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1 Introduction

Welcome to the Amerigroup provider family. We’re pleased you’re part of our network, which represents
some of the finest health care providers in the state. As a leader in managed health care services for the
public sector, we believe hospitals, physicians and other providers play a pivotal role in managed care. We
can only succeed by working collaboratively with you and other caregivers. Earning your loyalty and
respect is essential to maintaining a stable, high-quality provider network. This manual contains
information about our STAR, STAR Kids, STAR+PLUS and CHIP programs, and is designed to assist you with
providing quality care to our members. The information in this manual may be updated periodically and
changed as needed. Information on other programs offered by Amerigroup is included in the next section.

1.1 Who is Amerigroup?

Amerigroup refers to both Amerigroup Texas, Inc. and Amerigroup Insurance Company. Amerigroup
members in the Medicaid Rural Service Area (RSA) and the STAR Kids program are served by Amerigroup
Insurance Company. All other Amerigroup members in Texas are served by Amerigroup Texas, Inc.

Amerigroup Texas, Inc., doing business as Amerigroup is a licensed health maintenance organization
(HMO). Amerigroup Insurance Company is a licensed indemnity plan. As a leader in managed health care
services for the public sector, the Amerigroup health plans provide health care coverage exclusively to
low-income families, children, pregnant women, elderly and disabled persons. Amerigroup also offers
Medicare Advantage Plans, including Medicare Special Needs Plans, and participates in the Medicare-
Medicaid Dual Demonstration Program (MMP). Amerigroup administers the following programs in Texas:

Program Program objectives

STAR The STAR program is a Medicaid managed care program for children, pregnant women and low-income
families providing clients with acute care medical assistance. The objectives of the program are to:

e Improve access to care for clients enrolled in the program.

e Increase quality and continuity of care for clients.

e Decrease inappropriate use of the health care delivery system, such as using emergency rooms

(ERs) for nonemergencies.
e Achieve cost effectiveness and efficiency for the state.
e Promote provider and client satisfaction.

STAR+PLUS The STAR+PLUS program is a Medicaid managed care program providing integrated acute and long-term
services and supports in a Medicaid managed care environment for elderly and disabled adults (mainly
Supplemental Security Income [SSI]-eligible Medicaid clients). The STAR+PLUS program also covers
individuals with intellectual disabilities or related conditions who do not qualify for Medicare and who
receive services through the ICF-1ID program or an IDD Waiver program (acute care and behavioral health
services only — long-term services and supports are provided by the Texas Health and Human Services
Commission [HHSC]).
In addition to the objectives of the STAR program, the STAR+PLUS program aims to:

e Integrate acute and long-term services and supports.

e Coordinate Medicare services for clients who are dual-eligible.




Program

Program objectives

STAR Kids

STAR Kids is a Medicaid managed care program designed specifically for children and young adults with
special needs. Most individuals 20 years old and younger who get Supplemental Security Income (SSI)
Medicaid or Home- and Community-Based Waiver services will receive some or all of their Medicaid
services through STAR Kids. Children and young adults enrolled in STAR Kids will receive comprehensive
service coordination.
Objectives of the STAR Kids program include:
e Provide Medicaid benefits customized to meet the health care needs of recipients through a
defined system of care.
e Better coordination of care for recipients.
e Improve health outcomes.
e Improve access to health services.
e Achieve cost containment and cost efficiency.
¢ Reduce administrative complexity.
e Reduce potentially preventable events, including out-of-home residential care, through provision
of care management and appropriate services.

CHIP

The Children’s Health Insurance Program (CHIP) provides health coverage for children age 18 and younger
in families that earn too much to qualify for Medicaid but cannot afford private health care coverage. A
child must be age 18 or younger, a Texas resident, and a U.S. citizen or legal permanent resident.
Objectives of the CHIP program are to:

e Increase the number of insured children in Texas.

e  Ensure children have access to a medical home, a physician or health care provider who serves
the physical, mental and developmental health care needs of a growing child through a
continuous and ongoing relationship.

Texas residents who are pregnant, uninsured and not able to obtain Medicaid may be eligible for CHIP
Perinatal benefits. Coverage starts before the child is born and lasts 12 months from the date the unborn
child is enrolled. The objectives of CHIP Perinatal are to improve health status and birth outcomes by
ensuring pregnant women who are ineligible for Medicaid due to income or immigration status receive
prenatal care.

Medicare
Advantage

We have contracted with the Centers for Medicare & Medicaid Services (CMS) to provide a Medicare
Advantage dual-eligible Special Needs Plan (SNP) as well as traditional Medicare Advantage health plans.
All plans offer full Medicare Part D prescription drug coverage as well as extra benefits covering other
health care services beyond what traditional Fee-For-Service (FFS) Medicare may offer. The Amerigroup
Amerivantage (Medicare Advantage) Special Needs Plans (SNPs) are for Medicare beneficiaries entitled to
Medicare Part A, enrolled in Medicare Part B and Medicaid (either as a full-benefit, dual-eligible or
qualified-Medicare beneficiary). There are some copays for prescription drugs. The Amerigroup
Amerivantage traditional Medicare Advantage plans are for Medicare beneficiaries who are entitled to
Medicare Part A and are enrolled in Medicare Part B. The plans have copays for most services. The
objectives of all these plans are to:

e Enhance the coordination of a member’s primary and acute care, long-term care, and prescription

drug benefits through a unified case management program.
e Improve the health status and outcomes of members.

Medicare-
Medicaid Dual
Demonstration
Program
(MMP)

Amerigroup was selected by the Texas Health and Human Services Commission (HHSC) to participate in a
demonstration program to provide both Medicare and Medicaid benefits to dual-eligibles. The goals of
this program are to:
e Integrate care and improve quality of care for members by consolidating the responsibility for all
the covered services into a single plan.
e  Maximize the member’s ability to remain safely in their home and community.
e Improve continuity of care across acute care, long-term care, behavioral health, and home- and
community-based services using a patient-centered approach.




We offer these programs in the following service areas (SAs) across Texas:

Service area STAR STAR+PLUS STAR Kids CHIP A';"vﬁ::;:* MMP*
Bexar X X X X X
Dallas X X
El Paso X X
Harris X X X
Jefferson X X X X
Lubbock X X X X
Tarrant X X X X X
Travis X X
Central Texas Rural X X
sjrr;creast Texas X X
West Texas Rural X X X X

* Selected counties.

For more information on the programs Amerigroup offers in Texas, please refer to the other provider
manuals available on the provider website:

e STAR+PLUS Nursing Facility Provider Manual

e Medicare Advantage Provider Manual

e STAR+PLUS Medicare-Medicaid Plan (MMP) Provider Manual

You can also call 866-805-4589 for more information about Medicare Advantage or 855-878-1785 for
more information about the Medicare-Medicaid Dual Demonstration Program.

1.2 Our mission and goals

Our mission is to operate a community-focused managed care company with an emphasis on the public
sector health care market. We will coordinate our members’ physical and behavioral health care, offering
a continuum of education, access, care and outcome programs, resulting in lower cost, improved quality
and better health.

Our goals are to:

e Improve access to preventive primary care services by ensuring the selection of a primary care
provider (PCP) who will serve as provider, care manager and coordinator for all basic medical
services.

e Improve the health status and outcomes of our members.

e Educate members about their benefits, responsibilities, and the appropriate use of health care
services.

e Encourage stable, long-term relationships between providers and members.

e Discourage medically inappropriate use of specialists and emergency rooms.



e Commit to community-based enterprises and community outreach.

e Facilitate the integration of physical and behavioral health care.

e Foster quality improvement mechanisms that actively involve providers in re-engineering health
care delivery.

e Encourage a customer service orientation with regular measurement of member and provider
satisfaction.

1.3 Role of primary care providers (medical home)

The role of the primary care physician or primary care provider (PCP) is to provide a medical home for
STAR, STAR Kids, STAR+PLUS and CHIP members. The PCP is also responsible for providing initial and
primary care to patients, maintaining the continuity of patient care, and initiating referral for care.

Members who are eligible for both Medicare and Medicaid will receive primary care from their Medicare
plan and will not select a Medicaid primary care provider.

Additional information is available in the Provider Rights and Responsibilities chapter of this manual.
1.4 Role of a Health Home

A Health Home is a provider practice that manages all of the health care a person needs — physical,
mental, and social. The range of Health Home services and supports is more than is normally offered by a
primary care provider. This type of care can be of great benefit to persons with one or more serious and
ongoing mental or health conditions. The provider practice can be a primary care practice or, in some
cases, a specialty care practice. A Health Home uses a team-based approach to care to improve access,
coordination among providers and quality of care.

We will provide access to a Health Home for any member who asks for this service and for any member
who would benefit from this type of care. Some of the main kinds of Health Home services are:

e Comprehensive case management.

e Care coordination.

e Patient self-management education and health promotion.

e Transitional care from inpatient or emergency room.

e Patient and family-centered care with patient and family support.

e Referral to community and social support services.

e Use of health information to link services.

1.5 Role of specialty care providers

The role of the specialty care provider is to meet the medical specialty needs of STAR, STAR Kids,
STAR+PLUS, and CHIP members and provide all medically necessary covered services. Specialty care
providers, including behavioral health providers, coordinate care with the member’s medical home
provider.



Additional information is available in the Provider Rights and Responsibilities chapter of this manual
under Specialty Care Providers’ Roles and Responsibilities. Additional information for behavioral health
providers is available in the Behavioral Health Program chapter of this manual.

1.6 Role of CHIP Perinatal providers

The role of the CHIP Perinatal provider, usually an OB/GYN, is to meet the prenatal, delivery and
postpartum needs of the CHIP Perinate unborn child by providing all medically necessary covered
services.

The role of the CHIP Perinatal provider caring for the CHIP Perinate newborn has the same functions as
primary care and specialty providers listed above.

Additional information is available in the Provider Rights and Responsibilities chapter of this manual.

1.7 Role of long-term services and supports providers

The responsibilities of long-term services and supports (LTSS) providers include but are not limited to:
e Verifying member eligibility.
e Obtaining prior authorization for services prior to provision of those services.
e Coordinating Medicaid and Medicare benefits.
e Notifying us of changes in members’ physical condition or eligibility.
e Collaborating with the Amerigroup service coordinator in managing members’ health care.
e Managing continuity of care for STAR Kids and STAR+PLUS members.

Additional responsibilities and information are available in the Long-Term Services and Supports chapter
of this manual.

1.8 Role of Amerigroup service coordinator

Service coordination means specialized care management services performed by a licensed, certified,
and/or experienced person called a service coordinator. This includes but is not limited to:

e |dentifying a member’s needs through an assessment.

e Documenting how to meet the member’s needs in a care plan.

e Arranging for delivery of the needed services.

e Establishing a relationship with the member and being an advocate for the member in

coordinating care.
e Helping with coordination between different types of services.
e Making sure the member has a primary care provider.

A service coordinator works as a team with the member and the primary care provider to arrange all the
services the member needs to receive, including services from specialists and behavioral health providers
(if needed). A service coordinator helps make sure all of the member’s different health care needs are
met.
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1.9 Role of Amerigroup transition specialist

A transition specialist is an Amerigroup employee who works with adolescent and young adult members
and their support network to prepare the member for a successful transition out of STAR Kids and into
adulthood. A transition specialist is wholly dedicated to counseling and educating members and others in
their support network about issues and resources for transitioning out of STAR Kids after the member’s
21st birthday. A transition specialist will work with the member’s service coordinator to conduct ongoing
transition planning activities starting at age 15.

1.10 Role of pharmacy

Our pharmacy benefit provides coverage for medically necessary medications from licensed prescribers
for: saving lives in emergency situations, treatment of short-term illness, sustaining life in chronic or
long-term illness, or limiting the need for hospitalization. Members have access to most national
pharmacy chains and many independent retail pharmacies.

Pharmacy providers are responsible for but not limited to:

e Filling prescriptions in accordance with the benefit design.

e Adhering to the Vendor Drug Program (VDP) formulary and Preferred Drug List (PDL).

e Coordinating with the prescribing physician.

e Ensuring members receive all medication for which they are eligible.

e Coordinating benefits when a member also receives Medicare Part D services or other insurance
benefits.

e Providing a 72-hour emergency supply of prescribed medication when a prior authorization (PA)
cannot be resolved within 24 hours for a medication on the Texas Vendor Drug Program (VDP)
formulary that is appropriate for the member’s medical condition or if the prescribing provider
cannot be reached or is unable to request a PA because it is after the prescriber’s office hours. The
pharmacy should submit an emergency 72-hour prescription if the dispensing pharmacist
determines it is an emergency situation. Emergency situations include cases in which, based on
the dispensing pharmacist’s judgement, a member may experience a detrimental change in health
status within 72 hours from when the pharmacy receives the prescription due to the inability to
obtain the medication. Pharmacies should not dispense 72-hour emergency supplies on a routine
basis.

1.11 Role of main dental home

A member of a managed care dental plan (DMO) may choose a main dental home. A dental plan will
assign each member to a main dental home if they do not timely choose one. Whether chosen or
assigned, each member of a DMO who is six months or older must have a designated main dental home.

A main dental home serves as the member’s main dentist for all aspects of oral health care. The main
dental home has an ongoing relationship with that member to provide comprehensive, continuously
accessible, coordinated and family-centered care. The main dental home provider also makes referrals to
dental specialists when appropriate. Federally qualified health centers (FQHCs) and individuals who are
general dentists and pediatric dentists can serve as main dental homes.
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1.12 Role of nursing facilities

The role of the nursing facility is to provide the necessary care and services for residents to attain or
maintain the highest practicable physical, mental, and psychosocial well-being, as defined by and in
accordance with the comprehensive assessment and plan of care.

In addition, nursing facility responsibilities include but are not limited to:

e Verifying member eligibility.

e Obtaining prior authorization for services prior to provision of those services.

e Coordinating Medicaid and Medicare benefits.

e Notifying us of changes in members’ physical condition or eligibility within one business day of
identification.

e Collaborating with the Amerigroup service coordinator in managing members’ health care.

e Managing continuity of care for members.

e Allowing Amerigroup service coordinators and other key personnel access to Amerigroup
members in the facility and to requested medical record information.

Nursing facility providers should refer to the separate Nursing Facility Provider Manual available at
https://provider.amerigroup.com/TX for information specific to nursing facilities.

1.13 Network limitations

Providers with the following specialties can apply for enrollment with us as PCPs:

e General practice

e Family practice

e Internal medicine

e Pediatrics

e Obstetrics/gynecology (OB/GYN)

e Advanced practice registered nurses (APRNs) and physician assistants (PAs), when APRNs and PAs
are practicing under the supervision of a physician specializing in family practice, internal
medicine, pediatrics, or obstetrics/gynecology who also qualifies as a PCP

e Federally qualified health centers (FQHCs)

e Rural health clinics (RHCs) and similar community clinics

e Physicians serving members residing in nursing facilities

e Indian Health Care Providers (IHCP) for American Indian members

Providers must be enrolled with Texas Medicaid in one of the specialties listed above to serve as a PCP.
Specialist physicians may be willing to provide a medical home to selected members with special needs

and conditions. Information regarding the circumstances in which a specialist can be designated as a PCP
is available under the Specialist as a PCP section of this manual.
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1.14 Nondiscrimination statement

Amerigroup does not engage in, aid, or perpetuate discrimination against any person by providing
significant assistance to any entity or person that discriminates on the basis of race, color, or national
origin in providing aid, benefits, or services to beneficiaries. Amerigroup does not utilize or administer
criteria having the effect of discriminatory practices on the basis of gender or gender identity. Amerigroup
does not select site or facility locations that have the effect of excluding individuals from, denying the
benefits of, or subjecting them to discrimination on the basis of gender or gender identity. In addition, in
compliance with the Age Act, Amerigroup may not discriminate against any person on the basis of age, or
aid or perpetuate age discrimination by providing significant assistance to any agency, organization or
person that discriminates on the basis of age. Amerigroup provides health coverage to our members on a
nondiscriminatory basis, according to state and federal law, regardless of gender, gender identity, race,
color, age, religion, national origin, physical or mental disability, or type of illness or condition.

Members who contact us with an allegation of discrimination are informed immediately of their right to
file a grievance. This also occurs when an Amerigroup representative working with a member identifies a
potential act of discrimination. The member is advised to submit a verbal or written account of the
incident and is assisted in doing so, if the member requests assistance. We document, track, and trend all
alleged acts of discrimination.

Members are also advised to file a civil rights complaint with the U.S. Department of Health and Human
Services Office for Civil Rights (OCR):
e Through the OCR complaint website at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
e By mail to: U.S. Department of Health and Human Services, 200 Independence Ave. SW, Room
509F, HHH Building, Washington, DC 20201
e By phone at: 800-368-1019 (TTY/TTD: 800-537-7697)

Complaint forms are available at hhs.gov/ocr/office/file/index.html.

Amerigroup provides free tools and services to people with disabilities to communicate effectively with
us. Amerigroup also provides free language services to people whose primary language isn’t English (for
example, qualified interpreters and information written in other languages). These services can be
obtained by calling the Member Services number on their member ID card.

If you or your patient believe that Amerigroup has failed to provide these services or discriminated in any
way on the basis of race, color, national origin, age, disability, gender, or gender identity, you can file a
grievance with our member advocate via:

e Mail: 2505 N. Highway 360, Suite 300, Grand Praire, TX 75050

e Phone: 800-600-4441/STAR Kids: 844-756-4600 (TTY 711), and ask for a member advocate

e Email: dI-txmemberadvocates@anthem.com

Equal program access on the basis of gender

Amerigroup provides individuals with equal access to health programs and activities without
discriminating on the basis of gender. Amerigroup must also treat individuals in a manner consistent with
their gender identity and is prohibited from discriminating against any individual or entity on the basis of
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a relationship with, or association with, a member of a protected class (race, color, national origin,
gender, gender identity, age, or disability).

Amerigroup may not deny or limit health services that are ordinarily or exclusively available to individuals
of one gender to a transgender individual based on the fact that a different gender was assigned at birth
or because the gender identity or gender recorded is different from the one in which health services are
ordinarily or exclusively available.
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2 Quick reference information

Quick reference topic

Description

Provider Services/Inquiry Line

Phone: 800-454-3730
Fax: 800-964-3627

Amerigroup website

https://provider.amerigroup.com/TX

Availity Essentials* at Availity.com

These sites feature tools for real-time eligibility inquiry, claims submission/status/appeals
and prior authorization requests/status/appeals. In addition, the sites offer general
information and various tools that are helpful to the provider such as:

e Preferred Drug List

e List of drugs requiring prior authorization

e Provider manuals

e Referral directories

e Provider newsletters

e Precertification Lookup Tool

e Electronic remittance advice and electronic funds transfer information

e Health plan and industry updates

e (linical Practice Guidelines

e Downloadable forms

Prior Authorizations

Requests for prior authorizations may be submitted as indicated below:
o Digital submission (preferred method): Availity.com
e Inpatient/Outpatient surgeries and other general requests:
o Fax: 800-964-3627
o Phone: 800-454-3730
e Inpatient Discharge Planning (fax only):
o Physical Health: 888-708-2599
o Behavioral Health: 844-430-6805
e Specialized Care Services (fax only):
o Back and spine procedures: 800-964-3627
o Durable Medical Equipment (DME): 866-249-1271
o Home Health nursing (PDN, SNV, HHA): 866-249-1271
o Medical injectable/infusible drugs: 844-512-8995 (for other services, refer to
pharmacy section of this manual)
o Pain management injections and wound care: 866-249-1271
o Therapy (physical, occupational, speech): 844-756-4608
e Behavioral Health Services:
o Digital submission (preferred method) at Availity.com
o Behavioral Health — inpatient: 844-430-6805 (fax)
o Behavioral Health — outpatient: 844-442-8010 (fax)
e Carelon Medical Benefits Management, Inc.* (formerly known as AIM Specialty Healthe):
833-342-1260 (phone); careloninsights.com (online)
Cardiology
Genetic testing
Radiation oncology
Radiology (high-tech)
Sleep studies
e Superior Vision of Texas* (medical/surgical):
o Fax: 855-313-3106
o Email: ecs@superiorvision.com
e Nursing Facility: 844-206-3445 (fax)
e Ambulance Transportation (nonemergency):
o Physical health (nonurgent): 866-249-1271 (fax)
o Behavioral health (nonurgent): 844-442-8010 (fax)
o Urgent: 800-454-3730 (phone)
o For additional information, refer to the ambulance transportation services
(nonemergent) section of this manual.

O O O O O
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Quick reference topic

Description

e STAR Kids:
o Long-Term Services and Supports (LTSS)/Personal Attendant Services (PAS):
844-756-4604 (fax)
e STAR+PLUS LTSS/PAS requests are to be submitted by service area (fax only):
Austin: 877-744-2334
El Paso: 888-822-5790
Houston/Beaumont: 888-220-6828
Lubbock: 888-822-5761
San Antonio: 877-820-9014
Tarrant/West RSA : 888-562-5160
e Urgent Services: 800-454-3730 (phone)

O
O
O
O
O
O

Documentation and forms required for prior authorization requests are available on the
Amerigroup provider website.

National Provider Identifier (NPI)

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) requires the
adoption of a standard, unique provider identifier for health care providers. All Amerigroup
participating providers must have a NPl number. The NPl is a 10-digit, intelligence-free
numeric identifier. Intelligence-free means the numbers do not carry information about
health care providers such as the states in which they practice or their specialties.

For more information about the NPI and the application process, please visit
https://nppes.cms.hhs.gov.

You can complete the application online (estimated time to complete the NPI application is
20 minutes) or complete a paper application by downloading one online or calling
800-465-2003 to request an application.

Claims information

Electronic Data Interchange (EDI):
To submit transactions directly to Availity or use a clearinghouse or billing company to
submit your claims to the Availity EDI Gateway.

Contact Availity Client Services with any questions at 800-Availity (282-4548)

Online claims submission:
Use our free online claim submission tool at Availity.com. Log into Availity.com and navigate
to Claims & Payments, select professional or institutional, and manually enter your claim.

Submit paper claims to:
Amerigroup

P.O. Box 61010

Virginia Beach, VA 23466-1010

Timely filing is within 95 days from the date of service or per the terms of the provider
agreement.

We provide an online resource designed to significantly reduce the time your office spends
on eligibility verification, claims status and prior authorization status. Visit Availity.com. If
you are unable to access the internet, you may receive claims, eligibility, and prior
authorization status over the phone at any time by calling our automated Provider Inquiry
Line at 800-454-3730.

Member medical appeal information

Member medical appeals can be initiated by the member or the provider on behalf of the
member with the member’s signed consent (signed consent is not required for CHIP
members). An appeal request must be submitted within 60 calendar days from the date of
an adverse determination. Be sure to include medical charts or other supporting information.

Member medical appeals may be submitted in writing to:
Amerigroup — Appeals

P.O. Box 62429

Virginia Beach, VA 23466-2429

16



https://nppes.cms.hhs.gov/
https://www.availity.com/
https://www.availity.com/
https://www.availity.com/

Quick reference topic

Description

Member medical appeals may also be requested by calling Member Services at
800-600-4441/STAR Kids: 844-756-4600 (TTY 711).

Payment disputes

A provider has 120 days from the date of an Explanation of Payment (EOP) to file a payment
dispute. Providers can utilize the online payment dispute tool at Availity.com (locate the
claim you want to dispute using Claim Status from the Claims & Payments menu). If
available, select Dispute Claim to initiate the dispute. Go to Request to navigate directly to
the initiated dispute in the appeals dashboard, add the documentation, and submit.

Or fax the dispute request to 844-756-4607 or mail it to:
Provider Payment Disputes

Amerigroup

P.O. Box 61599

Virginia Beach, VA 23466-1599

Complaints

Provider complaints should be faxed to 844-664-7179 or mailed to:
Amerigroup

P.O.Box 61789

Virginia Beach, VA 23466-1789

Providers can also email complaints at https://provider.amerigroup.com/TX.

Amerigroup Member Services

Phone: 800-600-4441/STAR Kids: 844-756-4600 (TTY 711)

24-hour Nurse HelpLine

Phone: 800-600-4441/STAR Kids: 844-756-4600 (TTY 711)

Behavioral health services

Phone: 800-454-3730

Prior authorization: Digital submission (preferred method) at Availity.com
Fax:

e  Behavioral Health — inpatient: 844-430-6805

e  Behavioral Health — outpatient: 844-442-8010

Case managers/service coordinators

Our case managers and service coordinators are available from 8 a.m. to 5 p.m. local time at
800-454-3730 or the local health plan (see the Long-Term Services and Supports chapter for
health plan service coordination telephone numbers).

For urgent issues, assistance is available after normal business hours, during weekends, and
on holidays through Provider Services at 800-454-3730.

Interpreter services

Telephonic services for those who are deaf or hard of hearing: 711
Non-English telephonic services: 800-454-3730 (language line available)
In-person interpretation: 800-454-3730

Carelon Behavioral Health, Inc.*

National Provider Service Line: 800-397-1630, Monday through Friday, 7 a.m. to 7 p.m.
Central time

Carelon Medical Benefits Management,
Inc.

(cardiology, genetic testing, radiation
oncology, hi-tech radiology, and sleep
studies prior authorizations)

Phone: 833-342-1260
Website: careloninsights.com
Prior authorization: 833-342-1260 (phone); careloninsights.com (online)

Dental services

Members under age 21 receive dental services through one of the following dental
maintenance organizations:

e DentaQuest:* 800-508-6775 (CHIP), 800-516-0165 (Medicaid)

e MCNA Dental: 800-494-6262

e UnitedHealthcare: 877-901-7321

For STAR+PLUS Waiver dental benefits: Members should contact their service coordinator
either directly or through Member Services at 800-600-4441 (TTY 711).

Pharmacy services

Online pharmacy prior authorization via CoverMyMeds:* covermymeds.com
Pharmacy prior authorization fax: 844-474-3341

Phone: 800-454-3730 (Amerigroup Pharmacy)

Medical injectable/infusible drugs prior authorization fax: 844-512-8995

Vision services (Superior Vision of Texas)

Providers call: 866-819-4298
Members call: 800-428-8789
Medical/surgical prior authorization: 855-313-3106 (fax); ecs@superiorvision.com (email)
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Quick reference topic

Description

Access2Care* (nonemergent
transportation other than ambulance)

Members and providers call the number below for their membership type:

e  STAR:833-721-8184 (TTY 711)
e  STAR+PLUS: 844-867-2837 (TTY 711)
e  STARKids: 844-864-2443 (TTY 711)

Availity Essentials (for claim filing, claim
status inquiries and disputes, member
eligibility and benefits information, prior
authorizations, and demographic
updates)

Website: Availity.com
Phone: 800-Availity (282-4548)

Electronic Data Interchange

Contact Availity Client Services with any questions at 800-Availity (282-4548).
If you use a clearinghouse or vendor, please work with them.

EDI Payer ID - 26375

Enrollment/disenrollment Medicaid and
CHIP

Phone: 800-964-2777 for STAR and CHIP
877-782-6440 for STAR+PLUS and STAR Kids

Medicaid and CHIP HelpLine

Phone: 800-964-2777 or 211

Texas Health Steps Program

Phone: 877-847-8377
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3 Member eligibility

Eligibility for Medicaid (STAR, STAR Kids, and STAR+PLUS) and CHIP is determined by the Texas Health and
Human Services Commission. Once eligible, members select enrollment in a managed care organization in
their area through the administrative services contractor.

3.1 Verifying member Medicaid eligibility and MCO Enrollment

Each person approved for Medicaid benefits gets a Your Texas Benefits Medicaid card. However, having a
card does not always mean the patient has current Medicaid coverage. Providers should verify the
patient’s Medicaid eligibility and MCO enrollment for the date of service prior to services being rendered.
There are several ways to do this:

e Use TexMedConnect on the TMHP website at tmhp.com.

e Log into your TMHP user account and access the Medicaid Client Portal for providers.

e Call the TMHP Contact Center or the Automated Inquiry System (AIS) at 800-925-9126 or

512-335-5986.
e Call Provider Services at the patient’s medical or dental plan.

Important: Do not send patients who forgot or lost their cards to an HHSC benefits office for a paper
form. They can request a new card by calling 800-252-8263. Medicaid members also can go online to
order new cards or print temporary cards.

Important: Providers should request and keep hard copies of any Medicaid Eligibility Verification (Form
H1027) submitted by patients. A copy is required during the appeal process if the patient’s eligibility
becomes an issue.

Providers access to Medicaid medical and dental health information

Medicaid providers can log into their TMHP user account and access the Medicaid Client Portal for
providers. This portal aggregates data (provided from TMHP) into one central hub — regardless of the
plan (FFS or Managed Care). This information is collected and displayed in a consolidated form (Health
Summary) with the ability to view additional details if need be.

The specific functions available are:

e Access to a Medicaid patient’s medical and dental health information including medical diagnosis,
procedures, prescription medicines, and vaccines on the Medicaid Client Portal through My
Account.

e Enhances eligibility verification available on any device, including desktops, laptops, tablets, and
smart phones with print functionality.

e Texas Health Steps and benefit limitations information.

e Aviewable and printable Medicaid card.

e Display of the Tooth Code and Tooth Service Code for dental claims or encounters.

e Display of the Last Dental Anesthesia Procedure Date.

Additionally, an online portal is available to patients at YourTexasBenefits.com where they can:
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e View, print, and order a Your Texas Benefits Medicaid card.

e See their medical and dental plans.

e See their benefit information.

e See Texas Health Steps Alerts.

e See broadcast alerts.

e See diagnosis and treatments.

e See vaccines.

e See prescription medicines.

e Choose whether to let Medicaid doctors and staff see their available medical and dental
information.

Note: The YourTexasBenefits.com Medicaid Client Portal displays information for active patients only.
Legally Authorized Representatives can view anyone who is part of their case.

3.1.1 Your Texas Benefits Medicaid card

A person approved for Medicaid will get a Your Texas Benefits Medicaid card. A member will only be
issued one card and will only receive a new card in the event of the card being lost or stolen. If the card is
lost or stolen, a member can get a new one by calling toll free at 800-252-8263.

The Your Texas Benefits Medicaid card has the following printed on the front:
e Member’'s name and Medicaid ID number
The date the card was sent to the member
The name of the Medicaid program if the member gets:
o Medicare (QVMB, MQMB)
Healthy Texas Women Program
Hospice
STAR Health
Emergency Medicaid
o Presumptive Eligibility for Pregnant Women (PE)
Facts a drugstore will need to bill Medicaid
The name of the member’s doctor and drugstore if the member is in the Medicaid Lock-In
Program

[
O O O O

The back of the Your Texas Benefits Medicaid card has a website the member can visit
YourTexasBenefits.com and a phone number they can call toll free 800-252-8263 if there are questions
about the card.

3.1.2 Temporary ID verification form

If the member has lost or does not have access to the Your Texas Benefits Medicaid card and needs a
temporary Medicaid ID card, a temporary verification form (Form 1027-A) can be obtained by calling the
local HHSC benefits office. Providers must accept this form as proof of Medicaid eligibility, but current
coverage should be verified as described in Verifying Member Medicaid Eligibility. Members can also go
online at YourTexasBenefits.com to order a new card or print a temporary card.
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3.1.3 Additional documentation and verification

In addition to the procedures in Verifying Member Medicaid Eligibility, we suggest you:
e Photocopy the member’s eligibility identification and retain copies in the member’s file.
e Review the current monthly roster/panel of patients assigned to your practice to determine if the
patient’s name and Medicaid number appear on the list (for PCPs only).

3.2 Amerigroup member identification card

Amerigroup member identification cards are available in Appendix A for the STAR, STAR Kids (non-dual
and dual), STAR+PLUS (non-dual and dual), and CHIP programs. We now offer members the option of
downloading a free digital version of their member ID card to their Apple iOS or Android-based
smartphones and tablets. Members may now show their mobile ID card as proof of coverage. Providers
should treat the digital version the same as the original plastic card.

For dual-eligible STAR Kids and STAR+PLUS members who have Medicare, a PCP is not listed on the
Amerigroup ID card. Instead, the phrase Long-Term Services and Supports Benefits Only is listed. Medicare
is responsible for primary, acute, and behavioral health care services; therefore, the PCP’s name, address
and telephone number are not listed. The member receives long-term services and supports through
Amerigroup.

3.2.1 STAR newborns

Newborns are presumed Medicaid-eligible and enrolled in the mother’s health care plan for at least 90
days from the date of birth. Newborns who have not received a state-issued Medicaid ID number will
automatically receive an Amerigroup-assigned number effective on their date of birth.

3.2.2 STAR Kids and STAR+PLUS newborns

If a newborn is born to a Medicaid-eligible mother enrolled in STAR Kids or STAR+PLUS, the HHSC
administrative service contractor will enroll the newborn into the STAR program in the same health plan
as the mother (if available in the service area). All rules related to STAR newborn enrollment will apply to
the newborn. If the mother’s health plan does not offer a STAR plan in the service area, the newborn will
be placed in Medicaid FFS until the mother chooses a STAR plan.

3.2.3 STAR+PLUS members in the Medicaid for Breast and Cervical Cancer Program

Effective September 1, 2017, women enrolled in the Medicaid for Breast and Cervical Cancer Program
were transitioned from Medicaid FFS to the STAR+PLUS program. These members are not limited to
cancer treatment only; they have full STAR+PLUS benefits.

3.2.4 STAR+PLUS ICF-1ID Program and IDD Waiver services members

STAR+PLUS members with intellectual disabilities or related conditions who do not qualify for Medicare
and who receive services through the ICF-1ID program or an IDD Waiver will be covered for acute care
services only under STAR+PLUS. Long-term services and supports will be provided through HHSC. The
ICF-IID program is the Medicaid program serving individuals with intellectual disabilities or related
conditions who receive care in intermediate care facilities other than a state supported living center. The
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IDD Waivers are the Community Living Assistance and Support Services Waiver program (CLASS), the
Deaf-Blind with Multiple Disabilities Waiver program (DBMD), the Home- and Community-Based Services
Waiver program (HCBS), or the Texas Home Living Waiver program (TxHmL). A personal service
coordinator will be assigned to each of these members.

3.2.5 CHIP

Dependent upon the member’s CHIP category, the copays may vary. Preventive health care services, such
as well-child exams and immunizations and pregnancy-related services, are exempt from cost sharing.

We will issue a new ID card for those members who have notified the state of Texas they’ve met the
out-of-pocket annual maximum. The new member ID card will display zero dollars for copays.

3.3

Service responsibility

3.3.1 STAR Service Exception Table

We will cover authorized services for all periods for which we have received payment for our members,
except as indicated in the following table:

Service category

Description

Newborns

If the mother was enrolled with Amerigroup on the date of birth, Amerigroup is responsible
for coverage of all covered services for 90 days after birth, including hospital, provider, and
nonhospital services costs attributed to the care of a newborn.

Hospital transfers

Discharge from one hospital and readmission or admission to another hospital within 24 hours
for continued treatment will not be considered a discharge under this section. For instance, if
a member is hospitalized at the time of the plan change, the old plan will be responsible for
the hospital services, and the new plan will be responsible for the physician services only. This
will not change if a member is discharged and readmitted within 24 hours of the discharge.
Once the member is discharged, the new health plan is responsible for covering all managed
care services.

3.3.2 STAR Kids and STAR+PLUS Responsibility Table

Service category

Medicaid coverage only | Medicaid and Medicare coverage (dual-eligible)

Medical and behavioral health

Amerigroup Medicare fee-for-service (FFS) or Medicare HMO

Long-term services and supports

Amerigroup or Medicare FFS/Medicare HMO and/or
waiver program

Amerigroup and/or
waiver program*

Prescription drugs

Amerigroup Member’s chosen Part D prescription drug vendor

Transportation coverage

Amerigroup Amerigroup or Medicare FFS/Medicare HMO

Medicare copays and deductibles

Not applicable State’s fiscal agent (TMHP) for FFS; Medicare HMO

Medicaid wrap-around services

Not applicable State’s fiscal agent (TMHP)

* See the Long-Term Services and Supports chapter of this manual for specific responsibility information.
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STAR+PLUS members with intellectual disabilities or related conditions who do not qualify for Medicare
and who receive services through the ICF-1ID program or an IDD Waiver will be covered for acute care
services only under STAR+PLUS. Long-term services and supports will be provided through HHSC.

3.3.3 CHIP Responsibility Table

CHIP-eligible members receive coverage for up to 12 consecutive months and must apply for Medicaid if
they are eligible. Please note, there is no spell-of-illness limitation for CHIP members.

Service category Description

Pregnant members We require network providers to notify the plan immediately upon identifying a pregnant CHIP
(including pregnant member (excluding CHIP Perinate). Pregnant CHIP members may be referred for a Medicaid
teens) eligibility determination. Those pregnant CHIP members who are determined to be

Medicaid-eligible will be disenrolled from CHIP.

Medicaid coverage will be coordinated to begin when CHIP enrollment ends to avoid gaps in
health care coverage.

If we remain unaware of a member’s pregnancy until delivery, the delivery will be covered by
CHIP. The member’s eligibility expiration date will be the later of:

e The end of the second month following the month of the baby’s birth.

e The member’s original eligibility expiration date.

Newborns Most newborns born to CHIP members or CHIP heads-of-household will be Medicaid-eligible.
Eligibility of newborns must be determined for CHIP before enrollment can occur. For
newborns determined to be CHIP eligible, the baby will be covered from the beginning of the
month of birth for the period.

3.3.4 CHIP Perinatal Responsibility Table

The CHIP program provides certain prenatal and birth benefits to unborn children of pregnant women
(adults or teens) not otherwise eligible for Medicaid due to income limits or their immigration status. The
program also provides eligibility to the CHIP Perinate newborn child.

CHIP Perinatal provides for 12 months of continuous coverage from the month of the eligibility
determination. The mother of the unborn child receives coverage in the prenatal period and through the
month of delivery. The child then picks up the remaining months of eligibility. The CHIP Perinate mother
has no eligibility following the child’s birth but two postpartum visits within 60 days of delivery are
covered benefits. See the CHIP Perinatal Postpartum Billing section of this manual for information on
claims for postpartum visits.

Under CHIP Perinatal, the unborn child is enrolled prior to birth and remains eligible for benefits for 12
continuous months from the date of eligibility determination. Subsequent enroliment in traditional CHIP

will be subject to the same eligibility and enrollment standards established in traditional CHIP rules.

Once the child is born, the family can submit an application for Medicaid for the newborn if they choose.
If eligible, disenrollment from CHIP Perinatal will be coordinated with enrollment in Medicaid.

Children born to CHIP Perinate mothers whose family income is above the Medicaid eligibility threshold
will have the same newborn benefits as those children enrolled in the regular CHIP program after the
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initial CHIP Perinate newborn admission. Children born into families whose income falls at or below the
Medicaid eligibility threshold will be enrolled in Medicaid. There is no spell-of-iliness limitation for CHIP
Perinate newborn members. Copays/cost sharing does not apply to CHIP Perinate mothers or CHIP
Perinate newborns.

Service category Description
Families with income Amerigroup is not financially responsible for any claims with effective dates of coverage
at or below the occurring while the child is confined in a hospital. These claims should be submitted to the
Medicaid eligibility Texas Medicaid & Healthcare Partnership for processing.
threshold
Families with income Amerigroup is responsible for the costs of covered services beginning on the effective date. If
above the Medicaid a CHIP Perinate newborn is disenrolled while confined in a hospital, our responsibility for the
eligibility threshold costs of covered services terminates on the date of disenrollment.

34 Member enroliment and disenrollment from Amerigroup

3.4.1 Medicaid enrollment

STAR, STAR Kids, and STAR+PLUS members may enroll in or disenroll from Amerigroup at any time. If a
member asks how to enroll in or disenroll from Amerigroup, the provider can direct the member to either
method below:
e Call the state enrollment broker, MAXIMUS, at 800-964-2777 for STAR and CHIP or call
877-782-6440 for STAR+PLUS and STAR Kids.
e Write to MAXIMUS at P.O. Box 149219, Austin, TX 78714-9965.

The effective date of an enrollment or disenrollment is generally no later than the first day of the second
month following the month in which a completed enrollment or disenroliment form was received by
MAXIMUS. The examples below illustrate how to determine the effective date of an enrollment or
disenroliment:

Example 1: MAXIMUS receives the enrollment or disenrollment form by January 15; the effective date is February 1.

Example 2: MAXIMUS receives the enrollment or disenrollment form between January 16 and January 31; the
effective date is March 1.

3.4.2 Medicaid expedited enroliment of pregnant women

Female members eligible for Medicaid under the Type Program 40 (TP40) Pregnant Woman category are
eligible for an expedited enroliment as follows:

Certification date Enrollment standard

Certified from the 1st through the 10th of the month Member will be enrolled on the first day of the month
of certification.

Certified from the 11th through the end of the month Member will be enrolled on the first day of the month

following the month of certification.
Certified at any time during their estimated month of delivery Member will be enrolled the first day of the following
month (prospective enrollment).
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Certification date Enrollment standard
Certified in their actual month of delivery (if known by the Member will be enrolled the first day of the following
Department of State Health Services prior to certification) month (prospective enrollment).

The Texas Health and Human Services Commission (HHSC) may retroactively assign an eligible member to
us. If a claim is denied, the provider should appeal the claim and include documentation regarding the
member’s exact enrollment date. Refer to the Provider Appeal Process to HHSC (Related to Claim
Recoupment due to Member Disenrollment) section of this manual for additional information on how to
submit an appeal.

3.4.3 Medicaid automatic re-enroliment

Members who are disenrolled because they’re temporarily ineligible for Medicaid are automatically
re-enrolled in the same HMO. The member may elect to change HMOs at any time. Temporary loss of
eligibility is defined as a period of six months or less. We notify our members of this procedure through
our member handbooks.

3.4.4 Medicaid managed care program disenrollment

Members who request disenrollment from the mandated managed care program to move back into FFS
require medical documentation from the PCP and/or specialist. HHSC renders a final decision on these
types of requests. Providers cannot take retaliatory action against a member who decides to disenroll
from Amerigroup.

3.4.5 Medicaid enrollment changes due to SSI status

When an adult STAR member becomes qualified for SSI, the member will move to STAR+PLUS or the Dual
Demonstration. When a child STAR member becomes qualified for SSI, the member will move to STAR
Kids.

3.4.6 Medicaid enroliment changes with custom durable medical equipment (DME) and augmentative
device prior authorization

The following table describes payment responsibility for Medicaid enrollment changes that occur when a
prior authorization exists for custom DME before the delivery of the product.

Scenario Custom DME All other covered services
1 Member moves between STAR, STAR Kids, STAR+PLUS, or STAR Former MCO New MCO

Health MCO
) Member moves from FFS to STAR, STAR Kids, STAR+PLUS, or STAR New MCO New MCO

Health MCO

3.4.7 Medicaid enrollment changes with home modification

The following table describes payment responsibility for Medicaid enrollment changes that occur during a
minor home modification service provided to an HCBS STAR+PLUS Waiver or MDCP STAR Kids Waiver
member before completion of the modification.

Scenario Minor home modification All other covered services

Member moves between STAR Kids or STAR+PLUS MCOs Former MCO New MCO
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3.4.8 Members enrolled in HHSC Hospice Program

When a STAR member becomes enrolled in the HHSC Medicaid Hospice Program, the member will
receive Medicaid services through Fee-for-Service (FFS) and will be disenrolled from Amerigroup. HHSC
will notify Amerigroup of the enrollment in the HHSC Medicaid Hospice Program and will initiate
prospective disenrollment from managed care and transition the member to FFS.

When a STAR Kids or STAR+PLUS member becomes enrolled in the HHSC Medicaid Hospice Program, the
member will remain enrolled in managed care with Amerigroup. We will cover services unrelated to the
member’s terminal illness and furnish case management coordination.

3.4.9 CHIP enrollment

Children who enroll in CHIP receive 12 months of continuous coverage. Members must re-enroll annually.

If members need assistance with re-enrollment, direct them to call:
e Amerigroup Member Services at 800-600-4441 (TTY 711).
e CHIP at 800-964-2777.

3.4.10 CHIP disenrollment

CHIP members are allowed to make health plan changes under the following circumstances:
e For any reason within 90 days of enrollment in CHIP
e For cause at any time
e [f the member moves to a different service delivery area
e During the member’s annual re-enrollment period

HHSC will make the final decision. Providers cannot take retaliatory action against a member who decides
to disenroll from CHIP.

3.4.11 CHIP Perinatal enrollment and disenrollment

CHIP Perinate mothers have 15 calendar days from the time the enrollment packet is sent by the vendor
to enroll in a managed care organization (MCO). If the mother of the CHIP Perinate member lives in an
area with more than one CHIP MCO and does not select an MCO within 15 calendar days of receiving the
enrollment packet, the CHIP Perinate member is defaulted into an MCO, and the mother is notified of the
plan choice. When this occurs, the mother has 90 days to select another MCO.

3.4.12 CHIP Perinatal plan change

A CHIP Perinate unborn child who lives in a family with an income at or below the Medicaid eligibility
threshold will be deemed eligible for Medicaid and will receive 12 months of continuous Medicaid
coverage (beginning on the date of birth) after the birth is reported to HHSC’s enrollment broker.

A CHIP Perinate mother in a family with an income at or below the Medicaid eligibility threshold may be
eligible to have the costs of the birth covered through Emergency Medicaid. Clients under the Medicaid
eligibility threshold will receive Form H3038 with their enrollment confirmations. Form H3038 must be
filled out by the provider at the time of birth and returned to HHSC's enrollment broker.
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A CHIP Perinate unborn child will continue to receive coverage through the CHIP program as a CHIP
Perinate newborn if born to a family with an income above the Medicaid eligibility threshold and the birth
is reported to HHSC's enrollment broker.

A CHIP Perinate newborn is eligible for 12 months continuous CHIP enrollment, beginning with the month
of enrollment as a CHIP Perinate (month of enrollment as an unborn child plus 11 months). A CHIP
Perinate newborn will maintain coverage in their CHIP Perinatal health plan.

In the tenth month of the CHIP Perinate newborn’s coverage, the family will receive a CHIP renewal form.
The family must complete and submit the renewal form that is prepopulated to include the CHIP Perinate
newborn’s and the CHIP member’s information.

CHIP Perinate members may request to change health plans for any reason within 90 days of enrollment
in the CHIP Perinatal program, for cause at any time, and if the member moves into a different service
delivery area.

3.4.13 CHIP Perinatal disenrollment

HHSC makes final decisions on member enrollment and disenrollment. Providers cannot take retaliatory
action against a member who decides to disenroll from the CHIP Perinatal program.

3.4.14 Enrollments and disenrollments while hospital confined

If a CHIP or CHIP Perinate program member’s effective date of coverage occurs while the member is
confined in a hospital, Amerigroup is responsible for the member’s costs of covered services as of the
effective date of coverage. If a member is disenrolled while confined in a hospital, our responsibility for
the member’s costs of covered services terminates on the date of disenrollment.

3.4.15 Effective date of SSI status

The Social Security Administration notifies HHSC of a member’s SSI status. HHSC will update their
eligibility system within 45 days of receiving notice of SSI status for a member. The member will then be
able to choose to either:

e Prospectively move to STAR+PLUS (if the member is an adult).

e Prospectively move to STAR Kids (if the member is a child).

HHSC will not retroactively disenroll a member from the STAR, CHIP, or CHIP Perinatal programs.
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4 Covered services and extra benefits

4.1 Medicaid covered services for STAR, STAR Kids, and STAR+PLUS

Our coverage of Medicaid members (STAR, STAR Kids, and STAR+PLUS) includes medically necessary
services as outlined for the Medicaid FFS program in the Texas Medicaid Provider Procedures Manual
(TMPPM), enhanced pharmacy and inpatient coverage, and extra benefits. The table below compares
covered services of STAR, STAR Kids, and STAR+PLUS to traditional FFS Medicaid.

Covered services STAR STAR+PLUS STAR Kids Traditional
Medicaid FFS

Core Medicaid benefits as outlined in the
Medicaid FFS program (listed below in Acute
Care Covered Services (Core Medicaid Services
Covered by Amerigroup))

Waiver of the three prescription per month
limit (unlimited prescriptions for adults are
only available for members not covered by
Medicare)

Waiver of the 30-day spell-of-illness limitation

under FFS X See notes below X

Extra or value-added benefits X X X

Notes:
e STAR Kids and STAR+PLUS dual-eligible members receive their acute care services coverage through Medicare.
e The $200,000 annual limit on inpatient services does not apply for STAR, STAR Kids, and STAR+PLUS members.

e  For STAR+PLUS, waiver of the 30-day spell-of-illness limitation applies only to members under age 21 and to
non-dual members with a diagnosis from the categories of bipolar disorder (F31), major depressive disorder (F32),
recurrent depressive disorder (F33), schizophrenia (F20), or schizoaffective disorder (F25) as defined by the
Diagnostic and Statistical Manual of Mental Disorders, 5th Edition (DSM-5). Unspecified diagnosis codes are not
exempt from the limitation.

STAR+PLUS members with intellectual disabilities or related conditions who do not qualify for Medicare and who receive
services through the ICF-1ID program or an IDD Waiver will be covered for acute care services only under STAR+PLUS.
Long-term services and supports will be provided through HHSC.

Covered services are subject to change in accordance with Texas Medicaid requirements. Modifications to
covered services are communicated through the provider website, mailings, faxes, emails, newsletters,
and/or provider contractual amendments. Medicaid members do not have deductibles or copays for
Medicaid covered services, and providers are prohibited from balance billing for Medicaid covered
services.
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4.1.1 Acute care covered services (core Medicaid services covered by Amerigroup)

Medicaid covered acute care services include but are not limited to medically necessary:
e Ambulance services — emergency and nonemergency transportation
e Audiology services (including hearing aids for adults and children)
e Behavioral health services including:

o Inpatient mental health services for adults and children
Outpatient mental health services for adults and children
Psychiatry services
Mental health rehabilitative services
Counseling services for adults (21 years of age and over)
Outpatient substance use disorder treatment services including:

= Assessment

= Detoxification services

= Counseling treatment

= Medication assisted therapy

o Residential substance use disorder treatment services including:

= Detoxification services
= Room and board
e Birthing services provided by a physician and certified nurse-midwife in a licensed birthing center
e Birthing services provided by a licensed birthing center
e Cancer screening, diagnostic, and treatment services
e Chiropractic services
e Dialysis
e Durable medical equipment and supplies
e Early childhood intervention (ECI) services
e Emergency services
e Family planning services
e Home health care services
e Hospital services (inpatient and outpatient)
e Laboratory services
e Mastectomy, breast reconstruction, and external breast prosthesis-related follow-up procedures
including:

o Inpatient services, outpatient services provided at an outpatient hospital and ambulatory
health care center as clinically appropriate, physician and professional services provided in
an office, inpatient or outpatient setting for:

= All stages of reconstruction on the breast(s) on which medically necessary
mastectomy procedure(s) have been performed

= Surgery and reconstruction on the other breast to produce symmetrical appearance

= Treatment of physical complications from the mastectomy and treatment of
lymphedemas

=  Prophylactic mastectomy to prevent the development of breast cancer

o External breast prosthesis for the breast(s) on which medically necessary mastectomy
procedure(s) have been performed; surgery and reconstruction on the other breast to
produce symmetrical appearance

O O O O O

29



Medical checkups and Comprehensive Care Program (CCP) services for children (birth through age
20) through the Texas Health Steps program

Mental health targeted case management

Nonemergency medical transportation services

Nursing facility services under the STAR+PLUS program

Oral evaluation and fluoride varnish in the medical home in conjunction with Texas Health Steps
medical checkup for children 6 months through 35 months of age

Podiatry

Prenatal care

Prenatal care provided by a physician, certified nurse midwife, nurse practitioner, clinical nurse
specialist, or physician assistant in a licensed birthing center

Prescription drugs, medications, and biologicals including pharmacy-dispensed and
provider-administered outpatient drugs and biologicals

Primary care services

Preventive services including an annual adult well-check for patients 21 years of age and older
Radiology, imaging, and X-rays

Specialty physician services

Telehealth

Telemedicine

Telemonitoring

Therapies (physical, occupational, and speech)

Transplantation of organs and tissues

Vision services including optometry and glasses (Contact lenses are only covered if they are
medically necessary for vision correction that cannot be accomplished by glasses.)

4.1.2 Medicaid program exclusions

The following services are not covered by Amerigroup or traditional FFS Medicaid:

All services not medically necessary

All services not provided, approved, or arranged by a network provider or preauthorized by a
nonparticipating provider with the exception of emergency, Texas Health Steps, and family
planning services

Cosmetic surgery, except when medically necessary

Experimental organ transplants

Infertility treatments and drugs

Rest cures, personal comfort and convenience items, and services and supplies not directly related
to the care of the patient

Services provided in federally operated facilities

Other services listed in the TMPPM as noncovered benefits (located at tmhp.com)

4.1.3 Coordination with non-Medicaid managed care covered services

In addition to MCO coverage, STAR, STAR Kids, and STAR+PLUS members are eligible for the services
described below. Amerigroup and our network providers are expected to refer to and coordinate with
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these programs. These services are described in the Texas Medicaid Provider Procedures Manual
(TMPPM):

e Texas Health Steps dental (including orthodontia)

e Texas Health Steps environmental lead investigation (ELI)

e Early Childhood Intervention (ECI) case management/service coordination

e Early Childhood Intervention Specialized Skills Training

e Texas School Health and Related Services (SHARS)

e Department of Assistive and Rehabilitative Services Blind Children’s Vocational Discovery and
Development Program

e Tuberculosis services provided by DSHS-approved providers (directly observed therapy and
contact investigation)

e For STAR Kids and STAR+PLUS, HHSC hospice services

e For STAR, Texas Health Steps personal care services for members birth through age 20

e For STAR, Community First Choice (CFC) services

e For STAR Kids and STAR+PLUS, PASRR screenings, evaluations, and specialized services

e HHSC contracted providers of long-term services and supports for STAR+PLUS members who have
intellectual or developmental disabilities

e HHSC contracted providers of case management or service coordination services for STAR+PLUS
members who have intellectual or developmental disabilities

e Mental Health Targeted Case Management and Mental Health Rehabilitative Services for STAR
Kids and STAR+PLUS dual-eligible members

e For STAR Kids, nursing facility services and intermediate care facility (ICF) services

e For STAR Kids, HHSC or DSHS HCBS waiver programs authorized under Social Security Act §1915(c),
including Youth Empowerment Services (YES), Community Living Assistance and Support Services
(CLASS), Deaf-Blind with Multiple Disabilities (DBMD), Texas Home Living (TxHmL), and home- and
community-based services (HCBS)

e For members who are prospectively enrolled in STAR, STAR Kids, or STAR+PLUS from Medicaid FFS
during an inpatient stay, hospital facility charges associated with the inpatient stay are
noncapitated services, except for a stay in a chemical dependency treatment facility for STAR and
STAR+PLUS members

4.1.4 Dental services

STAR, STAR Kids, and STAR+PLUS members age 20 and younger are covered for dental services through
their core Medicaid benefits. Members select a dental maintenance organization though HHSC’s
enrollment broker to provide these services.

Home- and Community-Based Services (HCBS) STAR+PLUS Waiver members are eligible for services
provided by a dentist to preserve teeth and meet the medical needs of the member. Allowable services
include:
e Emergency dental treatment necessary to control bleeding, relieve pain, and eliminate acute
infection.
e Preventive procedures required to prevent the imminent loss of teeth.
e The treatment of injuries to teeth or supporting structures.
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e Dentures and the cost of preparation and fitting.
e Routine procedures necessary to maintain good oral health.

Dental services for HCBS STAR+PLUS Waiver members are limited to $5,000 per waiver plan year. This
limit may be exceeded upon approval by Amerigroup up to an additional $5,000 per waiver plan year
when medically necessary treatment requires the services of an oral surgeon. Amerigroup may also
approve other dental services above the $5,000 waiver plan year limit on a case-by-case basis due to
medical necessity, functional necessity, or the potential for improved health of the member. Amerigroup
must review and approve any treatment in excess of the waiver plan year limit prior to services being
rendered.

4.1.4.1 Nonemergency dental services

Medicaid nonemergency dental services

Amerigroup is not responsible for paying for routine dental services provided to Medicaid members
except as allowed for HCBS STAR+PLUS Waiver members. These services are paid through dental
managed care organizations.

Amerigroup is responsible for paying for treatment and devices for craniofacial anomalies and for oral
evaluation and fluoride varnish benefits (OEFV) provided as part of a Texas Health Steps medical checkup
for members aged 6 months through 35 months old.

Medical providers for Texas Health Steps must complete training and become certified to provide the
intermediate oral evaluation and fluoride varnish application before providing these services. Federally
qualified health center (FQHC) providers will be certified at the facility level. Training for certification is
available as a free continuing education course on the Texas Health Steps website at txhealthsteps.com.

The OEFV benefit includes (during a visit) intermediate oral evaluation, fluoride varnish application,
dental anticipatory guidance, and assistance with a main dental home choice.
e OEFVis billed by Texas Health Steps providers on the same day as the Texas Health Steps medical
checkup (99381, 99382, 99391, or 99392 medical checkup procedure code).
e OEFV must be billed concurrently with a Texas Health Steps medical checkup utilizing CPT® code
99429 with U5 modifier and diagnosis code 700.121 or Z00.129.
e Documentation must include all components of the OEFV.
e Texas Health Steps providers must assist members with establishing a main dental home and
document the member’s main dental home choice in the member’s file.

A maximum of six services may be billed per member lifetime by any provider. There is no additional
reimbursement for OEFV services for FQHCs.

For more information, see https://hhs.texas.gov/doing-business-hhs/provider-portals/health-services-
providers/texas-health-steps/medical-providers/oral-evaluation-fluoride-varnish-medical-home.
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CHIP nonemergency dental services

Amerigroup is not responsible for paying for routine dental services provided to CHIP and CHIP Perinate
members. These services are paid through dental managed care organizations. Amerigroup is responsible
for paying for treatment and devices for craniofacial anomalies.

Amerigroup will provide coverage for fluoride varnish for CHIP members in accordance with American
Academy of Pediatrics (AAP) guidelines.

4.1.4.2 Emergency dental services

Medicaid emergency dental services
Amerigroup is responsible for emergency dental services provided to Medicaid members in a hospital,
freestanding emergency room, or ambulatory surgical center setting. We will pay for hospital, physician,
and related medical services (for example, anesthesia and drugs) for:

e Treatment of a dislocated jaw, traumatic damage to teeth, and removal of cysts

e Treatment of oral abscess of tooth or gum origin

CHIP emergency dental services
Amerigroup is responsible for emergency dental services provided to CHIP members and CHIP Perinate
newborn members in a hospital or ambulatory surgical center setting. We will pay for hospital, physician,
and related medical services (for example, anesthesia and drugs) for:

e Treatment of a dislocated jaw, traumatic damage to teeth, and removal of cysts

e Treatment of oral abscess of tooth or gum origin

4.1.5 Family planning services

Family planning services are a covered benefit of the Medicaid program. We cover family planning
services, including medically necessary medications, contraceptives, and supplies not covered by the
Vendor Drug Program (VDP). We reimburse out-of-network family planning providers in accordance with
HHSC administrative rules. Except as otherwise noted, no prior authorization is required for family
planning services.

STAR, STAR Kids, and STAR+PLUS members must be allowed:
e The freedom to choose medically appropriate contraceptive methods.
e The freedom to accept or reject services without coercion.
e To receive services without regard to age, marital status, sex, race or ethnicity, parenthood,
handicap, religion, national origin, or contraceptive preference.
e To self-refer for family planning services to any Texas Health and Human Services-approved family
planning provider listed on the web at healthytexaswomen.org/family-planning-program.

Only members receiving family planning services, not their parents, spouse, or any other individual, may
consent to the provision of family planning services. Providers cannot require parental consent for minors
to receive family planning services and must keep family planning use confidential in accordance with
applicable privacy laws. However, counseling should be offered to adolescents to encourage them to
discuss their family planning needs with a parent, an adult family member, or other trusted adult.
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4.1.6 Pharmacy

Our pharmacy benefit provides coverage for medically necessary prescriptions from any licensed
prescriber for legend and nonlegend medications that appear in the latest revision of the Texas Drug Code
Index for Medicaid and CHIP members. Members have access to most national pharmacy chains and
many independent retail pharmacies that are contracted with us. Members may obtain their medications
at any network pharmacy unless HHSC has placed the member in the Office of Inspector General (OIG)
Lock-In Program.

We process prescription drug claims using a computerized point-of-sale (POS) system. This system gives
participating pharmacies online, real-time access to beneficiary eligibility, drug coverage (to include prior
authorization requirements), prescription limitations, pricing and payment information, and prospective
drug utilization review.

Prescription limits

All prescriptions are limited to a maximum 34-day supply per fill except for CHIP members. All
prescriptions for noncontrolled substances are valid only for 11 refills or 12 months from the date the
prescription was written, whichever is less.

CHIP member prescriptions
CHIP members are eligible to receive an unlimited number of prescriptions per month and may receive up
to a 90-day supply of a drug.

OIG Lock-In Program

The HHSC OIG Lock-In Program restricts, or locks in, a Medicaid member to a designated pharmacy if
HHSC finds the member used drugs covered by Medicaid at a frequency or in an amount that is
duplicative, excessive, contraindicated, or conflicting or that the member’s actions indicate abuse,
misuse, or fraud. Some circumstances allow a member to be approved to receive medications from a
pharmacy other than the lock-in pharmacy; a pharmacy override occurs when Amerigroup approves a
member’s request to obtain medication at an alternate pharmacy other than the lock-in pharmacy. In
order to request a pharmacy override, the member or pharmacy should call Pharmacy Member Services
at 833-235-2022/STAR Kids: 833-370-7463 (TTY 711).

The following are allowable circumstances for pharmacy override approval:
e The member moved out of the geographical area (more than 15 miles from the lock-in pharmacy).
e The lock-in pharmacy does not have the prescribed medication, and the medication will not be
available for more than 2 to 3 days.
e The lock-in pharmacy is closed for the day, and the member needs the medication urgently.

Covered drugs

The Amerigroup Pharmacy program utilizes the Texas Medicaid/CHIP Vendor Drug Program (VDP)
formulary and Medicaid Preferred Drug List (PDL) at txvendordrug.com. The PDL is a list of the preferred
drugs within the most commonly prescribed therapeutic categories for Medicaid; it does not apply to
CHIP. The PDL is comprised of drug products reviewed and approved by the Texas Drug Utilization Review
Board. Over-the-counter (OTC) medications specified in the Texas State Medicaid plan are included in the
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formulary and are covered if prescribed by a licensed prescriber. OTC medications are generally not
covered for CHIP members; however, exceptions exist. To prescribe medications listed as nonpreferred
on the PDL, call Amerigroup Pharmacy at 800-454-3730 for prior authorization.

Only those drugs listed in the latest edition of the Texas Drug Code Index (TDCI) are covered. Venosets,
catheters, and other medical accessories are not covered and are not included when submitting claims for
intravenous and irrigating solutions.

Except for vitamins K and D3, prenatal vitamins, fluoride preparations, and products containing iron in its
various salts, we do not reimburse for vitamins and legend and nonlegend multiple-ingredient
anti-anemia products. There are some additional exceptions in the VDP formulary based on the age of the
member.

We may limit coverage of drugs listed in the TDCI per the VDP. Procedures used to limit utilization may
include prior approval, cost containment caps or adherence to specific dosage limitations according to
FDA-approved product labeling. Limitations placed on the specific drugs are indicated in the TDCI.

The following are examples of covered items:

e Legend drugs

e Insulin

e Disposable insulin needles/syringes

e Disposable blood/urine glucose/acetone testing agents

e Lancets and lancet devices

e Compounded medication of which at least one ingredient is a legend drug listed on the VDP
formulary

e Any other drug, which under the applicable state law, may only be dispensed upon the written
prescription of a physician or other lawful prescriber and is listed on the VDP formulary

e Legend contraceptives (Exception: Injectable contraceptives may be dispensed up to a 90-day

supply.)

Prior authorization drugs

Providers are strongly encouraged to write prescriptions for preferred products as listed on the PDL. If, for
medical reasons, a member cannot use a preferred product, providers are required to contact
Amerigroup Pharmacy at 800-454-3730 to obtain prior authorization.

Examples of medications that require prior authorization are listed below (Note: This list is not
all-inclusive and is subject to change.):
e Drugs listed as nonpreferred on the PDL or drugs that require clinical prior authorization
e Select self-administered injectable products
e Drugs that exceed certain cost and/or dosing limits (for information on these limits, call
Amerigroup Pharmacy at 800-454-3730)

35



Obtaining prior authorization

To prescribe medications that require prior authorization, submit a request online at covermymeds.com,
by fax to 844-474-3341, or by phone at 800-454-3730. For requests by fax, submit a Pharmacy Prior
Authorization Form available on the provider website at https://provider.amerigroup.com/TX.

Providers must be prepared to supply relevant clinical information regarding the member’s need for a
nonformulary or nonpreferred product or a medication requiring prior authorization. Only the prescribing
physician or one of their staff representatives can request prior authorization. Decisions are based on
medical necessity and are determined according to VDP-established medical criteria. Most approved
requests for prior authorization will be valid for one year, although some medications may require review
more often.

Emergency prescription supply

A 72-hour emergency supply of a prescribed drug can be provided when a medication is needed without
delay and prior authorization (PA) is not available. This applies to all drugs requiring a prior authorization
(PA), either because they are nonpreferred drugs on the Preferred Drug List or because they are subject
to clinical edits.

A 72-hour emergency supply may be dispensed when a PA cannot be resolved within 24 hours for a
medication on the Texas Vendor Drug Program (VDP) formulary that is appropriate for the member’s
medical condition or if the prescribing provider cannot be reached or is unable to request a PA because it
is after the prescriber’s office hours. The pharmacy should submit an emergency 72-hour prescription if
the dispensing pharmacist determines it is an emergency situation. Emergency situation includes a case in
which, based on the dispensing pharmacist’s judgement, a member may experience a detrimental change
in health status within 72 hours from when the pharmacy receives the prescription due to the inability to
obtain the medication. Pharmacies should not dispense 72-hour emergency supplies on a routine basis.

A pharmacy can dispense a product packaged in a dosage form that is fixed and unbreakable (for
example, an albuterol inhaler) as a 72-hour emergency supply.

To be reimbursed for a 72-hour emergency prescription supply, pharmacies should submit the following
information:

e "8"in "Prior Authorization Type Code" (Field 461-EU)

e "801" in "Prior Authorization Number Submitted" (Field 462-EV)

e "3"in "Days Supply" (in the Claim segment of the billing transaction) (Field 405-D5)

e The quantity submitted in "Quantity Dispensed" (Field 442-E7) should not exceed the quantity
necessary for a three-day supply according to the directions for administration given by the
prescriber. If the medication is a dosage form that prevents a three-day supply from being
dispensed (for example, an inhaler), it is still permissible to indicate that the emergency
prescription is a three-day supply and enter the full quantity dispensed

Call the Pharmacy Help Desk at 833-252-0329 for more information about the 72-hour emergency
prescription supply policy.
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Dispensing limitations
Several drugs have dispensing limitations to ensure appropriate use. The following is an example of some
limitations. For a complete list of limitations, refer to the Texas VDP formulary and PDL at
txvendordrug.com:

e Prenatal vitamins limitation is for females younger than the age of 50 only.

e Family planning drugs prescribed for contraception are not covered by CHIP.

e Anti-fungal limitation is a 180-day supply per calendar year.

e Stadol limitation is 10 ml per calendar month (four bottles).

e Migraine medications limitations are across strengths per calendar month for each drug.

Excluded drugs
The following drugs are excluded from the pharmacy benefit:
e In accordance with Section 1927 of the Social Security Act, 42 U.S.C. §1396r-8, any drug marketed
by a drug company (or labeler) that does not participate in the federal drug rebate program
e Drug products that have been classified as less-than-effective by the Food and Drug
Administration (FDA) Drug Efficacy Study Implementation (DESI)
e Drugs excluded from coverage following Section 1927 of the Social Security Act, 42 U.S.C.
$1396r-8, such as:
o Weight control products (except Xenical, which requires prior authorization)
Drugs used for cosmetic reasons or hair growth
Experimental or investigational drugs
Drugs used for experimental or investigational indication
Infertility medications
Erectile dysfunction drugs to treat impotence

0 O O O O

Specialty Drug Program

We cover most specialty drugs under the pharmacy benefit, which may be obtained at any specialty
pharmacy in our network. For information on specialty pharmacies, call Amerigroup Pharmacy at
800-454-3730.

The following conditions are typically treated with specialty injectable drugs: growth hormone deficiency,
cancer, multiple sclerosis, hemophilia, rheumatoid arthritis, hepatitis, and cystic fibrosis.

Texas Prescription Monitoring Program

The Texas Prescription Monitoring Program (PMP) is used to collect and monitor prescription data for all
Schedule Il Ill, IV, and V Controlled Substances dispensed by a pharmacy in Texas or to a Texas resident
from a pharmacy located in another state. The PMP also provides a database for monitoring patient
prescription history for practitioners and the ordering of Schedule Il Texas Official Prescription Forms.

Pharmacists and prescribers are required to check the patient’s PMP history before dispensing or
prescribing opioids, benzodiazepines, barbiturates, or carisoprodol. The requirement applies to all
Schedule Il, Ill, IV, and V controlled substances. The PMP must be utilized to help eliminate duplicate and
overprescribing of controlled substances, as well as to obtain critical controlled substance history
information.
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Information on how to access the Texas PMP, including FAQs and a User Support Manual, is available on
the Texas State Board of Pharmacy website at: pharmacy.texas.gov/PMP/aware.asp.

Durable medical equipment and other products normally found in a pharmacy

Amerigroup reimburses for covered durable medical equipment (DME) and products commonly found in
a pharmacy. For all qualified members, this includes medically necessary items such as nebulizers, ostomy
supplies or bedpans, and other supplies and equipment. For items both Medicare and Medicaid cover,
Medicare will pay first, and we will pay second. For children and young adults (birth through age 20),
Amerigroup also reimburses for items typically covered under the Texas Health Steps Program, such as
prescribed over-the-counter drugs, diapers, disposable or expendable medical supplies, and some
nutritional products.

To be reimbursed for DME or other products normally found in a pharmacy for children and young adults
(birth through age 20), a pharmacy must be in the pharmacy network or enrolled with us as a DME
provider. Pharmacies that want to join the network should call Network Enroliment at 866-488-4708.
Pharmacies may obtain information about becoming a DME provider with us by sending an email to
TXCredentialing@amerigroup.com.

Network pharmacies that are not Amerigroup DME providers should submit claims through the pharmacy
benefit. Refer to the pharmacy provider manual for information on the claim submission process and call
the Pharmacy Help Desk at 833-252-0329 for information about DME and other covered products
commonly found in a pharmacy for children and young adults (birth through age 20).

Pharmacies enrolled with us as a DME provider should submit medical (CMS-1500) claims in accordance
with our standard claims submissions guidelines in the Billing and Claims Administration chapter of this
manual and subsequent updates. DME providers should call Provider Services at 800-454-3730 for
information about DME and other covered products commonly found in a pharmacy for children and
young adults (birth through age 20).

Pharmacies enrolled in both the pharmacy and the Amerigroup DME networks have the option to bill
these specific DME supplies through either the pharmacy benefit or the medical benefit, but not both.
Claims for these supplies may be subject to postpayment desk reviews to ensure claims from DME
providers and pharmacies do not result in a member exceeding the maximum quantity or a duplicate
payment for the same member and supply.

Preferred blood glucose testing strips

We have selected the Trividia Health TRUE METRIX® brand as our single preferred line of test strips for
blood glucose testing. Pharmacies can provide Trividia Health TRUE METRIX meters to our members who
have prescriptions. Our clinical policy has several standard exceptions to our preferred product, which
allows access to other brands. These exceptions include visual or dexterity impairment and use of insulin
pumps not compatible with the preferred brand. We evaluate other requests for exceptions on a
case-by-case basis for medical necessity. If a member needs a nonpreferred brand of test strips, a prior
authorization request should be submitted by faxing a completed prior authorization form to
844-474-3341. If you have questions about prior authorization, call Amerigroup Pharmacy at
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800-454-3730. Pharmacies can provide three-day supplies (limited to the smallest package size, typically
25 test strips) of any VDP formulary test strips while a prior authorization review is pending. Blood
glucose test strips and monitors are not covered through DME providers.

4.1.7 Texas Health Steps

Texas Health Steps is the Early and Periodic Screening, Diagnosis and Treatment (EPSDT) program. Under
Texas Health Steps, medical and dental preventive care and dental treatment services are available
through Medicaid providers to Medicaid-enrolled children and young adults from birth through age 20.
The program provides payment for comprehensive, periodic evaluations of a child’s health, development,
and nutritional status, including vision, hearing, dental, and case management services. For information
regarding Texas Health Steps requirements, providers can refer to the resources listed below:

Resource Link

Texas Medicaid Provider tmhp.com/Pages/Medicaid/Medicaid_Publications_Provider_manual.aspx
Procedures Manual

Texas Health Steps website https://hhs.texas.gov/doing-business-hhs/provider-portals/health-services-
providers/texas-health-steps

Information includes:

e Periodicity schedule

e State and federally mandated elements of the Texas Health Steps exam

e State provider enrollment requirements

e Dental varnish provider participation requirements

e Advisory Committee on Immunization Practice (ACIP) immunization schedule

e Vaccines for Children program description

e ImmTrac2 (immunization registry)

e Submission of laboratory specimens

e Referrals

e Comprehensive Care Program services, including private duty nursing, prescribed pediatric
extended care centers and therapies

Texas Health Steps medical providers (participating and nonparticipating) may perform Texas Health
Steps medical checkups on any Amerigroup member, regardless of panel assignment. Claims for these
services should be submitted to us. Please fax or mail a copy of the Texas Health Steps record to the
member’s PCP. Texas Health Steps network providers are reimbursed according to their contracts with us.
Nonparticipating providers will be paid in accordance with the state’s out-of-network rules.

4.1.7.1 Prescribed pediatric extended care centers (PPECC) and private duty nursing (PDN)

A member has a choice of PDN, PPECC, or a combination of both PDN and PPECC for ongoing skilled
nursing. PDN and PPECC are considered equivalent services and must be coordinated to prevent
duplication. A member may receive both in the same day but not simultaneously (for example, PDN may
be provided before or after PPECC services are provided). The combined total hours between PDN and
PPECC services are not anticipated to increase unless there is a change in the member’s medical

39


http://www.tmhp.com/Pages/Medicaid/Medicaid_Publications_Provider_manual.aspx
https://hhs.texas.gov/doing-business-hhs/provider-portals/health-services-providers/texas-health-steps
https://hhs.texas.gov/doing-business-hhs/provider-portals/health-services-providers/texas-health-steps

condition, or the authorized hours are not commensurate with the member's medical needs. Per 1 TAC
$363.209(c)(3), PPECC services are intended to be a one-to-one replacement of PDN hours unless
additional hours are medically necessary.

4.1.7.2 Texas Health Steps and newly enrolled STAR, STAR Kids, and STAR+PLUS members age 20 and
younger

STAR, STAR Kids, and STAR+PLUS members age 20 and younger who are newly enrolled in Amerigroup are
informed through welcome calls and new member information of the need to receive a medical checkup
within 90 days of enrollment. For newborns, in no case should the medical checkup occur later than 14
days from the date of enrollment. Throughout the year, we remind members of the need to obtain their
periodic Texas Health Steps medical checkups, diagnoses, and treatment for routine and acute care
through:

e The member handbook.

e Telephone calls.

e Welcome information in the new member packet.

e Member newsletters.

e Preventive health reminders.

The Texas Health Steps annual medical checkup for an existing member age 36 months and older is due
on the child’s birthday. The annual medical checkup is considered timely if it occurs no later than 364
calendar days after the child’s birthday. A checkup for an existing member from birth through 35 months
of age is timely if received within 60 days beyond the periodic due date in the Texas Medicaid Provider
Procedures Manual, based on the member’s birth date. If a member misses a Texas Health Steps medical
checkup appointment, the provider and office staff must:

e Document the missed appointment and efforts to contact the member in the member’s medical

record.
e Contact the member to reschedule the appointment.

4.1.7.3 Children of migrant farm workers

Children of migrant farm workers due for a Texas Health Steps medical checkup can receive their periodic
checkup on an accelerated basis prior to leaving the area. A checkup performed under this circumstance
is an accelerated service but should be billed as a checkup.

Performing a make-up exam for a late Texas Health Steps medical checkup previously missed under the
periodicity schedule is not considered an exception to periodicity or an accelerated service. It is
considered a late checkup.

4.1.8 Ambulance transportation services (emergent)

Ambulance transportation service is a benefit when the member has an emergency medical condition.
See the Emergency Services section in this manual for the definition of emergency medical condition.

Facility-to-facility transport may be considered an emergency if emergency treatment is not available at
the first facility and the member still requires emergency care. The transport must be to an appropriate
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facility, meaning the nearest medical facility equipped in terms of equipment, personnel, and the capacity
to provide medical care for the illness or injury of the member.

Transports to out-of-locality providers (one-way transfers of 50 or more miles from the point of pickup to
the point of destination) are covered if a local facility is not adequately equipped to treat the condition.
Transports may be cut back to the closest appropriate facility.

4.1.9 Ambulance transportation services (nonemergent)

Nonemergency ambulance transport is a benefit when provided for a member to or from a scheduled
medical appointment, to or from a licensed facility for treatment, or to the member’s home after
discharge from a hospital if the member has a medical condition such that the use of an ambulance is the
only appropriate means of transportation (in other words, alternate means of transportation are
medically contraindicated). In this circumstance, contraindicated means that the member cannot be
transported by any other means from the origin to the destination without endangering the individual’s
health. Nonemergency ambulance transports between a member’s home and a prescribed pediatric
extended care center (PPECC) is not a covered benefit.

A physician, nursing facility, health care provider or other responsible party is required to obtain
authorization before an ambulance is used to transport a client in circumstances not involving an
emergency. Requests can be faxed, submitted at Availity.com or called into Amerigroup via the contact
numbers shown in the table below. All requests require clinical information to support the need for the
member to be transported by nonemergent ambulance transportation. The ambulance provider may not
submit an authorization request.

Transports must be limited to those situations where the transportation of the client is less costly than
bringing the service to the client.

Some requests for nonemergent ambulance transportation will occur after business hours. Authorizations
that meet medical necessity will be authorized retrospectively if the request is received the next business
day. The request can be called in or faxed the next business day to the numbers listed in the table below.

Behavioral health facilities/ behavioral All other members for discharge from facility to home
Request type health provider and IDD members or from home to a provider/facility
Urgent Call 800-454-3730 Call 800-454-3730
same day
Nonurgent Fax request to 844-442-8010 Fax request to 866-249-1271
requests

4.1.10 Nonemergency Medical Transportation (NEMT) services

What are NEMT services?

NEMT services provide transportation to covered health-care services for Medicaid members who have
no other means of transportation. Such transportation includes rides to the doctor, dentist, hospital, and
other places an individual receives Medicaid services. NEMT services do NOT include ambulance trips.
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What services are part of NEMT services?

e Passes or tickets for transportation such as mass transit within and between cities or states,
including by rail or bus.

e Commercial airline transportation services.

e Demand response transportation services, which is curb-to-curb service transportation in private
buses, vans, or sedans, including wheelchair-accessible vehicles, if necessary.

e Mileage reimbursement for an individual transportation participant (ITP) for a verified completed
trip to a covered health-care service. The ITP can be the member, the member’s family member,
friend, or neighbor.

e Members 20 years old or younger may be eligible to receive the cost of meals associated with a
long-distance trip to obtain a covered health-care service. The daily rate for meals is $25 per day
for the member and S25 per day for an approved attendant.

e Members 20 years old or younger may be eligible to receive the cost of lodging associated with a
long-distance trip to obtain a covered health-care service. Lodging services are limited to the
overnight stay and do not include any amenities or incidentals, such as phone calls, room service,
or laundry service.

e Members 20 years old or younger may be eligible to receive funds in advance of a trip to cover
authorized NEMT services.

If you have a member needing assistance while traveling to and from his or her appointment with you,
NEMT services will cover the costs of an attendant. You may be asked to provide documentation of
medical necessity for transportation of the attendant to be approved. The attendant must remain at the
location where covered health-care services are being provided but may remain in the waiting room
during the member’s appointment.

Children 14 years old and younger must be accompanied by a parent, guardian, or other authorized adult.
Children 15-17 years of age must be accompanied by a parent, guardian, or other authorized adult or
have consent from a parent, guardian, or other authorized adult on file to travel alone. Parental consent
is not required if the covered health-care service is confidential in nature.

If you have a member you think would benefit from receiving NEMT services, please refer him or her to
Amerigroup at the number below for their membership type for more information:

e STAR: 833-721-8184 (TTY 711)

e STAR+PLUS: 844-867-2837 (TTY 711)

e STARKids: 844-864-2443 (TTY 711)

4.1.11 Vision services

Coverage for STAR, STAR Kids, and STAR+PLUS nondual members may be obtained by calling Superior
Vision of Texas at 866-819-4298. Services are available for member self-referral to a network vision
provider for all vision benefits. Members can call 800-428-8789.
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Category Benefits Contact

STAR, STAR Kids, and
STAR+PLUS members age
20 and younger

One eye exam every 12 months. Medically
necessary frames and lenses or contact lenses once
every 24 months.

Coverage may be obtained by
calling Superior Vision of Texas at
866-819-4298 for providers and
800-428-8789 for members.

STAR and STAR+PLUS
nondual adult members
(age 21 and older)

Coverage may be obtained by
calling Superior Vision of Texas at
866-819-4298 for providers and
800-428-8789 for members.

One eye exam and medically necessary frames and
lenses or contact lenses once every 24 months.

STAR+PLUS dual adult
members (age 21 and older)

Vision services are not covered under Medicaid
managed care.

Not applicable

4.1.12 Breast pump coverage in Medicaid and CHIP

Texas Medicaid and CHIP cover breast pumps and supplies when medically necessary after a baby is born.
A breast pump may be obtained under an eligible mother’s Medicaid or CHIP client number; however, if a

mother is no longer eligible for Texas Medicaid or CHIP and there is a need for a breast pump or parts,
then breast pump equipment must be obtained under the infant’s Medicaid client number.

Coverage in prenatal Coverage Coverage -

period ’ P at delivgery for nevfborn Breast pump coverage and billing
STAR covers breast pumps and supplies when
medically necessary for mothers or newborns.

STAR STAR STAR Breast pumps and supplies may be billed under the
mother’s Medicaid ID or the newborn’s Medicaid ID.

. . Medicaid FFS and STAR cover breast p