or who have prescribing restrictions placed on
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their ability to provide a full scope of care to MVP Members, may be suspended or removed from the
Network and will not be considered for Recredential until such limitation has been removed.

+ Provide a minimum of five years’ work history. The practitioner must clarify employment gaps of six
months or longer. Any gaps in work history of greater than one (1) year must be fully documented in
writing on the CV, the CAQH application, MVP Re-Entry Plan form, or via email and signed by the applicant.

« A complete history of professional liability claims, including claims that resulted in settlements or
judgments paid by, or on behalf of, the practitioner.

« Proof of current malpractice insurance coverage with minimum coverage amounts of $1 million per
incident and $3 million annual aggregate and the absence of excessive malpractice claims for the area
and type of practice as determined by the MVP Credentialing Committee.

» A completed CAQH application containing a signed attestation statement and release that includes:
B A history of loss of license and/or felony convictions
® History of loss or limitation of privileges or disciplinary activity

® Reasons for any inability to perform the essential functions of the position, and that could
impact the ability to deliver adequate care to MVP Members, with or without accommodation

W Certification that physician/practitioner is free of any physical or mental conditions that
could impact his/her ability to deliver adequate care to MVP Members

® Certification of a lack of presentillegal drug use
® Current malpractice insurance coverage
M The correctness and completeness of the application

« Reasonable office hours in order to maintain adequate access to care. PCPs for MVP Medicaid Members
must maintain a minimum of 16 hours per week at one location.

+ MDs/DOs, Oral Surgeons, DPMs, NPs, and CNMs must maintain clinical privileges in good standing, as
appropriate to their specialty, on the medical staff of an MVP participating hospital designated by the
practitioners as their primary admitting facility or demonstrate proof of coverage for admissions and/
or inpatient coverage as outlined in MVP criteria.

» Oral Surgeons must possess a valid and current anesthesia certificate and proof of current Advanced
Cardiac Life Support (ACLS) certification.

+ Dentists who provide conscious sedation, deep sedation, or general anesthesia outside of a hospital
setting must provide a copy of the appropriate certificate(s) issued by the state for the level of sedation
and age of the patients being treated.

« Comply with MVP medical record, accessibility, and office site standards

If the Participating Provider is in an area where MVP contracts with an Independent Practice Association, then
participation with MVP may be contingent upon (1) the contractual relationship between MVP and the IPA; (2) the
provider’s admission into the IPA; and (3) the specific criteria for admission such IPA.

The criteria as outlined in the section above may change periodically. Contact your Professional Relations
representative for the most current criteria.

Notification Time Frames for New Applicants

MVP will comply with the state regulatory notification time frames in processing applications for participation as
specified by the state in which the practitioner is located.
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New York State

« MVP shall complete review of the health care professional’s application to participate in MVP’s network
and shall, within 60 days of receiving a Completed File and all required documentation to participate
in the MVP’s network, notify the health care professional as to:

® Credentialing approval or denial; or

K Additional documentation is required. MVP may require additional time to decide due to the
failure of a third party to provide necessary documentation (“incomplete file”). MVP shall make
every effort to obtain such information as soon as possible and shall make a final determination
within 21 days of receiving the Completed Credentialing/Recredentialing Application.

Note: For applicants that are (1) newly licensed health care professionals or (2) a health care professional who

has recently relocated to New York from another state and has not previously practiced in New York, and who are
joining a participating group in which all members of the group currently participate with MVP, (3) New York State
physicians who are employed by MVP Network licensed general hospital, licensed diagnostic and treatment center
or Mental Health Law licensed facility whose other employed physicians are Participating Providers in the MVP
Network or, (4) newly trained Medicare practitioners that are contracting with MVP in the Medicare line of business
and have completed all appropriate training and education within the last twelve months, the applicant shall be
eligible for provisional Credentialing as of the 61st day of the application if:

+ The applicant has submitted a Complete Application and any requested supporting documentation; and

+ The applicant provided written notification to the MVP Senior Leader, Credentialing, including a
statement that in the event the applicant is denied, the applicant or the applicant’s group practice:

B Shall refund any payments made for in-network services provided during the period of
provisional Credentialing that exceeds the Member’s out-of-network benefits; and

® Shall not pursue reimbursement from the Member, except to collect the co-payment or
co-insurance that otherwise would have been payable had the Member received services from a
Participating Provider.
Vermont

+ MVP shall notify a practitioner applicant concerning an incomplete Credentialing Application not later
than 30 business days after MVP receives the Completed File.

+ MVP shall notify a practitioner concerning the status of the practitioner’s Completed Credentialing
Application not later than:

® 60 days after the MVP receives the Completed File: and

® Every 30 days after the notice is provided until the MVP makes a final Credentialing determination
concerning the practitioner.

Delegated Credentialing

MVP may, in its sole discretion delegate its Credentialing to a third-party delegate to act on its behalf in matters of
approval, termination, and appeal. MVP shall remain accountable for the overall Credentialing delegation oversight
and retains the right to approve, suspend, or terminate individual Participating Providers.

Directory Listing
Prior to being listed in MVP’s Directories and/or marketing or Member materials, the following must be in place:

» An executed Participation Services Agreement with MVP or with an affiliated IPA/PO/PHO
+ A completed Credentialing Application reviewed and approved by the MVP Credentialing Committee
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Physician applicants who are not ABMS, AOA, RCFPC, or RCPSC board-certified or have not completed an accredited
training program recognized by MVP requesting specialty listings must supply additional information in support of
such request for a specialty listing.

MVP only lists the ABMS/AOA specialties and the ABMS/AOA sub-certificates of the specialties in physician specialty
listings. MVP also recognizes transplant surgery as a sub-specialty for physicians trained at a TACC-accredited
fellowship. MVP may recognize other specialties if mandated to do so by state and/or federal regulations.

Confidentiality of Practitioner Information

MVP complies with all applicable state and federal laws regarding the confidentiality of practitioner data and
information. Steps taken to safeguard practitioner information include, but are not limited to, maintenance of files in
locked cabinets, password-protected databases, limiting access to date to appropriate personnel, and confidentiality/
conflict of interest statements signed by MVP personnel and Credentials Committee members annually. MVP has
policies and procedures surrounding how Credentialing information is stored, modified, and secured in compliance
with NCQA requirements.

General Practitioner Rights

Right of Practitioners to Be Informed of Application Status

Applicants have the right to be informed of the status of their credentialing or recredentialing application. MVP,
upon direct verbal or written request from the applicant, will notify the applicant of their application’s status.

Right of Practitioners to Review Information

Applicants have the right to review the information obtained from any outside primary source that is presented

to the Credentials Committee in support of their credentialing and/or recredentialing application. Upon written
request, MVP will make its Credentialing and recredentialing criteria available to all applicants. Release of
information obtained from a third party will be subject to the consent of the third party. Recommendations, letters
of reference, and other peer review protected information are not subject to this disclosure. MVP also acknowledges
that information obtained from the National Practitioner Data Bank or other outside entity that is not allowed to be
released will not be released to the practitioner.

Right to Correct Erroneous Information Submitted by Another Party

MVP will notify the applicant of any information obtained during the credentialing and/or recredentialing process
that varies substantially from the information given to MVP by the practitioner. The applicant will have seven (7)
calendar days from notification to clarify and/or correct such discrepancies.

Change in Information

MVP requires applicants and Participating Providers to immediately notify MVP in writing of any change in
information relative to their application. This information includes, but is not limited to, demographic changes to
their practice, malpractice coverage, new malpractice actions, or updated information on a previously pending
actions, as well as any adverse actions taken by state or federal agencies, hospitals, or other health plans.

Non-compliance with Recredentialing

Failure to meet Recredentialing criteria or non-compliance with the Recredentialing process will result in
termination of participation in MVP’s Network. Non-compliance with the Recredentialing process includes, but it’s
not limited not responding to or returning requests for the Recredentialing application (a CAQH application that
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has been re-attested to within the past 90 days and to which MVP has been authorized access) and all supplemental
information within 14 calendar days from the date of request.

Compliance with MVP Protocols

MVP monitors Participating Provider compliance with MVP Protocols. Non-compliance is identified as failure to
follow MVP Protocols including but not limited to, prior authorization, unauthorized out of plan referrals, balance
billing of Members, and general lack of cooperation with MVP staff.

Performance Monitoring

To ensure Participating Providers continue to meet MVP guidelines, MVP tracks performance through three-

year Recredentialing cycle. Information related to Participating Provider’s performance is collected by the QI

and includes site visit scores, Ql investigations, Member complaints, and issues related to non-compliance

with MVP Protocols, as well as various quality metrics as determined by the QI Department. Data is reported to

the Credentials Committee at the time a Participating Provider is Recredentialed and such data is used by the
Committee in its decision-making process. In some cases, the QI Department will perform immediate intervention,
including, but not limited to, a request for a Corrective Action Plan or early review by the Credentials Committee.
As an example, any two complaints regarding record keeping practices or office conditions will trigger a site
assessment, regardless of specialty.

Participating Providers receiving five or more complaints of any type, and from any source, within a three-year
period will be subject to review by the Credentials Committee. In addition to the data gathered for the review of
Participating Provider, the data collected by the QI Department is presented to the Credential Committee in a semi-
annual aggregate report. Further details regarding the quality metrics used in performance monitoring quality can
be found in Quality Improvement.

Ongoing Monitoring

Ongoing monitoring is the monitoring of Participating Providers between Recredentialing cycles and the
assessment of adverse events such as readmissions, unexpected death, accessibility issues, and complications
of therapy pertaining to performance. This activity includes, but is not limited to, the monitoring of state license
sanctions, Medicare and/or Medicaid sanctions, Medicare opt out reports, Medicare precluded practitioners,
adverse events, a determination of fraud, and/or other criminal charges/convictions.

MVP Credentialing Committee—Processes and Procedures

The MVP Credentialing Committee reports to the MVP Quality Improvement Committee and reviews Credentialing
and Recredentialing applications for participation in the Network and may considers recommendations any
applicable IPA Credentials/membership committees.

Notification of Credentialing Committee Decision
Credentialing Approval. Upon approval of the Participating Provider MVP shall:
« Assign a provider number

» Notify the applicant of the approval decision, within 60 calendar days of the approval date through a
“welcome letter”

+ Add the Participating Provider’s name to the MVP Directory at the next publishing date
« Provide Participating Provider and office staff orientation to MVP procedures, as appropriate

Recredentialing Approval. Upon Participating Provider’s Recredentialing approval, Participating Provider shall
continue to be listed in the Provider Directory.
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Credentialing Denial. Upon denial of a new Credentialing applicant MVP shall:

+ Notify the applicant and/or any affiliated IPA in writing within 60 calendar days of the denial decision
by the MVP Chief Medical Officer or his/her designee

« If the applicant is licensed and practicing in Vermont, the physician/practitioner will have appeal
rights as outlined in Vermont Rule 10.203(F)(9) and 10.203(1)

« If the physician applicant applied for participation with a Medicare product, the physician will be
permitted to request a review of the decision by presenting information and views on the decision

Recredentialing Denial. Upon termination of a Participating Provider, MVP shall:

+ Notify the Participating Provider and/or any affiliated IPA in writing of the termination decision by the
MVP Chief Medical Officer or his/her designee

+ Advise Participating Provider of any applicable right to a hearing or review

Termination Process for Participation with MVP

If the MVP Credentials Committee proposes to suspend or terminate a Participating Provider such Participating
Provider will be notified in writing of the decision. Such notice will state:

» The MVP Credentials Committee’s decision

+ The nature of the basis for the Committee’s decision. For Medicare Advantage Participating Providers,
the reason shall include, if relevant, the standards and data used to evaluate the Participating Provider
and the numbers and mix of practitioners needed for the MVP Network.

« The Participating Provider’s right to request a hearing or review of the decision before a hearing panel
appointed by MVP

+ Atime limit of 30 calendar days to request a hearing or review and a description of the way a request
may be properly made to MVP

Upon receipt of the notice of proposed termination, the Participating Provider has 30 calendar days to request

a hearing before the hearing panel. Failure to request a hearing or review within 30 calendar days shall result in
termination of a Participating Provider’s participation or contract with MVP. If a hearing is requested during the
30-day notice period, MVP will notify the Participating Provider of the scheduled hearing date. The hearing must
be held within 30 calendar days of receipt of the request. The 30-day time limit may be extended by agreement of
MVP and the Participating Provider.

If such an extension is agreed to, Participating Provider shall sign a waiver evidencing his or her consent to such
extension. The hearing panel shall be composed of at least three persons appointed by MVP, the majority of whom
shall be clinical peers in the same discipline and the same or similar specialty as the Participating Provider under
review. The hearing panel will render a decision, and a copy of such decision will be memorialized in writing and
mailed to the Participating Provider in a timely manner. Decisions will include one of the following: reinstatement,
provisional reinstatement with conditions set forth by MVP, or termination. The effective date of the termination
shall be not less than 30 days after Participating Provider’s receipt of the hearing panel’s decision. In no event shall
termination be effective earlier than 60 days from the Participating Provider’s receipt of the notice of termination.

Summary Suspension/Termination of Participation

MVP may Summarily Terminate or Summarily Suspend a Participating Provider’s participation in the Network
immediately for the reasons defined below.

Summary Suspension:
+ Casesinvolving actions or accusations that may represent imminent harm to patient care
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+ A charge of fraud by a competent state of federal legal authority
» Cases where the actions raise the potential for financial or administrative damage to MVP

« A preliminary disciplinary action or pending investigation by the New York State Office of Professional
Medical Conduct, other state licensing board, or other governmental agency that might impair the
Participating Provider’s ability to practice

« Physical or behavioral impairment that may impede or limit the Participating Provider’s ability to
provide appropriate medical care

Summary Termination:
« Cases involving actual orimminent harm to patient care
+ Cases involving a determination of fraud by a competent state or federal legal authority
+ Adetermination of fraud by the MVP Special Investigation Unit

« Afinal disciplinary action that has been take against the Participating Provider by a state licensing
board or other governmental agency that impairs the Participating Provider’s ability to practice

« Participating Provider’s license in the state where they see MVP Members is expired or showing as
not registered

A Participating Provider does not have the right to appeal a summary suspension/summary termination.
Summary Suspension/Summary Termination of a Participating Provider’s participation in the Network shall

be effective immediately upon notice to the Participating Provider. Participating Provider contracted for the
Medicare Advantage Plan network have the right to appeal a Summary Suspension or Summary Termination.
The requirement to hold the hearing within thirty (30) days of the Participating Provider’s request does not apply
in the case of a Summary Suspension.

Vermont Participating Provider are entitled to request a review of a decision to reduce, suspend, or terminate
privileges.

A Participating Provider’s suspension may not exceed thirteen (13) months. When the Participating Provider
reaches a twelve (12) month period of suspension, they will be notified of the pending termination upon reaching
a thirteen (13) month period of suspension and will be offered the right to appeal the termination.

Reasons MVP May Not Terminate

MVP may not terminate a contract or Participating Provider solely because the Participating Provider has:

» Advocated on behalf of an enrollee
+ Filed a complaint against MVP
« Appealed any MVP decision

« Provided information or files a report pursuant to Section 4406-c of the Public Health Law of the State
of New York

+ Requested a hearing or review pursuant to Section 4406-d of the Public Health Law of the State of New York
+ Discussed treatment options with Members
» Reported, in good faith, to state or federal authorities any act or practice by MVP that jeopardizes
patient health or welfare
Reporting Requirements

MVP shall report to state professional disciplinary agencies and/or the federal National Practitioner Data Bank
(NPDB) as per applicable state and/or federal laws.
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Review Process for Medicare Advantage Physicians

Physicians denied participation who have applied for participation with a Medicare product are permitted to
present information and their views on the decision. The physician must request the review within 30 days of
receipt of the denial notification letter.

Reapplication for Participation
« Practitioners who are denied participation must wait one year before they may reapply.

« Participating Provider whose participation is involuntarily terminated (except for non-compliance with
recredentialing) must wait a minimum of three years or as required by regulatory bodies. If terminated
due to a license action, the action must be fully resolved before reapplication will be allowed.

« Participating Provider who voluntarily resign their participation due to an unwillingness to meet criteria
or due to contractual issues will be required to wait one year before they will be allowed to reapply.

» Participating Provider who were suspended and/or terminated due to pending criminal charges that were
resolved in the Participating Provider’s favor (charges that were dismissed/dropped or the Participating
Provider was acquitted of all charges) will not be subject to a waiting period for reapplication.

Practitioner Leave of Absence

Participating Provider shall notify MVP prior to taking a leave of absence (LOA) that will last more than 90 days. The
following guidelines apply to Participating Provider taking a LOA longer than 90 days:

» LOA may be contingent upon MVP or IPA approval, if applicable

« Participating Provider must complete the MVP Leave of Absence form and return it to their
Professional Relations Representative at least 30 days prior to the start of their leave except in
urgent or emergent circumstances. The Leave of Absence form can be found on the Forms page on
mvphealthcare.com.

+ The covering practitioner must be a Participating Provider.
» The specialty of the covering practitioner must fall within the MVP accepted covering rules.
« The Participating Provider’s membership will be voluntarily suspended at the beginning of the leave.

« Participating Provider returning from a LOA of less than 13 months will be reinstated as a Participating Provider
if there has been no change to their specialty, spectrum of services provided, physical or mental health, nor any
other substantive change in the Participating Provider’s ability to provide care to MVP Members.

« Participating Provider must provide proof of current malpractice coverage prior to reinstatement.

« Participating Provider’ LOA may not extend beyond 13 months. Practitioners returning from a LOA of
more than 13 months must reapply for participation via the Credentialing process.

+ An “indefinite” LOA shall be regarded as an LOA exceeding 13 months.

» When a LOA extends beyond 13 months, the Participating Provider will be notified of pending termination
and will be offered appropriate appeal rights as per state and federal regulations.

Facility/Organizational Provider Credentialing Guidelines

To be compliant with NCQA credentialing guidelines and MVP policy, MVP Credentials and Recredentials participating
organizational providers every three years. MVP Credentials the following organizational Participating Provider:

« Adult Day Care programs

« Ambulatory mental health and alcohol/substance use disorder treatment facilities
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« Bariatric surgery centers*

» Clinical laboratories

+ Federally Qualified Health Centers (FQHC)

+ Free-standing ambulatory surgery centers (ASC)

+ Free-standing dialysis centers

+ Free-standing radiology centers

+ Free-standing rehabilitation centers (mental rehab and physical rehab only)
« HIV/AIDS Day Care programs

« Home health/infusion agencies/home health agencies providing Personal Care Assistant Services
« Hospice

+ Hospitals

+ Hyperbaric Medicine Treatment Centers

+ Long-term care facilities

« Portable/Mobile X-ray Suppliers

« Psychiatric hospitals

 Residential alcohol/substance use disorder treatment facilities

« Skilled nursing facilities (SNF)

+ Transplant programs*

» Urgent Care Centers (UCC)

« Ventricular Assisted Device Facilities (LVAD)*

*Indicates Center of Excellence Program

Criteria for Facility/Organizational Provider Participation with MVP

To participate with MVP the Facility/Organization Provider must mee the following requirements:

+ Operating Certificates/Licensure/Certification: A current and active operating certificate or
licensure in the state where MVP Members are serviced is required, where applicable.

« Participation in Medicare (Title XVIII of the Social Security Act) and Medicaid (Title XIX of the
Social Security Act): If contracted for services to Medicare and/or Medicaid Members, documentation
of participation in those programs is required, where applicable.

+ General Liability and Professional Malpractice Insurance: Proof of general liability and professional
malpractice insurance coverage is required with minimum coverage amounts of $1 million per incident
and $3 million aggregate

+ Malpractice History: MVP will obtain written confirmation from the applicant for the past 10 years
of malpractice settlements (three years at time of recredentialing). Applicants with any history of
malpractice cases are required to fully document, in writing, the case specifics. As per New York State
Public Health Law, hospitals are not required to disclose information regarding malpractice claims.

» Application and Attestation: A completed MVP application (excluding CAQH application) containing a
signed attestation statement is required for initial Credentialing and at Recredentialing.
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Accreditation

Organizational providers must provide proof that they have been reviewed and are accredited by one of the following:

Entity Abbreviation Facility Type

Hospitals/SNFs/Home Health/FQHCs/SBHCs, ASCs,

The Joint Commission e Urgent Care Centers, Ventricular Assisted Devices

The American Osteopathic Association

Healthcare Facilities Accreditation Program HFAP Hospitals/FQHCs/SBHC
Accreditation Association of Ambulatory .

HealthCare AAAHC Freestanding Ambulatory Surgery Centers
American College of Radiologists ACR Free Standing Radiology Centers
Det Norske Veritas Health Care Inc. DNV Hospitals/SNFs/FQHCs/SBHCs
Community Health Accreditation Program CHAP Home Health Care and Hospice
Clml'c?l L::\boratory Certification/Amendment CLIA Lab

Certification

Comprehensive Bariatric Surgery Center

as designated by the American College of Surgeons

and the American Society for Metabolic and Bariatric MSBAQIP Bariatric Surgery Centers

Surgeons (ASMBS) Metabolic and Bariatric Surgery
Accreditation and Quality Improvement Program
(MBSAQIP)

Foundation for the Accreditation of Cellular
Therapy (FACT) FACT Bone Marrow Transplants
for bone marrow transplants

Accreditation as a Level 1, 2, or 3 Hyperbaric
Treatment Center by the Undersea and UHMS Hyperbaric Treatment Centers
Hyperbaric Medical Society

Comm'is'siOEI on th'e 'Af:creditation of CARF Day Treatment Health C_enters (Adult and HIV/AIDS)
Rehabilitation Facilities and Rehabilitation Facilities

National Dialysis Accreditation Commission NDAC Dialysis Centers

Urgent Care Association of America ACAOA Urgent Care Centers

National Urgent Care Center Accreditation NUCCA Urgent Care Centers

Behavioral Health and Substance Use Disorder
Council on Accreditation COA Facilities/Private and Public Behavioral Health and
Community-Based Social Service Agencies

Non-accredited organizational providers will be considered for participation based on Network need as defined by
MVP. Non-accredited organizational providers must supply MVP with a copy of their CMS or state review and meet

any additional requirements. The organizational provider must demonstrate satisfactory completion of an on-site

quality assessment using MVP-developed assessment criteria.
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Site Visit

The organizational provider must meet MVP’s facility site standards. The facility reviews focus on patient safety,
access and availability, confidentiality, emergency services, Credentialing processes, and quality-improvement
processes. The corresponding medical record review is tailored to address the specific needs of each of these

facility types. For a copy of the criteria for any of these facilities, contact the Credentialing Department at
credentialing@mvphealthcare.com.

A CMS or state review may be substituted for an MVP-conducted site review. If MVP is using a state review in lieu of
an MVP-conducted site visit, MVP must verify that the review was completed within the time limits and meets MVP’s
site visit standards. In this instance, organizational provider applicants must provide a copy of the CMS or state
review report performed within the previous 36 months and a copy of the organization’s QI Plan and Credentialing
Process. MVP is not required to conduct a site visit if the state or CMS has not conducted a site review of critical
access hospitals and the hospital is in a rural area, as defined by the U.S. Census Bureau.

Access Standards

The facility must meet MVP Access Standards for appointment availability, as applicable. (See QI policies and
procedures on Access Standards).

Special Requirements for Home Health Agencies Providing Personal Care Assistant Services to
New York State Medicaid Recipients

Home health agencies that provide Personal Care Assistant services are required to attest that the agency has policies,
procedures, programs, and protocols to demonstrate compliance with NYS Medicaid Standards for the following:

+ The level of personal care services provided and title of those providing services
« The criteria for selection of persons providing personal care services
+ Compliance with the requirements of the Criminal History Record Check Program (NYCRR Part 402)

+ That training, approved by the NYS DOH, is provided to each person performing personal care services,
other than household functions

+ The agency assigns appropriate staff to provide personal care services to a Member according to
MVP’s authorization for the level, amount, frequency, and duration of services to be provided

+ There is administrative and nursing supervision of all persons providing personal care services

+ The agency’s administrative supervision assures that personal care services are provided according to
the MVP’s authorization for the level, amount, frequency, and duration of services to be provided

+ The administrative supervision includes the following activities:

® Receipt of theinitial referrals from MVP, including its authorization for the level, amount, frequency,
and duration

® Notifying MVP when the agency providing services accepts or rejects a Member

® When accepted, the arrangements made for providing personal care services iv. When rejected, the
reason for such rejection

» The agency promptly notifies the MVP when the agency is unable to maintain case coverage

+ The agency provides nursing supervision to assure Member’s needs are being met

Exemptions for NYS-Approved Children’s Managed Care Transition Program
and Health Home Program

Effective October 1, 2019, when contracting with organizations or facilities approved by the New York State
Department of Health for services provided to medically fragile children and Health Home program recipients,
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MVP shall not perform separate Credentialing of Behavioral Health or other health care practitioners employed by
organization or designated as an approved provider by the Department of Health.

Exemptions for NYS-Licensed 29-1 Voluntary Foster Care Agencies

« Effective July 1, 2021, when credentialing a licensed 29-1 health facility, MVP shall accept DOH
designation, licensure, or operating certificates in place of, and not in addition to, any credentialing
process for individual employees, subcontractors or agents of such providers.

« 29-1 health facilities licensed to provide primary care may elect to credential as a PCP with MVP.
The individual designated as the 29-1 health facility PCP must meet the credentialing standards and
requirements of MVP. Credentialing solely as a 29-1 health facility is not sufficient for an individual to
be credentialed as a PCP.

« MVP shall collect and accept program integrity related information (fraud, waste, and abuse) as part of
the licensing and certification process.

« MVP requires that such providers shall not employ or contract with any employee, subcontractor, or
agent who has been debarred or suspended by the federal or state government, or otherwise excluded
from participation in the Medicare and Medicaid programs.

Exemptions to Credentialing Process for HARP HCBS Designated Providers and OMH and OASAS
Certified Organizations and Facilities

+ When credentialing HARP, HCBC designated providers and NYS licenced OMH-certified, and
OASAS-certified organizations, MVP shall accept OMH and OASAS licenses, operations, and certifications
in place of, and not in addition to, any Credentialing process for individual employees, subcontractors,
or agents of such organizations.

+ MVP shall collect and accept program integrity-related information (fraud, waste and abuse) as part of
the licensing and certification process.

+ MVP requires that such providers shall not employ or contract with any employee, subcontractor, or
agent who has been debarred or suspended by the federal or state government or otherwise excluded
from participation in the Medicare or Medicaid program. Refer to the Provider Responsibilities section
of this document for additional information.

« A New York State mental health facility that participates in the Medicaid lines of business must certify
that it will not seek reimbursement from MVP for Conversion Therapy provided to any Member.

+ MVP reports to the State of New York OMH and OASAS at least quarterly regarding provider performance
deficiencies and corrective actions related to performance issues. In addition, MVP reports any serious or
significant health and safety concerns to OMH and OASAS immediately upon discovery.

MVP Credentialing Committee

The MVP Credentials Committee, which reports to the MVP QI Committee, reviews the credentials of organizational
providers for participation in the MVP Network.

Change in Information

MVP requires organizational Credentialing and Recredentialing providers to immediately notify MVP in writing of
any change in information relative to their application or any other information that is being verified as part of
Credentialing or Recredentialing.
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Non-compliance with Recredentialing

Failure to meet Recredentialing or non-compliance with the Recredentialing may result in termination of
participation. Non-compliance is defined as not responding to or returning requests for the recredentialing
application and all supplies.

Compliance with MVP Protocols

MVP monitors Participating Provider compliance with company policies and procedures. Non-compliance is
identified as failure to follow MVP Protocols for prior authorization of services, unauthorized out of plan referrals,
balance billing of Members, and general lack of cooperation with MVP.

Notification of Credentialing Committee Decision

Following a complete review of the organizational provider’s credentials application, the MVP Credentialing
Committee will approve or deny the organizational provider.

+ Upon approval of a new organizational provider applicant, MVP will notify the applicant of the
approval decision and assign a provider number.

+ Upon denial of a new organizational provider applicant, MVP will notify the applicant in writing of
the decision.

+ Upon termination of a Participating Provider, MVP will notify the Participating Provider in writing of
the decision.

Denial or termination of organizational providers will not be subject to appeal.
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Participating Provider Responsibilities Overview

This Section is an overview of MVP Participating Provider roles and responsibilities for which all Participating
Providers are accountable. We have created this MVP Provider Policies and Payment Policies with direction and
guidance around the basic operational processes for Participating Providers to help make working with MVP simple.
Please note that Participating Provider Groups and facilities are responsible for providing access to this PRM to their
in-network Participating Providers. Please refer to your Provider Services Agreement or Facility Services Agreement
(individually and collectively referred to herein as the “Provider Agreement”) or contact a Provider Relations
representative if you have any questions or need further information.

Participating Provider Training

All Participating Providers are required to provide appropriate training for their employees and applicable
subcontractors within ninety (90) days of hire and annually thereafter. Such training shall cover compliance
programs that may include but are not limited to Fraud, Waste and Abuse (FWA) training, Potential Quality Issues
(PQI), and the HIPAA Provider Review requirements. Participating Providers must agree to permit DOH, DFS, or any
other regulatory agency as required, to conduct on-site evaluations periodically in accordance with current state
and federal laws and regulations and to comply with the agency’s recommendations, if any. Additional trainings
may be required depending on Product participation (e.g. Cultural and Linguistic Competency, Foster Care,

HARP, HCBS and CHCBS training for Government Programs). Participating Providers must give DFS, HHS, the U.S.
Government Accountability Office (U.S. GAO), any Peer Review Organization (PRO) or accrediting organizations,
their designees, and other representatives of regulatory or accrediting organizations the right to audit, evaluate, or
inspect books, contracts, medical records, patient care documentation, other records of contractors, subcontractors
or related entities for services provided on behalf of MVP for the time-period required by applicable law following
the termination of the Provider Agreement or the completion of an audit, whichever is later.

Participating Provider Insurance Requirements

Throughout the term of the Provider Agreement, Participating Providers must maintain a malpractice, general
liability and any other insurance and bond in the amounts usual and customary for Covered Services provided with
a licensed managed care company admitted conducting business in the State of New York (or State of Vermont,

as applicable) and acceptable to MVP. In the event Participating Providers procure a “claims made” policy as
distinguished from an occurrence policy, such providers must procure and maintain prior to termination of such
insurance, continuing “tail” coverage or any other insurance for a period of not less than five (5) years following
such termination. Participating Providers must immediately notify MVP of any material changes in insurance
coverage or self- insurance arrangements and must provide a certificate of insurance coverage to MVP upon MVP’s
request. Copies of insurance policies and/or evidence of self-insurance must be provided to MVP upon request.

Compliance with the Federal “No Surprises Act” (NSA)

MVP employees, business partners, and contracted Providers must comply with the Consolidated Appropriations
Act, 2021, which includes a federal law commonly referred to as the “No Surprises Act.” Among other provisions,
this Act established federal prohibitions against “surprise bills” to members and requires increased transparency
of medical service pricing. Most requirements of the Act became effective on January 1, 2022.

As a matter of general practice, health plans are required to hold members harmless from balance bills for certain
out-of-network care that meets the criteria (e.g., emergency services or care by a non-participating provider at an
in-network facility where prior informed consent was not obtained. Such out-of-network “surprise bills” must then
be attributed to a Member’s in-network deductible. Exceptions may apply.

The Act further establishes an independent dispute resolution process to resolve payment disputes between
health plans and providers. All MVP resources and materials are developed and maintained in compliance with
this Act, as well as other applicable state and federal laws.
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Compliance with the Americans with Disabilities Act (ADA) Act of 1990 (rev. 2008)

MVP employees, business partners, and contracted Providers must comply with ADA requirements, as amended, and
including but not limited to compliance with Section 504 of the Rehabilitation Act of 1973 that prohibits discrimination
in connection with service availability, accessibility, delivery and other administrative actions on the basis of disability.
Members with disabilities must be provided with an equal opportunity to receive health program benefits and
services. Amongst other responsibilities, MVP and Participating Providers must ensure that electronic and information
technology be accessible to Members with disabilities and special needs. Web pages, portals and other electronic
forms of communication need be compliant with these standards. Any documents provided on Member-based portals
must also be compliant with Section 504 standards allowing the use of assistive reading programs.

Language Assistance for Limited English Proficiency (LEP)

MVP assesses the linguistic needs of its Members to ensure Members have access to translation and interpretation
services for medical services, customer service, and health plan administrative documentation, as needed and in
accordance with Title VI of the Civil Rights Act of 1964 and NYS law and regulations. MVP ensures Members receive
access to translated or alternative format documents and communication as necessary, including for Members
who are visually and hearing impaired.

Confidentiality and Protected Health Information (PHI)

MVP and Participating Providers are considered “Covered Entities” under the HIPAA Privacy Rule and must comply
with the strictest applicable federal and state standards for the use and disclosure of PHI. MVP and Participating
Providers are required by federal and state laws to protect a Member’s PHI and are also required to immediately
report any breach in confidentiality. MVP maintains physical, administrative, and technical security measures to
safeguard PHI; it is important that any delegated entities maintain these safeguards of PHI as well.

MVP Provider Directory

Health care providers who have satisfied MVP’s Credentialing requirements and have executed a Provider Services
Agreement with MVP or a Provider Organization (i.e., IPA, PHO, PO) will be listed in MVP’s Provider Directory. MVP’s
Provider Directory may be searched for in-network Participating Providers, Specialists, lab facilities and more.

The Primary Care Physician’s Roles and Responsibilities

The primary roles and responsibilities of Primary Care Physician (PCP) are to coordinate all the Member’s health
care needs recommended for their age as outlined by the Participating Provider’s Provider Services Agreement and
the MVP Quality Improvement (Ql) Department. Participating Providers agree not to differentiate or discriminate

in the treatment of the Member based on race, sex, age, religion, place of residence, handicap, health status, or
payment source.

A PCP may be selected from the following types of Participating Providers:
+ Credentialed Nurse Practitioner (see Credentialing specific requirements)
+ Family Practitioner
+ General Practitioner
+ Geriatrician (for Medicare Members only)
+ Internist
+ Obstetrician/Gynecologist
+ Pediatrician

« Specialist under the conditions set forth in this section
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Health care providers who have satisfied MVP’s credentialing process and have a Provider Services Agreement with
MVP or a Provider Organization (i.e., IPA, PHO, PO) will be listed in MVP’s Participating Provider directory.

Common PCP services include:

Initial examinations, including screenings, history, and lab/diagnostic procedures
Patient and parent counseling (as applicable to minors)

Immunizations

Additionally, the PCP:

Maintains the medical records for each patient

Determines the appropriate plan of treatment

Authorizes referrals to MVP participating specialists (see Utilization and Case Management for details),
when necessary

Behavior Health Screening for all Medicaid, CHP, and HARP Members, and

Meets or exceeds the access standards as set by MVP

Hourly Requirements of PCPs for Government Programs (Medicaid, HARP, CHP)

To be considered a PCP for Government Program Members, a Participating Provider must practice at
least 16 hours per week at that site.

Member Ratio Requirements for Government Programs (Medicaid, HARP, and CHP)

MVP reports the ratio of Medicaid Managed Care and Child Health Plus Members to certain Providers
on a quarterly basis. Any Credentialed PCP or Credentialed Nurse Practitioner exceeding the
enrollment ratio of 1,500 Members-to-Provider will have their panels closed to new Members until
their numbers fall below the accepted ratios. PCPs must provide Government Program Members
with access to care via face-to-face or on-call coverage 24/7. PCPs may not routinely refer Members
to emergency rooms for after-hours care. PCPs using an answering machine for after-hours coverage
must direct Members how to access a live person.

Member Selection of a PCP

The following MVP Products require Members to select a participating PCP to provide primary care services to
Members and who is responsible for maintaining continuity of care provided to Members:

Child Health Plus

Dual Special Needs Program (DSNP)
Health and Recovery Plans (HARP)
Medicaid Managed Care

Medicare Advantage HMO

MVP HMO Including all Exchange Products
MVP POS

MVP Select Care (ASO) HMO

MVP Select Care (ASO) POS
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PCP Member Roster

Once a Member selects a PCP, the Member’s name will appear on the PCP Member Roster. PCP Member Rosters can
be accessed anytime by logging onto your Provider account at www.MVPHealthcare.com, select View PCP Member
Roster.

Specialist or Specialty Care Center as a PCP

Certain MVP Products allow for a Specialist or a Specialty Care Center to be designated as a Member’s PCP. MVP
defines Specialty Care Center as centers accredited or designated as such by a state or federal agency or by a
voluntary national health organization as having special expertise in treating the life-threatening disease or
condition or degenerative and disabling disease or condition.

« NY HMO, Medicaid, CHP and HARP Only. For current and newly enrolled Members with a life-
threatening, disabling, or degenerative disease or condition that requires prolonged specialized
medical care, the specialist or a Specialty Care Center may be considered as a PCP. If a Member is
using a Behavioral Health Clinic that also provides primary care services, the Member may select his or
her lead Participating Provider to be a PCP.

« The specialist or Specialty Care Center assumes the responsibility to coordinate all primary care
services and to authorize referrals for specialty care (see Utilization Management for details), lab
work, hospitalizations, and all other health care needs.

Member Changing PCP

Members are able to change their PCP at any time. Medicaid Managed Care, HARP, and CHP ID Cards list the
Member’s PCP. A new Member ID card will be issued upon a new or change in PCP selection.

PCP Auto Assignments

Government Programs Members may select a PCP upon enrollment. If a Member has not selected a PCP within
twenty-four (24) hours of enrollment a PCP will be assigned based on the following criteria:

+ Member’s geographic location
« Specific health considerations
+ Language and age, if appropriate

A Member will also be auto assigned a new PCP within fifteen (15) business days of notification from a PCP who will
no longer participate with MVP.

PCP Referrals to Specialists

For MVP Products requiring a referral, MVP will provide payment for the Covered Services of a specialist only if the
Member’s PCP makes an appropriate in-network referral after determining the Member’s course of treatment.

The specialist will then submit a report to the Member’s PCP. The PCP has the primary responsibility to oversee and
coordinate all the care needed by the MVP Member. Please see Utilization Management for MVP’s referral policy.

PCP-Initiated Changes

If a PCP believes that they can no longer manage the Member’s care, the PCP should submit a letter to their local
MVP Professional Relations Representative that documents the reasons necessitating the change. Acceptable
reasons for a PCP to request a change might include:

+ Consistent physical or verbal abusiveness by a Member or their designee to the PCP and/or the PCP’s staff

+ Fraudulent activity by a Member or their designee
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Repeated non-compliance by a Member with treatment plan or keeping appointments

Repeated non-compliance by a Member with MVP administrative guidelines

The PCP should document such events, and any appropriate follow-up by the PCP or staff. Additionally, the
documentation should show:

The PCP has ruled out any underlying medical conditions that may be impacting and/or resulting
in the Member’s behavior

Special considerations the office may be able to address regarding any disabilities of the Member

Any cultural or linguistic issues that might impact the PCP’s ability to work effectively with the
Member

Any additional training delivered or necessitated for staff to be able to work more effectively with
the Member

Specialists Roles and Responsibilities

As part of MVP’s standard of care, specialists should provide regular feedback to the PCP during a Member’s course
of treatment.

Emergency room physicians should provide feedback to the Member’s PCP regarding any treatment rendered
during an emergency room visit and any need for follow-up care. Specialists should verify that an authorization is
on file before performing any non-emergent procedures that require authorization.

Specialist or Specialty Care Center as a PCP

MVP defines Specialty Care Center as centers accredited or designated by an agency of the state or federal
government or by a voluntary national health organization as having special expertise in treating the life-
threatening disease or condition or degenerative and disabling disease or condition.

NY HMO, Medicaid, CHP and HARP Only. Current MVP Members and newly enrolled Members with a
life-threatening, disabling, or degenerative disease or condition that requires prolonged specialized
medical care, the specialist or a Specialty Care enter may be considered a PCP. If a Member is using a
Behavioral Health Clinic that also provides primary care services, the Member may select his or her
lead Participating Provider to be a PCP

The specialist or Specialty Care Center assumes the responsibility to coordinate all primary care
services and to authorize referrals for specialty care (see Utilization Management for details), lab work,
hospitalizations, and all other health care needs.

Health Access Standards

MVP requires the following Health Access Standards as required by Product, law and regulation:

New York State DOH:

Medicaid Managed
Type of Service—NYS DOH Care, Child Health CMS: Medicare
Guidance Commercial MVP Plus, and HARP** Advantage Product  Vermont Rule 9-03B
Emergent Medical (Read
further for definitions of Immediate access Immediate access Immediate access Immediate access
“emergency”)
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Type of Service—NYS DOH
Guidance Commercial MVP

Urgent Medical (Read
further for definitions of
“urgent”)

Within 24 hours

PRIMARY CARE  Within 48-72 hours

Non-Urgent “Sick” Visit

New York State DOH:

Medicaid Managed
Care, Child Health
Plus, and HARP**

Within 24 hours

(Measure within three

calendar days)

CMS: Medicare

Advantage Product  Vermont Rule 9-03B

Within 24 hours Within 24 hours

Routine Symptomatic:
Non-Urgent,
Non-Emergent

Within two weeks

Within two weeks

Within two weeks
with prompt F/U,
including referrals as
needed

Within one week

Routine Asymptomatic:
Non-Urgent and Preventive
Care Appointments
(NYSDOH) Routine and
Preventive (CMS)

Within four weeks

Within 30 days

Preventive Care, Wellness
Visits Including Routine
Physicals (CM, VT) Adult
(>21) Baseline and Routine
Physical (NYSDOH)

Within 90 days

Within 90 days

Initial Assessment

Within 12 weeks of
enrollment

Within 90 days of
enrollment (good
faith effort by plan)

Well-Children

Within four weeks

Initial PCP OV for Newborns

Within two weeks
of discharge from
hospital

Wait in PCP Office (Max) 30 minutes

one hour

30 minutes

24/7 availability or
coverage

After-Hours Care

OTHER MEDICAL CARE
Initial Prenatal Visit:

First Trimester

24/7 availability or
coverage

Within three weeks

24/7 availability or
coverage

24/7 availability or
coverage

Second Trimester

Within two weeks

Third Trimester

Within one week
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Type of Service—NYS DOH
Guidance Commercial MVP

Initial Family Planning

New York State DOH:
Medicaid Managed
Care, Child Health
Plus, and HARP**

CMS: Medicare
Advantage Product

Within two weeks
of request

Vermont Rule 9-03B

Specialist Referrals

Within four-six
weeks (non-urgent)
of request

Routine Lab, X-ray, and
General Optometry

Within 30 days

In-Plan Mental Health
or Substance Abuse
Visits (Following an
Emergency or Hospital
Discharge)

Within five days of
enrollee request, or as
clinically indicated

In-Plan Non-Urgent
Mental Health or
Substance Abuse Visits

Within one week of
enrollee request

Visits to Perform
Assessment of Health,
Mental Health, Substance
Abuse for Recommendation
Regarding Ability to Work
as Requested by Local DSS

Within 10 days of DSS
request

* The NYS DOH considers it a violation of the Medicaid Contract Standard Clauses to require Medicaid enrollees to provide a
medical record or health questionnaire as a condition of scheduling an appointment.

** After-hours availability, if the telephone in provider’s office is answered in an automated manner (e.g., an answering machine),
Members must be directed to call a second telephone number which is answered by a live person.

Behavioral Health Access Standards

Type of Service

Behavioral Health:

Emergency: Life-Threatening/Non-Life-
Threatening

MVP Commercial

Immediate access

Vermont Rule 9-03B

Urgent BH

Within 48 hours

Within 24 hours

Routine BH

Within 10 business days
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Type of Service MVP Commercial Vermont Rule 9-03B
Routine Follow-Up:

Licensed to Prescribe BH Providers 30 days

Non License to Prescribe BH Providers 20 days

MH of SA Follow-Up: Post Emergency/Post Inpatient 1 week
Admissions

Non-Urgent MH or SA Health, MH and SA Assessment 1 week
for Purpose of Making Recommendation RE: Member’s
Ability to Work When Required by LDSS

Medicare Variation to Access Standards

MVP must comply with all CMS requirements and ensure that all Covered Services including additional or
supplemental services contracted for on behalf of the Medicare Member are accessible. At a minimum, all PCPs,
specialists, and Ancillary Providers must meet the following standards to ensure accessibility to Members:

+ Office waiting room time cannot exceed 30 minutes.

« Participating Provider should be accessible 24 hours a day, 7 days a week, and 365 days a year.
® Such assess mustinclude an after-hours phone number published in a phone directory, on
office business cards, or on insurance cards which connects the Member to an answering
service, a hospital switchboard, an emergency department, or a paging system.

® An office announcement directing Members to leave a message is unacceptable.

Medicaid Managed Care, HARP and Child Health Plus Variation to Access Standards

Access and availability studies are routinely conducted by both the New York State DOH and MVP to ensure that the
access and availability standards as described above are met for all Medicaid, HARP and CHP Managed Care plans.
Representatives from the local Department of Social Services or DOH or their designee may contact a provider’s
office and attempt to schedule appointments for various types of services. It is important that all staff members are
knowledgeable of both MVP requirements and the regulatory standards described above. In the event that DOH
contacts a provider’s office in this manner, the staff person who answers the telephone will be informed by the state
representative at the conclusion of their conversation that their interaction was a simulated test on these standards.
The DOH may also conduct randomized tests to ensure that PCPs are available 24 hours a day by attempting to
contact providers after business hours to verify that an appropriate live voice “on-call” telephone system is in place.
An after-hours voicemail message advising patients to call 911 in an emergency is not acceptable. In addition, as
part of MVP’s participation in the New York State Medicaid Managed Care program, MVP is required to conduct an
annual survey on appointment availability and 24-hour access to our Government Programs network.

Children’s Home and Community Based Services (CHCBS) Variation to
Access Standards
Effective October 1, 2019, children who have received a 1915(c) waiver will be moved into Medicaid Managed Care

programs. Eligible children with a 1915(c)-waiver moved into MVP’s Medicaid Plan will receive all current Medicaid
along with CHCBS.

Medical Health Access standards listed above must be adhered to for CHCBS. In addition to the Medical Health
Access Standards, Members receiving CHCBS will be provided comprehensive and preventive health care services
to ensure they receive appropriate preventive, dental, mental health, developmental and special services.
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MVP contracts with Providers that have expertise in caring for medically fragile children, including children

with co-occurring developmental disabilities In the event MVP does not have Participating Providers for such
Covered Services, the referring provider must submit a prior authorization for an out-of-network provider. Refer
to Utilization and Case Management for the process on how to obtain a prior authorization to an out-of-network
provider. The following access standards must be met by all providers.

Foster Care Initial Health Services Variation to Access Standards

The following services must be performed by the appropriate provider outlined below in the designated timeframes

of a child being placed in foster care.

Initial Health Services Time Frames

Activity

Initial Screening/Screening for Abuse/Neglect

Time Frame

Within 24 hours of request

Who Performs

Health Practitioner
(preferred) or Child Welfare
Caseworker/health staff

Initial Determination of Capacity to Consent for HIV Risk
Assessment and Testing

Within 5 days of request

Child Welfare Caseworker or
designated staff

Initial HIV Risk Assessment for Child Without
Capacity to Consent

Within 5 days of request

Child Welfare Caseworker or
designated staff

Request Consent for Release of Medical Records
and Treatment

Within 10 days of request

Child Welfare Caseworker or
designated staff

Initial Medical Assessment

Within 30 days of request

Health Practitioner

Initial Dental Assessment

Within 30 days of request

Health Practitioner

Initial Mental Health Assessment

Within 30 days of request

Mental Health Practitioner

Family Planning Education and Counseling and Follow-
up Health Care for Youth Age 12 and Older (or Younger as
Appropriate)

Within 30 days of request

Health Practitioner

HIV Risk Assessment for Child with Possible
Capacity to Consent

Within 30 days of request

Child Welfare Caseworker or
designated staff

Arrange HIV Testing for Child with no Possibility

Child Welfare Caseworker or

of Capaat}l to Consent and Assessed to Be at Risk of 30 days designated staff

HIV Infection

Initial Developmental Assessment 45 days Health Practitioner

Initial Substance Abuse Treatment 45 days Health Practitioner
Follow-up Health Evaluation 60 days Health Practitioner

Arrange HIV Testmg.for Child Detf-:rmlned in Follow-up Child Welfare Caseworker or
Assessment to Be Without Capacity to Consent and 60 days health staff

Assessed to Be at Risk of HIV Infection

Arrange HIV Testing for Child With Capacity to Consent 60 days Child Welfare Caseworker or

Who Has Agreed in Writing to Consent to Testing

health staff
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Coverage Arrangements

Participating PCPs must ensure that there is 24/7 coverage for Members. PCPs may use a back-up call service,
provided that a physician is always available to back up the call service. PCPs agree that, in the case of an absence,
they will arrange for patient care to be delivered by another provider and ensure the covering provider participates
with MVP. If arrangements are made with a non-participating physician®, it is the responsibility of the participating
physician to ensure that the non-participating physician will:

« Accept MVP’s fee as full payment for services delivered to MVP Member patients
+ Accept the MVP peer-review procedures

+ Seek payment only from MVP for Covered Services provided to Members and at no time bill or otherwise
seek compensation for Covered Services from MVP Members, except for the applicable co-payments

« Comply with MVP utilization management and quality improvement procedures

Note: Providers who are not contracted for Government Program lines of business are considered non-participating for
Government Program plan types (Medicaid Managed Care, HARP and Child Health Plus).

When submitting the insurance claim to MVP, the covering provider should indicate “covering for Dr. ‘X’ in box 19 of
the CMS-1500 claim form.

Provider Directory Policy

MVP is committed to ensuring our Members have access to the care they need. In order to do this MVP requires
all credentialed Providers to be listed in MVP’s online and paper directories.

Policy Exceptions

Physicians who are registered with MVP or have a specialty in which a Member does not require a follow-up
appointment are excluded from this policy, such specialties include:

+ Anesthesiologists (except those credentialed as Pain Management Specialists)
« Critical Care Specialists
» Emergency Medicine Providers

« Hospitalist (hospital only based providers with the specialties of Internal Medicine, Family Practice, and
Pediatrics)

+ Diagnostic Radiologists (except for Interventional Radiologists), radiology facilities are published.

+ Individual Behavioral Health Providers practicing in an OMH/OASAS certified/licensed facility or program
are not listed in the directory; however, the facilities are published

» Neonatologists
« Pathologists

« Primary Care Physicians practicing in an Urgent Care setting with the following specialties, Emergency
Medicine, Family Practice, General Practice, Internal Medicine or Pediatrics

« Primary Care Physicians who are covering at a location one time a week or less, or those that do not meet
the 16-hour PCP requirement for a location

« Providers who only practice in a Skilled Nursing Facility
Mid-Level Providers who are registered with MVP, including:
« Certified Nurse Midwives (CNM) that do not meet MVP credentialing requirements

« Licensed Master Social Worker (LMSW)
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+ Nurse Practitioner (NP) or Advanced Practice Registered Nurse (APRN) that do not meet MVP credentialing
requirements

« Physician Assistant (PA)
+ Registered Nurse First Assistant (RNFA)

Changes in Demographic Information or Termination of Participation

Termination

Participating Providers must provide MVP of advance written notice of their termination of participation in MVP’s
network. Termination notice requirements are dictated by the Participating Provider’s Service Agreement and may
be provided directly to MVP or through a provider organization (i.e. IPA, PHO, PO). MVP Medicare Advantage requires
that a Participating Provider give at least sixty (60) days’ notice of termination without cause. Other Provider
Agreements may require more than sixty (60) days’ notice. Providers should refer to their Provider Agreements for
applicable notice requirements. If a Participating Provider voluntarily terminates his/her contract, MVP will make a
good faith effort to notify all affected Members of the termination within fifteen (15) days of receiving such notice.
Participating Providers terminating participation in Government Programs (Medicaid, CHP, and HARP) must notify
Members of the change in status and the impact of such change on the Member.

Transition of Care

When a Member is under the care of a Participating Provider who leaves MVP’s network, the Member may be
eligible for Continuation of Care with the provider for ninety (90) days from the effective date of the termination of
the provider’s participation in the MVP network, as long as the provider a) has not been terminated due to quality
issues; b) is willing to accept the MVP fee schedule as payment in full, c) remains in MVP’s service area(s); d) is able
to provide appropriate care; and e) and agrees to follow MVP Policies and Procedures.

Continuation of Treatment: NY HMO Company Only

At the time of enrollment, new MVP Members may be undergoing treatment with a non-participating provider. MVP
will provide benefits for Covered Services and will not deny coverage of an ongoing course of care for sixty (60)
days from the date of enrollment or until accepted by a new provider (whichever is sooner), if the new Member is
undergoing treatment for:

+ A life-threatening disease or condition
+ Adisabling or degenerative disease or condition

MVP also will provide benefits for covered services if the new Member has entered the second or third trimester
of pregnancy at the effective date of enrollment. Care will be covered through the completion of postpartum care
related to the delivery of the newborn. MVP will provide benefits only if the non-participating provider:

+ Accepts MVP’s established rates as payment in full

+ Adheres to MVP’s QI requirements

+ Adheres to MVP’s Policies and Procedures

+ Provides MVP with medical information related to care

Continuation of Care will not be offered if the Provider’s departure is due to:

« A determination of fraud

» Final disciplinary action by a state licensing board or other governmental agency that impairs the
Provider’s or a significant number of Participating Providers’ ability to practice
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« Suspected or confirmed criminal or exclusionary activity of an employee, staff, member or
subcontractor, or MVP’s own suspicion or determination of such by Provider or Provider’s employees,
staff or subcontracts that results in exclusion from participating in the Medicare or Medicaid Programs

+ A determination of cases involving imminent harm to patient care

Transitional Care

Transitional care applies to all Members whose Provider leaves MVP’s network and is receiving an active course of
treatment for an acute episode of chronic illness or acute medical condition, or for a life-threatening, disabling, or
degenerative disease or condition.

If an MVP Member is pregnant at the time of the provider’s departure, Transition of Care will be allowed until the
completion of postpartum care related to the delivery of the newborn. Upon notification of the termination of a
Member’s Provider, the Professional Relations representative will forward a letter to the Provider outlining the
transition of care requirements. If the practitioner agrees to the following stipulations, the signed transition of care
letter is returned to the Professional Relations Representative for implementation. The Provider must agree to:

+ Continue to treat the Member for an appropriate period based on the written transition plan goals
+ Accept MVP’s established rates as payment in full and not charge the Member for amounts beyond
+ Adhere to MVP’s QI requirements

» Provide medical information related to care

» Adhere to MVP Policies and Procedures

Transition of Care for Enrolled Children or Youth Placed in Foster Care

MVP promotes continuity of care for enrolled children or youth placed in foster care. MVP ensures access to services
post discharge from a 29-1 Health Facility designated under New York State Public Health Law Article 29-1 Health
Facility (“29-1 Health Facility) under the following conditions:

» Children or youth who are discharged from a 29-1 Health Facility (facilities licensed by DOH and
OCFS who provide Core Limited Health Related Services (CLHRS) and Other Limited Health Related
Services (OLHRS) to children enrolled in foster care) may continue to receive OLHRS from any 29-
Health Facility up to one-year post discharge. These services may continue beyond the one-year post
discharge date, if any of the following apply:

A. The child/youth is under 21 years old and in receipt of services through the 29-1 Health Facility
for an Episode of Care and has not yet safely transitioned to an appropriate provider for
continued necessary services.

B. The child/youth is under 21 years old and has been in receipt of Children and Facility Treatment
and Support Services (CFTSS) or Children’s Home and Community Based Services (HCBS)
through the 29-1 Health Facility and has not yet safely transitioned to another designated
provider for continued necessary CFTSS or HCBS in accordance with their plan of care.

C. If the Member is 21 years or older, the 29-1 Health Facilities may continue to provide OLHRS
when the following applies:

« The Member has been placed in the care of the 29-1 Health Facility and has been in receipt of
OLHRS prior to their 21st birthday and has not yet safely transitioned to another placement or
living arrangement.

« The Member and/or their authorized representative is compliant with a safe discharge plan.

« The 29-1 Health Facility continues to work collaboratively with MVP to explore options for the
Member’s safe discharge, including compliance with court ordered services, if applicable.
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In accordance with the Medicaid transition guidelines, the Medicaid residual per diem is not reimbursable after the
individual’s 21st birthday. Adults over the age of 21 are not eligible for CFTSS or Children’s HCBS.

An “Episode of Care” is defined as a course of treatment that began prior to discharge by the same facility to the
child/youth for the treatment of the same or related health and/or behavioral health condition and may continue
within one year after the date of the child/youth’s discharge from the 29-1 Health Facility.

New York State Confidentiality Law and HIV

The following information is excerpted from the New York State DOH AIDS Institute website available
at hivguidelines.org.

New York State Public Health Law (Article 21) requires that:

« Information about AIDS and HIV is kept confidential
+ Anyone receiving a voluntary HIV test must first sign a consent form
« Strict limits be placed on disclosure of HIV-related information

« When disclosure of HIV-related information is authorized by a Member or a Member’s legally
appointed guardian or health proxy signing an HIV release form, the person or facility receiving the
HIV-related information must keep it confidential

+ Only applies to people and facilities providing health or social services, or who obtain the information
pursuant to a special HIV release

Article 21 also requires that physicians and laboratories report the following results to New York State DOH:
« AIDS
+ Positive HIV tests
» Viral load tests
+ Diagnoses of HIV-related illnesses
» Tests showing t-cell counts under 500

Only tests completed at certified anonymous test sites are exempted from reporting.

Demographic Changes

Participating Providers must notify MVP of any demographic changes; failure to do so may result in claim denials.
Providers should use the Online Demographic Form for such updates. Go to mvphealthcare.com/demographics.
Complete the appropriate fields and submit the form. A reference number will be generated for your records; use
the reference number when checking on the status of a change.

NYS “Out-of-Network Surprise Bill” requires providers to annually review and update MVP regarding their hospital
affiliations and languages spoken. Providers may make the change(s) on their CAQH application and attest the
information is correct per CAQH standards. MVP will review all changes made on the CAQH application and contact
the Provider with any questions.

Quarterly Demographic Review

CMS requires MVP to perform a quarterly review of demographic information of MVP’s online directory. MVP
requires all Participating Providers to review demographic information and ensure that it is accurate and up to date.
Participating Providers must notify MVP of any demographic changes and update their CAQH profiles as applicable.
To review and verify Provider information on a quarterly basis:

Provider Resource Manual | 59


http://hivguidelines.org
http://mvphealthcare.com/demographics

Provider Responsibilities

Provider Table of Contents  Main Table of Contents

Step 1 Visit mvphealthcare.com and select Members, and then Find a Doctor, and then search by Find a Doctor.

Step 2 On the Provider search tool, click on Guest and choose one of the products the Provider(s) in your practice
participates with. Search for the Participating Provider(s) in your practice and review the following demographic
information for accuracy:

« Ability to accept new Members

+ Street address or missing addresses

+ Phone number

+ Other changes that affect availability to Members (e.g., handicapped accessible, specialty changes)

Step 3 If demographic information is incorrect, please access the Online Provider Change of Information form

and submit the correct information to MVP. This form can be found here. Delegated Providers, please contact your
delegate administrator to update your demographic information.

Step 4 If the update applies to multiple Participating Providers in the group, choose contracted group on the form
and attach a roster of all Participating Providers the change applies to, including the Participating Provider’s name
and NPI

Step 5 Once the form is complete, click Submit. A reference number will be generated; please keep this for your
records and use when checking on the status of your change.

Step 6 Log in to CAQH and make any demographic updates to your CAQH profile so it matches the information you
are submitting to MVP and re-attest your CAQH.

Advance Directives

An Advance Directive(s) allows Members to make provisions for future health care decisions in the event, they are
unable to make such decisions themselves. Participating Providers are required by law to provide information

to Members about Advance Directives. MVP requires Participating Providers to adhere to all applicable laws and
regulations, and requires that information shared with Members and their treatment options be easily understood
by the Member. Participating Providers may not require Members to sign or waive an Advance Directive as a
condition of care. Participating Providers must comply with all applicable law and regulation when an Advance
Directive is given to a Participating Provider by the Member. Such requirements include but may not be limited to:

» The Participating Provider must include the Advance Directive in the Member’s medical record.
+ The Participating Provider must comply with the health care decisions made by an agent under the
« Advance Directive to the same extent as the provider would comply with the Member’s decisions.

+ The Participating Provider must inform the health care agent and transfer responsibility for the
Member to another Participating Provider if the Member’s health care decisions are contrary to the
Participating Provider’s religious beliefs or moral convictions.

+ MVP Medicare Advantage Members ages 18 years and older will require documentation in the medical
record chart with a notation of the Advance Directive.

MVP will monitor compliance of this requirement through the quality assurance medical record review.

Emergency Care

Participating Providers shall provide Members with immediate access to care, which is the standard for an
emergency condition. An “Emergency Condition” means a medical or behavioral condition, the onset of which is
sudden, that manifests itself by symptoms of sufficient severity, including severe pain, that a prudent layperson,

Provider Resource Manual | 60


https://swp.mvphealthcare.com/psspub/providerSelfService/Pub/EForms/DemographicMain.aspx

Provider Responsibilities

Provider Table of Contents  Main Table of Contents

possessing an average knowledge of medicine and health, could reasonably expect the absence of immediate
medical attention to result in: (i) placing the health of the person afflicted with such condition in serious jeopardy or
in the case of a behavioral condition, placing the health of such person or others in serious jeopardy, or (ii) serious
impairment to such person’s bodily functions; or (iii) serious dysfunction of any bodily organ or part of such person;
or (iv) serious disfigurement of such person.

Practioners Treating Self or Family Members

The American Medical Association (AMA) has stringent guidelines regarding practitioner self-treatment or treatment
of immediate family members. The AMA Code of Medical Ethics Opinion 8.19 addresses this issue in detail. MVP
endorses the AMA’s position regarding practitioner self-treatment and treatment of immediate family members and
will not reimburse such care.

Cultural and Linguistic Competency

All Participating Providers must ensure that services are provided to all Members in a culturally competent manner.
Cultural and Linguistic Competency in healthcare is the ability of Providers to understand social, ethnic, religious,
and linguistic characteristics of a population and use this understanding to improve the quality of care that
Providers deliver. MVP is committed to ensuring that our Members are treated with dignity and respect and that
their cultural and linguistic needs are adequately considered when interacting with Participating Providers.

The socio-cultural differences between Members and healthcare professionals influence many aspects of the
medical encounter that can impact patient satisfaction, adherence to medical advice, and health outcomes. For
example, Members generally respond better when care instructions are delivered in their language of preference.
Moreover, knowledge of, and sensitivity to, cultural issues can impact the way Members communicate their medical
needs, and how healthcare professionals can enhance diagnosis and treatment. Cultural education for Providers
not only accomplishes the goal of culturally sensitive care but can also help address ethnic disparities in healthcare
access and delivery.

Regulations prohibit MVP and Participating Providers from discrimination based on certain protected classes,
including but not limited to ethnicity, religion, and health status.

Cultural and Linguistic Competency training is required for Participating Providers serving New York State
Government Programs Members and the same or equivalent thereof is strongly encouraged for all other Providers.
Participating Providers may access E-learning offered by the Center For Practice Innovation. Training materials and
resources are provided free of charge and equip Providers with the necessary competencies to improve the quality
of treatment for MVP’s diverse Member population.

MVP is required to obtain attestation from Participating Providers annually indicating the required training has
been completed.

High-Tech Imaging Services Provided in an Office or Free-Standing
Radiology Center

MVP requires that all MRI/MRA, CT/CTA, and PET machines have accreditation from the American College of Radiology
(ACR) or from the Intersocietal Accreditation Commission (IAC). Providers’ offices that are approved to perform these
high-tech imaging services are required to submit proof of ACR or IAC accreditation to MVP. Providers’ offices that are
not accredited and/or do not submit proof of ACR or IAC accreditation to MVP are not authorized to perform these
services to Members in their offices and will not be reimbursed for such services.

Until further notice, MVP currently has a moratorium on the addition of such high-tech radiology equipment and will
not add to its network unless a demonstrated access need is identified (at MVP’s sole discretion).

Provider Resource Manual | 61



Provider Responsibilities

Provider Table of Contents  Main Table of Contents

Telehealth Services

Telehealth services apply to MVP’s Medicaid, Health and Recovery Plans (HARP), Essential Health Plans, Commercial,
Child Health Plus, and Medicare Advantage and DSNP Products. MVP provides reimbursement for Telehealth furnished
by a Telehealth Provider to Members. Please refer to MVP’s Payment Policies for detailed information regarding
requirements and reimbursement regarding Telehealth, Virtual Check In and Audio Only (VT) the Virtual Care Payment
Policy for reimbursement information. Additionallly, please refer to the Credentialing Policy for criteria to practice as a
Telehealth provider.

Confidentiality

All services delivered via Telehealth must be performed on dedicated secure transmission linkages that meet
the minimum federal and state requirements, including but not limited to 45 CFR Parts 160 and 164 (HIPAA
Security Rules); 42 CFR, Part 2; PHL Article 27-F; and MHL Section 33.13. Transmissions must employ acceptable
authentication and identification procedures by both the sender and the receiver. Additionally:

+ HIPAA requires that a written “business associate agreement” (BAA), or contract that provides
for privacy and security of protected health information (PHI) be in place between the Telehealth
provider and the supporting Telehealth vendor.

+ Privacy must be maintained during all patient-Provider interactions
+ All existing confidentiality requirements that apply to medical records (including, but not limited to:

+ 45 CFR Part 160 and 164; 42 CFR Part 2; PHL Article 27-F, and MHL Section 33.13) shall apply to
services delivered by Telehealth, including the actual transmission of service, any recordings
made during the Telehealth encounter, and any other electronic records

Patient Rights and Consents

The provider shall provide the Member with basic information about the services that he/she will be receiving

via Telehealth and the Member shall provide his/her consent to participate in services utilizing this technology.
Telehealth sessions/services shall not be recorded without the Member’s consent. Culturally competent translation
and/or interpretation services must be provided when the Member and distant provider do not speak the same
language. If the Member is receiving ongoing treatment via Telehealth, the Member must be informed of the
following patient rights policies at the initial encounter.

Documentation in the medical record must reflect that the Member receiving Telehealth services are informed of
their rights as outlined below:

+ Have the right to refuse to participate in services delivered via Telehealth and must be made aware of
alternatives and potential drawbacks of participating in a Telehealth visit versus a face-to-face visit

+ Are informed and made aware of the role of the provider at the distant site, as well as qualified
professional staff at the originating site who are going to be responsible for follow-up or ongoing care

+ Areinformed and made aware of the location of the distant site and all questions regarding the
equipment, the technology, etc., are addressed

+ Have the right to have appropriately trained staff immediately available to them while receiving the
+ Telehealth service to attend to emergencies or other needs

+ Have the right to be informed of all parties who will be present at each end of the Telehealth
transmission; and

+ Have the right to select another provider and be notified that by selecting another provider, there
could be a delay in service and the potential need to travel for a face-to-face visit
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MVP Physician, Mid-Level, and Ancillary Provider Registration or
Contracting Requirements

Certain physicians, mid-levels, and Ancillary Providers are not required by MVP to be fully Credentialed, but instead
may be subject to MVP’s registration process. Registration requires MVP to confirm that the proper licensure,
education, insurance requirements, and required regulatory sanction checks are met and is contingent upon the
provider being fully credentialed by their employer (collectively “Provider Registration”). Provider Registration is
available to the following providers:

+ Nurse Practitioners (NP) If below 3600 hours of practice in specialty NPs will need a collaborating provider
+ Physician’s Assistants (PA)

+ Certified Registered Nurse Anesthetist (CRNA)

« Certified Nurse Midwives (CNM)

+ Advanced Practice Registered Nurses (APRN)—Vermont only

+ Anesthesia Assistants—Vermont only

+ Opticians

+ Registered Nurse First Assistants (RNFA)

« Licensed Masters Social Workers (LMSW)

+ Locum Tenens—At MVP’s Sole Discretion when provider is identified in a medically underserved area.
For additional details, please review MVP’s Locum Tenens Payment Policy

+ Physicians in the following specialties:

+ Family Practice, Internal Medicine, and Pediatrics in the Inpatient Hospital Setting Only
+ Anesthesiology

+ Critical Care

+ Neonatology

+ Emergency Medicine

+ Pathology

Upon Provider Registration, MVP shall set the date of participation date and inform the Registered Provider of their
participation status (“Par Date”). MVP does not allow retro-activation of Registered Providers. Participation status
is at MVP’s discretion and such determination is based on the successful Provider Registration and an executed
Provider Agreement with MVP (as applicable). A Registered Provider will not be reimbursed for services provided
to MVP Members prior to their Par Date. Providers in the specialties outlined below must notify MVP as soon as
they are aware that they will be providing services to MVP Members. Applications with future effective dates will be
accepted, and the provider will be set up with the future effective date upon their successful Provider Registration.
Provider Registration may take up to 60 days from the date the executed MVP Provider Agreement (as applicable)
and complete registration application are received.

Internal Medicine, Family Practice and Pediatrics. Physicians with a specialty of Internal Medicine, Family
Practice, and Pediatrics that are solely practicing in the hospital as a hospitalist in an MVP participating Hospital
(or facility) must be bound by the hospital’s Provider Agreement with MVP and complete Provider Registration.
Physicians with practicing in the specialty of Internal Medicine, Family Practice and/or Pediatrics outside the
hospital setting must be fully Credentialed.

Emergency Medicine, Hospital Based Anesthesiology, Critical Care, Neonatology and Pathology. Physicians with a
specialty of Emergency Medicine, Hospital Based Anesthesiology, Critical Care, Neonatology, and/or Pathology must be
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contracted with MVP and complete Provider Registration. Anesthesiologists and Pathologists that have practices outside
the hospital setting must be fully Credentialed.

Mid-Levels and Ancillary Providers. Mid-level and Ancillary Providers providing Covered Services in a Participating
Provider’s practice are subject to Provider Registration. Mid-level and Ancillary Providers are eligible for Provider
Registration if they have (1) collaborating physicians (defined as Physician services include making medical
diagnoses, prescribing medications and other treatments, and ordering diagnostic tests. Collaboration is defined
by each state, and usually means providing direction and oversight and being available for consultation by
telephone or other means) who is a Participating Provider in the same specialty; or (2) in a substantially similar
specialty (defined as Provider of patient care provides assessment, treatment, and clinical management which

is substantially similar in function or capability) in an integrated clinical practice (defined as a patient- centered
approach in which behavioral health and medical providers work together to provide care. Often, this takes the
form of two models of care: 1) primary care practices integrating behavioral health providers and 2) behavioral
health clinics integrating primary care providers) and are bound by the terms of an MVP Provider Agreement. If an
Ancillary Provider is a hospital employee billing under the hospitals Tax ID and practices in the in- patient and/or
out-patient-hospital setting, Provider Registration is not required. Mid-level and Ancillary Providers subject to this
registration requirement include all office-based physician extenders, including, but not limited to:

« Nurse Practitioners (NP) and Certified Nurse Midwives (CNM)

« NPs and CNMs in the state of New York, practicing independently must be Credentialed and individually
contracted with MVP

« CNMs employed by a hospital are subject to the hospital based Mid-Level rules detailed below

+ NPs are required to have 5 years’ experience in the specialty area requested for credentialing to be
contracted and credentialed independently. NPs and CNMs to who do not meet individual Credentialing
requirements may not be individually contracted and are subject to Provider Registration.

» MVP may approve the services of a non-participating CNM in compliance with the NY State mandate,
when such the CNM has satisfied MVP’s current liability insurance requirements and has a written
agreement with a collaborating physician.

« Physician’s Assistants (PA)
+ Certified Registered Nurse Anesthetist (CRNA)

+ A CRNA determined by MVP to be in an underserved area may use an MVP participating surgeon in the
practice (instead of an Anesthesiologist) as their collaborating physician only if they have a written
agreement with an MVP Participating anesthesiologist outside the practice who can provide oversight
if needed. All other CRNAs in non-underserved areas, as determined by MVP, must follow Provider
Registration requirements including an MVP participating anesthesiologist as their collaborating
physician.

« Advanced Practice Register Nurses (APRN)--Vermont Only

» APRNs practicing in Vermont may use a doctorate level APRN who is credentialed and participating with
MVP as their collaborating practitioner.

+ APRNSs practicing independently in Vermont must be Credentialed and individually contracted with MVP
and are required to have 5 years’ experience in the specialty area requested.

« Anesthesia Assistants (AA)—Vermont Only: Opticians
+ Opticians do not require a collaborating provider

« Opticians do not require a DEA certification
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+ Registered Nurse First Assistants: Working exclusively in an MVP Participating Facility and are credentialed
and privileged by the hospital.

+ Medicare does not recognize and reimburse separately for RNFAs. These providers may not participate with
MVP Medicare products.

Mid-Level and Ancillary Providers in an Integrated Health Practice The following provider types are required to
be registered with MVP when practicing in an Integrated Clinical Practice:

» Nurse Practitioner (NP) Nurse Practitioners in an Integrated Clinical Practice who will be practicing
psychiatry must have a collaborating provider that is credentialed and participating provider with MVP and
has the same or substantially similar specialty. In this situation, a Primary Care Physician may be considered
at MVP’s sole discretion, a substantially similar specialty for a collaborating provider. The collaborating
provider can be under the same TIN or outside the TIN; however, an NP cannot practice independently unless
they meet the credentialing requirements.

« Advanced Practice Registered Nurse (APRN) VT Only APRNs in an Integrated Clinical Practice who will
be practicing psychiatry must have a collaborating provider that is credentialed and participating with
MVP and has the same or substantially similar specialty. In this situation a Primary Care Physician at MVP’s
sole discretion, may be considered a substantially similar specialty for a collaborating provider. Providers
may also have a Doctoral Level APRN under the same specialty act as a collaborating provider if they are
credentialed by MVP.

+ APRNSs practicing independently in Vermont must be Credentialed and individually contracted with MVP
and are required to have 5 years’ experience in the specialty area requested

« Licensed Masters Social Worker (LMSW) Providers who are LMSWs do not meet MVP’s requirements for
credentialing and must be registered. LMSW providers must have a supervising provider that is credentialed
and participating with MVP and have one of the following specialties: Psychiatry Psychology, or Licensed
Clinical Social Workers with “R” certification (LCSW-R).

Ancillary Providers not listed herein should refer to the Credentialing Section for Credentialing requirements.
Mid-levels who are unsure if a contract is required with MVP should contact MVPPR@mvphealthcare.com to
determine if they require a contract.

Exceptions to Provider Registration Requirements

MVP shall accept state issued HCBS provider, OMH and OASAS certified providers with an OASAS license and
certifications in place of MVP Credentialing or Registration for individual employees, subcontractors, or agents
of such Participating Providers. MVP will not separately Credential or Register individual staff members in
their capacity as employees but is still required to collect and accept program integrity-related information
from such providers as required by the Medicaid Model Contract and will require that such providers not
employ or contract with any employee, subcontractor or agent who has been debarred or suspended by the
federal or state government or otherwise excluded from participation in the Medicare or Medicaid program
(collectively, MVP State Registration Process”). These providers can be submitted on MVP’s required roster
format and should be reviewed and update quarterly. These rosters should be submitted to MVP via email to
BHproviderroster@mvphealthcare.com.

Billing and Payment Rules

Mid-Levels in a Private Practice with Collaborating Physician

MVP will make payments for Covered Services rendered by registered Mid-Level Providers to the physician’s billing
address under that groups tax ID. No claims will be paid to the registered Mid-Level practitioner directly.
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Covered Services rendered by MVP registered Mid-Level and Ancillary Providers must be billed using their individual
type 1 NPl number and the groups Tax ID number. Mid-Levels may not bill using their collaborating physicians’ NPI
number.

Mid-Levels must bill with the specialty taxonomy associated with their collaborating physician.

Mid-Level and Ancillary Providers who have opted out of Fee-for-Service (FFS) Medicare May Not Render
Services to MVP Medicare Gold Patients. This rule applies to all Mid-Level and Ancillary Providers who have opted
out of Medicare FFS, regardless of whether the MVP participating physician with whom they practice has opted in to
FFS Medicare and is a participating provider with the MVP Medicare Gold products.

Hospital-Based Mid-Levels

Mid-level providers listed above who are hospital employees and whose services are billed under a hospital Tax
ID, and whose services are provided within the inpatient (POS 21) or outpatient (POS 22 and 23) setting, require
Provider Registration to receive payment if contractually applicable. Mid-Level hospital employees (billing under
the hospital Tax ID) providing Covered Services must have a supervising physician participating with MVP.

Registered Nurse First Assistants (RNFA) who work exclusively in the hospital and are credentialed and privileged
by the hospital require Provider Registration. MVP will not reimburse RNFAs for Covered services provided to an
MVP Medicare Member. RNFAs that are not working exclusively in the hospital, please see MVP’s credentialing
requirements.

If you have any questions regarding Mid-Levels employed by the hospital and their registration requirements, please
contact your Professional Relations Representative.

Opticians

Opticians must be contracted and complete Mid-Level/Ancillary Provider Registration. All opticians must have a
valid New York State License (or Vermont, as applicable) to practice, and a copy of such license must be included
with the Provider Registration. Opticians must receive registration approval before they see MVP Members.
Opticians who will be billing independently for services do require an NPI for billing purposes. The Mid-Level/
Ancillary Provider Registration form can be found here (click on JoinMVP).

Clinical Nutritionists and Dietitians

Clinical Nutritionists and Dietitians must be Credentialed and contracted with MVP, as outlined in the Credentialing
section. These providers are not required to have a collaborating physician and can bill with their own TIN number.
To request participation, complete the Provider Credentialing Application Request form found here (click on Join
MVP Contracting is at the discretion of MVP. Clinical Nutritionists and Dietitians who are employed by a hospital

are subject to the Hospital Based Mid-Level rules detailed in this Section and require Provider Registration. If you
have any questions regarding contracting or Provider Registration requirements, please contact your Professional
Relations Representative.

OASAS Registration of Behavioral Health Providers

Behavioral Health Providers that are OMH licensed and OASAS certified program may be registered but shall still be
subject to program integrity related information.

New York State Medicaid Enrollment Requirement

services for Members eligible to receive Managed Care Medicaid, HARP and Child Health Plus to enroll in the New
York State Medicaid Program. Providers must have an active Medicaid Management Information System (MMIS)
number effective July 1, 2018, or have applied for a MMIS number in order to be registered participating providers
in MVP’s Medicaid, HARP and Child Health Plus programs. Providers who do not obtain an MMIS Number will not
be reimbursed for Covered Services provided to such Members. If a Participating Provider is terminated from,
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not accepted to, or fails to submit a designated enrollment application to the New York State Medicaid Program
and obtain a MMIS number, the Provider shall be terminated from all Government Programs Plans. Please visit
emedny.org to obtain an MMIS number.

Note: Contracting, Credentialing, and Provider Registration requirements may vary by state and product and are

at the discretion of MVP. Providers should review their MVP Provider Services Agreement to determine if they have
a contractual variation that will supersede this policy. Please refer to MVP Provider Toolkit for additional details on
the contracting, Credentialing, and Provider Registration process at mvphealthcare/Providers and select Join MVP.

Provider Complaints

MVP is committed to ensuring that Participating Providers have a positive experience with the MVP. Providers may
formally voice concerns on any issue that has not been resolved in a timely matter. Providers can voice a complaint
by contacting the Customer Care Center for Provider Services or their Professional Relations Representative.
Providers also may submit a complaint in writing to:

MVP Health Care
Provider Complaints
625 State Street
Schenectady, NY 12305

All Providers who formally voice a concern will receive a letter acknowledging that the complaint was received and
will receive a resolution within thirty (30) business days of MVP’s receipt of the complaint.

Non-Participating Provider Joining a Participating Group

New providers joining a participating group should contact MVP to begin the credentialing process. New providers
are considered non-participating until they have been fully reviewed and approved by MVP’s Credentialing or have
completed the MVP registration process.

Provider Communication

MVP will notify Participating Providers of all policy and procedure changes in a timely manner in accordance with
the Provider Agreement. MVP may notify Participating Providers of temporary emergency regulation changes as
needed via standard mail, a Provider FastFax, or email.

Collecting Patient Responsibility

A Member’s Co-payment is due at the time of service. Providers may collect Member’s Co-insurance and Deductible
only if the amount due is known to the Provider and the Member. The Provider should wait to collect Co-

insurance and Deductible amounts until the Provider receives the remittance from MVP indicating the Member’s
Responsibility. Providers can check the Member’s Deductible accumulator in the Member eligibility section of MVP’s
Provider Portal to determine if they will be responsible for the Deductible or if the Deductible has been met.

Providers can determine a Member’s cost share by accessing the benefits display tool on the MVP Provider Portal.
The MVP Provider Portal will indicate if the Member is responsible for a Co-payment, Co-insurance, or Deductible.

Participating Providers may only collect Members Co-pay, Co-insurance, or Deductible. Providers are contractually
prohibited from billing Member surcharges if cost share is not collected at the time of visit. In no circumstances
should Providers collect a co-pay, co-insurance or deductible from a Medicaid or Dual Access Member, even if there
is Member responsibility noted on the remit. The only exception to this rule is if a Dual Access Member exceeds the
amount of their comprehensive dental allowance or their eyewear allowance. In these instances, the provider is
allowed to bill for charges that exceed the allowance.
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Additional Provider Requirements for New York Medicaid

Pursuant to Federal and State laws, the NYS DOH Standards Clauses and the Medicaid Model Contract, the following
submissions and attestations are required for Medicaid Participating Providers.

Ownership and Disclosure Requirements

Facility Ownership and Disclosure Form

As required by federal law and the Medicaid Model Contract, all Medicaid Participating Provider facilities must
complete and submit to MVP the NYS DOH Ownership and Disclosure Certification Form (Facility O&D Form) within
five days of contracting with MVP.

The Facility O&D Form must be updated any time there is a change in direct or indirect ownership or controlling
interest of five percent (5%) or more and/or a change in any directors, officers, agents, or managing employees of
the facility within thirty-five (35) days of such change.

Participating Provider Owner/Manager Disclosure Certification Form

Pursuant to applicable federal and state law, and the NYS SOD Standard Clauses all Medicaid Participating Providers
must complete and submit to MVP NYS DOH Owner/Manager Disclosure Certification Form within five (5) days of
contract execution.

Participating Provider Attestation of Cultural and Linguistic Competency

As required by OMH, OASAS, DOH, and the MMC, Participating Providers must demonstrate cultural competence and
certify, on an annual basis, the completion of State-approved cultural competence training curriculum, including
training on the use of interpreters, for all Participating Providers’ staff who have regular and substantial contact

with Medicaid Members.

Disclosure Certification form. The Participating Provider Owner/Manager Disclosure Certification form can be found
here (click on Professional Relations Disclosure Forms).

Disclosure of Criminal Activity Requirements

Medicaid Participating Providers must complete the Disclosure of Criminal Activity form found here (click on
Professional Relations Disclosure Forms) within five days of contracting with MVP and updated any time thereis a
change regarding health care related criminal convictions of persons affiliated with the provider within five (5) days
of becoming aware of a criminal conviction.

MVP shall report this criminal activity information to NYS DOH within twenty (20) days of being notified by a
Medicaid Participating Provider of a criminal conviction. MVP will follow applicable regulatory requirements
associated with the disclosure of this information, up to and including not executing a contract, or non-renewal or
termination of any contracts with entities found to be noncompliant with this requirement.

Exclusion Database Monitoring Requirements

All Medicaid Participating Providers must have procedures in place to identify and determine the exclusion status of
employees and staff associated with a Medicaid Participating Provider through checks of the following exclusionary
databases and must routinely monitor exclusion status of such employees and staff:

MVP requires all Medicaid participating providers to monitor all employees and staff associated with the Medicaid
participating provider against the following exclusionary databases on a monthly basis:

« U.S. Office of Inspector General’s List of Excluded Individuals and Entities (OIG-LEIE): exclusions.oig.hhs.gov
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+ U.S. General Service Administration’s System for Award Management (GSA-SAM) (formerly known as
the Excluded Parties List System (EPLS)): sam.gov

« New York State Office of the Medicaid Inspector General List of Restricted and Excluded Provider
(OMIG Exclusion List): omig.ny.gov/search-exclusions

+ U.S. Department of the Treasury’s Office of Foreign Assets Control (OFAC) Sanction Lists (including the
Specially Designated Nationals (SDN) List as well as the Non-SDN Palestinian Legislative Council List
(NS-PLC List), the Part 561 List, the Non-SDN Iran Sanctions Act List (NS-ISA List), the Foreign Sanctions
Evaders List (FSE List), the Sectoral Sanctions Identifications List (SSI List), and the List of Persons
Identified as Blocked Solely Pursuant to Executive Order 13599 (13599 List)): treasury.gov/resource-
center/sanctions/SDN-List/Pages/fuzzy logic.aspx

MVP requires that all Medicaid participating providers complete an Attestation Regarding Monitoring of Exclusionary
Databases annually. The Exclusionary Database Attestation can be found here (click on Professional Relations
Disclosure Forms). Participating Providers must notify MVP any time an employee(s) or staff associated with the
Participating Provider shows up on the exclusionary databases or as soon as the Participating Provider becomes
aware of the change in the exclusion status. MVP will follow applicable regulatory requirements associated with the
disclosure of this information, up to and including not executing a contract, or non-renewal or termination of any
contracts with entities found to be noncompliant with this requirement.

MVP requires all Medicaid participating providers to monitor all employees and staff associated with the Medicaid
participating provider against the following exclusionary databases on an annual basis:

+ U.S. Centers for Medicare and Medicaid Services National Plan and Provider Enumeration System
(NPPES): npiregistry.cms.hhs.gov/

« U.S. Social Security Administration Death Master File (Death Master): ssdmf.com

Note that the website addresses provided above are accurate at the time of publication but are subject to change
from time to time by the respective controlling regulatory agencies.
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Overview

MVP and its Participating Facility Providers use industry-standard billing formats, which allow for efficient claims
processing and an expedited adjudication of cleanly submitted claims. Facility Providers should refer to the rate
sheet documents contained in their most current MVP agreement for the methodologies specific to that facility
Provider’s reimbursement.

Inpatient Hospital Services
The following represent the majority of inpatient stay categories for which payment rates may be distinguished:

+ Medical/surgical

« ICU/CCU

+ Obstetrical delivery

« Obstetrical-related care; non-delivery

» Newborn

+ Neonatal intensive care

» Licensed, hospital-based skilled nursing facility
« Tertiary care exclusions

« Skilled nursing level

« Physical rehab

« Sub-acute level

Note: Payment rates are “all inclusive,” meaning that all services provided during the inpatient stay, including

all pre-admission testing, will be paid at one rate. Except as defined in the agreement, MVP does not reimburse
hospitals separately for any service provided during the inpatient stay. The hospital may elect to include the
physician component in the inpatient per diem or case rates. The effective date of a hospital’s rates is indicated on its
rate sheet. Newborn reimbursement includes payment for the New York State-required newborn hearing screening.

Per diem services that overlap contract periods will be paid based on the rate effective on the applicable date

of service. DRG and case rates will be paid based on the Member’s admission date. MVP considers the member’s
inpatient hospital admission date to be the date and time the physician writes the order to admit to an inpatient
level of care. MVP, in conjunction with facilities that have rate agreements, has reimbursement methodologies in
place to process and pay different levels of inpatient care, as appropriate, within a hospital stay.

DRG Reimbursement Payment Methodology

DRG reimbursement is a payment methodology that reimburses select hospitals a lump sum payment for the entire
admission to the facility. Facility pre-admission testing or outpatient services provided three (3) or more days
immediately preceding and including the date of admission are included in the inpatient payment. MVP utilizes

the NYS Department of Health All Payer Revised DRG reimbursement rules and methodologies in addition to MS
DRG methodology reimbursement for MVP Medicare as outlined in the hospital’s rate sheet documents. If Members
require hospital services during the covered admission which are not available at the hospital, the hospital will be
responsible for all costs of covered services provided at other facilities, including transportation to those facilities
unless the member is discharged from the hospital prior to treatment. A hospital must notify MVP of all Member
admissions within 24 hours of each admission or the first business day after each admission if the admission takes
place on a weekend or MVP-recognized holiday (see Concurrent Review in Utilization Management for more details).
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Outpatient Hospital Services
Examples of outpatient service types for which payment rates may be distinguished include:

» Ambulatory surgery/major
+ Ambulatory surgery/minor
+ Laparoscopic surgery

+ Scope procedures

+ Angioplasty

+ Cardiac catheterization

+ Observation stays

« Emergency room

+ Electrophysiology studies
+ Sleep studies

» Physical, occupational, and speech therapy

Non-capitated lab services

Non-capitated radiology services
« MRI/MRA

PET and PET/CT

» Lithotripsy

 Hyperbaric chamber

» Wound care

+ Other special case rates

« Other referred ambulatory services

« Other referred ambulatory services without CPT or HCPCS procedure code

“Per Visit” Outpatient Service Format

All surgeries, scope procedures, cardiac catheterization, lithotripsy, emergency room, observation bed, PT/OT/
ST, sleep study services, and other services are subject to a “per visit” payment methodology. This methodology
assumes that the payment rates are all-inclusive, which means all services provided during the outpatient visit
are included in one case rate, including preadmission testing. Except as defined in the Agreement, MVP will not
reimburse hospitals separately for any service provided during the outpatient visit. The hospital may elect to
include the physician component in the “per visit” rates.

Hospital-Based Ambulatory Surgery

Hospital-based ambulatory surgery services are determined by the principal CPT procedure codes. CPT and HCPCS
codes designated as ambulatory surgery are updated annually.

The payment rates for hospital-based ambulatory surgical procedures are all-inclusive and include all facility
services directly related to the procedure within 24 hours of the surgery.
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Reimbursement for hospital-based ambulatory surgical procedures is defined by the Provider contract. If the
patient is admitted following the surgery, the hospital’s ambulatory surgery services are inclusive to the payment
terms of the inpatient service category.

Observation Status

Please refer to Payment Policies, under Observation Services for Facilities and Providers.

Emergency Room

Emergency room services are defined by the applicable revenue codes 0450-0459 (excluding 0456). One of MVP’s
emergency room methodologies is a four-level program based upon diagnosis severity of an ER visit. The principal
diagnosis submitted on the UB04 or Standard EDI Transaction (ANSI 837) will determine the ER level and thus the
payment rate. The MVP Emergency Room classification system is updated annually to add new codes and remove
deleted codes. If a patient is approved for an inpatient admission, ambulatory surgery, or observation of the

ER, services are inclusive to the payment terms of those service categories.

Multiple Surgery Protocol—Vermont only
Refer to Payment Policies for information.

Other Referred Ambulatory Procedures

The laboratory, radiology, and other referred ambulatory procedures are defined as referred care not part of a “per
visit” service type. MVP will only reimburse these procedures if they are not covered as part of an existing capitation
agreement or other contract. It is important that hospitals follow the guidelines for billing and claims submission
relative to the contract that is in place for these services. Under a fee schedule agreement, if a laboratory, radiology,
or other referred ambulatory procedure is not covered as part of an existing contract, these procedures are to be
reimbursed on a fee-max-based system. The fee-max-based system is based upon the resource-based relative value
scale (RBRVS) for physician payment format. The RBRVS uses the federal system that assigns a relative value unit to
CPT or HCPCS procedure codes multiplied by a negotiated “conversion factor” dollar amount.

The RBRVS RVUs MVP uses as well as the Clinical Lab Fee Schedule can be accessed at National Physician Fee
Schedule Relative Value File from Medicare at cms.gov. In the event that Medicare has not published an RVU for
a given code, MVP will pay these codes at the all other referred ambulatory rates without CPT/HCPCS code at
reasonable charges. Please refer to your rate agreement for further details. Under a fee-max-based system, the
amount allowed shall not exceed billed charges.

On or about January 1 of each year, MVP will update the MVP Fee Schedule to be consistent with the regionally or
nationally adjusted Medicare Fee Schedule most recently updated during the immediately preceding calendar year.
Such updates shall not be retroactive.

Free-Standing Ambulatory Surgical Centers

Services provided at free-standing ambulatory surgical centers are determined by the principal CPT procedure code
detailed on the CMS-1500 claim form or the Standard EDI Transaction (ANSI 837). CPT and HCPCS codes designated
as ambulatory surgery are updated annually.

Reimbursement for free-standing ambulatory surgical center procedures is defined by the Provider contract. Unless
specifically contracted, reimbursement for professional services is not included.
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Urgent Care Centers

Services provided at urgent care centers are determined by the place of service code detailed on the CMS-1500
claim form or the Standard EDI Transaction (ANSI 837). CPT and HCPCS codes are updated annually.

Reimbursement for urgent care center procedures is defined by the Provider Agreement.

OMH-licensed or OASAS-certified Ambulatory Behavioral Health Services

Notwithstanding anything to the contrary in a Participating Provider’s provider services agreement, Participating
Providers shall be reimbursed in accordance with the applicable ambulatory patient group (“APG”) rate-setting
methodology or other government rates established and published by the New York State Office of Mental Health
(OMH) or New York State Office of Alcoholism and Substance Abuse Services (OASAS) as required for certain
services, including OMH licensed or OASAS certified ambulatory behavioral health services and outpatient mental
health services at Article 28 hospital-based and free-standing clinics, Article 31 and Article 32 outpatient clinics,
and rehabilitation and Opioid Treatment Programs, regardless of billed charges and/or any other rates identified in
the Participating Provider’s fee schedules. Therefore, any requirement, in either Participating Provider’s provider
services agreement or fee schedules, that participating Provider be paid the lesser of billed charges or the rates
set forth in the Provider services agreement or fee schedules, is not applicable to claims for those certain services
which are required to be reimbursed using the APG methodology or other required government rates.

Laboratory Data

Overview

Laboratory data is essential to MVP’s HEDIS, risk and clinical operations and analytics. A secure file transfer process
will be established to allow for seamless transfer of laboratory data to MVP.

Required Data Requirements

Table 1 contains the rules for the data elements that must be sent to MVP.

Table 1 Required Data Requirements

Area Definitions Comments

Content/File Data Format List of Data elements E.g. Date of Service, See Table 2 below
Member ID, LOINC, etc

Naming Convention Vendor name and date

File Frequency Requirement How often/what date file is sent to MVP Monthly

Transmission Schedule Date and time the file sent Suggest 20th of the month
at9am

Transmission Requirements Protocol by which the data will be sent SFTP

Encryption Encryption to be used PGP Encryption

Aggregation/Compression Type of compression to be used Zip
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Area

General File Characteristics

Definitions

Encoding of the file.

Comments

All upper case, ASCII

Tilde (~) delimited, cr/If line
terminations

Sensitivity

Required Data Elements

Does this file contain PHI; Pll; STI/Substance

Abuse data, or other information requiring
special handling?

The following fields must be submitted in laboratory data feeds transmitted to MVP. MVP wants to receive all
laboratory tests conducted on their Members in their monthly submissions.

Table 2 Required Data Elements

Field Description File Format
Member ID String (11)
Name (Last Name, First Name Ml) String (<255)

Date of Birth

Date of birth formatted as '"MM/DD/YYYY'

String (10)

Lab ID

Site of Service location

String (<255)

Ordering Provider

If known, formatted as Last Name, First Name,

MI, Credential: e.g. Smith, John, A, MD

String (<255)

DOS Date of service formatted as 'MM/DD/YYYY' String (10)
CPT/HCPCS Procedure Code CPT or HCPCS Procedure Code String (10)
LOINC LOINC String (20)
Result Test results String (<255)

Principal Diagnosis Code

If available

String (<255)

Lab Test Panel Code

Two sample values: 52142E, 15981X

String (20)

Lab Test Panel Name

Two sample values: "HETEROPHILE, MONO
SCREEN", "CELIAC DISEASE COMP PANEL"

String (<255)

Lab Test Code

Two sample values: 4011, 5620

String (<255)

Lab Test Description

Two sample values: "HETEROPHILE, MONO
SCREEN", "TISSUE TRANSGLUTAM AB IGA"

String (<255)

Reference Range Description

Two sample values: Negative, <5

String (20)

Reference Range Low Value

Two sample values: 0000011000000,
0000003800000

String (<255)

Reference Range High Value

Two sample values: 0000011000000,
0000003800000

String (<255)
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MVP Laboratory Contact

Should you have questions about the process to establish a laboratory feed or its content, please contact Ruth Leslie
at rleslie@mvphealthcare.com or 518-388-2026.
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Pharmacy Benefits Manager

CVS Caremark is MVP’s pharmacy benefit manager (PBM) for all retail and mail order prescriptions. This applies
to all MVP products that offer prescription drug coverage. The CVS Mail Order Pharmacy, part of the CVS
Caremark family of pharmacies, is the mail order pharmacy vendor MVP uses to fill prescriptions for maintenance
medications for MVP products that have a mail order benefit.

Prescription Drug Benefits

MVP offers multiple different prescription drug benefit options. The CVS Caremark claims system is configured
to adjudicate these different benefits as well as program-mandated prescription drug coverage. Most drug plans
have prior authorization, Step Therapy, or quantity limit requirements on select medications. Refer to the MVP
formularies on the website for a complete list of drugs that are subject to pharmacy management programs.

Pharmacy and Therapeutics (P&T) Committee

MVP’s P&T Committee is composed of physicians from multiple specialties and primary care, practicing
pharmacists, and MVP staff. The committee uses utilization, pharmacoeconomic, and clinical information to
develop drug inclusion/exclusion criteria. Each new drug* requires prior authorization for at least six months.

For the Medicare Part D formulary, new drugs may be excluded until the next benefit year. The P&T Committee
evaluates the value of adding or excluding a new drug to the formulary based upon whether or not the new drug
offers significant clinical and therapeutic advantages over current formulary drugs. The committee also designates
in which coverage tier a specific drug is placed and reviews all policies and drug classes at least annually.

*A “new drug” is defined as a new molecular entity or biosimilar; a new route of administration; a new dosage form,
formulation, or delivery system; a combination of currently approved drugs; a drug with potential safety and/or
efficacy issues; and a drug that has the potential for inappropriate utilization.

Formularies

The formulary is a guide to use when prescribing medications for Members. The drugs listed on the formulary are
intended to provide sufficient therapeutic options for most situations. The formulary is available in several formats:

« The most current printed version is available on the MVP website at mvphealthcare.com.

« Periodic updates are published in the Healthy Practices newsletter and/or sent to provider offices via
FastFax. Updates also can be found on the MVP website.

Commercial Prescription Drug Formulary

The MVP Commercial formulary applies to Members with employer-sponsored large group or select self-funded
(ASO) prescription drug coverage, and children covered under the Child Health Plus plan (CHP).

The formulary is divided into three tiers:

« Tier 1 generally includes preferred generic drugs.
« Tier 2 includes covered brand name drugs chosen for their overall value.

« Tier 3includes all other covered prescription drugs and all new drugs* that are under review.
Tier 3 is non-formulary for CHP and requires prior authorization for coverage.
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The Federal Employee Health Benefits (FEHB) Program is divided into four tiers:

« Tier Lincludes most generic drugs.

» Tier 2 includes preferred brand name drugs, select high cost generic drugs, and preferred
specialty drugs.

» Tier 3includes non-preferred brand name drugs.

« Tier 4 includes non-preferred specialty drugs.

MVP Marketplace Prescription Drug Formulary

The MVP Marketplace formulary applies to Members with employer-sponsored small group or individual-purchased
through MVP or the state Exchange, or Essential Health Plan prescription drug coverage.

The formulary is divided into three tiers:

« Tier 1 generally includes preferred generic drugs.
» Tier 2 includes covered non-preferred generics and brand name drugs chosen for their overall value.

« Tier 3includes all other covered prescription drugs and all new drugs* that are under review.

Members in select Essential Health Plan pharmacy benefits may have coverage of some over-the-counter medications.

MVP Medicaid Prescription Drug Formulary

This formulary is a guide to use when prescribing medications for MVP Medicaid/HARP Members. This formulary
promotes the use of generic medications.

The MVP Medicaid formulary is divided into two tiers:

+ Tier 1 generally includes preferred generic drugs
« Tier 2 includes covered brand name drugs chosen for their overall value

Non-formulary drugs require prior authorization from MVP. Some drug classes such as erectile or sexual
dysfunction drugs, weight loss drugs, drugs used to treat infertility (except tamoxifen, letrozole, bromocriptine, and
clomiphene), cough and cold products, cosmetic, marked “sample” or “not for sale,” DESI drugs, non-FDA approved
drugs (NDA/ANDA/BLA), used for radiological testing, packaged in unit dose when bulk packaging is available,
regularly supplied to public free of charge, and visco supplementation products are excluded from coverage. Drugs
(legend and OTC) and supplies which are not covered under the NYS Medicaid Formulary is not covered.

Atypical antipsychotics, antidepressants, anti-rejection, anti-retroviral, select endocrine (including but not limited
to growth hormones, diabetic drugs, and insulin and pancreatic enzymes), hematological, multiple sclerosis,

and anti-seizure agents will be subject to Prescriber Prevails provisions. This enables the prescriber’s reasonable
professional judgment to prevail in the prior authorization process for atypical antipsychotics. When the plan

is unable to complete a prior authorization due to missing information or because the prescriber’s reasonable
professional judgment has not been adequately demonstrated, either by consistency with FDA approved labeling
or use supported in at least one of the Official Compendia as defined in federal law under the Social Security Act
section 1927 (g)(1)(B)(i), the plan will issue a Notice of Action to the provider and Member.

The MVP Medicaid benefit includes coverage for select over-the-counter medications, diabetic management
supplies, enteral products, and some medical supplies. Coverage is limited to a 30-day supply of medications at a
participating retail pharmacy. Mail order is not a covered benefit. Specialty medications may be obtained from CVS
Specialty Pharmacy, MVP’s specialty pharmacy vendor, or a contracted specialty retail pharmacy.
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The formulary exception and prior authorization process are the same as for Commercial, Marketplace,
and Medicaid Members. Prescribing providers should use existing MVP prior authorization forms found on
mvphealthcare.com.

All prior authorization and formulary exception requests for MVP Medicaid Members can also be submitted
on the Medicaid standardized prior authorization form. This form can be found on our website at
mvphealthcare.com/ providers/forms.

Formulary Indicators

These indicators are common across multiple formularies. Each formulary may also contain additional indicators.
Please refer to the descriptions noted within the formulary for additional information.

+ Mail Those medications listed with an asterisk (*) are available via mail order.

+ Step Therapy (ST) Certain drugs requiring prior authorization have a Step Therapy edit in place to
systematically allow a claim to process if certain criteria are met. These edits are supported by MVP
benefit interpretations that are available in the MVP’s Provider Portal. Prior authorization is required
if Step Therapy edits are not met. Step Therapy clinical reviews will use recognized evidenced-based
and peer-reviewed clinical review criteria that is appropriate for the medical condition.

Prior authorization (#) Requests for drugs requiring a prior authorization must be submitted through
the Pharmacy Department using the Medication Prior Authorization Request form and faxing it to
1-800-376-6373 for Commercial, Marketplace, and Medicaid members. Benefit interpretations
containing applicable prior authorization criteria are available from MVP and are available in the MVP
Provider Portal.

Quantity Limit (q) Certain drugs have quantity limitations or durations. Benefit interpretations
containing the applicable prior authorization criteria are available from MVP.

Specialty Medications (+) Certain drugs must be obtained from the MVP specialty pharmacy vendor
or contracted specialty pharmacy.

+ Medical (M) A prescription drug rider is not required for coverage. If the provider does not buy and bill,
the drug must be obtained from CVS Specialty or other contracted Specialty provider.

+ Excluded Drug (EX) Excluded drug; medical exception approval required.

The above indicators are common across multiple formularies. Each formulary may also contain additional
indicators. Please refer to the descriptions noted within the formulary for additional information.

MVP Medicare Part D Prescription Drug Formulary

There are two MVP Medicare Part D formularies which apply to all Members with Part D prescription drug coverage.
There is a formulary for Medicare Advantage plans with coverage through a former employer and a formulary for
Individual Medicare Advantage Plans (plans purchased directly by the Member). The Part D formularies are a guide
to use when prescribing medications for Members. The drugs listed in the formularies are intended to provide
sufficient therapeutic options for most situations.

The Part D formulary is divided into five tiers:

+ Tier Lincludes select generic drugs for diabetes, blood pressure control, bone health, heartburn, and
ulcers. The drugs in Tier 1 are provided at little to no cost.

+ Tier 2 includes non-preferred generic drugs.
+ Tier 3includes non-preferred generics and preferred brand drugs that have the lowest cost share for

brand name drugs.
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» Tier 4 includes non-preferred brand name and non-preferred generic drugs. In addition, Part D drugs
excluded from the formulary must go through an exception process in order for MVP to cover them. If
they are approved, they will be covered in Tier 4.

« Tier 5 (Specialty tier) includes most drugs (brand name and generic) that cost $670 or more for a
30-day supply. All drugs in this tier are restricted to a 30-day supply at retail and are excluded from
the mail order program.

The Medicare Part D formularies exclude most new drugs and most drugs with a generic equivalent (as determined
by the FDA). These drugs may be obtained through the Formulary Exception Procedure (see below). Medicare
regulations also require that certain drug classes not be covered: DESI drugs, unapproved drugs (approved via NDA/
ANDA/BLA), drugs used to treat sexual dysfunction (including erectile dysfunction), and drugs used to promote
weight gain or loss. Brand name drugs manufactured by companies that did not sign the Medicare Coverage Gap
agreement are not eligible to participate in the Medicare Part D program. Some enhanced Part D riders may include
coverage of Medicare Part D excluded drugs, including drugs for weight loss or weight gain, or erectile dysfunction
medications. Prior authorization criteria and quantity limits for these medications follow the Commercial
pharmacy policies.

Members and providers may view MVP’s Medicare Part D Pharmacy Management programs on the MVP website
at content.mvphealthcare.com/medicare/index.html. Requests for Prior Authorization and Formulary Exceptions
should be submitted using the MVP Prior Authorization form or the Medicare Part D Coverage Determination form
and faxing the completed form, including the physician supporting statements, to 1-800-401-0915.

Formulary (Medicare Part D) Indicators

+ Prior Authorization (PA) MVP requires prior authorization for certain drugs.

+ Quantity Limits (QL) For certain drugs, MVP limits the amount of the drug that we will cover.
For example, MVP covers one tablet per day for Linzess®. This limit may be applied to a standard
one-month or three-month supply.

Step Therapy (ST) In some cases, MVP requires certain drugs to treat a medical condition to be tried
before we will cover another drug for that condition. For example, if Drug A and Drug B both treat a
medical condition, MVP may not cover Drug B unless Drug A is tried first. If Drug A does not work, MVP
will then cover Drug B.

Dispensing Limits (DL) Certain drugs are limited to a 30-day supply through a retail pharmacy and
are not available through the mail order pharmacy.

+ Limited Availability (LA) Some medications are available only through a designated Specialty
Pharmacy because of manufacturer limited distribution.

+ Part B versus Part D drug coverage (B/D) Some drugs could be covered under the Part B or Part D
benefit, depending on the specific Member situation. This means that a request must be submitted to
MVP to determine, based on Medicare guidelines, if the drug will be covered as Part B or Part D.

+ Not available at mail-order (NM) Certain drugs are not available through the mail order pharmacy.

Medicare Medical Injectables and Vaccines

Most injectable medications, including all vaccines (**except Part D vaccines for Medicare Members), administered in
a provider’s office must be obtained by the provider and billed to MVP on the appropriate billing code (i.e., J-code),
unless otherwise specified. Office-administered injectable medications should not be purchased at the retail
pharmacy by the Member and transported back to the office; these medications are not covered under the Member’s
prescription drug benefit when obtained at a retail pharmacy. Physician-administered injectables may be covered
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under the Member’s Medicare Part B benefit and applicable co-insurance. Review the Medicare Part D formulary at
mvphealthcare.com, which includes injectable medications that may be covered under the Medicare Part D benefit.
Most home infusion medications are covered under the Medicare Part D benefit and billed to the PBM.

**For Medicare Members: All commercially available vaccines will be covered under the Part D pharmacy benefit
only (unless excluded as a Part B benefit, such as pneumococcal and influenza vaccines). This also includes the
administration fees associated with the vaccinations. All Part D vaccines and vaccine administration fees must
be billed through CVS Caremark. Since physician offices may not be able to bill CVS Caremark directly, Medicare
Members with a Part D rider may need to pay the provider for the vaccine and administration fee and then submit
a reimbursement claim directly to CVS Caremark. Members will be reimbursed the negotiated rate minus their
applicable co-payment for these vaccines. Reimbursement forms are available at mvphealthcare.com.

Providers now have an online option for processing Medicare Part D vaccine claims electronically. TransactRx Part D
Vaccine Manager, a product of Dispensing Solutions Inc., provides physicians with real time claims processing for
in-office administered vaccines. This new online resource helps to reduce the current challenges in providing Medicare
Part D vaccines and vaccine administration reimbursement to our Members. Enrollment in TransactRx is available at
no cost to providers. Simply complete the one-time online enrollment process at mytransactrx.com/ws_enroll.

For questions related to enrollment or claims processing, contact Vaccine Manager Support at 1-866-522-3386.

When to Contact MVP’s Pharmacy Department

The following are examples of when to contact the Pharmacy Department under either urgent or routine
circumstances:

+ Medications requiring prior authorization (including medical drugs listed on the formulary)

+ Medications that are not on the formulary, on MVP’s excluded drug list, or when requesting coverage of
a non-formulary drug when the Member has a two-tier prescription drug benefit*

+ Medications subject to Step Therapy when criteria are not systematically met

+ Medications that are subject to quantity limitations or durations

Member with an existing authorization and changes to a different MVP benefit will require a new
authorization (e.g., Essential Health Plan to Medicaid, Commercial to Medicare, etc.)

*For Members with a two-tier prescription drug benefit (MVP Medicaid or MVP Child Health Plus), a prior
authorization for non-formulary agents will be considered in accordance with criteria listed in the Formulary
Exception Policy and noted below. The form must be completed and the request approved before the Member fills
the prescription at the pharmacy. Medicare Members requesting a formulary exception request for non-formulary
drugs or drugs with a quantity limit will follow the Medicare Formulary Exception process.

Incomplete information on the request may result in a decision delay or denials. The provider must fax the
completed form to the appropriate fax number listed on the form. Forms must include the signature of the
prescriber or an attestation from the prescriber attesting that the information on the submitted form is complete,
accurate, and available for review if requested. All urgent requests must be marked “Urgent” at the top of the

form. The turn-around time for urgent requests is typically 1 business day from MVP’s receipt of the request and 3
business days for non-urgent requests. See Coverage Determination for Medicare Members below for the applicable
Medicare Part D timeframes.

For NY Commercial, NY Marketplace: A Step Therapy protocol determination will be made within 24 hours (urgent)
or 72 hours (standard) of the receipt of a supporting rationale and documentation. Marketplace and Large Group
requests for non-formulary drugs: a determination will be made within 24 hours (urgent) or 72 hours (standard) of
the receipt of a supporting rationale and documentation.
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Only the prescriber responsible for the treatment and evaluation of the Member, an authorized

agent, Member, or Member’s authorized representative may initiate a prior authorization or coverage
determination. An authorized agent is someone who is an employee of the prescribing practitioner and has access
to the Member’s medical records (e.g., nurse, medical assistant, etc.). An authorized representative is someone who
has been designated by the Member to represent them for a specific healthcare decision via a Power of Attorney
(POA) or Authorization of Representation (AOR) form. Pharmacists, pharmacies, third-party vendors, or other
patient advocacy personnel are not eligible to initiate a prior authorization or coverage determination. Requests
from these providers will not be accepted or acknowledged as received. Prescribers excluded by CMS, OIG, OMIG, or
other regulatory entity will be deemed “excluded” and prescriptions will reject at the PBM.

No payment will be made for prescriptions filled or services rendered prior to the approval of a prior authorization
request. Members may be allowed a 72-hour emergency supply of medication while awaiting review for a prior
authorization or formulary exception request or receive a seven-day emergency supply of a substance use
medication (Medicaid/HARP Members).

For information on lost/stolen/damaged medications and vacation overrides, please refer to the Pharmacy
Programs Management Policy.

Pharmacy Forms

All pharmacy-related prior authorization forms are available at mvphealthcare.com on the Provider page under
Forms. Forms should be faxed to the phone number on the bottom of each form.

Formulary Exception Process

There may be occasions when a non-formulary medication is medically necessary. In such cases, the appropriate
medication may be obtained through the MVP Formulary Exception Process as follows:

+ The provider completes the Prior Authorization Request Form for Medication before the Member fills
the prescription at the pharmacy.

« The provider faxes the completed form and all necessary clinical documentation to support the medical
necessity for the exception to the appropriate fax number listed on the form. A letter containing the
decision to approve/deny the request is sent to the provider and the Member, preceded by a phone call.
Although circumstances may vary, reasons for approving an exception may include documented:

B Allergic/adverse reaction to all formulary agents
® Therapeutic failure of all clinically appropriate formulary agents

® Patient therapy stability issues where a formulary agent is contraindicated or a change in
therapy is inadvisable

® Patient-specific contraindication or reason formulary agents are inappropriate
B Policy and/or benefit interpretation
® Member contract and/or prescription drug rider

+ “Sample” use alone does not satisfy criteria.

Step Therapy Program (NY Commercial, NY Exchange)

Prior authorization requests for drugs requiring Step Therapy will use recognized evidenced-based and peer-
reviewed clinical review criteria that is appropriate for the medical condition of the Member.
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Supporting rationale and documentation: A Step Therapy protocol override prior authorization request will be
granted when it includes supporting rationale and documentation from a requesting health care professional,
demonstrating that:

+ The required prescription drug is contraindicated or will likely cause an adverse reaction or physical or
mental harm to the Member

» The required prescription drug is expected to be ineffective based on the Member’s known clinical
history, condition, and prescription drug regimen

+ The Member has tried the required prescription drug while covered by MVP, or under previous
health insurance coverage, or another prescription drug in the same pharmacologic class or with the
same mechanism of action, and that prescription drug was discontinued due to lack of efficacy or
effectiveness, diminished effect, or an adverse event

« The Member is stable on a prescription drug selected by the requesting health care professional for the
medical condition, unless the required prescription drug is an AB-rated generic equivalent

» The required prescription drug is not in the Member’s best interest because it will likely cause a
significant barrier to adherence to or compliance with the Member’s plan of care, will likely worsen
a comorbid condition, or will likely decrease the Member’s ability to achieve or maintain reasonable
functional ability in performing daily activities

Coverage Determination Procedure for Medicare Members

Coverage determination requests may be submitted on one of the MVP Prior Authorization Request forms or by
using the Medicare Part D Coverage Determination Request form and faxed to 1-800-401-0915 or submitted via the
online Medicare Coverage Determination form. Coverage determinations are requests required for:

« Drugs that require prior authorization

+ Drugs subject to Step Therapy

+ Part D drugs that are non-formulary

« Quantity limits that are in excess of the formulary allowed amount

» Tier exceptions (requests to cover a drug at a lower tier co-pay then what is listed on the formulary)

Coverage determination requests for drugs that require prior authorization or Step Therapy will be reviewed and a
decision made within 72 hours of the receipt of the request unless the request is marked “URGENT,” in which case
the request will be reviewed and a decision made within 24 hours.

Coverage determination requests to cover an excluded Part D drug, a quantity that exceeds the allowed amount, or

a request to cover a drug at a lower-tier co-pay must be accompanied by a supporting statement from the prescriber.
Requests submitted without the supporting statement will be placed on a “pending” status for a decision until the
information is received, but no longer than 14 days from the receipt of the request. Supporting statements may include:

+ Rationale why all other drugs included on the formulary have not been or would not be as effective,
or would cause adverse effects compared to the non-formulary (higher tier) drug, formulary excluded
drug, or drug requiring step therapy. (Tier exceptions to generics only cost share tier and drugs within
the specialty tier to a lower cost share tier are excluded. Approved formulary exceptions are also
exempt from tier exceptions.) The number of doses available has not been effective, would likely not
be effective, or would adversely affect the drug’s effectiveness.
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Mail Order Pharmacy

MVP Members (excluding MVP Medicaid, MVP Child Health Plus, some MVP Marketplace and Essential Health Plan,
and some MVP Select Care [ASO] Members) may use the mail service option when filling prescriptions. Mail service
includes home delivery of medications. In most cases, there are Member co-payment savings by ordering a 90-day
supply. When prescribing a drug eligible for the mail order program for the initial order, the MVP Member may ask
the provider to send two electronic prescriptions. One is for up to 30 days to be filled at a local pharmacy. The other
can last up to 90 days, with refills for up to one year, and can be filled through the CVS Health Mail Order Pharmacy,
part of the CVS Health family of pharmacies.

MVP recommends that an order be placed two to three weeks before medications are needed to save on rush
delivery charges and avoid possible problems if the shipment is delayed. Not all prescription drugs are eligible to
be filled through the Mail Order Pharmacy. Please refer to the MVP formularies to determine if the drug is eligible to
be filled through the Mail Order Pharmacy.

Brand/Generic Difference Program

When a health care provider writes a prescription for a brand name drug and indicates “dispense as written” and
there is a Food and Drug Administration (FDA) approved generic equivalent, the Member will be responsible for
paying the generic co-pay plus the difference between the cost of the brand and generic drug. This Brand/Generic
Difference program helps encourage the use of generic drugs over brand name drugs. This does not apply to all MVP
prescription benefits. Please refer Member to their prescription rider to determine if a co-pay penalty applies.

Note: Co-payment reduction for medical necessity for Commercial and Marketplace Members may be submitted
for medications subject to the brand/generic penalty only. Criteria must meet that listed in the MVP Co-payment
Adjustments for Medical Necessity policy. Requests should be submitted on the Medication Prior Authorization form
and specifically marked “Co-payment Adjustment.”

CVS Specialty Pharmacy

CVS is MVP’s specialty pharmacy provider for select self-injectable and oral medications. Many specialty
medications require prior authorization, which is obtained directly from MVP through the process described

above. Prescription orders may be placed with CVS Specialty via fax, phone, or mail. Use CVS Specialty’s toll-free
fax at 1-800-323-2445, or call 1-866-444-5883. Refer to the MVP Formularies to determine if a medication must

be obtained from CVS Specialty. Once the order is placed, CVS Specialty will contact the Member to set up an
account and arrange for delivery. Free delivery is available to the Member’s home or provider’s office. CVS Specialty
also offers educational support, compliance monitoring, adherence counseling, and coordinated care with the
provider’s office regarding these medications. Ancillary supplies, such as syringes and needles, may be provided to
Members at no additional charge.

Compounded Prescriptions

For all lines of business except Medicare Part D, compounded prescriptions more than $100 require prior
authorization from MVP. Compound medications containing bulk powders and non-covered medications are not
covered. In addition, these prescriptions are non-formulary and tier 3 (Commercial and Marketplace Members).
Bulk powders and non-covered drugs (OTC, excluded, etc.) are not covered. Refer to the MVP Compounded
Medication BIM for additional information.
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Onco360

For those unique situations where a physician is administering an oncology drug in the office setting and is not
able to obtain the medication through their supplier, MVP has contracted with Onco360 to provide a select list of
oncology medications. More information on Onco360 and the medications they can deliver can be obtained from
your Professional Relations representative.

Benefit Coverage (Commercial and Exchange Unless Otherwise Noted)

Most contracts and prescription drug riders allow for coverage of legend (prescription required), FDA-approved
medications (FDA approved via NDA/ANDA/BLA) that are reasonably self-administered. The PBM system is
configured to process these medications at the pharmacy point-of-service and for the claim to take the appropriate
co-pay, co-insurance, deductible etc. Some contracts and/or riders prohibit coverage for certain drugs classes (i.e.,
cosmetic agents, drugs used to treat erectile dysfunction). The PBM system is also configured to deny coverage for
these drugs as appropriate.

« OTC Equivalent Program

Legend drug products that have an over-the-counter (OTC) equivalent are not a covered pharmacy benefit
unless medically necessary. Examples of drugs that are subject to this program include but are not limited
to: ammonium lactate topical, benzoyl peroxide, diphendydramine, meclizine, butenafine topical, ketotifen
fumarate, fluticasone nasal spray, and polyethylene glycol 3350.

+ Physician Administered Medications

A. Generally, itis the physician’s responsibility to “buy-and-bill” medications that are administered in
the office or another similar place-of-service unless other specified. The CVS Caremark system is not
configured to allow physician administered medications to process at a pharmacy. This includes
chemotherapy drugs and vaccines (except for Medicare Part D vaccines, see Medicare Part D section).
In rare circumstances when a physician is unable to obtain a drug, he/she should contact the Plan
for a case-by-case determination and applicable override. The Plan reserves the right to determine
whether a medication is usually physician administered and reimbursable under the medical benefit.
Physician administered medications that are mandated to the Plan’s Specialty Pharmacy vendor
should be billed online to CVS Caremark directly by the Specialty Pharmacy.

B. Generally, when a physician gives a patient an oral medication, these drugs are excluded from
coverage since the form of the drug is self-administered. Similarly, if a physician gives a patient an
injection that is usually self-injected this drug is excluded from coverage, unless administered to the
patient in an emergency situation.

« Diabetic Drugs and Supplies
These drugs (including oral and injectable hypoglycemics and insulin) and supplies (including test strips, lancets
and insulin pump supplies) are generally covered under the Commercial Member’s medical plan per applicable
state mandates. The PBM system is configured to process these drugs and supplies and therefore claims should
be billed online to CVS Caremark. The applicable diabetic co-payment(s) will apply. Preferred diabetic insulins,
meters and test strips may apply. Refer to the applicable formulary for a list of preferred products.

« Preferred Home Infusion Vendors

Select medications may be required to be obtained through a preferred home vendor. Access and medical
exception requests for use of an alternative vendor must be submitted to the Plan for medical necessity review.
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« Drugs used in coordination with a medical procedure (including Medicaid)

Drugs used in coordination with a medical procedure will be deemed to be inclusive of the procedure billing,
unless the sole purpose of the procedure is the administration of the drug.

Oral or self-administered drugs part of a Medicare transitional add-on payment arrangement

Oral or self-administered drugs which are included in a Medicare transitional add-on payment arrangement (e.g.,
ESRD PPS) are subject to Member’s Part B co-insurance/co-pay (commensurate with the co-payment associated
with dialysis services) and the Member’s selection of the site of service for the provision of these drugs. Drugs
which are covered under a Medicare consolidated billing arrangement cannot be billed to the Member or the plan
separately.

Emergency supply of a medication

Members may be eligible for a 72-hour emergency supply of a medication when 