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Banner – University Health Plans (B – UHP) would like to thank you for providing quality medical and behavioral
health care to our Members. We remain committed to developing a positive working relationship with all of our
providers and welcome any comments or suggestions on how we can improve our operations and interactions
with you, our customer.
For the purposes of this provider manual, we will refer to the parent organization as:
•

Banner – University Health Plans (B – UHP) OR

•

B – UHP; OR

•

The Health Plans

B – UHP operates as one component of an integrated health care system that includes Banner ‒ University Medical
Center Tucson Campus and South Campus as well as a comprehensive network of Banner Health primary care and
specialty care providers.
We also have a robust and diversified community provider network across all counties of operation. Our goal is to
ensure that our Members have access to care nearby and that primary care providers have a good selection of
local providers with which to work and refer our Members.

Our Health Plans:
Banner – University Family Care / AHCCCS Complete Care (B – UFC/ACC)
Banner – University Family Care/ACC (B – UFC/ACC) is offered to Arizona Health Care Cost Containment System
(AHCCCS) eligible Complete Care Members. Eligibility is determined by the Arizona Department of Economic
Security (ADES) and the AHCCCS Administration.
Banner – University Care Advantage (B – UCA)
Banner – University Care Advantage (B – UCA) is a Dual Eligible Special Needs Plan (D-SNP) Members with both
Medicare and Medicaid. Members must be entitled to Medicare Part A, enrolled in Medicare B and AHCCCS and
reside in a contracted service area in order to be eligible.
Our Provider Manual is an extension of your Provider Agreement with B – UHP. We have designed the manual in an
effort to supply you and your staff with pertinent operational protocols, policies, procedures, and regulatory
expectations that will be critical to your success in working with B – UHP and administering the Member benefit for
each of the B – UHP product lines. We value your partnership and understand the fundamental role that you play in
serving B – UHP Members. Should you have any questions regarding the information conveyed in this manual, do
not hesitate to contact your assigned Provider Relations Representative.

AHCCCS
The Arizona Health Care Cost Containment System (AHCCCS) is Arizona’s Medicaid agency that oﬀers health care
programs to eligible Arizona residents. Individuals must meet certain income and other requirements to qualify for
services.

Who We Are – Banner – University Family Care / Arizona Long Term Care System (B – UFC/ALTCS)
B – UFC/ALTCS is one of the managed care organization (MCO) contracted with AHCCCS to provide services to
the ALTCS population. B – UFC/ALTCS is locally managed and administered and headquartered in Tucson,
Arizona. B – UFC/ALTCS serves members in the following counties:
•

Pinal

•

Gila

•

Cochise
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•

Graham

•

Greenlee

•

Santa Cruz

•

Maricopa

•

Pima

•

La Paz

B – UFC/ALTCS serves our Arizona members consistent with our core philosophy that quality healthcare is best
delivered locally. We are an organization committed to building interactive partnerships with providers.
B – UFC/ALTCS is dedicated to promoting healthy outcomes and improving the quality of life for our members. B –
UFC/ALTCS is responsible for the delivery of acute care, long term care, behavioral health and case management
services to members via arrangements with selected providers to furnish comprehensive services including
formal programs for quality and medical management and the coordination of care. We at B – UFC/ALTCS strive to
provide members with an improved health status and continually work to improve member and provider
satisfaction.
A partial list of B – UFC/ALTCS’s covered services includes: Behavioral health programs
•

Home modiﬁcations

•

Attendant care

•

Emergency alert system

•

Equipment to assist with mobility

•

Assisted Living Services

•

Skilled Nursing Facilities

B – UFC/ALTCS Guiding Principles
•

Provide high quality, accessible, cost-eﬀective healthcare for our members

•

Integrity and the highest ethical standards

•

Mutual respect and trust in our working relationships

•

Communication that is open, consistent and two-way

•

Diversity of people, cultures and ideas

•

Teamwork and meeting our commitments to one another

B – UFC/ALTCS allows open practitioner/member communication regarding appropriate treatment alternatives,
including medication treatment options, regardless of beneﬁt coverage limitations. B – UFC/ALTCS does not
penalize practitioners for discussing medically necessary or appropriate care with the member.
All of our programs, policies and procedures are designed with these goals in mind. We hope that you will assist B –
UFC/ALTCS in reaching these goals.

B – UFC/ALTCS Approach
Recognizing that a strong health plan is predicated on building mutually satisfactory associations with providers, B
– UFC/ALTCS is committed to:
•

Working as partners with participating providers

•

Demonstrating that healthcare is a local issue
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•

Performing its administrative responsibilities in a superior fashion

B – UFC/ALTCS programs, policies and procedures are designed to minimize the administrative responsibilities in
the management of care, enabling you to focus on the healthcare needs of your patients, our members.

B – UFC/ALTCS Summary
B – UFC/ALTCS’s philosophy is to provide access to high quality, culturally sensitive healthcare services by
combining the talents of PCPs and specialty providers with a highly successful, experienced managed care
administrator. B – UFC/ALTCS believes that successful managed care is the delivery of appropriate, medically
necessary services - not the elimination of such services.
It is the policy of B – UFC/ALTCS to conduct its business aﬀairs in accordance with the
standards and rules of ethical business conduct and to abide by all applicable federal and state laws.
At B – UFC/ALTCS, we take the privacy and conﬁdentiality of our members’ health information seriously. We have
processes, policies and procedures to comply with the Health Insurance Portability and Accountability Act of 1996
(HIPAA) and state privacy law requirements.
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BREACH – Breach means the acquisition, access, use, or disclosure of Protected Health Information in a manner
not permitted under the Privacy Rule, which compromises the security or privacy of Protected Health Information
and is subject to the same exclusions as found in the definition of Breach in 45 C.F.R. § 164.402.
CLAIMS DATA – Claims Data means those standard transactions between two parties to carry out financial or
administrative activities related to health care, including bills sent by Health Care Providers to B – UHP to request
payment for medical services and payment of such bills by B – UHP. Claims Data consists of a clinical component
(e.g., encounters, diagnosis code) and a financial/cost component (e.g., amount billed, amount paid).
HEALTH CARE PROVIDER – A provider of services (as defined in section 1861(u) of the Social Security Act, 42
U.S.C. § 1395x(u)), a provider of medical or health services (as defined in section 1861(s) of the Social Security Act,
42 U.S.C. § 1395x(s)), and any other person or organization who furnishes, bills, or is paid for health care in the
normal course of business. Refer to 45 C.F.R. § 160.103. Examples of Health Care Providers include but are not
limited to Health Care Professionals, Medical Practitioners, Primary Care Providers, Specialty Physicians,
Behavioral Health Paraprofessionals, Behavioral Health Professionals and Behavioral Health Technicians.
HIPAA REGULATIONS – The Health Insurance Portability and Accountability Act of 1996 (HIPAA) and related
regulations, including the Privacy of Individually Identifiable Health Information, 45 C.F.R. Parts 160 and 164,
Subpart E (Privacy Rule), the Security Standards for the Protection of Electronic Protected Health Information, 45
C.F.R. Parts 160 and 164, Subpart C (Security Rule), the standards for Notification in the Case of Breach of
Unsecured Protected Health Information, 45 C.F.R. Parts 160 and 164, Subpart D (Breach Notification Rule), and
the Health Information Technology for Economic and Clinical Health (HITECH) Act, all of which may be amended
from time to time.
HIPAA RESTRICTED SELF PAY DATA – HIPAA Restricted Self Pay Data means Protected Health Information
pertaining to a health care item or service for which a Member has fully paid for out-of-pocket and which the
Member requested not to be disclosed to B – UHP.
PART 2 – Part 2 collectively refers to Title 42, United States Code, section 290dd-2, and its implementing
regulations located at 42 C.F.R. Part 2, which may be amended from time to time.
PART 2 CONSENT – A Member’s signed release of information that complies with the Part 2 consent
requirements. Refer to 42 C.F.R. § 2.31.
PART 2 PROGRAM – A Part 2 Program is a “federally assisted” individual or entity (or an identifiable unit within a
general medical facility), which holds itself out as providing, and provides, Substance Use Disorder Services.
Medical personnel or other staff in a general medical facility are considered a Part 2 Program if their primary
function is the provision of Substance Use Disorder Services and they are identified as Substance Use Disorder
providers. Refer to 42 C.F.R. §§ 2.11, 2.12. All Providers are “federally assisted” because of their contract with B –
UHP.
PART 2 PROTECTED SUBSTANCE USE DISORDER (SUD) INFORMATION – Patient identifying information of a
Part 2 Program that identifies a Member as having (or having had) a Substance Use Disorder either directly, by
reference to publicly available information, or through verification of such identification by another person.
PROTECTED HEALTH INFORMAITON (PHI) – Any information about health status, provision of health care, or
payment for health care that can be linked to a specific individual. Refer to 45 C.F.R. § 160.103.
PSYCHOTHERAPY NOTES – Notes recorded (in any medium) by a Health Care Provider who is a mental health
professional documenting or analyzing the contents of conversation during a private counseling session or a
group, joint, or family counseling session and that are separated from the rest of the individual's medical record.
Psychotherapy notes excludes medication prescription and monitoring, counseling session start and stop times,
the modalities and frequencies of treatment furnished, results of clinical tests, and any summary of the following
items: diagnosis, functional status, the treatment plan, symptoms, prognosis, and progress to date. Refer to 45
C.F.R. § 164.501.
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QUALIFIED SERVICE ORGANIZATION AGREEMENT (QSOA) – A written agreement between a Part 2 Program
and a person or entity that is providing services to, or on behalf of, the Part 2 Program, which allows for the sharing
of Substance Use Disorder Information between the two for certain purposes without a Member’s Part 2 Consent.
SECURITY EVENT – A Breach of Unsecured Protected Health Information or a successful Security Incident.
SECURITY INCIDENT – The attempted or successful unauthorized access, use, disclosure, modification, or
destruction of information or interference with system operations in an information system. Refer to 45 C.F.R. §
164.304. An attempted Security Incident includes, but is not limited to, unsuccessful attempts to penetrate
computer networks or servers, and immaterial incidents that occur on a routine basis, such as general pings and
other broadcast attacks on a firewall, port scans, unsuccessful log-on attempts, denials of service attacks, so long
as such incident does not result in unauthorized access, use or disclosure of Protected Health Information.
SENSITIVE DATA – The categories of health information that are afforded a higher degree of protection under
Applicable Law than the protections provided by the HIPAA Regulations.
SUBSTANCE USE DISORDER (SUD) – A cluster of cognitive, behavioral, and physiological symptoms indicating
that the individual continues using the substance despite significant substance-related problems such as impaired
control, social impairment, risky use, and pharmacological tolerance and withdrawal. For purposes of Part 2, a
Substance Use Disorder does not include tobacco or caffeine use. Refer to 42 C.F.R. § 2.11.
SUBSTANCE USE DISORDER SERVICES (SUD SERVICES) – Substance Use Disorder Services include treating a
Substance Use Disorder, making a diagnosis for Substance Use Disorder treatment (even if the diagnosis is not
ultimately used for treatment or referral for treatment), or making a referral for that treatment.
TREATMENT – A procedure or method to cure, improve, or palliate an individual’s medical condition or behavioral
health issue. Refer to A.A.C. R9-10-101.
UNSECURED PROTECTED HEALTH INFORMATION (UNSECURED PHI) – Protected Health Information that is
not rendered unusable, unreadable, or indecipherable to unauthorized persons through the use of a technology or
methodology specified by regulatory guidance issued under section 13402(h)(2) of Public Law 111-5. Refer to 45
C.F.R. § 164.402.
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ALTCS Eligibility
AHCCCS members must meet financial and medical eligibility requirements in order to become eligible for the
ALTCS program. Eligibility determination is made by the ALTCS office.
In order to meet financial eligibility, the following will be considered: Household income 300% of FBR
Individual resource limit $2,000 Social Security Number required
Estate recovery program for cost of services received after age 55 May be required to pay Share of Cost
Medical Eligibility consideration may include the following: Assessed by ALTCS using the Pre-Admission Screening
tool Review of functional abilities, medical record, and diagnoses Requires nursing home level of care or equivalent
Once member has become ALTCS eligible they are assigned a Health Plan, which is dependent on the member’s
residing county.
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How to Reach Us
Banner- University Family Care
2701 E. Elvira
Tucson, AZ 85756
Customer Care Center: (833) 318-4146 TTY 711
Fax: (520) 874-3434
www.BannerUFC.com/ALTCS
Paper Claims Submission
Banner- University Family Care / Arizona Long Term Care System (B – UFC/ALTCS)
PO Box 37279
Phoenix, AZ 85069
ID: 66901
Electronic Claims Submission
Change Healthcare (Clearing House) Payer is HNB-ECHO
To Enroll in ERA\EFT Call (844) 586-7463 or (888) 834-3511
https://view.echohealthinc.com/EFTERADirect/UAHP/index.html
Electronic Funds Transfer
Change Healthcare (Clearing House) Payer is HNB-ECHO
To Enroll in ERA\EFT Call (844) 586-7463 or (888) 834-3511
https://view.echohealthinc.com/EFTERADirect/UAHP/index.html
Provider Claim Disputes
Banner – University Health Plans
Attn: Grievance and Appeals Department
2701 E. Elvira
Tucson, AZ 85756
Case Management
(520) 874-3434
or ALTCS Customer Care (833) 318-4146
Compliance

P Phone: (888) 747-7989 Confidential & Anonymous Hotline
Fax: (520) 874-7072
Email: BUHPCompliance@bannerhealth.com
Pharmacy
(866) 349-0338
Prior Authorization Department
(520) 874-3418
Provider Relations
Fax: (520) 874-7144
Email: BUHPProviderNotifications@bannerhealth.com
Dental Claims
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DentaQuest of Arizona, LLC 12121 N Corporate Parkway Mequon, WI 53092
Transportation
VEYO (Total Transit)
(833) 318-4146 (ALTCS Customer Care)
DME & Infusion
Preferred Home Care (480) 446-9010
Fax: (480) 446-7695
Laboratory
Sonora Quest: (602) 685-5050
Fax: (602) 685-5903
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Overview
B – UFC/ALTCS members are eligible for:
•

Home and Community Based Services

•

Residential Skilled Nursing Facilities (SNF)

Below is a partial list of services speciﬁc to the B – UFC/ALTCS that are available when determined to be medically
necessary for the member:
•

Adult Day Health Care: supervision, assistance with medication, recreation and socialization or personal
living skills training. Health monitoring and/or other health related services such as preventive, therapeutic
and restorative health care services are also included.

•

Attendant Care Services: assistance with a combination of services in the member’s home, which may
include homemaking, personal care, and general supervision.

•

Community Transition Service (CTS): is a fund to assist ALTCS institutionalized members to reintegrate
into the community by providing ﬁnancial assistance to move from an ALTCS Long Term Care (LTC)
institutional setting to their own home or apartment.

•

Emergency Alert System: Monitoring devices/systems for ALTCS members who are unable to access
assistance in an emergency situation and/or live alone. Habilitation: Services are designed to assist
individuals in acquiring, retaining and improving the self-help, socialization and adaptive skills necessary to
reside successfully in Home and Community Based (HCB) settings.

•

Home Delivered Meals: Nutritious meals, prepared and delivered to a member’s home.

•

Home Health Services: include home health skilled nursing visits, private duty nursing, home health aide
services, medically necessary supplies, and therapy services in the member’s home.

•

Homemaker: assistance in the performance of activities related to household maintenance. The service is
intended to preserve or improve the safety and sanitation of the member’s living conditions and the
nutritional value of food/meals for the member.

•

Home Modiﬁcation: physical modiﬁcations to the home that enable the member to function with greater
independence in the home and that have a speciﬁc adaptive purpose.

•

Hospice Services: Provide palliative and support care for terminally ill members and their family members
or caregivers during the ﬁnal stages of illness and during dying and bereavement.

These services may be provided in the member’s own home, a Home and Community Based (HCB) approved
alternative residential setting.
Medical/Acute Care Services: Services provided to ALTCS members are the same as those provided to members
enrolled in the acute care program, with the exception of certain therapies.
•

Member-Directed Options: (Agency with Choice (AWC) and Self-Directed Attendant Care (SDAC) allows
members to have more control over how certain services are provided, including services such as
attendant care, personal care, homemaker and habilitation. The options are not a service, but rather deﬁne
the way in which services are delivered.

•

Personal Care: Assistance to meet essential personal physical needs to members who reside in their own
home.

•

Private Duty Nursing: For members who need more individual and continuous care.
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•

Respite: A service that provides an interval of rest and/or relief to a family member or other person(s)
caring for the ALTCS member. It is available for up to 24-hours per day and is limited to 600 hours per
beneﬁt year.

LTC Program Contractor Changes
B – UFC/ALTCS has a transition coordinator to assist with all program contractor changes. All members have the
option of changing program contractors during their annual enrollment choice month. AHCCCS distributes a
packet of information to each member prior to their annual enrollment choice including information on how to
change program contractors and the due dates for selection. Members may also change program contractors at
other times if the circumstance meets AHCCCS criteria such as:
•

moving to another county

•

moving to another program contractor to maintain continuity of medical care, or

•

residing in a facility that no longer contracts with their current program contractor

In these situations, the member’s Case Manager will put together a packet of information and the transition
coordinator will send it to the requested program contractor. If the requested program contractor grants the
request, a transition date is determined and AHCCCS is notiﬁed and makes the change.
Until the actual date of enrollment B – UFC/ALTCS is not ﬁnancially responsible for services the prospective
member receives. In addition, B – UFC/ALTCS is not ﬁnancially responsible for services members receive after
their coverage has been terminated.
However, B – UFC/ALTCS is responsible for those individuals who are B – UFC/ALTCS members at the time of a
hospital inpatient admission and change health plans during that period of time.

Home & Community Based Services (HCBS)
Gap in Critical Services
All Home and Community Based providers who provide attendant care, housekeeping, personal care, and respite
care are required by AHCCCS to complete a monthly Critical Services Gap Log for critical services. Your Network
Representative is available to assist in coordinating initial and ongoing training.
A gap in critical services is deﬁned as the diﬀerence between the number of hours of critical services scheduled in
each member’s HCBS care plan and the hours of scheduled type of critical service that are actually delivered to the
member.
Critical services received in the member’s home are inclusive of tasks such as bathing, toileting, and dressing,
feeding, and transferring to or from bed or wheelchair, and assistance with similar daily activities. Types of critical
services include:
•

Attendant care, including spouse attendant care

•

Personal Care

•

Homemaker

•

In-home respite

Please refer to Chapter 1200, Arizona Long Term Care System Services and Settings for Members Who Are
Elderly and/or have Physical Disabilities and/or have Developmental Disabilities in the AHCCCS Medical Policy
Manual (AMPM) for additional Home and Community Based Services information.
Critical Service Gap Log
The Critical Service Gap Log includes information to identify diﬀerences between the number of hours of critical
services scheduled and the hours of the scheduled type of critical services that are actually delivered to the
member. Providers are required to complete the Critical Service Gap Log each month even if there are no critical
service gaps for the month. The Critical Service Gap Log must be completed and submitted to B – UFC/ALTCS by
10

the ﬁfth business day of each month.
Telephone accessibility standards also apply. B – UFC/ALTCS conducts after- hour phone audits to assure
providers have 24-hour coverage available for unforeseen gaps in service. Please note that the AHCCCS standard
is to allow HBCS providers 15 minutes to return a call addressing a gap in service. To allow an agency more than 15
minutes to return a phone call when a gap in service is being reported would make it exceptionally diﬃcult for the
service to be ﬁlled within the two (2) hour requirement.
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Interruption in Service
There may be times where an interruption in service may occur due to an unplanned hospital admission for the
member. While services may have been authorized for attendant care during this time, attendant care agencies
should not be billing for any days that fall between the admission date and the discharge date or any day during
which services were not provided.
Each attendant care agency is responsible for following this process. If any hours are submitted when a member
has been hospitalized for the full 24 hours, the attendant care agency will be required to pay back any monies paid
by B – UFC/ALTCS. In accordance with AHCCCS requirements, B – UFC/ALTCS conducts periodic audits to verify
this is not occurring.
AHCCCS requires the use of speciﬁc codes/modiﬁers for attendant care as follows:
Attendant Care:
Self-Directed Attendant Care
•

Non-Family: S5125-No modiﬁer

•

Non-Family: S5125-U2

•

Family Non-Resident: S5125-U4

•

Family Non-Resident: S5125-U2U4

•

Family Resident: S5125-U5

•

Family Resident: S5125-U2U5

•

Spouse: S5125-U3

Skilled Self-Directed Attendant Care:
•

S5125 / U6 Code and modifier are utilized for all services provided in the SDAC option when the service
includes skilled care.

Agency with Choice:
•

Non-Family: S5125-U6

•

Non-Family: S5125-U7

•

Family Non-Resident: S5125-U6U4 Family Non-Resident: S5125-U7 U4 Family Resident: S5125-U6U5

•

Family Resident: S5125-–U7 U5

•

Spouse: S5125-U7 U3 Prior Period of Coverage HCBS

“Prior Period of Coverage” for an HCBS member refers to HCBS in place prior to enrollment with B – UFC/ALTCS
(during the Prior Period of Coverage period). Services were previously provided by another AHCCCS plan.
Prior Period eligibility dates are determined by an ALTCS case manager performs a retrospective assessment to
determine the medical necessity of services, along with determination that the services previously delivered were
provided by a registered AHCCCS provider in the most cost eﬀective manner.
If the case manager determines that the services are covered, reimbursement will be made to the provider.

Case Manager Responsibilities
Each member is assigned to a ALTCS case manager. The case manager works with the member’s PCP to
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coordinate and authorize the provision of medically necessary services for the member. The case manager is also
the member’s advocate and works to facilitate the member’s care.
The ALTCS case manager authorizes ALTCS support services and home & community-based services, providing
information as needed about room and board or share of cost to providers and members, and assisting members
with coordination of appropriate services.
The ALTCS case manager is the primary point of contact for providers when there are issues or questions about a
member. Providers must also contact the ALTCS case manager whenever there are changes in a member’s health
status.

Service Authorizations
The following table illustrates ALTCS and HCBS services provided to members that require PCP orders and/or
authorization by the contractor.
NOTE: The ALTCS case manager only authorizes long term care services, not medical services. Medical service
authorization procedures are outlined in Chapter 16 – Referrals and Authorizations for Medical Services.
LTC Service Authorization Table
LTC Service

LTC Case Manager

Acute Hospital Admission (Non-Medicare Admission)

PCP Orders Authorization
X

Adult Day Health Services
Assisted Living Facility
Attendant Care

X
X
X

X

Behavioral Health Services

X

X

DME/Medical Supplies
Emergency Alert
Habilitation

X
X

Home Delivered Meals
Home Health Agency
Home Modiﬁcations
Homemaker Services
Hospice Services (HCBS and Institutional – Non-Medicare)
Medical Care Acute Services
Nursing Facility
Personal Care
Respite Care (In-Home)
Respite Care (Institutional)
Therapies
Transportation

X
X
X
X

X
X
X
X

X
X

X
X
X
X
X

X
X

X

Alternative Residential Setting
B – UFC/ALTCS oﬀers diﬀerent types of medically necessary living arrangements for eligible
members. These diﬀerent types of settings provide supervisory care, personal care or directed care,
and are delivered by licensed or certiﬁed facilities. Members are required to pay room and board
fees in these settings.
The ALTCS case manager will assess the member’s need for the appropriate type of setting.
13

LTC Service Types Table
Setting Description
LTC Setting

Description

Adult Foster Care

This setting includes up to 4 residents. The owner of the home
must live in the home and provide the care.

Adult Therapeutic Home Care

Provides behavioral health and ancillary services for a Minimum of 1
and a maximum of 3 people.

Child Therapeutic Home Care

Provides services by those licensed with DES as a professional foster
care home.

Assisted Living Home

This setting provides care and supervision for up to 10 people.

Assisted Living Center

This setting provides resident rooms or residential units and services
to 11 or more residents. Three meals /day are provided in the main
dining hall. Personal care and medication monitoring/administration
provided as needed.

14

Assisted Living Home and Assisted Living Center Requirements
The provider at an Assisted Living Facility must collect room and board fees from the member. Room and board is
the amount the member pays each month for the cost of food and/or shelter.
B – UFC/ALTCS does not pay the member’s room and board cost when the member is in an alternative residential
setting. B – UFC/ALTCS room and board agreement identiﬁes the level of payment for the setting, placement
date, and room and board amount the member must pay and is determined by the ALTCS case manager at the
time of placement.
The room and board agreement is used for all alternative residential settings. The amount of room and board
periodically changes based on a member’s income.
The Room and Board agreement form is completed at least once a year or more often if there are changes in
income.
Payment issued to the provider is always the contracted amount minus the member’s room and board.
Provider must notify B – UFC/ALTCS in writing immediately if a change in location of the Assisted Living Home or
Assisted Living Center is being considered. ALTCS Case Management will communicate with members and their
representatives to determine whether or not a location change is in their best interest.
Level of Care for Assisted Living Home or Assisted Living Center are determined by the ALTCS Case Manager and
contracted tier levels.
Provider must notify B – UFC/ALTCS in writing immediately if an ownership change is being considered. ALTCS
Case Management and Network will decide if a contract with the new owner will be oﬀered. In order to be
considered for a contract, a new owner must be licensed by Arizona Department of Health Services (ADHS), have
an AHCCCS Provider Identiﬁcation number and have proof of required liability insurance.
Assisted Living Home Requirements
Providers must obtain written authorization from the B – UFC/ALTCS Case Manager who is the sole authorizing
agent for placement and level of care prior to admission. Providers must maintain member case records with
information that includes, but is not limited to:
•

Member’s name and identiﬁcation number

•

Emergency contact name and phone number

•

Member’s primary care provider address and phone number

•

Member’s current medications and pharmacy phone number

•

Member’s guardian, grantee of power of attorney, or healthcare decision maker, as applicable.

•

Provider must maintain policies and procedures speciﬁc to the management and organization of Assisted
Living Homes, which include but are not limited to a residency agreement; personnel policies and staﬃng
ratios; house standards; medication dispensing and home furnishings and repairs. Provider must submit
copies of policies and procedures to the B – UFC/ALTCS Network Department upon request. Provider
must be and remain in compliance with applicable state and federal rules and regulations.

•

All deposits paid prior to B – UFC/ALTCS enrollment date must be refunded to the member or member’s
power of attorney designee immediately.

All private agreements with members cease on the eﬀective enrollment date with B – UFC/ALTCS. Following B –
UFC/ALTCS enrollment, the B – UFC/ALTCS Room & Board Residency Agreement will govern.
Provider shall not charge members for any item(s) or service(s) which are covered under their contract or the
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AHCCCS Medical Policy Manual.
Provider shall arrange for or provide recreational and social activities on a regular basis designed to maintain or
improve skills to members.
Provider must report to the B – UFC/ALTCS Case Manager all member emergency room visits, hospitalizations,
observation bed admissions and expirations within twenty-four (24) hours of the occurrence.
Must maintain in full force and eﬀect and be covered at all times throughout the term of the B – UFC/ALTCS
contract by (a) professional liability (malpractice) insurance which covers all acts of omissions of the provider in
providing or arranging for covered Assisted Living Home Services under their contract, and (b) general liability
insurance. The terms and limits of such insurance coverage shall be subject to B – UFC/ALTCS approval. The
general liability policy shall have limits of not less than One Million dollars ($1,000,000) per occurrence, and an
annual aggregate of Three Million dollars ($3,000,000), unless a lesser amount is accepted by B – UFC/ALTCS or
where State Law mandates otherwise. Failure to secure and maintain such professional liability and general liability
insurance coverage shall constitute a material breach of Provider’s contract with B – UFC/ALTCS. Provider will
provide B – UFC/ALTCS with at least ﬁfteen (15) day notice of such cancellation, non- renewal, lapse, or adverse
material modiﬁcation of coverage.
Assisted Living Center Requirements
•

Provider must ensure that each new center staﬀ completes an orientation within ten (10) days from the
date of employment which includes, but is not limited to, orientation to the characteristics and needs of
Assisted Living Center members; promotion of member dignity, independence, self- determination, and
privacy, choice and rights.

•

Provider must ensure that each staﬀ member completes ongoing training that includes but is not limited to
promoting dignity, independence, self-determination, privacy, choice and rights; ﬁre, safety and
emergency procedures; and assistance in self-administration of medications.

•

Provider must obtain written authorization from the ALTCS Case Manager and/ or BH Care Manager for
placement and level of care.

•

Upon admission, there must be documentation/evidence that the member is free from infectious
tuberculosis. Annual testing is to be completed and documented in the member’s medical record.

•

Provider must report to ALTCS Case Manager all member emergency room visits, hospitalizations,
observation bed admissions and expirations within twenty-four (24) hours of the occurrence.

•

There must always be staﬀ member(s) on duty who speak and read English (ﬂuently), twenty-four (24)
hours per day, three hundred sixty ﬁve (365) days per year.

•

Provider must provide shampoo, hand soap, toilet paper and laundry detergent for each resident.

•

One (1) staﬀ member certiﬁed in CPR must be on duty at all times.

•

All deposits paid prior to ALTCS enrollment date must be refunded to the member or member’s power of
attorney designee immediately.

•

All private agreements with members cease on the eﬀective enrollment date with Banner – University
Family Care . Following B – UFC/ALTCS enrollment, the Room & Board Residency Agreement will govern.

•

Provider must collect the Room and Board amount determined by the ALTCS Case Manager from the
Member.

•

Provider must maintain member case records with information that includes, but is not limited to:
o

Provider must maintain policies and procedures required by applicable law which are speciﬁc to the
management and organization of assisted living centers, which include, but are not limited to
admission agreements, personnel policies and staﬃng ratios, house standards, medication
dispensing, and home furnishings and repairs. Providers must submit copies of its policies and
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procedures to B – UFC/ALTCS upon request.
o

Provider must maintain policies and procedures speciﬁc to a member’s personal needs allowance
according to applicable law; provider must submit such policies to B – UFC/ALTCS upon request.

o

Provider must not charge members for any item(s) or service(s) which are covered under their
contact or the AHCCCS Medical Policy Manual.

o

Must maintain in full force and eﬀect and be covered at all times throughout the term of the B –
UFC/ALTCS contract by (a) professional liability (malpractice) insurance which covers all acts of
omissions of the provider in providing or arranging for covered Assisted Living Home Services
under their contract, and (b) general liability insurance. The terms and limits of such insurance
coverage shall be subject to B – UFC/ALTCS approval. The general liability policy shall have limits of
not less than One Million dollars ($1,000,000) per occurrence, and an annual aggregate of Three
Million dollars ($3,000,000), unless a lesser amount is accepted by B – UFC/ALTCS or where State
Law mandates otherwise. Failure to secure and maintain such professional liability and general
liability insurance coverage shall constitute a material breach of Provider’s contract with B –
UFC/ALTCS. Provider will provide Banner – University Family Care with at least ﬁfteen (15) day
notice of such cancellation, non- renewal, lapse, or adverse material modiﬁcation of coverage.

Additional Requirements for Covered Behavioral Health Assisted Living Center
•

Must meet minimum training of didactic in-service training in behavioral health topics and ongoing
monthly training for all direct care staﬀ.

•

Must provide members with recreational and social activities on a daily basis designed to maintain or
improve physical and social interaction.

•

Must provide service including, but not limited to psychosocial rehabilitation; skills training and
development; and assist member on a daily basis to carry out speciﬁed goals and objectives as prescribed
in the member’s treatment plan.

•

Must provide a designated unit secured by locked or electronically controlled doors (a wander guard-type
system alone does not meet this requirement for locked Behavioral Health Assisted Living Unit)

•

Daily documentation is required to reﬂect member behaviors and issues that occur. This should include
frequency of behaviors, frequency and type of staﬀ interventions required throughout the day, and the
member’s level of responsiveness to interventions/redirections.

•

Must provide a designated unit secured by locked or electronically controlled doors (a wander guard-type
system alone does not meet this requirement).

•

Must be staﬀed with the following ratios: (these staﬃng ratios exclude facility directors, administrative,
clerical and maintenance staﬀ).
o

One (1) staﬀ to ten (10) members from 6:00 am – 2:00 pm

o

One (1) staﬀ to ten (10) members from 2:00 pm – 10:00 pm

o

One (1) staﬀ to twenty (20) members from10:00 pm – 6:00 am
▪

o

Example: If provider has thirty-eight (38) members, provider is required to have three (3) full
time staﬀ and then the fourth (4th) staﬀ would be required to work 6 hours and 40 minutes
of the 8-hour shift during the hours of 6:00 am to 10:00 pm.

All staﬀ newly assigned to work on the unit must receive two (2) hours of in-service training prior to
actually providing care to members with dementia. Training must include, but is not be limited to:
▪

Understanding members with dementia; and

▪

How to work with members with dementia.
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o

All staﬀ on the unit must attend a minimum of one (1) hour every month of in-service education
addressing the special needs of members with dementia such as those with Alzheimer’s disease
and related disorders, Training must take place and be documented within than every thirty (30)
days.
▪

o

Oﬀ-site in service education may be included to meet this requirement.

Topics for in-service sessions are to include, but are not limited to:
▪

Charting and documentation;

▪

Understanding persons with dementia;

▪

How to work with persons with dementia;

▪

Providing services to members based on individual needs;

▪

How to maximize independence for persons with dementia;

▪

Member rights;

▪

Appropriate verbal and non-verbal interaction with members;

▪

Pharmacological and physical restraints and their use;

▪

Facility protocol to manage/locate members who wander;

▪

Activities of daily living as part of the activity program;

▪

Fall prevention;

▪

Cultural diversity; and

▪

Using hospice for members with advanced dementia.

•

Must have activity staﬀ programming ten (10) hours a week.

•

Must oﬀer activities that are appropriate for persons with dementia seven (7) days a week.

•

Must have buildings and furnishings that are designed for the member’s safety.

•

Facilities must be designed to maximize comfort for the member’s physical environment, personal, shared
surroundings, demonstrate a balance of sensory stimuli that are calming and soothing; and other sensory
stimuli that are pleasantly stimulating and engaging.

To view clinical and behavioral health specialty placement criteria visit our website at https://www.banneruhp.com
under Prior Authorizations and Referrals.

18

Provider Requirements for Adult Foster Care Home
•

Must obtain written authorization from the ALTCS Case Manager who is the sole authorizing agent for
placement and level of care prior to admission. Must provide shampoo, hand soap, toilet paper and laundry
detergent for each resident.

•

All deposits paid prior to the B – UFC/ALTCS enrollment date must be refunded to the member or
member’s power of attorney designee immediately.

•

All private agreements with members cease on the eﬀective enrollment date of the member with B –
UFC/ALTCS. Following enrollment, the B – UFC/ALTCS Room and Board Residency Agreement will
govern. Provider must notify B – UFC/ALTCS in writing within ﬁve (5) business days of changes that
include, but are not limited to a change in location, services, licensing, or ownership.

•

Referrals for speciﬁc covered Adult Foster Care services must be initiated and obtained by the member’s
primary care provider and/or the ALTCS Case Manager. Services not authorized by B – UFC/ALTCS will not
be reimbursed.

•

Provider must maintain member case records with information that includes at a minimum the following:

•

Member’s name and ALTCS identiﬁcation number

•

Member’s emergency contact(s) name(s), address(es) and phone number(s)

•

Member’s primary care provider address and phone number

•

Member’s current medications and pharmacy phone number

•

Provider must maintain policies and procedures speciﬁc to advanced directives according to applicable law
and B – UFC/ALTCS Policies.

•

Provider must also provide education to staﬀ and subcontractors regarding advance directives.

•

Provider must maintain policies and procedures required by applicable law speciﬁc to their management
and organization including but not limited to an admission agreement; personnel policies and staﬃng
ratios; house standards; medication dispensing; and home furnishings and repairs.

•

Provider must submit copies of policies and procedures to Banner– University Family Care upon request.

•

Provider cannot charge Members for any item(s) or service(s) which are covered under this Agreement by
AHCCCS or Medicare.

•

Provider must maintain policies and procedures speciﬁc to Member’s personal needs according to
applicable law and submit them to Banner–University Family Care upon request.

•

Nursing care services may be provided by a nurse who is licensed by the State of Arizona to provide
covered Adult Foster Care Services according to applicable law.

•

Must keep are cord of nursing services rendered and obtain prior authorization

•

Providermustarrangefororproviderecreationalandsocialactivitiesonaregularbasis designed to maintain or
improve skills to members.

•

Report to ALTCS Case Manager all member emergency room visits, hospitalizations, observation bed
admissions and expirations within twenty- four (24) hours of the occurrence. Must maintain in full force and
eﬀect and be covered at all times throughout the term of the B – UFC/ALTCS contract by professional
liability (malpractice) insurance and other insurance necessary to
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•

Insure provider and any other person providing services hereunder on Provider’s behalf, against

•

Any claim(s) of personal injuries or death alleged or caused by Provider’s performance under agreement.
Such insurance coverage shall be subject to B – UFC/ALTCS approval. Provider must maintain in full force
and eﬀect and be covered at all times throughout the term of this Agreement. Insurance shall be through a
licensed carrier, and of not less than One Million dollars ($1,000,000) per occurrence, and an annual
aggregate of Three Million dollars ($3,000,000), unless a lesser amount is accepted by B – UFC/ALTCS or
where State Law mandates otherwise. Failure to secure and maintain such professional liability and general
liability insurance coverage shall constitute a material breach of Provider’s contract with B – UFC/ALTCS.
Provider will provide B – UFC/ALTCS with at least ﬁfteen (15) day notice of such cancellation, non-renewal,
lapse, or adverse material modiﬁcation of coverage.

Provider Requirements for Skilled Nursing Facilities (SNFs)
Skilled Nursing Facilities (SNFs) provide services to members that need consistent care, but do not have the need
to be hospitalized or require daily care from a physician. Many SNFs provide additional services or other levels of
care to meet the special needs of members. SNFs are responsible for making sure that members residing in their
facility are seen by their PCP in accordance with the following intervals:
•

For initial admissions to a nursing facility, members must be seen once every 30 days for the ﬁrst 90 days,
and at least once every 60 days thereafter.

•

Members that become eligible while residing in a SNF must be seen within the ﬁrst 30 days of becoming
eligible, and at least once every 60 days thereafter.

Additional nursing facility visits are provided as medically necessary and appropriate.
Skilled Nursing Facilities are required to notify their B – UHP provider representative of any material change in
services offered to members including changes in primary care providers. Additionally, Skilled Nursing Facilities
are to assist with the coordination of care to the new primary care provider.
Covered services delivered to eligible members in accordance with a provider’s contract include the following:
•

B – UFC/ALTCS is not responsible to pay for any otherwise covered services rendered to ALTCS members
prior to the date the member becomes enrolled by the State Agency with B – UFC/ALTCS or after the
member loses eligibility or otherwise is dis- enrolled from B – UFC/ALTCS.

•

The per diem payment for B – UFC/ALTCS members includes over-the-counter medications. Providers
must use B – UFC/ALTCS contracted pharmacies and durable medical equipment companies for nonMedicare enrollees who are on a custodial stay in the facility.

•

B – UFC/ALTCS should be billed for co-payments for members who have Fee for Service Medicare and a
Prescription Drug Program or who are on a Medicare Advantage Program, which is not Banner – University
Care Advantage HMO SNP.

•

B – UFC/ALTCS reimburses providers for covered therapy services on a fee for service basis. B –
UFC/ALTCS updates internal payment systems in response to additions, deletions and changes of this
nature.

Work Statement Assisted Living Facility Services General Responsibilities
The contractor must be registered with the AHCCCS Administration as a provider for AHCCCS and or ALTCS
services. The contractor must maintain its registration with AHCCCS throughout the term of this agreement. B –
UHP is not responsible for payment to non-registered providers.
Contractor must follow all terms of contract and adhere to B – UHP’s Provider Manual.
The contractor shall maintain in full force and effect professional liability and general liability insurance during the
term of this agreement. The professional liability policy shall have limits of liability of not
less than three hundred thousand dollars per occurrence, and an annual aggregate of three hundred
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thousand dollars, and the general liability policy shall have limits of liability not less than one million dollars per
occurrence and an annual aggregate of one million dollars.
The contractor shall obtain and maintain in effect and provide B – UHP with a current copy of an ADHS license
issued for each facility or location. Contractor shall comply with all licensing requirement necessary for the
provision of service.
Contractor shall notify B – UHP no later than 30 days before the effective date of any changes in contractors
licensing, location services or ownership. In the event of an ownership change the contractor must have continued
oversight until ADHS has officially licensed the facility to the new owner.
The contractor shall not charge member for any items or services which are covered by AHCCCS or Medicare.
Cultural Competency
The contractor must provide services in a manner that is sensitive to the ethnic and cultural diversity of B – UHP
members. Including consideration for members with limited English proficiency or impaired communication skills.
Services and Suppliers Included in Assisted Living Facility Monthly Rate
Contractor must provide a safe, clean living environment: appropriate to the frail elderly and disabled.
•

Provide a facility orientation including safety procedure within 24 hours of admittance

•

Post written procedures for emergency evacuation of all members.

•

Provider a living environment free from furnishings, equipment or areas that may present safety problems
for a member.

•

Provide a written inventory of member’s personal property to be maintained in the members file.

•

Provide a secure space for storage of each member’s belongings.

•

Provide laundry services for each member once a week.

Ensure nutritional maintenance of members
•

Provide three nutritionally balanced meals daily. As well as between meal snacks for all members within
dietary restrictions.

•

Ensure adequate fluids are available to members at all times.

•

Provide for individual food preference within reasonable limits.

•

Provide special diets as required, this may include but is not limited to:
o

Diabetic Diet

o

Renal Diet

o

No added or low salt diet

o

Low calorie diet

Complete an assessment of member needs and implement service plan
Assessment and completion of a service plan must be conducted within 14 days of admission with no charge to
the member. Include in Service Plan:
•

Members strengths and limitations

•

Document level of assistance with medications

•

Personal Care Services (assistance with bathing, grooming, dressing)

•

Assistance with eating and ambulating
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•

Social or emotional needs

•

Routine testing of Vital signs

Onsite management and oversight of facility
•

Hiring and directing of staff, must comply with Assisted Living Facility rules and regulations.

•

Develop and implement written procedures for day to day operation of facility

•

Provide a staffing ratio of 1:10 during non-sleeping hours

•

Ensure member rights are upheld

•

Maintain resident records

•

Provide services to meet the needs of each resident including general supervision, scheduledand
unscheduled needs and the ability to intervene in a crisis 24 hours a day

Provide a range of socialization and recreation activities on a regular basis
•

Prepare a monthly calendar of activities for members

•

Daily newspapers and current magazines and a variety of reading material available for residents.

•

Organize and encourage members to participate in daily social activities according to their ability and
interest. Activities should include stimulation to maintain or improve intellectual functioning.

•

Provide an area equipped for member activities. The equipment and supplies should be items the members
use, for example: television, craft supplies and games. Supplies should take into account the interests and
functional abilities of the members.

Provide non-medical residential care services and supplies used in meeting the member’s daily needs

•

Provide the following weekly for each member or more often as needed for cleanliness

•

o

Two clean bath towels

o

One clean face towel

o

One clean wash cloth

o

Clean bedding

Personal hygiene supplies will be provided if necessary, including but not limited to:
o

Body soap

o

Shampoo

o

Toothpaste and toothbrush

o

Deodorant

o

Shaving cream and razor

o

Toilet tissue

o

Facial tissue

•

Assist in the daily care of mouth, teeth, skin, nails, hair, feet and perineal area

•

Provide tub baths, showers or bed baths twice weekly or more frequently if needed unless otherwise
indicated in the service plan.

•

Provide incontinence care to keep skin clear, dry and free from odor unless otherwise indicated in the
service plan.
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•

Each residential unit should contain the following minimum furnishings:
o

A bed that is at least 36” wide including a frame, box springs and mattress

o

Sufficient light for reading

o

One armchair or side chair

o

Clean linen including mattress pad, sheets, pillow, blankets and bedspread

o

Window covers that provide privacy from the outside

o

One table where member may eat meal

o

Storage space for clothing

o

Clock

o

Wastebasket

Collect member’s monthly room and board

•

B – UHP is responsible for notifying the member and provider of the member’s room and board amount.

•

Provider is responsible for collection of the members room and board on a monthly basis

•

Notify the case manager within 5 calendar days if the provider becomes aware of any changes in members
income.

Provide supervision of and assistance with medications

•

Provide and implement medications policies and procedures which address:
o

Administration, procurement and storage of medications

o

Review of medication regimens and expiration dates

o

Disposal of unused, outdated or recalled medications

•

Ensure that medications are stored in locked area

•

Ensure that medications requiring refrigeration are kept in a locked container in the refrigerator.

•

Maintain individual medication records for each member which should include:
o

Name of member

o

Name and phone number of prescribing physician

o

Name and phone number of pharmacy

o

Name of medication and dosage, frequency and method of administration

o

Date and time medications are scheduled to be taken

o

Medication regimen review date

o

Actual dates and time of medication administration

o

Signatures of staff administering medications

Americans with Disabilities Act (ADA) and Title VI Requirements
The Act of 1990 gives civil rights protections to individuals with disabilities similar to those provided to individuals
on the basis of race, color, sex, national origin, age and religion. While the ADA is a Federal law, Arizona does have a
mirror statute regarding disabilities, giving the Attorney General the authority to enforce this law.
In accordance with the Act, a member will not be discriminated against based on his/her disability. Contracted
providers will make reasonable accommodations, without undue hardship, in order to provide quality care for a
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member with a disability.
Requirements for General and Informed Consent
General Consent is a one-time agreement to receive certain services, including but not limited to behavioral
health services that is usually obtained from a member during the intake process at the initial appointment, and is
always obtained prior to the provision of any behavioral health services. General consent shall be obtained
from a member’s behavioral health recipient’s or legal guardian’s signature.
Informed Consent is an agreement to receive behavioral health services before the provision of a specific
treatment that has associated risks and benefits. Informed consent is required to be obtained from a member or
legal guardian prior to the provision of the following services and procedures:
1. Complementary and Alternative Medicine (CAM),
2. Psychotropic medications,
3. Electro-Convulsive Therapy (ECT),
4. Use of telemedicine,
5. Application for a voluntary evaluation,
6. Research,
7. Admission for medical detoxification, an inpatient facility or a residential program (for members
determined to have a Serious Mental Illness), and
8. Procedures or services with known substantial risks or side effects

24

Federal law gives heightened privacy protections to certain types of Substance Use Disorder (SUD) information.
Congress enacted the legislation in the 1970s to encourage individuals with SUDs to enter and remain in
treatment, see 42 U.S.C. § 290dd-2. The regulations implementing the law are at 42 C.F.R. (Code of Federal
Regulations) Part 2 and are commonly referred to as the Part 2 regulations. Part 2 protects patient identifying
information that directly or indirectly identifies a patient as having (or having had) a SUD and that originates from
federally-assisted SUD treatment programs (called Part 2 Programs). SUD information that is protected by Part 2
is referred to in this policy as “Part 2 Protected SUD Information.”
Part 2 prohibits the disclosure of Part 2 Protected SUD Information without a Member’s Part 2 Consent, except in
limited circumstances. This policy describes the circumstances under which Part 2 Protected SUD Information
may be submitted to B – UHP and related requirements.

Identification of Part 2 Programs and Notice Requirements
You are responsible for determining whether you operate a Part 2 Program. You must promptly notify the Network
Development team at PHSO_Network_Development@bannerhealth.com within five (5) days of starting any Part 2
Program operations. You may use B – UHP’s Part 2 Program Designation Questionnaire to assist with, and give
notice of, your Part 2 Program determination.
If you cease operating a Part 2 Program, you must promptly notify the Network Development team at
PHSO_Network_Development@bannerhealth.com.
Your written notification must contain the following information: (a) the Tax Identification Number for each facility
that operates (or ceased operating) a Part 2 Program; and (b) when the facility began operating (or ceased
operating) the Part 2 Program.

Part 2 Programs: Requirements for Part 2 Protected SUD Information Transmissions to B – UHP
If you are or operate a Part 2 Program, you may disclose Part 2 Protected SUD Information of the Part 2 Program
to B – UHP in compliance with Part 2 and this policy. Specifically:
•

You must request Members’ Part 2 Consent in order to disclose their Part 2 Protected SUD Information to
B – UHP for treatment, payment and health care operations (TPO) purposes.

•

If requested by B – UHP, you must request Members’ Part 2 Consent in order to disclose their Part 2
Protected SUD Information to other third parties for TPO and/or any other purposes.

•

If requested by B – UHP, you must enter into a Qualified Service Organization Agreement (QSOA) with B –
UHP so that B – UHP can receive Part 2 Protected SUD Information without Members’ Part 2 Consent in
order to provide services to, or on behalf of, the Part 2 Program.

Non-Part 2 Programs: Prohibition on Part 2 Protected SUD Information Transmissions to B – UHP
If you are not a Part 2 Program, but are in lawful possession of Part 2 Protected SUD Information, you must NOT
transmit any of the Part 2 Protected SUD Information to B – UHP, unless all of the following requirements are met:
•

You are able to separate appropriately the Part 2 Protected SUD Information from other Member health
information; and

•

B – UHP has given its advance written consent for the disclosure of Part 2 Protected SUD Information to B
– UHP.

25

Overview
The appropriate level of care will be determined by the ALTCS case manager, utilizing the AHCCCS/ALTCS
Uniform Assessment Tool.
In the event the provider disagrees with the level of care authorized, you may request a plan review by B –
UFC/ALTCS. The review request must be made in writing to the ALTCS Case Management Team within thirty (30)
days of the determination of the plan review. In the event the original level of care is upheld, the decision is ﬁnal
and not subject to further review by LTC. In the event the original level of care is overturned during the review
process, B – UFC/ALTCS will adjust the level of care in accordance with the date of the provider’s initial level of
care notiﬁcation.
Level of Care Revenue Codes

•

Sub-Acute Care Level I 0191

•

Sub-Acute Care Level II 0192

•

Sub-Acute Care Level III 0193

•

Sub-Acute Care Level IV 0194

•

Respiratory

•

Behavioral Health

•

Dialysis

•

Bariatric

•

Dementia

•

Hospital Bed Hold 185

•

Therapeutic Bed Hold 183

Level of care changes authorized by B – UFC/ALTCS will be eﬀective on the day of evaluation. Level of care
changes may be retroactive to the date of documented (phone, email or fax) notiﬁcation to the Nursing Facility,
but not prior to the date of notiﬁcation.
Covered Therapy Services are not included in the B – UFC/ALTCS member per diem rate, except where speciﬁed.
Providers must arrange, or provide covered therapy services, for B – UFC/ALTCS members residing in its facility.
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Requirements for Specialty Rates
Custodial levels of care are determined according to the AHCCCS Universal Assessment Tool for Acuity
Determinations. These levels are NOT for placements that are Medicare funded by Medicare Advantage HMO
SNP. RUG rates are used for Advantage members whose care meets the Medicare criteria for RUG rates. If
providing specialty levels of care, they must meet the requirements identiﬁed below, in accordance with the
contract:

Sub-Acute
Level III - Intensive Sub-Acute. This includes any combination of the following:

•

complex wound care/decubitus

•

total parenteral nutrition or tracheotomy care

•

or any therapy up to 3 hours per day (PT/OT/ST)

An RN charge nurse is required to be on the station where Level III members are located 24 hours a day. This level
of care is authorized by a Utilization Management Review Nurse. Daily documentation in the medical chart of
continued need for sub-acute level of care is required. Provider must notify Utilization Management RN staﬀ within
24 hours of when a member no longer requires sub-acute level of care services.

Hospital Bed Hold
Bed holds require authorization by Utilization Management RN staﬀ. Provider must notify the ALTCS case
manager within 24 hour of hospital admission if there is a request for a hospital bed hold. There are a maximum of
twelve (12) days that may be authorized per member, per contract year (October 1- September 30).

Therapeutic Bed Hold
Bed holds require authorization by ALTCS staﬀ. There are a maximum of nine days that may be authorized per
member, per contract year (October 1- September 30).

Respite
Respite placement in a nursing facility is authorized by ALTCS case manager according to AHCCCS requirements.
The purpose is to provide an interval of rest and/or relief to a family member or other unpaid person caring for the
member, and to improve the emotional and mental well-being of the member. There is a maximum of 25 respite
days per member per contract year (October 1-September 30) provided the member has not used respite in any
other setting during the contract year.
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Overview
B – UFC/ALTCS oﬀers a case management system that incorporates several unique strengths. It is fully
integrated, through a team approach that involves nurse, behavioral health clinician, and non-clinical case
managers. Case managers will have a mixed case-load so they will have experience with both institutional and
HCBS long term care. This will ensure continuity and comprehensive service planning for members transitioning
from one setting to another. Medical case management is a collaborative process which assesses, plans,
implements, coordinates, monitors and evaluates the options and services to meet an individual’s health needs,
using communication and available resources to promote quality, cost eﬀective outcomes. Care
coordination/management is a member-centered, goal-oriented, culturally relevant and logically managed
process to help ensure that a member receives needed services in a supportive, eﬀective, eﬃcient, timely and
cost-eﬀective manner.
For members that need behavioral health services, B – UFC/ALTCS ’s Case Managers can assist you in ﬁnding the
appropriate behavioral health provider to see the member. A Team of Qualified Behavioral Health Professionals
are available to support our Case Managers through consultation. You can reach Case Management at 1 (833) 3184146. If you know that the member is currently in treatment with a mental health specialist, call B – UFC/ALTCS.
We will be happy to work with them to help them stay with their behavioral health specialist. You may refer to the
Behavioral Health chapter of this manual for further information.
B – UFC/ALTCS’s Case Manager supports the provider by tracking compliance with the case management plan,
and facilitating communication between the PCP, member, and the case management team. The Case Manager
also facilitates referrals and linkages to community providers, such as local health departments and school-based
clinics. The managing provider/physician maintains responsibility for the patient’s ongoing care needs. The B –
UFC/ALTCS case manager will contact the PCP and/or managing physician if the member is not following the plan
of care or requires additional services.
The B – UFC/ALTCS case manager will work with all involved providers to coordinate care, provide referral
assistance and other care coordination as required.

LTC Case Management Process
B – UFC/ALTCS’s case management for contains the following key elements:

•

Notify the member and their PCP of the member’s assignment to a B – UFC/ALTCS Case Manager

•

Develop and implement a care plan that accommodates the speciﬁc cultural and linguistic needs of the
member

•

Establishment of member-identified goals and regular review of progress towards achieving goals

•

Refer and assist the member in ensuring timely access to Providers

•

Coordinate medical, residential, social and other support services

•

Monitor care/services

•

Revise the care plan as necessary

•

Track plan outcomes

B – UFC/ALTCS utilizes a member centric approach to member care.

Chronic and Complex Conditions
B – UFC/ALTCS provides individual medical case management services for members who have chronic, complex,
high-risk, high-cost or other catastrophic conditions. The ALTCS Case Manager is supported by an RN Case
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Manager as needed and involves all providers as s/he coordinates care, provide referral assistance, and other
support as required.
B – UFC/ALTCS also uses disease management programs and associated practice guidelines and protocols for
members with chronic conditions, including conditions such as asthma and diabetes. Members who qualify for
chronic or complex case management services have an ongoing physical, behavioral or cognitive disorder,
including chronic illnesses, impairments and disabilities. These limitations are expected to last at least twelve (12)
months with a resulting functional limitation, reliance on compensatory mechanisms such as medications, special
diet, or assistive device, and require service use or needs beyond that which is normally considered routine.
The B – UFC/ALTCS RN, Behavioral Health and ALTCS case managers will coordinate care needs including
behavioral health needs, assist in identifying and obtaining supportive community resources, and arrange for longterm referral services as needed. The case manager may identify (and a member may request) a specialist with
whom a member with a chronic condition has an on-going relationship who may serve as the PCP and coordinate
services on the member’s behalf.
Members determined to need a course of treatment or regular care monitoring may have direct access to a
specialist as appropriate for the member’s condition and identiﬁed needs, such as through a standing referral or an
approved number of visits. A member’s PCP will develop a treatment plan with the member’s participation and in
consultation with any specialists caring for the member.
The B – UFC/ALTCS Medical Director, or other qualiﬁed designee, oversees these processes in accordance with
state standards.
B – UFC/ALTCS encourages all PCPs and physicians to notify B – UFC/ALTCS Case Management when a member
is identiﬁed that meets the criteria for a chronic or complex condition.
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Overview
The B – UFC/ALTCS Medical Management Department hours of operation are Monday through Friday (excluding
holidays) from 8:00 a.m. to 5:00 p.m. For prior- authorizations during business hours, the provider should contact:
Medical Management (800) 582-8686
A Referral Coordinator enters the authorization request information in the Medical Management documentation
system for the Nurse to then review for Medical necessity
Medical Necessity:
Medically Necessary services are generally accepted medical practices provided in light of conditions present at
the time of treatment. These services are:

•

Appropriate and consistent with the diagnosis of the treating provider and the omission of which could
adversely aﬀect the eligible member’s medical condition

•

Compatible with the standards of acceptable medical practice in the community

•

Provided in a safe, appropriate, and cost-eﬀective setting given the nature of the diagnosis and severity of
the symptoms

•

Not provided solely for the convenience of the member or the convenience of the healthcare provider or
hospital

•

Not primarily custodial care unless custodial care is a covered service or beneﬁt under the members
evidence of coverage

•

There must be no other eﬀective and more conservative or substantially less costly treatment, service and
setting available

•

In no instance shall B – UFC/ALTCS cover experimental, investigational or cosmetic procedures

Information necessary for authorization may include but is not limited to:

•

Member’s name, ID number

•

Physician’s name and telephone number

•

Hospital name, if the request is for an inpatient admission or outpatient services

•

Reason for admission – primary and secondary diagnoses, surgical procedures, surgery date

•

Relevant clinical information – past/proposed treatment plan, surgical procedure, and diagnostic
procedures to support the appropriateness and level of service proposed

•

Admission date or proposed date of surgery, if the request is for an inpatient admission

•

Requested length of stay, if the request is for an inpatient admission

•

Discharge plans, if the request is for an inpatient admission

•

For obstetrical admissions, the date and method of delivery and information related to the newborn or
neonate, Baby’s Medicaid ID number

•

If more information is required, the Nurse will notify the caller for the speciﬁc information needed to
complete the authorization process
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•

Failure to obtain authorization may result in payment denials

Communication with Medical Management (MM) Staff
Providers may access the MM staﬀ via toll-free phone lines that are open for authorization requests and MM
related questions and or issues calling (800) 582-8686 from 8:00AM to 5:00PM, Monday through Friday (excluding
state holidays). B – UFC/ALTCS staﬀ will take authorization information for next business day response by the
health plan. B – UFC/ALTCS processes all expedited authorization requests in accordance with AHCCCS
standards. Outbound communications regarding UM inquiries are conducted during normal business hours, unless
otherwise agreed upon. If you are initiating or returning calls regarding UM issues, all UM staﬀ will identify
themselves by name, title and organization.

Concurrent Review
Concurrent utilization review is conducted on each member who is admitted to:

•

Inpatient facility

•

Skilled nursing facility

•

Free standing specialty hospital

•

Acute rehabilitative facilities

Concurrent review activities include:

•

Admission certification

•

Continued stay review

•

Review of member’s medical record

•

Discharge planning

MCG are evidence-based clinical guidelines that span the continuum of care from outpatient to inpatient,
including chronic care and behavioral health management and are updated annually.

Prior Authorizations
Prior-authorization requires that the provider or practitioner make a formal medical necessity determination
request to the Prior Authorization Department prior to the service being rendered. Upon receipt, the prior
authorization request is screened for eligibility and beneﬁt coverage and assessed for medical necessity and
appropriateness of the health services proposed, including the setting in which the proposed care will take place.
Clinicians are available 24 hours a day/7days a week to support delivery and transition of members.
B – UFC/ALTCS has developed a grid for providers to determine if plan prior authorization is required.
Please note: All attempts are made to provide the most current information on the Pre-Auth Needed Tool.
However, this does NOT guarantee payment. Payment of claims is dependent upon eligibility covered beneﬁts,
provider contracts and correct coding and billing practices.

Standard Service Authorization
Prior Authorization decisions for non-urgent services shall be made within fourteen (14) calendar days of receipt
of the request for services. An extension may be granted for an additional fourteen (14) calendar days if the
member or the provider requests an extension or if B – UFC/ALTCS justiﬁes a need for additional information and
the extension is in the member’s best interest.
When the extension is granted, both the provider and member will be notiﬁed. B – UFC/ALTCS gathers all
pertinent clinical information to support the authorization request within the allotted fourteen (14) calendar days.
If the clinical information is not received and/or gathered within the fourteen (14) calendar days, a written
notiﬁcation is sent to the member and an outreach letter is sent to provider via fax.
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To obtain the information. The Member receives written notice (Notice of Extension) including the reasons for the
decision to extend the timeframe and the right to ﬁle a Grievance if he or she disagrees with that decision.
If the request for authorization is approved, B – UFC/ALTCS notiﬁes the requesting provider of the approval by
telephone, fax or mail within one business day after the decision is made, not to exceed the original authorization
timeframe. B – UFC/ALTCS documents the date and time of the notiﬁcation in the authorization system.
If the request for authorization is denied, or a limited authorization of a requested service, including the type and
level of service, is proposed, the member and provider will be l be notiﬁed in writing within (2) business days of the
verbal notification, not to exceed the original fourteen (14) day determination timeframe.,

Expedited Service Authorization
In the event the Provider indicates, or B – UFC/ALTCS determines following the standard timeframe could
seriously jeopardize the Member’s life or health, B – UFC/ALTCS request for services in which either the
requesting provider indicates or B – UFC/ALTCS determines that following the standard timeframes for issuing an
authorization decision could seriously jeopardize the member’s life or health or ability to attain, maintain, or regain
maximum function. In these circumstances, the authorization decision must be expedited and must be made
within three working days from the date of receipt of the service request.
For actions to terminate, suspend, or reduce previously authorized covered services, the Plan mails the Notice of
Action 10 calendar days before the date of the proposed action or not later than the date of the proposed action in
the event of one of the following exceptions:

•

B – UFC/ALTCS has factual information conﬁrming the death of a member

•

B – UFC/ALTCS receives a clear written statement signed by the member that he or she no longer wishes
services or gives information that requires termination or reduction of services and indicates that he or
she understands that this must be the result of supplying that information

•

The member’s provider prescribes a change in the level of medical care

•

The date of action will occur in less than 10 calendar days in accordance with 42 CFR 483.12(a)(5)(ii)

B – UFC/ALTCS’s Medical Management Department may be contacted by phone at (800) 582- 8686.

Inpatient Notiﬁcation Process
Inpatient facilities are required to notify B – UFC/ALTCS for emergent and urgent inpatient admissions by the next
business day of the admission with clinical information. Admissions made on the weekend require notiﬁcation the
next business day.
Notiﬁcation of newborn delivery is required within 24 hours after delivery or the next business day. The following
information is required once the delivery is complete in order to receive the claim reimbursement approval:

•

Member name and Medicaid number (mother)

•

Newborn name (In the event, a name has not been selected at the time of discharge, please submit with
the newborn’s gender: Baby boy or Baby girl and Last Name (ex. Baby boy Smith)

•

B – UFC/ALTCS will obtain the Newborn’s Medicaid number

•

Facility name, Physician name

•

Admit date, delivery date, type of delivery

•

Gender, weight, and Apgar score of the newborn, and gestational age of the newborn

Notiﬁcation is required to track inpatient utilization, enable care coordination, discharge planning, and ensure
timely claim payment. To provide notiﬁcation and when applicable obtain prior authorization, please contact the
Medical Management Department by phone at (800) 582-8686.
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Overview
The Network Development Department is responsible for helping to develop and maintain our network of Primary
Care Providers (PCP), specialists, hospitals and ancillary providers. The Network Development Department
coordinates with other departments and agencies to provide valuable information on services and programs.
Within the department of Network Development, Contracting and Provider Relations play a pivotal role.

Contracting
B – UHP Contractors routinely review information for each plan about the provider network. They work with many
other B – UHP personnel to identify potential areas for network expansion or modification. Contractors monitor
the services that the network is providing for each plan and assists the Network Development Director and
Network Development Managers in securing new contracts and services.
New provider associates are considered to be joining a group if they are sharing the same tax identification number
of the currently contracted provider(s). Associates will be added to the network after they have been credentialed.
Providers who share office space will be considered for participation solely on the basis of network need under
his/her own contract. Satellite offices of contracted groups are not automatically added to the network unless a
network need exists.
B – UHP contracts with providers on a geographic and plan-specific basis. Network need is determined by a variety
of factors including the membership, utilization and existing coverage in an area.
You must notify your Provider Rep with prior notification of any changes to address, tax identification numbers,
telephone numbers, contact information, other demographic information, or professional staffing in order to
comply with contractual requirements and ensure correct payment and continuity of care. Lack of timely
notification to B – UHP may result in payment denials or delays in patient referrals. Changes in the location of your
office may result in contract termination if the new location is not in an area where additional practitioners are
needed.

Credentialing
Physicians, mid-level professionals, and dentists are credentialed prior to participation. Practitioner performance
is reviewed at least every three years. This process requires the practitioner to complete a reappointment
application and provide proof of license renewal and current liability coverage. Failure to respond timely to these
requests from B – UHP for information may be interpreted as voluntary withdrawal from the network. Facility
licensure and accreditation are also regularly reviewed and must be updated to maintain contracted status with
the plan.
The CMS Preclusion List and Office of Inspector General (OIG) of the U.S. Department of Health & Human Services
(HHS) and Government Services Administration (GSA) exclusion lists are also checked with respect to all
employees, governing body members, and FDRs monthly and coordinating any resulting personnel issues with the
sponsor’s Human Resources, Security, Legal or other departments, as appropriate.

Provider Relations
Each contracted provider is assigned a Provider Relations Representative, or Provider Rep. Provider Reps serve as
a provider’s vital link to health plans services. The Provider Rep staffing is maintained to enable providers to
receive prompt resolution to problems or inquiries and appropriate education about participation in the Arizona
Health Care Cost Containment System (AHCCCS) program.
Provider Relations Representatives also conduct provider training activities and keep you informed of your
responsibilities as a provider. They can help in resolving many administrative issues or concerns you may have.
Ways Network Development assists provider offices:

•

Acts as the primary liaison between internal departments and the provider network.
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•

Provides in-services and Provider Manuals to all newly contracted providers.

•

Educates provider on how to locate a copy of the provider manual in the “Provider Resource” section of the
B – UHP website, along with other vital resources. There is also a PDF copy of the provider manual that can
be downloaded, which allows providers to obtain a hard copy.

•

Additional education on where to obtain a copy of the most recent version of provider manual during
provider site visits, using the “Provider Site Visit” tool. Education is also provided on where to locate the
provider manual during “Provider Education Forum” sessions.

•

Sends time-sensitive bulletins and communications regarding AHCCCS specific initiatives, health plan
changes and updates.

•

Visits provider offices and provides ongoing communication and education.

•

Helps resolve benefit, enrollment, contracting, claims and reimbursement issues. Assist with claims billing
and education.

•

Publishes an online provider quarterly notification that provides education, news and updates.

•

Conducts provider satisfaction surveys.

•

Assists in negotiations of new or renewing contracts.

•

Assists in monitoring activities regarding compliance and network accessibility.

•

Instruct providers on the need to contact the Provider Representative when the provider changes address,
contact information, or other demographic information or email at
BUHPProviderNotifications@bannerhealth.com. Providers must update changes with AHCCCS by calling
(602) 417-7670 (Local Maricopa), or (800) 794-6862 (Outside Maricopa County)

Role of Provider Relations Representatives
Provider Relations Representatives serve a variety of roles. They serve as both provider educator and advocate.
They also participate in network development and monitoring activities. Provider Relations Representatives often
serve as the “intermediary” between the provider and internal departments.
Provider Relations Representatives are available to provide initial and follow-up training for office staff. They will
visit your office to review changes and update the Health Plan policies and procedures and review specific provider
profile information. Visits include discussions about problems or issues that have occurred since the last visit,
information about B – UHP changes and offer an opportunity for the provider to express any concerns.
Please consult with your Provider Relations Representative as questions arise. Provider Relations Reps can answer
many of your questions, research your problem or issue, or help direct you to proper information resources.
Provider Relations Goals
Provider Relations Representative have set goals for responding to provider inquiries. They also monitor
adherence to provider appointment availability, to ensure access to care for members

•

Response Timeframe to Provider Inquires
o

Respond to escalated requests within 24 hours

o

Respond and initiate resolution to escalated request within 3 business days

o

Respond to non-escalated request with 48 hours

AHCCCS Minimum Subcontract Provisions
All subcontracts must reference the provisions of Attachment A, Minimum Subcontract Provisions located on the
AHCCCS website at http://www.azahcccs.gov/commercial/MinimumSubcontractProvisions.aspx, subject to
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updates as received. Please remember as a part of your agreement with our organization you are required to
adhere to the contractual obligations as outlined in the AHCCCS Subcontract Provisions.

Changes in Professional and Administrative Staff
Changes in the professional staff in your office, for example Physicians, Physicians Assistants, Nurse Practitioners,
or Nurse Midwives, must be reported to your Provider Relations Representative. All professionals rendering care
to Banner – University Care Advantage members must be registered by the AHCCCS Administration and Medicare
and all office-based providers must be credentialed by the B – UHP prior to rendering services to our members.
Lack of timely notification to the B – UHP may result in payment denials or delays in patient referrals. When
reporting services for claims or encounter purposes for any product line, his or her provider number (i.e. AHCCCS,
Medicare, NPI), must identify the individual rendering the care. Failure to identify the individual rendering care
when reporting claims is considered to be fraud under Federal reporting regulations.
Administrative changes in your office staff may result in the need for additional training. Contact your Provider
Relations Rep. to schedule any needed staff training. Regular visits from your Provider Relations Rep. are intended
to provide updates, education, review of compliance issues and address concerns of the Plan and provider. The
Provider Relations Rep. will meet with the office manager and/or providers, when available. Visits are usually
completed in less than one hour.

Provider Feedback and Communication
B – UHP is very interested in your opinions, both compliments and suggestions for improvement. Provider and
member satisfaction surveys are conducted to help improve service to our providers and members. You will
receive feedback from the member survey if the responding members make specific mention of you or your office.
Your comments need not be reserved for these surveys. The B – UHP welcomes your opinions/feedback at any
time.

Subcontractor Feedback and Communication
B – UHP is responsible for ensuring that changes in policy, procedure, and AHCCCS regulation are communicated,
and providers are educated on where to locate the information on the Health Plan website. The Health Plan will
ensure that any member communications created by the administrative services subcontractor contains the
appropriate Health Plan branding.
All communications regarding modification or updates to any AHCCCS guidelines, policies and manuals will be
sent to all approved AHCCCS Administrative Services Subcontractors via email.
The subcontractor account managers will review and implement as applicable.
Subcontractor will return a signed cover sheet to acknowledge they have received the information on the
modification to the guideline, policy or manual.
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Introduction
B – UHP is pleased you have chosen to provide health care to our members and partner with our plan. B – UHP has
established the highest standards for the delivery of health care for all members. To that end, we require the
following commitments from our health care providers:

•

Ensure members are treated without discrimination.

•

Meet standards for member care.

•

Meet Quality and Utilization Management standards.

•

Comply with reporting requirements.

•

Meet credentialing standards.

•

If providing services for AHCCCS members, providers must obtain an AHCCCS provider identification
number and register with Arizona Department of Health Services Program Vaccines for Children if
providing EPSDT services. This requirement is for our B – UFC/ALTCS.

•

Register locations of service with AHCCCS. Link Provider AHCCCS number to Tax Identification Number.
This requirement is for our B – UFC/ALTCS.

•

Notify plan with changes to providers, locations, key contacts, telephone numbers, Tax Identification
Numbers or corporate structure, etc. This notification should occur within 30 days of the above noted
changes.

•

Provide care for members via in-network facilities to ensure the most cost effective and quality care.

•

Provide transition plan and 30-day notice when terminating a member from medical practice.

B – UHP/ALTCS will ensure that providers are aware that providers have mechanisms to advise or advocate on
behalf of the member regarding: the member’s health status, medical care or treatment options, including any
alternative treatment that may be self-administered; any information the member needs in order to decide among
all relevant treatment options; the risks, benefits, and consequences of treatment or non-treatment; and, the
members right to participate in decisions regarding his or her health care, including the right to refuse treatment
and to express preferences about future treatment decisions.

Member Rights
B – UHP is committed to treating members with dignity and respect at all times. Member rights and responsibilities
are shared with staff, providers and members and are included in our Member Handbook. A list of member’s rights
under 42 CFR 438.100 is include below:
•

A member’s right to be treated with dignity and respect,

•

Receive information on available treatment options and alternatives, presented in a manner appropriate to
the member’s condition and ability to understand,

•

Be free from any form of restraint or seclusion used as a means of coercion, discipline, convenience, or
retaliation,

•

Request and receive a copy of his or her medical records, and to request that they be amended or
corrected, as specified in 45 CFR part 164 and applicable State law, and

•

Exercise his or her rights and that the exercise of those rights shall not adversely affect service delivery to
the member.
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Primary Care
Primary Care Providers (PCP’s) perform a critical function for B – UHP. Each PCP is responsible and accountable for
the coordination, supervision, delivery and documentation of health care services to any B – UHP member (except
for children’s dental services when provided without a PCP referral). PCP’s are responsible for maintaining a
complete medical record of all services delivered by all providers involved in the members care, including vision,
behavioral health, rehabilitative therapy and medical specialty services, as applicable. The use of the PCP in this
model provides for less fragmentation and ensures continuity of care for our members. This model helps to attain
effective control over utilization of medical services while maintaining the highest level of care.
The appropriate education of members regarding disease management is not only expected and encouraged, it is
required. Providers may discuss medically necessary or appropriate treatment options with members – even if the
options are not covered services. Health maintenance education is not only expected and encouraged; it is
required for all providers participating with AHCCCS and Special Needs Plans (SNP). B – UHP develops and
implements procedures to ensure that our providers have information required for effective and continuous care
and quality review. This includes the provider’s good faith effort to conduct an initial health assessment of all new
SNP members within 90 days of the effective date of enrollment and follow up on unsuccessful attempts to
contact a SNP member. Members should receive counseling regarding disease management, prevention and the
importance of regular health maintenance visits. B – UHP has no policies preventing our providers from advocating
on behalf of a member and encourages this dual approach to care and disease management. PCP’s are expected to
advise the members of their ability to treat behavioral health conditions within the scope of their practice.
Members must be included in the planning and implementation of their care. Providers must recognize that it is
the patient’s right to choose their final course of action among clinically acceptable choices. Services must be
provided in a culturally competent manner to all members, including those with limited English proficiency or
limited reading skills. Providers should always consider the ethnic and religious beliefs of their members and their
impact on members’ participation in care. Providers must maintain compliance with the Cultural Competency Plan
(CCP) and Limited English Proficiency (LEP requirements).
PCP’s are expected to educate members on the differences between urgent and emergent conditions and instruct
members to contact their PCP before visiting an emergency room or calling an ambulance unless a lifethreatening emergency exists.
B – UFC/ALTCS shall identify and track members who utilize Emergency Department (ED) services inappropriately
four or more times within a six-month period. Interventions shall be implemented to educate the member on the
appropriate use of the ED and divert members to the right care in the appropriate place of service.
B – UFC/ALTCS Care Management interventions to educate members should include, but are not limited to:
a. Outreach phone calls/visits,
b. Educational Letters,
c. Behavioral Health referrals,
d. High Need/High Cost Program referrals,
e. Disease Management referrals, and
f.

Exclusive Pharmacy referrals.

B – UFC/ALTCS shall submit the ED Diversion Summary to AHCCCS the number of times B – UHP/ALTCS
intervenes with members utilizing the ED inappropriately.
The symptoms below are not a complete, specific listing, but rather guidelines for appropriate use of emergency
department.
•

wheezing, shortness of breath or difficulty breathing

•

chest pain

•

fainting or dizziness
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•

sudden numbness or weakness

•

bleeding that cannot be stopped

•

abdominal pain - especially intense localized pain

•

fever with convulsions or rash

•

any fever in children under 3 months

•

confusion or changes in mental status

•

coughing or vomiting blood

•

severe headache or head injury, especially if the individual is on aspirin or blood thinners

•

blood in the urine, or bloody diarrhea

•

sudden inability to speak, see, walk or move

•

Slurred speech

•

Serious burns

•

Eye injury

•

Concussion

•

Broken bones and dislocated joints

•

Seizures

•

Severe cuts that may require stitches

•

Severe cold or flu symptoms

•

Vaginal bleeding with pregnancy

The symptoms below are not a complete, specific listing, but rather guidelines for appropriate use of a primary
care physician’s office, walk in clinic or urgent care facility.
•

cough, cold or sore throat

•

rashes (without fever) or skin irritations

•

fever or flu-like symptoms

•

mild injuries

•

earaches

•

Vomiting or persistent diarrhea

•

Abdominal pain

•

Dehydration

•

Sprains and strains

•

Small cuts that may require stitches

•

Painful urination

•

Cough and congestion symptoms

•

Eye redness, discharge or itchiness
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•

Sports physicals (excluding labs)

At a minimum, PCPs are responsible for the following activities:
•

Supervision, coordination and provision of care to each assigned member.

•

Initiation of referrals for medically necessary specialty care.

•

Maintaining continuity of care for each assigned member.

•

Maintaining the member’s medical record, including documentation of all services provided to the member
by the PCP, as well as any specialty or referral services.

Provider Panel
A PCP who contracts with the B – UHP is required to have a panel and accept a minimum of 100 members. If a PCP
wishes to close a panel to new members after reaching this minimum, the PCP must send the Network
Development Department written notification at least 60 days in advance. The Network Development
Department will review the request and may agree to close the panel 60 days from the date the written notice is
received. The PCP is obligated to accept assignment of any member assigned until the approved date of the panel
closure. Members already assigned to a panel at the time of panel closure are considered to be established
patients whether or not they have been seen in the office at the time of panel closure.
If a PCP participates in an AHCCCS product line, their AHCCCS member panel should not exceed a ratio of 1:1800.
This regulation is to ensure AHCCCS members do not comprise the majority of the PCP’s panel of patients.
A PCP’s total panel size (all AHCCCS and non-AHCCCS patients) is considered when assessing the PCP’s ability to
meet appointments and other standards.

Americans with Disabilities Act (ADA) and Title VI Requirements
Health Plan contracted providers must adhere to the American’s with Disabilities Act (ADA). The Act of 1990
gives civil rights protections to individuals with disabilities similar to those provided to individuals on the basis
of race, color, sex, national origin, age and religion. While the ADA is a Federal law, Arizona does have a mirror
statute regarding disabilities, giving the Attorney General the authority to enforce this law.
In accordance with the Act, a member will not be discriminated against based on his/her disability. Contracted
providers will make reasonable accommodations, without undue hardship, in order to provide quality care for
a member with a disability.
Provider Assignment
The Customer Care Center will ensure every member is assigned to an appropriate PCP. This assignment is based
on the geographical location of the member’s residence, needs of the member, and provider’s appointment
availability standards. Members may call and change their PCP at any time although it is recommended that they
change no more than 5 times per year and not within 30 days of their last change.
Members receive written notice of their assigned PCP via their “New Member Packet”. Members are given the
option of selecting another available PCP, as well as information on how to complete this change.
AHCCCS, Medicare and State regulations require a PCP to be licensed in Arizona as an allopathic or osteopathic
physician who generally specializes in family practice, internal medicine, pediatrics or are a certified nurse
practitioner, or physician’s assistant.
Selecting and Changing Primary Care Providers
Members have the right to select their own PCP using the print and/or online directory of participating and
available providers. Members also have the right to change a PCP at any time.
1.

Changes become effective the first of the month following the day of their request. Please refer
members to our Customer Care Center for further assistance.
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2.

When a member changes PCPs, his or her original or copied medical records MUST be forwarded to the
new PCP within 10 business days from receipt of the request for the transfer of medical records.

Primary Care Provider Initiated Changes
A PCP may request member reassignment for a variety of reasons. The PCP must send a written request to their
Provider Relations Representative. The request should include the reason and a copy of the medical record/office
notes or other supporting documentation. All requests to reassign members must be reviewed and approved by
the B – UHP Medical Director.
PCPs must allow 30 days for a member reassignment and are obligated to continue to treat the member as
necessary during this change. Members are offered freedom of choice within our PCP Network.
However, we may restrict this choice when a member has shown an inability to form a relationship with a PCP, as
evidenced by frequent changes, or when there is a medically necessary reason. We hope all of our patients and
providers have satisfactory, productive relationships. If provider staff are having difficulties with a member (not
keeping appointments or not complying with their care regime, etc.), please notify our Case Management
Department.
PLEASE NOTE: Primary Care Providers rendering services for the B – UHP should not advise a member that they
have been discharged until the request has been approved and communicated by the B – UHP Chief Medical
Officer. Upon final decision by the B – UHP Chief Medical Officer the Administrative Assistant will notify the
member of the outcome in writing.

AHCCCS Member Plan Changes
There may be times outside of the AHCCCS Annual Enrollment Choice period that AHCCCS allows members to
change plans.
PCP offices should direct members inquiring about plan changes to the Health Plan Customer Care Department.
The assigned Provider Representative, in coordination with B – UHP Medical Director(s), will determine whether
the request meets AHCCCS criteria and if the change is in accordance with AHCCCS guidelines. B – UHP Medical
Director(s) may contact the PCP for additional information.

Covering Providers
Emergency and After-Hours Coverage
Health Plan members who are a patient of record in a provider office should receive the same service in an
emergency that would be extended to any other patient of record in that office.
Providers will maintain coverage for their practice 24 hours a day, seven days a week.
Acceptable Emergency Coverage includes the following:
•

An answering service that answers the provider’s telephone after hours. The operator must be able to
contact the provider or a covering provider.

•

An answering machine that either directs the caller to the office of the covering provider or directs the
caller to call the provider at another number.

•

Call forwarding services that automatically sends the call to another number that will reach the provider or
covering provider.

•

An answering machine that directs the caller to leave a message that will automatically page the provider
to retrieve the message and respond as appropriate.

Unacceptable Emergency Coverage includes the following:
•

An answering machine that directs the caller to go to the emergency room.

•

An answering machine that directs the caller to a cellular phone, which bills the caller for the call. Members
should not receive a telephone bill for contacting a provider.
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•

An answering machine that does not direct / educate the caller at all regarding after-hours procedures.

•

No answering machine or service.

Vacation / Meeting Coverage
It is the responsibility of the Provider to arrange for coverage for members 24 hours a day, 7 days a week. B – UHP
must be notified of any coverage dates and provider covering, in advance. B – UHP must credential ALL covering
providers.
Specialty Care Providers
If a member requires services outside the scope of the PCP practice, the PCP will refer the member to a
contracted specialty care physician. PCPs are responsible and accountable for the coordination, supervision,
delivery and documentation of health care services for members (except for children’s dental services when
provided without a PCP referral). Female members have direct access to OB/GYN providers including physicians,
physician assistants and nurse practitioners within the scope of their practice, without a referral for preventative
and routine services.
Some services do require Prior Authorization or notification. Please refer to the B – UHP Prior Authorization grid
for additional information which can be found on the B – UHP websites as well as from your Provider Relations
Representative. The PCP is responsible for the referral of the member as well as initiating authorization for some
specialties.
Specialty care physicians will provide members’ PCP all medical information in writing, within 30 days of initial date
of service, describing all covered services provided to the member.

Appointment Availability Standards
B – UHP has made a commitment to meet appointment availability standards as set forth by AHCCCS, Medicare
and community standards. All members must be offered the same appointment availability standards as other
patients receiving care in their office. Should the Provider segregate any B – UHP members, the Provider may
receive a Corrective Action Plan (CAP) or have their provider agreement terminated.
In accordance with AHCCCS and Medicare standards, appointment standards/wait time audits are conducted
regularly to ensure members timely access to care. Should providers be non-compliant with appointment or wait
time standards, a CAP is required.
Note: All Providers are to become familiar with and adhere to the following appointment availability standards.
Appointment Availability Standards
PCP
Within 2 calendar days for urgent care
Within 7 calendar days for non-urgent but in need of attention (SNP only)
Within 21 calendar days for routine physicals or health maintenance visits
Specialty Care
Within 2 calendar days of a referral for urgent care
Within 45 calendar days of a referral for routine care
Maternity Care
Within 14 calendar days for first trimester
Within 7 calendar days for second trimester
Within 3 calendar days for third trimester
Within 3 calendar days of identification of high risk, or immediately if an emergency
Within 45 calendar days for routine care (SNP only)
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Uncomplicated pregnancy – every 4 weeks for the first 28 weeks and every two to three weeks until 36 weeks
of pregnancy, and weekly thereafter
One postpartum visit at approximately 6 weeks after delivery
Behavioral Health Providers
Urgent appointment the same day or within 24 hours of the referral or request
Appointment for initial assessment within 7 calendar days of referral
Appointment for ongoing services within 23 calendar days of initial assessment for members 18 years or older
and no later than 21 calendar days for members under the age of 18 years old
Subsequent behavioral health services no later than 45 calendar days from the identification of needs
Psychotropic Medications
Appointment within a timeframe the ensures member does not run out of needed medication or decline in
behavioral health condition, but no later than 30 calendar days from the identification of need
Dental Care
Within 3 days for urgent care
Within 45 days for routine care
For CMDP only, routine care appointments within 30 days of request

Wait Times
Appointments
Members with an appointment shall not wait more than 45 minutes for treatment, except when the provider is
unavailable due to an emergency. If an emergency or delay arises, members should be given the option to
reschedule his/her appointment within a reasonable period of time. B – UHP will actively monitor appointment wait
times and ensure provider compliance.
Transportation
Medically necessary transportation shall be scheduled so that the member arrives on time for the appointment,
but no sooner than one hour before the appointment; nor have to wait more than one hour after the conclusion of
the treatment for transportation home; nor be picked up prior to the completion of treatment. We encourage
members to make their transportation requests 72 hours before their appointment date and cancel them as soon
as they are aware that they cannot make their appointment.
Missed or Canceled Appointments
Please notify the assigned Provider Representative if a member consistently misses appointments or cancels
without rescheduling. Complete the “No Show Log” or furnish a copy of your own “No Show Log” and email or fax
it to the Network Department at 520-874-7144. The Network Department will forward it to the Customer Care
Department.
The Customer Care Department will contact the member to provide education on the importance of keeping
appointments and provide assistance in scheduling future appointments. B – UHP also encourages providers to
talk to their patients regarding the importance of keeping all scheduled appointments.
Confirmation Calls
A confirmation telephone call to the member is encouraged to minimize the number of missed appointments. B –
UHP encourages providers to remind members during the confirmation call that medically necessary
transportation is available to our AHCCCS and SNP members. If B – UHP can assist you with managing your
membership, including those members who frequently miss scheduled appointments, please let us know. We are
committed to ensuring our members receive quality care in accordance with the expectations of their providers.
Release and Confidentiality of Medical Information
It is the policy of B – UHP to ensure the appropriate and confidential exchange of member information among
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providers to ensure continuity of care. All contracted providers who house medical records shall appoint a
“custodian of medical records”. Such person shall be responsible for the safe storage and handling of the medical
record as well as procedures to maintain confidentiality and integrity of each record.
Note: Subject to change per State and Federal requirements. Please contact B – UHP to verify the most current policy.
HIPAA (Health Insurance Portability and Accountability Act) requires covered entities, including, but not limited to,
health plans and providers, to safeguard protected health information (PHI) and use or disclose it only as permitted
under Federal and State law. The confidentiality of member PHI must be protected by policy and/or procedure as
required by Federal and State law, (Health Plan Policy #CP 6007). Documentation must also exist that both the B –
UHP and provider office staff are informed of, understand and agree to required confidentiality standards.
Certain PHI may be disclosed without member authorization as outlined in HIPAA 45 CFR164.512, including but
not limited to the following reasons:
•

Requirement by law

•

Regarding victims of abuse, neglect or domestic violence

•

Health oversight

•

Judicial and Administrative proceedings

When a member chooses a new Primary Care Provider, medical records must be transferred to the new provider
within 10 days of the request in order to assure and promote continuity of care. Any provider sending member
records, upon member written request to a new or referring provider must ensure the medical records are
forwarded in such a way that unauthorized individuals are not able to access or alter PHI.
HIPAA also provides the member the right to obtain a copy of their records. Any B – UHP member is entitled to
receive one copy of his/her medical records from the provider office at no cost, annually as specified in Title 45 of
the Code of Federal Regulations CFR 164.524. The records maintained in the designated record set must be
provided within 30 days unless the provider requests a 30-day extension from the member and the member
agrees. The records much be provided in the form and format requested by the member if it is readily producible
in such form and format, or if not in a readable hard copy form or a form agreed upon by both parties. If a member
requests an amendment of their medical record, you must review the request including the reason that supports
the request and inform the member of the decision regarding their request. You may require members to make
this request in writing. You must act on the member’s request no later than 60 days of the receipt of such request.
You may deny the request for an amendment if the information was not created by you, is not part of the record
used to make decisions about the member, is not part of the information that the member is permitted to inspect
or copy or if the information is accurate and complete. If the request is denied, you must provide a written denial
with the basis for the denial and information on the member’s right to submit a written statement disagreeing with
denial and how to file the statement. You must, as appropriate, identify the record or protected health information
in the designated record set that is the subject of the request for amendment and either amend or attach the
statement of disagreement to the designated record set. Additional information on the amendment of protected
health information can be located at Title 45 of the Code of Federal Regulations CFR 164.526.
Additional HIPAA requirements and information is available via the government website:
www.hhs.gov/ocr/privacy/hipaa/understanding/summary.
Availability and Retention of Medical Records
It is the policy of the Health Plan to make available at all reasonable times during the term of the contract, all Health
Plan member records for inspection, audit or reproduction for quality review purpose by an authorized
representative of the Health Plan, State or Federal regulatory agencies. The Designated Record Set (DRS)
The following applies to the member’s DRS:
The DRS is the property of the provider who generates the DRS. The DRS is a group of records maintained by the
provider. The DRS may include the following:

•

Medical and billing records maintained by the provider. According to Arizona Revised Statute 12-2291,
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Medical records" means all communications related to a patient's physical or mental health or
condition that are recorded in any form or medium and that are maintained for purposes of patient
diagnosis or treatment, including medical records that are prepared by a health care provider or by
other providers.”
•

Case/medical management records, or

•

Any other records used by the provider to make medical decisions about the member

For retention of patient medical records, the Health Plan shall ensure compliance with A.R.S. §12-2297 which
provides, in part, that a health care provider shall retain patient medical records according to the following:
If the patient is an adult, the provider shall retain the patient medical records for at least six years after the last
date the adult patient received medical or health care services from that provider.
If the patient is under 18 years of age, the provider shall retain the patient medical records either for at least three
years after the child's eighteenth birthday or for at least six years after the last date the child received medical or
health care services from that provider, whichever date occurs later.
The Health Plan will retain member records from as required by specific State and Federal agencies.
The Health Plan may obtain a copy of the member’s medical records, without written approval of the member, if
the reason for such request is directly related to the administration of the health plan.
AHCCCS, CMS and DOI may obtain a copy of the member’s medical records from the PCP or any other agency,
without written approval of the member. They shall be afforded access to said records within 20working days of
receipt of request.
Medical Records Audit
Annually, all Medicaid health plans collectively audit a sampling of PCPs, Pediatricians and OB/GYN's. This audit is
on a 3 year cycle, so all offices that meet minimum member requirements will be audited at least once every 3
years. Medical records are requested from the providers and reviewed for compliance related to the following
areas:

•

General Medical Record Documentation

•

Medical/Social History/Medical Management

•

Health Maintenance (Laboratory/Diagnostic Studies)

•

Behavioral Health

•

Family Planning

B – UHP also audits contracted inpatient and outpatient behavior health facilities for current, accurate, and
comprehensive medical records for persons who receive behavioral and physical health services. These results are
generated and used by the QM department to implement improvement efforts with the providers.
Health Information Network of Arizona (HINAz)
The state of Arizona is moving toward further integration of technology base solutions and the meaningful use of
electronic health records within the system of care. Health Information Exchange (HIE) provides a network and
universal format that connects hospital, doctors and other providers. HIE allows electronic health records
containing personal health information (PHI) to be securely shared among health organizations.
Health Information Network of Arizona (HINAz) is a non-for-profit organization tasked with improving access,
quality and safety of health care in Arizona while reducing and stabilizing cost of care.
Implementation of a HIE may reduce total spending on health care by diminishing the number of inappropriate
tests and procedures, reducing paperwork and administrative overhead, and decreasing the number of adverse
events resulting from medical errors. HINAz will provide a secure system that allows complete patient health
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records to be access electronically by authorized health care providers and health care facilities. HINAz aligns
health plans, hospitals, provider offices, business leaders and local administrators throughout the state with the
collective intention of protecting the personal health information and privacy of all patients.
AHCCCS requires all health plans to contract with HINAz as a data user. B – UHP will actively participate in the
HINAz initiative by offering information and providing provider support and education to further expand provider
adoption and use of health information technology. B – UHP encourages eligible hospitals and eligible
professionals to participate in the statewide HIE initiative.
For additional information and resources about health information technology:
•

Health Information Network of Arizona (HINAz) - http://healthnetworkarizona.org/index.php

•

HINAz Health Care Provider FAQs - http://healthnetworkarizona.org/provider-faq

•

Arizona Health-e Connection - http://www.azhec.org/?page=About_Us

•

AHCCCS Electronic Health Record Initiative Program - http://www.azahcccs.gov/EHR/default.aspx

•

The Arizona Regional Extension Center (REC) - http://www.azhec.org/?page=The_REC

•

Medicare and Medicaid Electronic Health Record Incentive Programs - https://www.cms.gov/Regulationsand- Guidance/Legislation/EHRIncentivePrograms/index.html?redirect=/ehrincentiveprograms
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Self-Referrals
It is B – UFC/ALTCS’s preference that the PCP coordinates healthcare services. However, members are allowed to
self-refer for certain services. PCPs are encouraged to refer a member when medically necessary care is needed
that is beyond the scope of the PCP. Those referrals which require authorization by the plan are listed below under
prior authorization.
Providers are required to notify B – UFC/ALTCS promptly when they are rendering prenatal care to a B –
UFC/ALTCS member.
The following services do not require PCP authorization or referral:

•

Prescription drugs, including certain prescribed over-the-counterdrugs

•

Emergency services including emergency ambulance transportation

•

OB/GYN Services, including those of a Certiﬁed Nurse Midwife

•

GYN Services, including those of a Certiﬁed Nurse Midwife

•

Women’s health specialist covered services provided by a Federally Qualiﬁed Health Center (FQHC) or
Certiﬁed Nurse Practitioner

•

Mental Health and Chemical Dependency/Substance Abuse services

•

Family Planning Services and supplies from a qualiﬁed family planning provider

•

Except for emergency services, the above services must be obtained through network providers or prior
authorized out-of-network providers

If the PCP is capitated, referrals from a capitated PCP to another PCP will not be authorized or covered except for
the following circumstances:

•

Members who are auto-assigned to another PCP in the third trimester of their pregnancy when they
become eligible for services under B – UFC/ALTCS (Medicaid members who are pregnant and not in the
third trimester are subject to plan review and approval)

•

Members having chronic medical conditions with ongoing healthcare needs that require continuity of care
transition; Examples include, but not limited to, hemophilia, HIV/AIDS, sickle cell anemia, neoplasm, and
organ transplant

•

Members who have other insurance coverage in which their primary provider is diﬀerent from their B –
UFC/ALTCS assigned PCP

Referral requests can be made by phone, fax or web access.
To verify if an authorization is necessary or to obtain a prior authorization, contact: B – UFC/ALTCS Prior
Authorization 520-874-3418.
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Member’s Medical Record
B – UFC/ALTCS providers must keep accurate and complete medical records. Such records will enable providers
to render the highest quality healthcare service to members. They will also enable B – UFC/ALTCS to review the
quality and appropriateness of the services rendered. To ensure the member’s privacy, medical records should be
kept in a secure location. B – UFC/ALTCS requires providers to maintain all records for members in accordance
with the following requirements:

•

All records shall be maintained to the extent and in such detail as required by Arizona Medicaid Rules and
policies

•

Records shall include but not be limited to ﬁnancial statements, records relating to the

•

quality of care, medical records, prescription ﬁles and other records speciﬁed by Medicaid

•

Network providers must make available at all reasonable times during the term of the contract any of its
records for inspection, audit or reproduction by any authorized representative of B – UFC/ALTCS

•

Network providers must preserve and make available all records for a period of ﬁve years from the date of
ﬁnal payment under the contract unless a longer period of time is required by law

•

For retention of patient medical records, network providers must ensure compliance with

A.R.S. §12-2297 which provides, in part, that a health care provider shall retain patient medical records according
to the following:

•

If the patient is an adult, the provider shall retain the patient medical records for at least six years after the
last date the adult patient received medical or health care services from that provider

•

If the patient is under 18 years of age, the provider shall retain the patient medical records either for at
least three years after the child’s eighteenth birthday or for at least six years after the last date the child
received medical or health care services from that provider, whichever date occurs later

•

Network providers must comply with the record retention periods speciﬁed in HIPAA laws and regulations,
including, but not limited to, 45 CFR 164.530(j)(2).

Required Information in Medical Record
Medical records means the complete, comprehensive records of a member including, but not limited to, x-rays,
laboratory tests, results, examinations and notes, accessible at the site of the member’s participating primary
care physician or provider, that document all medical services received by the member, including inpatient,
ambulatory, ancillary, and emergency care, prepared in accordance with all applicable AHCCCS rules and
regulations, and signed by the medical professional rendering the services.
Providers must maintain complete medical records for members in accordance with the following standards:

•

Member’s name, and/or medical record number on all chart pages
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•

Personal/biographical data is present (i.e. spouse, home telephone number, employer etc.)

•

All entries must be legible

•

All entries must be dated and signed, or dictated by the provider rendering the care

•

Signiﬁcant illnesses and/or medical conditions are documented on the problem list

•

Medication, allergies, and adverse reactions are prominently documented in a uniform location in the
medical record; if no known allergies, NKA or NKDA are documented

•

An immunization record is established for pediatric members or an appropriate history is made in chart for
adults

•

Evidence that preventive screening and services are oﬀered in accordance with B – UFC/ALTCS’s practice
guidelines

•

Appropriate subjective and objective information pertinent to the member’s presenting

•

complaints is documented in the history and physical

•

Past medical history (for members seen three or more times) is easily identiﬁed and includes any serious
accidents, operations and/or illnesses, discharge summaries, and ER encounters; for children and
adolescents (18 years and younger) past medical history relating to prenatal care, birth, any operations
and/or childhood illnesses

•

Working diagnosis is consistent with ﬁndings

•

Treatment plan is consistent with diagnosis

•

Unresolved problems from previous visits are addressed in subsequent visits

•

Laboratory and other studies ordered as appropriate

•

Abnormal lab and imaging study results have explicit notations in the record for follow up plans; all entries
should be initialed by the ordering practitioner to signify review

•

Referrals to specialists and ancillary providers are documented, including follow-up of outcomes and
summaries of treatment rendered elsewhere

•

Health teaching and/or counseling is documented

•

For members ten (10) years and over, appropriate notations concerning use of tobacco, alcohol and
substance use (for members seen three or more times substance abuse history should be queried)

•

Documentation of failure to keep an appointment

•

Encounter forms or notes have a notation, when indicated, regarding follow up care calls or visits

•

Evidence that the member is not placed at inappropriate risk by a diagnostic or therapeutic problem

•

Conﬁdentiality of member information and records are protected

•

Evidence that an advance directive has been oﬀered to adults 18 years of age and older

•

Records are organized and easily accessible each visit and kept in a secure location

Release and Confidentiality of Medical Information

It is the policy of B – UHP to ensure the appropriate and confidential exchange of member information among
providers to ensure continuity of care. All contracted providers who house medical records shall appoint a
“custodian of medical records”. Such person shall be responsible for the safe storage and handling of the medical
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record as well as procedures to maintain confidentiality and integrity of each record.
Note: Subject to change per State and Federal requirements. Please contact B – UHP to verify the most current policy.
HIPAA (Health Insurance Portability and Accountability Act) requires covered entities, including, but not limited to,
health plans and providers, to safeguard protected health information (PHI) and use or disclose it only as permitted
under Federal and State law. The confidentiality of member PHI must be protected by policy and/or procedure as
required by Federal and State law, (Health Plan Policy #CP 6007). Documentation must also exist that both the B –
UHP and provider office staff are informed of, understand and agree to required confidentiality standards.
Certain PHI may be disclosed without member authorization as outlined in HIPAA 45 CFR164.512, including but
not limited to the following reasons:

•

Requirement by law

•

Regarding victims of abuse, neglect or domestic violence

•

Health oversight

•

Judicial and Administrative proceedings

Medical Records Transfer for New Members
All PCPs are required to document in the member’s medical record attempts to obtain old medical records for all
new members. If the member or member’s guardian is unable to remember where they obtained medical care or
are unable to provide an appropriate address, then this should also be noted in the medical record. When a
member chooses a new Primary Care Provider, medical records must be transferred to the new provider within 10
days of the request in order to assure and promote continuity of care. Any provider sending member records,
upon member written request to a new or referring provider must ensure the medical records are forwarded in
such a way that unauthorized individuals are not able to access or alter PHI.

Medical Records Audits
Medical records may be audited to determine compliance with B – UFC/ALTCS’s standards for documentation.
The coordination of care and services provided to members including over/under utilization of specialists as well
as the outcome of such services may also be assessed during a medical record audit.
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Overview
The law requires doctor and health care facilities to inform patients, in writing, of the patients’ right to create
“Advance Directives” relating to their medical care. Advanced Directives are used to allow patients to make
medical decisions about themselves should they no longer be able to do so. The two most common Advanced
Directives are the Living Will and the Durable Power of Attorney.
The Living Will gives information about whether patients want or don’t want life sustaining procedures if they have
a condition that cannot be cured or improved.
A Medical Power of Attorney allows a patient to name a person they trust to decide what type of treatment you will
receive if you are unable to decide for yourself.
These forms can be found at two state approved websites:

•

Arizona Attorney General’s Office – Life Care Planning -www.azag.gov

•

Arizona Secretary of State - www.azsos.gov/services/advance-directives

Even though a patient has made Advanced Directives, a PCP may still choose whether to follow a patient’s wishes.
A patient cannot be denied care without these documents, but without written instructions, a judge may have to
make a personal and medical decision for a patient. A patient may ask a PCP to make the Advance Directive a part
of their medical record
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Overview
B – UFC/ALTCS works to improve the availability and provision of specialized health care services in rural and
underserved parts of Arizona through the use of telemedicine, health information exchange and TeleHealth
technologies. The program’s goal is to enable all rural Arizona members to access specialty care within 30 miles of
their homes.
The program provides B – UFC/ALTCS members and providers with access to one of the most comprehensive
telemedicine networks in the nation and enhances the level of and access to care for the signiﬁcant rural
populations.
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Overview
The Health Plan provides interpretive and translation services for its members. If you have a member who is in
need of these services, please contact the Customer Care Center. Interpretive services are not based upon the
non-availability of a family member or friend for translation. Members may choose to use family or friends;
however, they should not be encouraged to substitute them for the interpretation service.
If you have questions or are interested in receiving additional information, please contact your Provider Relations
Representative.
•

An interpreter renders SPOKEN word from one language to another.

•

A translator renders WRITTEN word from one language to another.

Interpretation Services for B – UHP
1. Call B – UHP’s – Customer Care Center
2. Provide the representative with member’s AHCCCS ID number and the nature of the interpretation
services required.
3. You will be placed on hold while the representative connects you with the interpretation services.

Important Tips
Working with an Interpreter – Give the interpreter specific questions to relay. Group your thoughts or questions to
help conversation flow quickly.
Length of call – Expect interpreted comments to run a bit longer than English phrases. Interpreters convey
meaning-for-meaning, not word-for-word. Concepts familiar to English speakers often require explanation or
elaboration in other languages and cultures.
Interpreter identification – Interpreters identify themselves by first name only. For reasons of confidentiality, they
do not divulge either their full names or phone numbers.
Document translation – University Family Care is responsible for translating written documents for our members.
If you have a written document that needs to be translated for a member, call the Customer Care Center.

National Standards for Culturally and Linguistically Appropriate Services (CLAS)
Culturally Competent Care:
1. Health care organizations should ensure that patients/consumers receive from all staff member's
effective, understandable, and respectful care that is provided in a manner compatible with their cultural
health beliefs and practices and preferred language.
2. Health care organizations should implement strategies to recruit, retain, and promote at all levels of the
organization a diverse staff and leadership that are representative of the demographic characteristics of
the service area.
3. Health care organizations should ensure that staff at all levels and across all disciplines receive ongoing
education and training in culturally and linguistically appropriate service delivery.
4. Language Access Services:
5. Health care organizations must offer and provide language assistance services, including bilingual staff and
interpreter services, at no cost to each patient/consumer with limited English proficiency at all points of
contact, in a timely manner during all hours of operation.
6. Health care organizations must provide to patients/consumers in their preferred language both verbal
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offers and written notices informing them of their right to receive language assistance services.
7. Health care organizations must assure the competence of language assistance provided to limited English
proficient patients/consumers by interpreters and bilingual staff. Family and friends should not be used to
provide interpretation services (except on request by the patient/consumer).
8. Health care organizations must make available easily understood patient-related materials and post
signage in the languages of the commonly encountered groups and/or groups represented in the service
area.
Organizational Supports:
1. Health care organizations should develop, implement, and promote a written strategic plan that outlines
clear goals, policies, operational plans, and management accountability/oversight mechanisms to provide
culturally and linguistically appropriate services.
2. Health care organizations should conduct initial and ongoing organizational self-assessments of CLASrelated activities and are encouraged to integrate cultural and linguistic competence- related measures
into their internal audits, performance improvement programs, patient satisfaction assessments, and
outcomes-based evaluations.
3. Health care organizations should ensure that data on the individual patient's/consumer's race, ethnicity,
and spoken and written language are collected in health records, integrated into the organization's
management information systems, and periodically updated.
4. Health care organizations should maintain a current demographic, cultural, and epidemiological profile of
the community as well as a needs assessment to accurately plan for and implement services that respond
to the cultural and linguistic characteristics of the service area.
5. Health care organizations should develop participatory, collaborative partnerships with communities and
utilize a variety of formal and informal mechanisms to facilitate community and patient/consumer
involvement in designing and implementing CLAS-related activities.
6. Health care organizations should ensure that conflict and grievance resolution processes are culturally and
linguistically sensitive and capable of identifying, preventing, and resolving cross- cultural conflicts or
complaints by patients/consumers.
7. Health care organizations are encouraged to regularly make available to the public information about their
progress and successful innovations in implementing the CLAS standards and to provide public notice in
their communities about the availability of this information.
Office of Minority Health, U.S. Department of Health and Human Services. (March 2001) National Standards for
Culturally and Linguistically Appropriate Services (CLAS) in Health Care. Federal Register, 65(247), 80865-80879.
http://www.minorityhealth.hhs.gov/assets/pdf/checked/finalreport.pdf
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Overview
The Health Plan promotes Cultural Competency for its staff, provider network and members. Cultural
Competency is an awareness and appreciation of customs, values and beliefs and the ability to incorporate them
into the assessment, treatment and interaction with members. We have a Cultural Competency Committee and
Program as well as a Cultural Competency Liaison who creates education programs for the specific audiences of
staff, providers and members. This education comes in the form of provider education sessions and in- services;
member and provider newsletter articles, staff in- services and many other forms of communication forums.
The goal of the Cultural Competency Committee is to ensure that members are provided with culturally
competent care and services by the health plan staff and the provider network. The purpose is to increase
awareness of how our cultural assumptions and language affect interactions with others, including but not limited
to, patient care. This does not mean each person will be competent in all cultures, but that each person should be
aware that people may have different perceptions of health care based on their respective cultures. The Cultural
Competency Plan follows the guidelines set forth by Section 1557 of the Patient Protection and Affordable Care
Act, which is the nondiscrimination provision. This law prohibits discrimination on the basis of race, color, national
origin, sex, age or disability in certain health program or actives. Section 1557 builds on standing Federal Civil
Rights laws.
Additionally, the Cultural Competency Plan addresses the following:
•

Ethnicity

•

Religion

•

Limited English Proficiency (LEP)

•

Area of the country one is from

•

Sexual orientation

•

Life Experience

•

Age

•

Language(s) spoken

•

Socioeconomic status

•

Gender

•

Family

•

Length of residency in the United States

The Health plan will provide member education related to available services offered e.g. translation and
interpretation which the Health Plan and provider experiences and the results on their health outcome. Providers
must maintain compliance with the Cultural Competency Plan (CCP) and Limited English Proficiency
requirements.
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Our Commitment to Members
The following is a description of Member Rights and Responsibilities that is provided to members.

Member Rights
1. You will receive care that meets your needs in a way that doesn’t judge race, gender, religious

beliefs, values, language, how much a person is able to do, age, physical or mental disability,
or ability to pay
2. You will be treated with respect and with due consideration for his or her dignity and

privacy. We understand your need for privacy and confidentiality including protection of
any information that identifies you
3. You will be treated in a safe, supportive and smoke-free environment
4. You have the right to information about B – UFC/ALTCS’s services, health care providers,

admission, transfer, discharge, billing policies, and members’ rights and responsibilities
5. You have the right to choose your primary care physician within the B – UFC/ALTCS network
6. B – UFC/ALTCS and their participating providers will safeguard the confidentiality of your

information as required by state and federal law, including your B – UFC/ALTCS specific
record set and your medical (care) records kept by your provider(s).
a. B – UFC/ALTCS specific record set: The law states that you have the right to

read or get copies of your medical claim history, pharmacy claim history,
grievance and appeals documents, and your B – UFC/ALTCS phone call records
at no cost to you from B – UFC/ALTCS. To receive those records, B –
UFC/ALTCS must have the request in writing. You may make this request by
calling our Customer Care Center. You will be sent an authorization form to
complete and will return it to the Compliance Department with a copy of a
picture ID so we can make sure we only send your records to you or someone
you allow to receive your records. You can receive your records in paper form
or by email (encrypted or not) if you prefer.
b. B – UFC/ALTCS must reply to your request for medical records no later than

thirty (30) days. after receipt of your request. If B – UFC/ALTCS is unable to
take action within 30 days, B – UFC/ALTCS may take any additional 30 days
provided B – UFC/ALTCS lets you know the reason for the delay and the date
care records at no cost to you (from any provider who provides care for you).
Contact your provider to ask to see or get a copy of your medical record. You
will receive a response to your request within 30 days. However, your right to
access medical care records may be denied if the information is psychotherapy
notes, compiled for, or in a reasonable anticipation of a civil, criminal or
administrative action, protected health information subject to the Federal
Clinical Laboratory Improvement Amendments of 1988 or exempt pursuant to
42 CFR 493.3(a)(2), or a licensed health care professional has determined that
receiving or accessing your records would likely endanger the life or safety of
you or another person. If your access is denied for some of these reasons, you
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have the right to have the denial reviewed.
c. You have the right to request to have any provider who provides care for

you amend or correct your medical care records that are kept by your
treating provider. You may initiate this request by calling our Customer
Care Center and your response will be required in writing.
7. You have the right to help in decision making about your health care and Advance

Directives (decisions about what kind of care you would like to receive if you become
unable to make medical decisions)
8. You have the right to complain to us about B – UFC/ALTCS and/or care provided
9. You have the right to be free from any form of restraint or seclusion used as a means of

coercion, discipline, convenience or retaliation
10. Your wishes are important. You have the right to the information needed to help you make

informed decisions. Here is a list of some, but not all of your rights: You can accept or refuse
any treatment pursuant to 42 C.F.R. 438.100. You will be informed of any consequences of
refusing treatment.
a. You can receive information on available treatment options and
alternatives in a manner that is appropriate to your condition and is easy
to understand.
b. You can make Advance Directives and appoint someone to make health care

decisions for you. You or your representative can change your Advance
Directives at any time.
c. You or someone who represents you can take part in resolving problems

about your health care decisions.
11. You have the right to the following: You can be told about Physician Incentive Plans that

affect referral services
a. You have the right to know that B – UFC/ALTCS is required to

participate in a stop-loss insurance program
b. You can be told the types of plans B – UFC/ALTCS uses for compensation
c. You can get a summary of member survey results
12. You have the right to have language interpretive services from a provider who speaks your

primary language, if other than English
13. You have the right to have a list of available PCPs, including those who speak a language

other than English and access to a sign language interpreter for the hearing impaired
14. You have the right to written materials in alternate formats
15. You have the right to a second opinion from a qualified health care professional within B –
UFC/ALTCS’s network. If an in-network second opinion is not available, you have the right to
have a second opinion arranged outside of the B – UFC/ALTCS network at no cost to you
16. You have the right to request a copy of the Notice of Privacy Practices at no cost to you. The

notice describes B – UFC/ALTCS’s privacy practices and how we use health information about
you and when we may share that health information with others
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17. You have the right to request the criteria that decisions are based on
18. American Indian members are able to receive health care services from any Indian Health

Service provider or tribally owned and/or operated facility at any time
19. You have the right to Request information on the structure and operation of B –

UFC/ALTCS or its subcontractors
20. You have the right to get another caregiver for “critical services” within two hours. The

term “critical services” includes certain tasks. The tasks may include taking a bath, using
the toilet, dressing and eating. Help moving to or from a bed or wheelchair is included.
Help with other similar daily tasks may be included.
Member Responsibilities (Information Provided to Members)
1. It is your responsibility to provide, to the best of your knowledge, information to help the B –

UFC/ALTCS staff care for you
2. It is your responsibility to follow instructions and guidelines given by those providing health

care
3. It is your responsibility to know the name of your assigned PCP
4. It is your and your family members’ responsibility to be considerate of the rights and
property of patients and staff. This includes smoking and visitation policies
5. It is your responsibility to protect your member ID card. Do not lose it or share it with

anyone
6. It is your responsibility to pay your co-payments for care received as soon as possible
7. It is your responsibility to schedule appointments during medical office hours whenever

possible before using urgent care facilities and/or emergency rooms
8. It is your responsibility to give your PCP all the facts about your health problems: past
illnesses, hospital stays, all medications, shots and other health concerns. Let your PCP
and/or your case manager know about any changes in your condition
9. It is your responsibility to report changes that could affect your eligibility such as address,

telephone number and/or assets
10. It is your responsibility to arrive on time and to let the medical office know in advance when

you can’t keep an appointment
11. It is your responsibility to bring immunization records to every appointment for children

ages 18 and younger
12. It is your responsibility to watch over children with you at all times
13. It is your responsibility to cancel your ride when you cancel your appointment
14. It is your responsibility to NOT behave in a way that disrupts and/or does not allow a doctor

to serve you or another patient in a safe way
15. It is your responsibility to provide information requested to verify your account. This

includes your name, birth date, ID number, phone number, and address.
Member Transitions
The Contractor shall identify and facilitate coordination of care for all AHCCCS members during transitions
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between Contractors, FFS Programs, FFS members transitioning to an MCO, members transitioning to FFS, as
well as changes in service areas, subcontractors, and/or health care providers. Members with special
circumstances may require additional or distinctive assistance during a period of transition. Policies and
procedures shall be developed by the Contractor to address these situations.
Special circumstances include but are not limited to the following:
1. Pregnancy (especially women who are high risk or in their third trimester).
2. Major organ or tissue transplantation services which are in process.
3. Chronic illness, which has placed the member in a high-risk category and/or resulted in emergency

department utilization, hospitalization or placement in nursing, or other facilities, and/or
4. Significant medical or behavioral health conditions (e.g., diabetes, asthma, hypertension, depression,

or serious mental illness) that require ongoing specialist care and appointments.
5. Chemotherapy and/or radiation therapy.
6. Dialysis, or
7. Hospitalization at the time of transition.
8. Members with ongoing needs such as:

a. Medical equipment including ventilators and other respiratory assistance equipment,
b. Home care services, such as Attendant Care or Home Health,
c. Medically necessary transportation on a scheduled and/or ongoing basis,
d. Prescription medications (including those that have been stabilized through a step therapy
process), and/or
e. Pain management services.
9. Members who frequently contact AHCCCS, State and local officials, the Governor’s Office and/or the

media.
10. Members with qualifying Children’s Rehabilitative Services (CRS) conditions,
11. Members with qualifying CRS conditions transitioning to adulthood.
12. Members diagnosed with HIV/AIDS.
13. Members who are being considered for or are actively engaged in a transplant process and for up to

one year post-transplant.
14. Members enrolled in the ALTCS program who are elderly and/or have a physical disability.
15. Members enrolled in the ALTCS program who have a developmental disability.
16. Members who are engaged in care or services through the Arizona Early Intervention Program (AzEIP).
17. Members who are diagnosed with a Serious Mental Illness (SMI).
18. Any child that has an ECSII/CASII score of 4+.
19. Members who have a Seriously Emotionally Disturbed (SED) diagnosis flag in the system.
20. Substance exposed newborns and infants diagnosed with neonatal abstinence syndrome (NAS).
21. Members diagnosed with Severe Combined Immunodeficiency (SCID).
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22. Members with a diagnosis of autism or who are at risk for autism.
23. Members diagnosed with opioid use disorder, separately tracking pregnant members and members

with co-occurring pain and opioid use disorder.
24. Members enrolled with Division of Child Safety/Comprehensive Medical and Dental Program (CMDP).
25. Members who transition out of the CMDP up to one year post-transition.
26. Members identified as a High Need/High Cost member.
27. Members on conditional release from Arizona State Hospital.
28. Other services not indicated in the State Plan for eligible members, but covered by Title XIX and Title

XXI for Early and Periodic Screening, Diagnostic and Treatment (EPSDT) eligible members, including
members whose conditions require ongoing monitoring or screening.
29. Members who at the time of their transition have received prior authorization or approval for:

a. Scheduled elective surgery(ies),
b. Procedures and/or therapies to be provided on dates after their transition, including postsurgical follow-up visits,
c. Sterilization and have a signed sterilization consent form, but are waiting for expiration of the
30-day period,
d. Behavioral health services,
e. Appointments with a specialist located out of the Contractor service area, and
f. Nursing facility admissions.
For Contractor requirements for Member Transitions between AHCCCS Contractors for Annual Enrollment
Choice (AEC) and eligibility changes see ACOM Policy 402.
Notifications Required of Contractors
1. The relinquishing Contractor shall provide relevant information regarding members who

transition to a receiving Contractor or a FFS Program. The ETI Form shall be utilized for transfer
of information for at least those members with special circumstances, listed in this Policy, who
are transitioning enrollment to another Contractor or a FFS Program. There are two specific ETI
forms:
a. Attachment A of this Policy, and
b. AMPM Exhibit 1620-9 used by ALTCS Contractors including Tribal ALTCS.
2. The relinquishing Contractor must complete and transmit the appropriate ETI Form to the

receiving Contractor or FFS Program no later than 10 business days from date of receipt of
AHCCCS notification.
3. Relinquishing Contractors who fail to notify the receiving Contractor or FFS Program of

transitioning members with special circumstances will be responsible for covering the
members’ care for up to 30 days following the transition.
4. The Contractor shall provide protocols for the transfer of pertinent medical records, as

discussed in this Policy, and arrange for the timely notification to members, subcontractors or
other providers, as appropriate during times of transition.
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5. The receiving Contractor shall provide new members with a Member Handbook, provider

directory, and emergency numbers as specified in ACOM Policy 406.
6. The receiving Contractor or FFS Program shall follow-up as appropriate to address the needs of

the member identified on the ETI Form.
7. The receiving Contractor shall extend previously approved prior authorizations for a minimum

period of 30 days from the date of the member’s transition unless a different time period is
mutually agreed to by the member or member’s representative.
8. The receiving Contractor shall provide at a minimum a 90-day transition period, for children and

adults with special healthcare needs who have an established relationship with a PCP that does
not participate in the Contractor’s provider network, during which the member may continue
to seek care from their established PCP while the member/guardian/designated
representative/, the Contractor care manager and/or ALTCS Contractor case manager or
Provider case manager -identifies an alternative PCP within the Contractor’s provider network.
However, for members who transition to a RBHA from an ACC Contractor and who have an
established relationship with a PCP that does not participate in the RBHA’s provider network,
the RBHA shall provide, at a minimum, a six-month transition period in which the member may
continue to seek care from their established PCP while the member, the RBHA, and/or case
manager finds an alternative PCP within the RBHA’s provider network. Refer to ACOM Policy
402.
Transition to ALTCS
If a member is referred to and approved for ALTCS enrollment, the relinquishing Contractor shall
coordinate the transition with the receiving ALTCS Contractor or Tribal ALTCS.
The Contractor shall ensure applicable protocols are followed for any special circumstances of the
member, and that continuity and quality of care is maintained during and after the transition.
Refer to ACOM Policy 402 and AMPM Policy 1620-H for ALTCS Contractor responsibilities in the
transition process.
Transition from Child to Adult Services
Transitions involving co-occurring behavioral and physical health conditions shall include, at a
minimum the following:
9. A coordination plan between child providers and the anticipated adult providers.
10. A process that begins no later than when the child reaches the age of 16.
11. A transition plan for the member that focuses on assisting the member with gaining the

necessary skills and knowledge to become a self-sufficient adult and facilitates a seamless
transition from child services to adult services.
12. Based on clinical presentation, an SMI eligibility determination is completed when the

adolescent reaches the age of seventeen, but no later than age 17 and 6 months.
13. Any additional stakeholder, behavioral or physical healthcare entity involved with the child shall

be included in the transition process, as applicable (e.g. DDD, juvenile justice system CMDP,
education system), and
14. A coordination plan to meet the unique needs for Members with Special Health Care Needs,

including members with CRS designation, as specified in Contract.
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Members Hospitalized During an Enrollment Change
Contractor shall make provisions for the transition of care for members who are hospitalized on the
day of an enrollment change. The provisions shall include processes for the following:
15. Authorization of treatment by the receiving Contractor or FFS Program.
16. Notification to the hospital and attending physician of the transition by the relinquishing

Contractor. The relinquishing Contractor shall notify the hospital and attending physician of the
pending transition prior to the date of the transition and instruct the providers to contact the
receiving Contractor or FFS Program for authorization of continued services. If the relinquishing
Contractor fails to provide notification to the hospital and the attending physician relative to
the transitioning member, the relinquishing Contractor shall be responsible for coverage of
services rendered to the hospitalized member for up to 30 days. This includes, but is not limited
to, elective surgeries for which the relinquishing Contractor issued prior authorization.
17. Coordination with providers regarding activities relevant to concurrent review and discharge

planning shall be addressed by the receiving Contractor or FFS Program.
See AMPM Policy 530 for transfers between hospitals.
Transition During Major Organ and Tissue Transplant Services
18. If there is a change in Contractor or FFS enrollment, both the relinquishing and receiving

Contractors and/or FFS Program are responsible for coordination of care and coverage for
members who have been approved for major organ or tissue transplant. The relinquishing
Contractor or FFS Program is responsible for contracted components up to and including,
completion of the service components that the member is receiving at the time of the change.
The receiving Contractor or FFS Program is responsible for the remainder of the components of
the transplant.
19. If a member changes to a different Contractor while undergoing transplantation at a transplant

center that is not an AHCCCS contracted provider, each Contractor is responsible for its
respective dates of service. If the relinquishing Contractor has negotiated a special rate, it is the
responsibility of the receiving Contractor to coordinate the continuation of the special rate with
the respective transplant center.
Enrollment Changes for Members Receiving Outpatient Treatment for Significant Medical Conditions
20. The Contractor shall have protocols for ongoing care of members with active and/or chronic

health care needs (e.g. outpatient chemotherapy, home dialysis, behavioral health needs, and
pregnancy) during the transition period. The receiving Contractor shall have protocols to
address the timely transition of the member from the relinquishing Primary Care Provider (PCP)
to the receiving PCP, in order to maintain continuity of care.
21. Pregnant women who transition to a new Contractor within the last trimester of their expected

date of delivery shall be allowed the option of continuing to receive services from their
established physician and anticipated delivery site through the postpartum visits included in the
all-inclusive maternity care as specific in AMPM Policy 410.
Transition of Medically Necessary Transportation
Contractors shall have processes for at least the following:
22. Provision of information to new members on what, and how, medically necessary

transportation can be obtained.
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23. Provision of information to providers on how to order medically necessary transportation.

Transition of Prescription Medication Services
The Contractor shall address the dispensing and refilling of prescription medications during the
transition period as follows:
24. 1. The relinquishing Contractor shall cover the dispensation of the total prescription amount of

either continuing or time-limited medications, if filled at or before midnight on the last day of
enrollment. The relinquishing Contractor may not reduce the quantity of the ordered
prescription unless it exceeds a 30-day supply or 100-unit doses.
25. 2. The receiving Contractor or FFS Program shall extend previously approved prior

authorizations for a period of 30 days from the date of the member’s transition unless a
different time period is mutually agreed to by the member or member’s representative.
26. 3. Members transitioning from a Behavioral Health Medical Professional (BHMP) to a PCP for

behavioral health medication management shall continue the medication(s) prescribed by the
BHMP until the member can transition to their PCP. Contractors shall coordinate the care and
ensure that the member has a sufficient supply of behavioral health medications to last through
the date of the member’s first appointment with their PCP. Members receiving behavioral
health medications from their PCP may simultaneously receive counseling and other medically
necessary services.
Refer to AMPM Policy 310-V for complete information regarding prescription medication coverage.
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Covered Services
For a combined listing of covered services please refer to B – UFC/ALTCS Member Handbook under the “Beneﬁt
Information” section.
For more detailed service descriptions including covered beneﬁts, exclusions and limitations, including behavioral
health services, refer to the AHCCCS Medical Policy Manual (AMPM) Chapters 300 and 1200 as well as the
Behavioral Health Services Guide.

•

https://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap300.pdf

•

https://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap1200.pdf

•

https://www.azahcccs.gov/PlansProviders/Downloads/GM/CoveredServiceGuide/covered-bhsguide.pdf

Incontinence Briefs
In addition, Incontinence briefs (adult diapers and pull ups) are covered for members on the ALTCS when
necessary to treat a medical condition (like a rash or infection). For members under the age of 21 years,
incontinence briefs are also covered to avoid or prevent skin breakdown. Prior authorization is required. Providers
must indicate a clear medical condition which causes incontinence and a prescription must be issued. B –
UFC/ALTCS can cover up to 180 briefs per month. Prescribers must demonstrate any need to have more than 180
briefs per month authorized.
Non-Emergent Transportation
To arrange transportation for a B – UFC/ALTCS member should contact the Non- Emergency Transportation
(NET) vendor that services all B – UFC/ALTCS counties.
Urgent same day or next day transportation is available for an acute sick visit to the primary care provider (PCP) or
urgent care center, or if discharged from the hospital. In situations where urgent transportation is needed and
cannot be coordinated with the NET vendor in a timely fashion please contact: (833) 318-4146.

Non-Covered Services
•

Services from a provider who is NOT contracted with B – UFC/ALTCS (unless prior approved)

•

Cosmetic services or items, unless medically necessary and priorauthorized

•

Personal care items such as combs, razors, soap etc.

•

Any service that requires prior authorization that was not prior authorized

•

Services or items given free of charge, or for which charges are not usually made

•

Services of special duty nurses, unless medically necessary and prior authorized

•

Routine circumcisions

•

Services that are determined to be experimental by the health plan medical director

•

Abortions and abortion counseling, unless medically necessary, pregnancy is the result of rape or incest, or
if physical illness related to the pregnancy endangers the health of the mother

•

Health services for incarcerated members

•

Experimental organ transplants, unless approved by AHCCCS
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•

Sex change operations

•

Reversal of voluntary sterilization

•

Medications and supplies without a prescription

•

Treatment to straighten teeth, unless medically necessary and approved

•

Prescriptions not on B – UFC/ALTCS list of covered medications, unless approved

•

Diapers solely for personal hygiene

•

Physical exams for the purpose of qualifying for employment or sports activities

Other Services that are Not Covered for Adults (age 21 and over)
•

Hearing aids, including bone-anchored hearing aids.

•

Cochlear implants;

•

Microprocessor controlled lower limbs and microprocessor-controlled joints for lower limbs;

•

Percussive vests;

•

Services performed by a podiatrist (except for QMB members);

•

Routine eye examinations for prescriptive lenses or glasses;

•

Routine dental services and emergency dental services, unless related

•

to the treatment of a medical condition such as acute pain, infection, or fracture of the jaw;

•

Chiropractic services (except for Medicare QMB members);

•

Outpatient speech (except for Medicare QMB members)

Dental Services
Members Under the Age of 21
B – UFC/ALTCS provides all members under the age of 21 with all medically necessary dental services including
emergency dental services, dental screening, preventive services in accordance with the AHCCCS Dental
Periodicity Schedule, as well as therapeutic dental services, therapeutic services and dental appliances in
accordance with the AHCCCS Dental Periodicity Schedule. B – UFC/ALTCS monitors compliance with the
AHCCCS Dental Periodicity Schedule for dental screening services. The Contractor must develop processes to
assign members to a dental home by one year of age and communicate that assignment to the member. B –
UFC/ALTCS regularly notiﬁes oral health professionals which members have been assigned to the provider’s
dental home for routine preventative care as outlined in AHCCCS Medical Policy Manual (AMPM) Chapter 400:
https://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap400.pdf.
B – UFC/ALTCS ensures that members are notiﬁed in writing when dental screenings are due. B – UFC/ALTCS
ensures that notification be made to member if a 6-month Dental Visit has not taken place (a member who does
not go to a dental visit, will receive a total of 4 mailings for the year - 2 reminders and 2 missed visit notifications).
Members under the age of 21 may request dental services without referral and may choose a dental provider from
the B – UFC/ALTCS provider network.
Members Over the Age of 21
Pursuant to A.A.C. R9-22-207, for members who are 21 years of age and older, B – UFC/ALTCS covers medical and
surgical services furnished by a dentist only to the extent such services may be performed under state law either
by a physician or by a dentist. These services would be considered physician services if furnished by a physician.
Limited dental services are covered for pre-transplant candidates and for members with cancer of the jaw, neck or
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head. Refer to the AMPM for speciﬁc details.
https://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/Chap400.pdf
Arizona Long Term Care System (ALTCS) members age 21 or older may receive medically necessary dental
benefits up to $1,000 per member per contract year (October 1st to September 30th) for diagnostic, therapeutic
and preventative care. Refer to AMPM 310-D2 for specific details

65

Providers may not market B – UFC/ALTCS name, logo, or likeness without prior approval.
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Organizational providers must have established policies and procedures that meet AHCCCS requirements. The
requirements must be met for all organizational providers (including, but not limited to, hospitals, home health
agencies, attendant care agencies, group homes, nursing facilities, behavioral health facilities, dialysis centers,
transportation companies, dental and medical schools, and free- standing surgi-centers). Processes must include
reporting incidences of Health Care Acquired Conditions, abuse, neglect, exploitation, injuries and unexpected
death to B – UFC/ALTCS.
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B – UFC/ALTCS provides a web-based platform enabling us to communicate healthcare information directly with
providers. Users can perform transactions, download information, and work interactively with member healthcare
information (http://www. bannerufc.com/ALTCS).

B – UFC/ALTCS provider claims submission portal
•

The B – UFC/ALTCS Billing Portal is in development for our ALH Providers. We have contracted with local
(Tucson) Vendor with nationwide billing portal experience.

•

The portal will give you the ability to: Check Eligibility and Submit CMS 1500 Claims.

•

We are working on developing a very simple format.

•

Our portal will support most browser types.

•

Our portal will allow the ability to have a user with admin rights to create additional users within the
provider group.

•

Pending Enhancements/ Additions/ Options: Check Claim Status (Not real time) and submit
Resubmissions. We are also working on a claim copy function, which will pre-populate most of the
information needed for a new claim.

Additional services and information can be reviewed and accessed on the Provider Service Hub portal.

eServices
•

Member Eligibility Search – Verify current eligibility on one or more members. Please note that eligibility
may also be veriﬁed through the AHCCCS website

•

Panel Roster – View the list of members currently assigned to the provider as the primary care provider
(PCP)

•

Provider List – Search for a speciﬁc health plan provider by name, specialty, or location.

•

Claims Status Search – Search for provider claims by member, provider, claim number, or service dates.
Only claims associated with the user’s account provider ID will be displayed.

•

Explanation of Payment (EOP) or “Remittance Advice” Search – Search for provider claim payment
information by member name, member ID, provider name, provider ID, date of service, or date range or
speciﬁc claim number. Only remits associated with the user’s account provider ID will be displayed.

•

Authorization List – Search for provider authorizations by member, provider, authorization data, or
submission/service dates.

•

Submit Authorizations – Submit an authorization request for a member

•

HEDIS – Check the status of the member compliance with any of the HEDIS measures.

Important provider documents are also available for your use one you sign into B – UFC/ALTCS web portal,
including:

•

B – UFC/ALTCS Provider Web Portal Instructions

•

B – UFC/ALTCS Add User Process

•

B – UFC/ALTCS Provider Web Portal RegistrationForm

•

Current and Historical B – UFC/ALTCS Fee Schedules For registration information:
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https://eservices.uph.org

EFT & ERA with Change Healthcare/ECHO
Services available through B – UFC/ALTCS’s Partnership with Change Health\ ECHO

•

You may sign up for electronic funds transfer (EFT) via Automated Clearing House, (ACH) which will also
provide you with ERA. The SENDER of your funds that will show on remittance will be HNB-ECHO.

•

Change Healthcare will be working in conjunction with other clearinghouses you may be contracted with,
and you will continue to receive ERA’s as you have previously.

•

If you are not enrolled with a clearinghouse for ERA but still receive EFT, retrieval of the Provider EOB or
ERA will be available at www.providerpayments.com OR you may continue to receive your paper checks
and EOB’s.

•

You will have the three payment options listed below:
o

#1. Electronic EFT with ERA, with 835 through clearinghouse

o

#2. Electronic EFT with online printable ERA in PDF Format

o

#3. Paper Check with Paper EOB

B – UHP strongly recommends that you contact Change Healthcare to confirm that your ERA and EFT are set-up
as expected. You may call 844-586-7463 or 888-834-3511, or on the internet:
https://view.echohealthinc.com/EFTERADirect/UAHP/index.html.
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EPSDT Program Overview
The Early and Periodic Screening, Diagnostic and Treatment program (EPSDT) is a comprehensive child health
program of prevention, treatment, correction, and improvement (amelioration) of physical and mental health
problems for AHCCCS members under the age of 21 as described in 42 USC 1396d (a) and (r). The EPSDT program
is governed by federal and state regulations and community standards of practice. All PCPs who provide services
to members under age 21 are required to provide comprehensive health care, screening and preventive services,
including, but not limited to:

•

Primary prevention

•

Early intervention

•

Diagnosis

•

All services required to treat or improve a defect, problem or condition identiﬁed in an EPSDT screening.

Requirements for EPSDT Providers
PCPs are required to comply with EPSDT regulatory requirements including:

•

Document immunizations within 30 days of immunization to the Arizona

•

State Immunization Information System (ASIIS)
o

Enroll every year in the Vaccine for Children Program

o

Providers must be registered as Vaccines for Children (VFC) providers and VFC vaccines must be
used

•

Provide all screening services according to the AHCCCS Periodicity

•

Schedule and community standards of practice
o

•

Ensure all infants receive both the ﬁrst and second newborn screening tests
o

•

Specimens for the second test may be drawn at the PCP’s oﬃce and mailed directly to the Arizona
State Laboratory, or the member may be referred to the contracted laboratory for the draw.

Use current AHCCCS standardized EPSDT tracking forms to document services provided and compliance
with AHCCCS standards.
o

•

The Periodicity Schedule can be viewed by accessing the AHCCCS’ website:
https://www.azahcccs.gov/shared/Downloads/AMPMApproved/400.pdf

EPSDT Tracking Forms are available on the AHCCCS website:
https://www.azahcccs.gov/shared/Downloads/MedicalPolicyManual/AppendixB.pdf

Send copies of EPSDT tracking forms to the Health Plan, EPSDT Department at 2701 E. Elvira Road,
Tucson AZ 85756 on a monthly basis.
o

Please fax forms to: EPSDT Coordinator 1. 520-874-7184

•

Use all clinical encounters to assess the need for EPSDT screening and/orservices

•

Document in the medical record the member’s decision not to participate in the EPSDT program, if
appropriate

•

Make referrals for diagnosis and treatment when necessary and initiate follow-up services within 60 days
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•

Schedule the next appointment at the time of the current oﬃce visit for children 24months of age and
younger

•

Report all EPSDT encounters on required claim forms, using the Preventive Medicine Codes

•

Refer members to WIC, AzEIP and Head Start when appropriate

•

Initiate and coordinate referrals to behavioral health providers as necessary

An EPSDT screening includes the following basic elements:

•

Comprehensive health and developmental history, including growth and development screening (includes
physical, nutritional and behavioral health assessments)
o

PCP's must utilize the growth charts provided by the World Health Organization (WHO) for children
under 2 years of age. Online training on the use of the WHO growth charts as well as links to the
actual WHO growth charts (in PDF format), are available via the following link
https://www.cdc.gov/growthcharts/who_charts.htm#The%20WHO%20Growth%20Charts

•

Developmental screening (using an AHCCCS approved developmental screening tool) for members age 9,
18 and 24 months

•

Comprehensive unclothed physical examination

•

Appropriate immunizations according to age and health history

•

EPSDT covers blood lead Screening for all members at 12 months and 24 months of age and for those
members between the ages of 24 and 72 months who have not been previously tested or who missed
either the 12-month or 24-month test. Lead levels may be measured at times other than those specified if
thought to be medically indicated by the provider, by responses to a lead poisoning verbal risk assessment,
or in response to parental concerns. Additional Screening for children under six year of age is based on the
child’s risk as determined by either the member’s residential zip code or presence of other known risk
factors

•

Payment for laboratory services that are not separately billable and considered part of the payment made
for the EPSDT visit include but are not limited to: 99000, 36415, 36416, 36400, 36406 and 36410. In
addition, payment for all laboratory services shall be in accordance with limitations or exclusions specified
in the provider contract

•

Health education and counseling about child development, healthy lifestyles and accident and disease
prevention

•

Appropriate dental screening and referral

•

Fluoride varnish application every six months (by providers who have completed training) for members’
age 6-24 months with at least one tooth eruption

•

Appropriate vision and hearing/speech testing

•

Obesity screening using the BMI percentile for children

•

Preventive guidance

Health Education
PCPs are responsible for ensuring that health counseling and education are provided at each EPSDT visit.
Preventive guidance should be discussed so that parents or guardians know what to expect with respect to the
child’s development. PCPs should also cover accident and disease prevention, and the beneﬁts of a healthy
lifestyle.

Screenings
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Periodic Screenings
The AHCCCS EPSDT Periodicity Schedule speciﬁes the screening services to be provided at each stage of a child’s
development. The AHCCCS EPSDT Periodicity Schedule (Exhibit 430-1) can be viewed on the AHCCCS website.
PCP's must utilize the appropriate growth charts (WHO charts for children under the age of 2).
https://www.cdc.gov/growthcharts/who_charts.htm#The%20WHO%20Growth%20Charts
B – UFC/ALTCS does not limit the number of well-child visits that members under age 21 receive.
Annual Well Child Visits are comprehensive and should include all of the services required for sports or other
activities. Physicals completed solely for the purpose of sports activities are not covered by AHCCCS; therefore,
no additional payment would be made.
Nutritional Assessment & Nutritional Therapy
Nutritional therapy for EPSDT members on an enteral, parenteral or oral basis is covered when determined
medically necessary to provide either complete daily dietary requirements, or to supplement a member’s daily
nutritional and caloric intake.
The following requirements apply:

•

Needs must be reassessed at each EPSDT/well child visit.

•

Members in need of nutritional therapy should be identiﬁed and referred to B – UFC/ALTCS for prior
authorization as nutritional therapy requires prior authorization and approval by the B – UFC/ALTCS
Medical Director or other qualiﬁed health professional designee.

•

The provider must complete and submit a copy of the AHCCCS Certificate of Medical Necessity for
Commercial Oral Nutritional Supplement (AMPM 430 Attachment B).

Once prior authorization has been issued, the provider should send a copy of the AHCCCS Certificate of Medical
Necessity for Commercial Oral Nutritional Supplement (AMPM 430 Attachment B) directly to the Durable Medical
Equipment provider for handling.
If an AHCCCS covered member qualifies for nutritional therapy due to a medical condition, Contractors are the
primary payor for the following:
i.

Infant formulas above the amount provided through the Women, Infants and Children (WIC) program or
formula types deemed medically necessary that are not provided through the WIC program. This does not
include formulas outside of those offered through the WIC program that are not medically necessary, such
as formula types selected based on brand preference,

ii.

For AHCCCS members, infants and children under the age of five, requiring formula types deemed
medically necessary that are not provided through the WIC program, an AHCCCS Certificate of Medical
Necessity for Commercial Oral Nutritional Supplements (Attachment C) is to be submitted directly to the
Contractor, as WIC is considered a secondary payor of specialty exempt formulas, and

iii.

For AHCCCS members, infants (0-1 year), requiring infant formulas above the amount provided through
the WIC program, an AHCCCS Certificate of Medical Necessity for Commercial Oral Nutritional
Supplements (Attachment C) is to be submitted directly to the Contractor for the amount of formula that
exceeds that provided through the WIC program.

Developmental Screening Tools
Development screening is available at any visit where an indication for screening is present but should be
completed for all EPSDT members from birth through age three years of age during the 9-, 18-, and 24-month
EPSDT visits.
Separate billing is available to providers at the 9, 18, and 24-month EPSDT visits (and regardless of indication,
developmental screenings should happen at those three visits), but developmental surveillance and any indicated
developmental screenings should be available to members at any visit.
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The following developmental screening tools are available for members at their 9, 18 and 24-month EPSDT visit:

•

Ages and Stages Questionnaires™ Third Edition (ASQ) is a tool used to identify developmental delays in
the ﬁrst 5 years of a child’s life. The sooner a delay or disability is identiﬁed, the sooner a child can be
connected with services and support that make a real diﬀerence.

•

Ages and Stages Questionnaires®: Social-Emotional (ASQ: SE) is a tool used to identify developmental
delays for social-emotional screening.

•

The Modiﬁed Checklist for Autism in Toddlers (M-CHAT) used only as a screening tool by a primary care
provider, for members 16-30 months of age, to screen for autism when medically indicated.

•

The Parents’ Evaluation of Developmental Status (PEDS) used for developmental screening of EPSDTaged members.

Payment for use of screening tools are covered when the following criteria is met:

•

The member’s EPSDT visit is at either 9, 18, or 24months;

•

Prior to providing the service, the provider is required to complete the required training for the
developmental screening tool being utilized and submit a copy of the training certiﬁcate to CAQH.

•

The code is appropriately billed (96110-EP).

•

Copies of the completed tools must be retained in the medical record and submitted to the health plan
with the completed EPSDT Tracking Form.

PCP Application of Fluoride Varnish
Physicians who have completed the AHCCCS required training may be reimbursed for ﬂuoride varnish applications
completed at the EPSDT visit for recipients who are at least 6 months of age, with at least 1 tooth eruption.
Additional applications occurring every 6 months during an EPSDT visit, up until the recipient’s 2nd birthday, will
also be reimbursed.

EPSDT Oral Health Care
Physician, physician’s assistant or nurse practitioner must perform an oral health screening as part of the EPSDT
physical examination.
PCPs and attending physicians must refer EPSDT recipients to a dentist for appropriate services based on the
needs identiﬁed through the screening process and for routine dental care based on the AHCCCS EPSDT
Periodicity Schedule (AMPM Exhibit 431-1). Evidence of the referral must be documented on the ESPDT Tracking
Form and in the recipient’s medical record.
Recipients must be assigned to a dental home by one year of age and seen by a dentist for routine preventative
care according to the AHCCCS EPSDT Periodicity Schedule. The physician may refer EPSDT recipients for a dental
assessment at an earlier age, if their oral health screening reveals potential carious lesions or other conditions
requiring assessment and/or treatment by a dental professional. In addition to physician referrals, EPSDT
recipients are allowed self- referral to an AHCCCS registered dentist.
AHCCCS recommended training for ﬂuoride varnish application is located at the Smiles for Life website
under Training Module 6 that covers caries risk assessment, ﬂuoride varnish and counseling.
An oral health screening must be part of an EPSDT screening conducted by a PCP. However, it does not substitute
for examination through direct referral to a dentist. PCPs must refer EPSDT members for appropriate services
based on needs identiﬁed through the screening process and for routine dental care based on the AHCCCS EPSDT
Periodicity Schedule. Evidence of this referral must be documented on the EPSDT Tracking Form and in the
member’s medical record.

Pediatric Immunizations/Vaccines for Children Program
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EPSDT covers all child and adolescent immunizations. Immunizations must be provided according to the Advisory
Committee on Immunization Practices (ACIP) guidelines and be up-to-date. Providers are required to coordinate
with the Arizona Department of Health Services’ (ADHS) Vaccine for Children Program (VFC) to obtain vaccines
for B – UFC/ALTCS members who are 18 years of age and under.
Additional information can be attained by calling Vaccine for Children, Arizona Vaccine Center, at 1- 602-364-3642
or by accessing their website.
Arizona law requires the reporting of all immunizations administered to children under 19 years old. Immunizations
must be reported at least monthly to ADHS. Reported immunizations are held in a central database, the Arizona
State Immunization Information System (ASIIS) that can be accessed online to obtain complete, accurate records.
UFC requests that all primary care providers and pediatricians caring for newborns review each member’s
immunization records fully upon the initial visit, and subsequent follow-up visits, regardless of where the child was
delivered. It is our intention to ensure that the newborns receive all required vaccines, and that those who have
not received the birth dose of the Hepatitis B vaccine in the hospital be “caught up” by their primary care provider.

Body Mass Index (BMI)
Providers should calculate each child’s BMI starting at age two until the member is 21 years old. Body mass index is
used to assess underweight, overweight, and those at risk for overweight. BMI for children is gender and age
speciﬁc. PCPs are required to calculate the child’s BMI and percentile. Additional information is available at the
CDC website regarding Body Mass Index (BMI).
The following established percentile cutoﬀ points are used to identify underweight and overweight in children:
Body Mass Index (BMI) Table

•

Underweight - BMI for age < or = 10th percentile

•

At risk of Overweight - BMI for age 85th percentile to <95thpercentile

•

Overweight - BMI for age > 95th percentile

Blood Lead Screening
•

All children are considered at risk of and must be screened for lead poisoning.

•

Children at 12 months of age and at 24 months of age must receive a blood lead test.

•

Children between 36 months and 72 months of age must receive a blood lead test if they have not been
previously screened.

A verbal risk assessment must be completed at each EPSDT visit for children six months through 72 months to
determine risk category and the need for any follow up services.

A blood lead test result, equal to or greater than 10 micrograms of lead per deciliter of whole blood obtained
by capillary specimen or fingerstick, must be confirmed using a venous blood sample. A verbal blood lead
screening risk assessment must be completed at each EPSDT visit for children six through 72 months of age
(six years of age) to assist in determining risk.
Contractors must ensure that providers report blood lead levels equal to or greater than ten micrograms of
lead per deciliter of whole blood to ADHS (A.A.C. R9-4-302).
Contractors must implement protocols for:
a. Care coordination for members with elevated blood lead levels (parents, PCP and ADHS) to ensure
timely follow-up and retesting,
b. Appropriate care coordination for an EPSDT child, who has an elevated blood lead level and is
transitioning to or from another AHCCCS Contractor, and
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c. Referral of members who lose AHCCCS eligibility to low-cost or no-cost follow-up testing and
treatment for those members that have a blood lead test result equal to or greater than ten
micrograms of lead per deciliter of whole blood.
Eye Examinations and Prescriptive Lenses
EPSDT includes eye exams and prescriptive lenses to correct or ameliorate defects, physical illness and
conditions. PCPs are required to perform basic eye exams and refer members to the contracted vision provider for
further assessment.
Ocular photo screening with interpretation and report, bilateral (CPT code 99177) is covered for children ages
three to six as part of the EPSDT visit due to challenges with a child’s ability to cooperate with traditional chartbased vision Screening techniques. Ocular photo screening is limited to a lifetime coverage limit of one. This
procedure, although completed during the EPSDT visit, is a separately billable service and is eligible for a one-time
only enhanced reimbursement (use 99177-EP on claim form). Automated visual Screening, described by CPT code
99177, is for vision Screening only, and not recommended for or covered by AHCCCS when used to determine
visual acuity for purposes of prescribing glasses or other corrective devices.

Hearing/Speech Screening
Hearing evaluation consists of appropriate hearing screens given according to the EPSDT schedule. Evaluation
consists of history, risk factors, parental questions and impedance testing.

•

Pure-tone testing should be performed when medically necessary.

•

Speech screening shall be performed to assess the language development of the member at each EPSDT
visit.

When there is an indication that a newborn or infant may have a hearing loss or congenital disorder, the family
must be referred to the PCP for appropriate assessment, care coordination and referral(s). All infants with
confirmed hearing loss should receive services before turning six months of age.

Behavioral Health Screening
Screenings for mental health and substance abuse problems are to be conducted at each EPSDT visit.
In addition to treating physical health conditions, the PCP shall treat behavioral health conditions within their
scope of practice. Such treatment shall include, but not be limited to, substance use disorders, anxiety,
depression and Attention Deficit Hyperactivity Disorder (ADHD). For purposes of medication management, it is
not required that the PCP be the member's assigned PCP. PCPs who treat members with these behavioral health
conditions may provide medication management services including prescriptions, laboratory and other diagnostic
tests necessary for diagnosis and treatment.
Treatment services are a covered beneﬁt for members under age 21. The PCP is expected to:

•

Initiate and coordinate necessary referrals for behavioral health services.

•

Monitor whether a member has received services.

•

Keep any information received from a behavioral health provider regarding the member in the member’s
medical record.

•

Initial and date copies of referrals or information sent to a behavioral health provider before placing in the
member’s medical record.

•

If the member has not yet been seen by the PCP, this information may be kept in an appropriately labeled
ﬁle in lieu of actually establishing a medical record but must be associated with the member’s medical
record as soon as one is established.

Dental Screening and Referrals
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Oral health screenings are to be conducted at every EPSDT visit. The PCP must screen children at every EPSDT
visit to identify those who require a dental referral for evaluation and treatment.
In addition to the screening, members one years of age and older must be referred to a dentist at least annually.
Documented dental ﬁndings and treatment must be included in the member’s medical record in the PCP’s oﬃce.
Depending on the results of the oral health screening, referral to a dentist should be made according to the
following timeframes:

•

Urgent - (Within 24 hours) Pain, infection, swelling and/or soft tissue ulceration of approximately two
weeks duration or longer

•

Early - (Within three weeks) Decay without pain, spontaneous bleeding of the gums and/or suspicious
white or red tissue areas

•

Routine - (Next regular checkup) none of the above problems identiﬁed.

The member’s parent or guardian may also self-refer and schedule dental appointments for the member with any
contracted general dentist. They may go directly to the dentist without seeing the PCP ﬁrst and no authorization
is required.

Tuberculin Skin Testing
Tuberculin skin testing should be performed as appropriate to age and risk. Children at increased risk of
tuberculosis (TB) include those who have contact with persons:

•

Conﬁned or suspected of TB;

•

In jail during the last ﬁve years;

•

Living in a household with an HIV-infected person or the child is infected with HIV; and

•

Traveling/emigrating from, or having signiﬁcant contact with persons indigenous to, endemic countries.
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Arizona Early Intervention Program (AzEIP)
AzEIP is an early intervention program that oﬀers a statewide system of support and services for children birth
through three years of age and their families who have disabilities or developmental delays. This program was
jointly developed and implemented by AHCCCS and the Arizona Early Intervention Program (AzEIP) to ensure the
coordination and provision of EPSDT and early intervention services, such as physical therapy, occupational
therapy, speech/language therapy and care coordination under Sec. 1905 [42 U.S.C 1396d]. Concerns about a
child’s development may be initially identiﬁed by the child’s Primary Care Provider or by AzEIP.
B – UFC/ALTCS coordinates with AzEIP to ensure that members receive medically necessary EPSDT services in a
timely manner to promote optimum child health and development. For additional information, please contact the
B – UFC/ALTCS EPSDT Coordinator.

Head Start Program
Head Start programs are provided at no cost to families and help prepare young children for kindergarten. These
programs are for children ages 3 or 4 as of September 1 of each year. They provide children with well-equipped
classrooms, nutritional snacks and meals, special services for the disabled, and handicapped health services. For
further information, please call Member Services at 1 (833) 318- 4146.

AHCCCS Office of Special Programs
Children who have been diagnosed with the following genetic metabolic conditions and who need
medical foods may receive services directly through the AHCCCS Oﬃce of Special Programs.
AHCCCS covers medical foods, within the limitations speciﬁed in the AHCCCS Medical Policy Manual (AMPM),
Chapter 320- H, Medical Foods, for any member diagnosed with one of the following inherited metabolic
conditions:

•

Phenylketonuria

•

Homocystinuria

•

Maple Syrup Urine Disease

•

Galactosemia (requires soy formula)

•

Beta Keto-Thiolase Deﬁciency

•

Citrullinemia

•

Glutaric Acidemia Type I

•

3 Methylcrotonyl CoA Carboxylase Deﬁciency

•

Isovaleric Acidemia

•

Methylmalonic Acidemia

•

Propionic Acidemia

•

Arginosuccinic Acidemia

•

Tyrosinemia Type I

•

HMG CoA Lyase Deﬁciency

•

Cobalamin A, B, C Deﬁciencies
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Metabolic Disorder Medical Foods – Coverage Entity:

•

Members receiving EPSDT services that have been diagnosed with a metabolic disorder included in the
AMPM, Chapter 320-H, Medical Foods, are eligible for services.

•

Members receiving EPSDT services must receive metabolic formula.

•

Members receiving EPSDT services who require modiﬁed low protein foods

•

B – UFC/ALTCS is responsible for providing both necessary metabolic formula and modiﬁed low protein
foods for members 21 years of age and older who have been diagnosed with one of the inherited metabolic
disorders included in the AMPM, Chapter 320-H, Medical Foods section.

•

B – UFC/ALTCS is responsible for initial and follow-up consultations by a genetics physician and/or a
metabolic nutritionist, lab tests and other services related to the provision of medical foods for enrolled
members diagnosed with a metabolic disorder included in the AMPM, Chapter 320–H, Medical Foods
section.

Further information can be obtained by contacting the Oﬃce of Special Programs by referring to the AHCCCS
Medical Policy Manual and referring to Chapter 320-H, Medical Foods.
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Overview
To comport with Centers for Medicare and Medicaid Services (CMS) requirements for delivery of Peer Support
Services, the AHCCCS/Office of Individual and Family Affairs (AHCCCS/OIFA) has established training
requirements and credentialing standards for PRSS providing Self-Help/Peer Services (Peer Support), as
described in the AHCCCS
Covered Behavioral Health Services Guide. Persons with lived experience of recovery from behavioral health
and/or substance use disorders serve an important role as behavioral health providers; and AHCCCS/OIFA
expects consistency and quality in Peer Support services statewide.

Peer and Recovery Support Specialist and Trainer Qualifications
1. Individuals training as PRSS or seeking credentialing and employment as a PRSS shall:
a. Self-identify as a peer, and
b. Qualify as a behavioral health paraprofessional, behavioral health technician, or behavioral health
professional.
2. Individuals meeting the above criteria may be credentialed as a PRSS by completing training and passing a
competency exam through an AHCCCS/OIFA approved PSETP. Individuals are credentialed by the agency
operating the PSETP. Credentialing through an AHCCCS/OIFA approved PSETP is required statewide. A
Contractor shall accept credentialing from any AHCCCS-approved program.
3. Agencies may employ individuals prior to the completion of credentialing through a PSETP. However,
other required trainings shall be completed prior to delivering behavioral health services (see Subsection
Competency Exam of this policy). An individual shall be credentialed as a PRSS under the supervision of a
qualified individual (see Subsection Competency Exam of this policy) prior to billing Peer Support Services.
4. Contractors, TRBHA, and Tribal ALTCS Programs shall ensure that individuals employed as PRSS have
adequate access to continuing education relevant to Peer Support.

Peer Support Employment Training Program Approval Process
AHCCCS/OIFA oversees the approval of all credentialing materials including curriculum and testing tools. Peer
Support employment training is not a billable service for costs associated with training an agency’s own
employees.
Peer Support training program providers shall follow the review process as outlined below:
1. A PSETP shall submit its training curriculum, to AHCCCS/OIFA. Training curriculum materials shall include
but are not limited to:
a.

Student and trainer manuals,

b. Handouts,
c. Homework,
d. Final exam, and
e. Any other classroom materials, including an explanation of accommodations or alternative formats
of program materials available to individuals with special needs.
AHCCCS/OIFA will issue feedback or approval of the curriculum material in accordance with subsection D
of this policy.
2. If a program makes substantial changes (e.g. change to content, classroom time) to its curriculum or if
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there is an addition to required elements (see Subsection E of this Policy) the program shall submit the
updated content to AHCCCS/OIFA for review and approval.
3. AHCCCS/OIFA will base approval of the curriculum, competency exam, and exam scoring methodology
only on the elements required in this Policy. If a PSETP requires regional or culturally specific training
exclusive to a GSA or tribal community, the specific training cannot prevent employment or transfer of
PRSS credential based on the additional elements or standards.

Peer Support Employment Training Curriculum Standards
1. A PSETP curriculum shall include the following core elements:
a. Concepts of Hope and Recovery
i. Instilling the belief that recovery is real and possible,
ii. The history of recovery movements (e.g. Self-Help, Consumer/Survivor/Ex-Patient,
Neurodiversity),
iii. Varied ways that behavioral health issues have been viewed and treated over time and in
the present,
iv. Appreciating different perspectives of recovery and other ways of thinking about
behavioral health,
v. Knowing and sharing one’s story of a recovery journey and how one’s story can assist
others in many ways,
vi. Holistic approach to recovery addressing behavioral, emotional, and physical health, and
vii. Overview of the Service Plan and its purpose.
b. Advocacy and Systems Perspective:
i. Overview of state and national behavioral health system infrastructure and the history of
Arizona’s behavioral health system,
ii. Effective stigma reduction strategies - countering self-stigma, role modeling recovery, and
valuing the lived experience,
iii. Introduction to organizational change - how to utilize person-first language and energize
one’s agency around recovery, hope, and the value of Peer Support,
iv. Creating a sense of community in a safe and supportive environment,
v. Forms of advocacy and effective strategies – consumer rights and navigating the
behavioral health system, and
vi. Overview of the Americans with Disabilities Act (ADA)
c. Psychiatric Rehabilitation Skills and Service Delivery:
i. Strengths based approach, identifying one’s own strengths and helping others identify
theirs, building resilience,
ii. Distinguishing between sympathy and empathy, emotional intelligence,
iii. Understanding learned helplessness, how it is taught and how to assist others in
overcoming its effects,
iv. Introduction to motivational interviewing, communication skills and active listening,
v. Healing relationships – building trust and creating mutual responsibility,
vi. Combating negative self-talk - noticing patterns and replacing negative statements about
one’s self, using mindfulness to gain self-confidence and relieve stress,
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vii. Group facilitation skills, and
viii. Introduction to Culturally & Linguistically Appropriate Services (CLAS) Standards, is the
role of culture in recovery
d. Professional Responsibilities of the PRSS and Self Care in the Workplace:
i. Professional boundaries and codes of ethics unique to the role of a PRSS,
ii. Confidentiality laws and information sharing – understanding the Health Insurance
Portability and Accountability Act (HIPAA) Responsibilities of a mandatory reporter, what to
report and when,
iii. Understanding common signs and experiences of mental illness, substance use, addiction,
Opioid Use Disorder (OUD), and trauma,
iv. Overview of commonly used medications and potential side effects,
v. Guidance on proper service documentation, billing and using recovery language throughout
documentation,
vi. Self-care skills and coping practices for helping professionals, the importance of ongoing
supports for overcoming stress in the workplace, resources to promote personal
resilience, and
vii. Understanding burnout and using self-awareness to prevent compassion fatigue, vicarious
trauma and secondary traumatic stress
2. PRSS employed in Community Service Agencies shall complete additional trainings as required in AMPM
Policy 965. Peer support employment training programs shall not duplicate training required of individuals
for employment with a licensed agency or Community Service Agency.
3. Contractors shall develop and make available policies and procedures as well as additional resources for
development of curriculum, including Contractor staff contacts for questions or assistance.

Competency Exam
Individuals seeking credentialing and employment as a PRSS shall complete and pass a competency exam with a
minimum score of 80% upon completion of required training.
Each PSETP has the authority to develop a unique competency exam. All exams shall include at least one question
related to each of the curriculum core elements listed in Subsection D. If an individual does not pass the
competency exam, the PSETP may allow the individual to retake or complete additional training prior to taking the
competency exam again.

Inter-State Reciprocity
Individuals credentialed in another state shall submit their credential to AHCCCS/OIFA through the Contractor or
employing provider. The individual shall demonstrate the other state’s credentialing standards meet those of
AHCCCS/OIFA prior to recognition of their credentials.

Supervision of Peer/Recovery Support Specialists
Contractors shall establish amount and duration of supervision of PRSS and follow the requirements outlined
below:
1. Agencies employing PRSS shall provide supervision by individuals qualified as Behavioral Health
Technicians or Behavioral Health Professionals. Supervision shall be documented and inclusive of both
clinical and administrative supervision.
2. Contractors shall ensure supervisors of PRSS have adequate access to continuing education relevant to
Peer Support.
3. Contractors shall develop and make available to the providers, policies and procedures regarding
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resources available to agencies for establishing supervision requirements and any expectations for
agencies regarding Contractor monitoring/ oversight activities for this requirement.

Process for Submitting Evidence of Credentialing
1. Contractors shall ensure provider agencies maintain documentation of required qualifications and
credentialing for PRSS.
2. Contractors shall develop and make available to providers policies and procedures that describe
monitoring and auditing/oversight activities where personnel files of PRSS are reviewed.
3. Contractors shall develop and make available to providers policies and procedures describing the process
for submitting evidence of PRSS credentialing to AHCCCS/OIFA.
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Behavioral Health Overview
Comprehensive mental health and substance abuse (behavioral health) services are available to B – UFC/ALTCS
members. A direct referral for a behavioral health evaluation can be made by any health care professional in
coordination with the member’s assigned PCP and case manager. ALTCS members may also self- refer for all
behavioral health services. The level and type of behavioral health services will be provided based upon a
member’s strengths and needs and will respect a member’s culture. Behavioral health services include:

•

Behavior management (personal care, family support/home care training, peer support)

•

Behavioral health nursing services

•

Emergency behavioral health care

•

Emergency and non-emergency transportation

•

Evaluation and assessment

•

Individual, group and family therapy/ counseling

•

Inpatient hospital services

•

Non-hospital inpatient psychiatric facilities services (Level I residential treatment centers and sub-Acute
facilities)

•

Lab and radiology services for psychotropic medication regulation and diagnosis

•

Opioid Agonist treatment

•

Partial care (supervised, therapeutic and medical dayprograms)

•

Psychosocial rehabilitation (living skills training; health promotion; supportive employment services)

•

Psychotropic medication

•

Psychotropic medication adjustment and monitoring

•

Respite care (with limitations)

•

Rural substance abuse transitional agency services

•

Home Care Training to Home Care Client

•

Behavioral health/substance abuse screenings

•

Wellness and recovery services

Behavioral Health Provider Types
Several main provider types typically provide behavioral health services for ALTCS members. These may include,
but are not limited to, the following licensed agencies or individuals:

•

Outpatient behavioral health clinics

•

Psychiatrists

•

Psychologists

•

Certiﬁed psychiatric nurse practitioners
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•

Licensed clinical social workers

•

Licensed professional counselors

•

Licensed marriage and family therapists

•

Licensed independent substance abuse counselors

•

Residential treatment facilities

•

Behavioral health residential facilities.

•

Partial hospital programs

•

Intensive outpatient programs

•

Substance abuse programs

•

Inpatient hospital facilities

•

Community Service Agency

Alternative Living Arrangements
B – UFC/ALTCS includes the following alternative living arrangements:

•

Behavioral Health Residential Facilities – these settings provide behavioral health treatment with 24-hour
supervision. Services may include on site medical services and intensive behavioral health treatment
programs.

•

Traumatic Brain Injury Treatment Facility – this setting provides treatment and services for people with
traumatic brain injuries.

Emergency Services
B – UFC/ALTCS covers behavioral health emergency services for members. If a member is experiencing a
behavioral health crisis, in Maricopa and Gila County call Crisis Response Network at (877) 756-4090. For
behavioral health crisis assistance in Cochise, Graham, Greenlee, Pima, Pinal, Yuma, La Paz or Santa Cruz County
call Nursewise at (866) 495-6735.
During a member’s behavioral health emergency, a Behavioral Health Hotline clinician may dispatch a behavioral
health mobile crisis team to the site of the member to de-escalate the situation and evaluate the member for
behavioral health services. All medically necessary services are covered by B – UFC/ALTCS.

Behavioral Health Screening
•

Members should be screened by their PCP for behavioral health needs during routine or preventive visits.

•

Behavioral health screening by PCPs is required at each EPSDT visit for members underage 21

Behavioral Health Appointment Standards
B – UFC/ALTCS routinely monitors providers for compliance with appointment standards. The minimum
standard requirements are:

•

Emergency - Within 24 hours of referral.

•

Initial assessment within 7 calendar days of referral or request for service

•

Routine service within 23 calendar days after initial assessment for members age 18 years or older and 21
days for members under the age of 18 years old

•

All subsequent services no later than 45 calendar days from identification of need
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•

Routine - within 30 days of referral

•

Post Hospitalization Visit – within 7 days of discharge

Behavioral Health Provider Coordination of Care Responsibilities
It is critical that a strong communication link be maintained with behavioral health providers including:

•

PCPs and other interested parties such as Adult Protective Services

•

Public Fiduciary Department (if documentation is provided identifying the Public Fiduciary Department as
the member’s guardian)

•

Veterans Oﬃce (when applicable)

•

The court system (when completing paper work for all court ordered treatments or evaluations)

•

Other specialty providers involved in the care of the member.

Information can be shared with the other party that is necessary for the member’s treatment. This process begins
once a member is identiﬁed as meeting medical necessity for seeing a behavioral health provider by the behavioral
health coordinator. Information can be shared with other parties with written permission from the member or the
member’s guardian.

Behavioral Health Provider Duty to Warn and Duty to Report Responsibilities
1. Contractors shall develop and make available written policies and procedures that provide guidance
regarding the provider’s duty to warn under A.R.S. §36-517.02. This statute supplements other immunities
of behavioral health providers or mental health treatment agencies that are specified in law. With respect
to the legal liability of a behavioral health provider, A.R.S. §36-517.02 provides that no cause of action or
legal liability may be imposed against a behavioral health provider for breaching a duty to prevent harm to a
person caused by a patient unless both of the following occur:
a. The patient has communicated to the mental health provider an explicit threat of imminent serious
physical harm or death to a clearly identified or identifiable victim or victims, and the patient has
the apparent intent and ability to carry out such threat, and
b. The mental health provider fails to take reasonable precautions.
2. Furthermore, this statute provides that any duty of a behavioral health provider to take reasonable
precautions to prevent harm threatened by a patient is discharged when the behavioral health provider:
a. Communicates when possible the threat to all identifiable victims,
b. Notifies a law enforcement agency in the vicinity where the patient or any potential victim resides,
c. Takes reasonable steps to initiate voluntary or involuntary hospitalization, if appropriate, or
d. Takes other precautions that a reasonable, prudent behavioral health provider would take under
the circumstances.
3. This statute also provides immunity from liability when the behavioral health provider discloses
confidential communications by or relating to a patient under certain circumstances: The behavioral health
provider has no liability resulting from disclosing a confidential communication made by or relating to a
patient when a patient has explicitly threatened to cause serious harm to a person or when the behavioral
health provider reasonably concludes that a patient is likely to cause harm, and the behavioral health
provider discloses a confidential communication made by or relating to the patient to reduce the risk of
harm.
All providers, regardless of their specialty or area of practice, have a duty to protect others against a
member’s potential danger to self and/or danger to others. When a provider determines, or under
applicable professional standards, reasonably should have determined, that a patient poses a serious
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danger to self or others, the provider has a duty to exercise care to protect others against imminent
danger of a patient harming him/herself or others. The foreseeable victim need not be specifically
identified by the member but may be someone who would be the most likely victim of the member’s
dangerous conduct.
The responsibility of behavioral health provider to take reasonable precautions to prevent harm
threatened by a member may include any of the following:
a. Communicating, when possible, the threat to all identifiable victims,
b. Notifying a law enforcement agency in the vicinity where the member or any potential victim
resides,
c. Taking reasonable steps to initiate proceedings for voluntary or involuntary hospitalization, if
appropriate, and in accordance with AMPM Policy 320-U, or
d. Taking any other precautions that a reasonable and prudent provider would take under the
circumstances.

PCP Coordination of Care
The PCP will be informed of the member’s behavioral health provider so that communication may be established. It
is very important that PCPs develop a strong communication link with the behavioral health provider. PCPs are
expected to exchange any relevant information such as medical history, current medications, diagnosis and
treatment within 10 business days of receiving the request from the behavioral health provider.
Where there has been a change in a member’s health status identiﬁed by a medical provider, there should be
coordination of care with the behavioral health provider within a timely manner. The update should include but is
not limited to; diagnosis of chronic conditions, support for the petitioning process, and all medication prescribed.
The PCP should also document and initial signifying review receipt of information received from a behavioral
health provider who is treating the member. All eﬀorts to coordinate on care on behalf of the member should be
documented in the member’s medical record.

Medication
Assessing a member for psychotropic medication should include a review of the recipients proﬁle in the Arizona
State Board of Pharmacy Controlled Substance Prescription Monitoring Program (CSPMP) database when
initiating a controlled substance (i.e. amphetamines, opiates, benzodiazepines, etc.) that will be used on a regular
basis or for short term addition of agents when the client is known to be receiving opioid pain medications or
another controlled substance from a secondary prescriber.

Prior Authorization Requirements and Process
B – UFC/ALTCS requires prior authorization for certain outpatient behavioral health services and continued
hospital stays to assure medical necessity. A request for authorization will be decided within 14 days of
receipt for a standard request. An expedited request for authorization will be responded to within three
business days of receipt of the request. Unauthorized services will not be reimbursed.
Authorization is not a guarantee of payment. To request an authorization, follow the directions in the prior
authorization section 14.

Family Involvement
Family involvement in a member’s treatment is an important aspect in recovery. Studies have shown members
who have family involved in their treatment tend to recover quicker, have less dependence on outside agencies,
and tend to rely less on emergency resources. Family is deﬁned as any person related to the member biologically
or appointed (step-parent, guardian, and/or power of attorney). Treatment includes treatment planning,
participation in counseling or psychiatric sessions, providing transportation or social support to the member.
Information can be shared with other parties with written permission from the member or the member’s guardian.
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Court-Ordered Treatment and Petition Process
If an individual will not consent to an evaluation or treatment, or does not have the mental capacity to consent,
then the petition process (Title 36) can be initiated.
Any responsible individual may apply for a Court-Ordered Evaluation of a person who they believe meets on the
four commitment standards as a result of a mental illness as defined by A.R.S 36-501:

•

Danger to self (DTS)

•

Danger to Others (DTO)

•

Persistently or Acutely Disabled (PAD)

•

Gravely Disabled (GD)

Court Order Deﬁnitions
A Mental Disorder is deemed by ARS Title 36 as follows: A substantial disorder of the person’s emotional
processes, thought, cognition or memory. Exclusions: conditions due to drug abuse, alcoholism, or mental
retardation; declining mental abilities that accompany impending death; or character and personality disorders
characterized by life-long and deeply ingrained anti-social behaviors that can be reasonably expected, on the basis
of competent medical opinion, to result in serious physical harm.
Danger to Others (DTO) [ARS § 36-501-4]: Judgment of a person having a mental disorder is so impaired that
he/she is unable to understand his need for treatment and as a result of his/her mental disorder, his/her continued
behavior can reasonably be expected, on the basis of competent medical opinion, to result in serious physical
harm.
Danger to Self (DTS) [ ARS § 36-501-5 ]: Behavior which, as a result of a mental disorder, constitutes a danger of
inﬂicting serious physical harm upon oneself, including attempted suicide or the serious treat thereof, or if the
threat is expected that it will be carried out in light of context and previous acts AND which as a result of a mental
disorder will, without hospitalization, result in serious physical harm or serious illness to the person EXCEPT that
behavior which establishes only the condition of Gravely Disabled.
Gravely Disabled (GD) [ ARS § 36-501-15]: Condition evidenced by behavior in which a person, as a result of a
mental disorder, is likely to come to serious physical harm or serious illness because he/she is unable to provide for
his/her basic physical needs.
Persistently or Acutely Disabled (PAD) [ARS § 36-501-29]: Severe mental disorder which, (1) if not treated has a
substantial probability of causing the person to suﬀer severe and abnormal mental, emotional or physical harm
that signiﬁcantly impairs judgment, reason, behavior or capacity to recognize reality; (2)
substantially impairs
the person’s capacity to the extent they are incapable of understanding and expressing an understanding of the
consequences of accepting treatment as well as the alternatives to the particular treatment after the advantages,
disadvantages, and alternatives are explained; AND, (3) has a reasonable prospect of being treatable by outpatient,
inpatient, or combined treatment.
There are two types of applications: Non-Emergent and Emergent: Non-Emergent Petition

•

Not imminently dangerous to self or others- Non-emergency

•

Application may be filed by any responsible individual

•

Screening agency must perform evaluation within 48 hours and complete a report

•

The medical director at the screening agency decides whether there is sufficient evidence to support the
allegations in the application

If there is sufficient evidence, then the screening agency must prepare a petition for Court-Ordered Evaluation.
Petition for Court Order Evaluation is valid for 14 days. If the individual is not found and transported to an inpatient
evaluation facility, a new non-emergent application will need to be completed.
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Evaluating/screening agencies:

•

Maricopa County

•

Crisis Response Network

Urgent Psychiatric Care Center/Connections AZ
(602) 416-7600
903 N. 2nd Street, Phoenix, AZ 85004
Psychiatric Recovery Center West/Recovery Innovations
(602) 416-7600
11361 N. 99th Avenue, Suite 402, Peoria, AZ 85345
Pima County
Nursewise
(866) 495-6735
Crisis Response Center
2802 E. District Street, Tucson, Arizona 85714
Cochise/Graham/Greenlee
Nursewise
(866) 495-6735
2039 E Wilcox Drive Suite A, Sierra Vista, AZ 85635
ACTS
(928) 792-4242
301 E 4th Street Suite, A Safford, AZ 82546
ACTS
(928) 792-2661
562 N Coronado Blvd, Clifton, AZ 85533
Pinal/Gila
Nursewise
(866) 495-6735
Horizon Health and Wellness
(480) 983-0065
625 N Plaza Drive, Apache Junction, AZ 85120
Community Bridges
(877) 931-9142
803 W Main Street, Payson AZ, 85541
Community Bridges
(877) 931-9142
5734 E Hope Lane Globe, AZ 85501
Yuma/La Paz/Santa Cruz
Nursewise
(866) 495-6735
Emergency Application:

•

Person has a mental disorder and is DTS or DTO; is considered to be imminently danger to self or others

•

Must be made by a person with direct knowledge of the facts requiring the emergency application
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•

Must be on prescribed form.

•

Holds individual in the hospital for up to 24 hours (excluding weekends and holidays)

•

Can be telephonic authorization by doctor to take into custody, if peace officer has probable cause to
believe, based upon personal observations, that individual is mentally ill and a DTS or DTO.

Court Ordered Treatment Evaluation:
Primary payer for court order evaluation is the county in which the order for evaluation has been issued. Court
Ordered Treatment Evaluation Process:

•

If the court agrees that there is sufficient evidence to warrant an involuntary evaluation, it will issue an
Order for Evaluation. Otherwise, petition is dropped.

•

Evaluations may be conducted inpatient or outpatient

•

Psychiatrists (2) must evaluate within 72 hours of Petition for Evaluation being filed if patient is
hospitalized.

•

If outpatient, evaluations must be performed by the fourth day following the first appointment

•

Petition for Court-Ordered Evaluation is valid for 14 days if individual is not in the hospital.

During the evaluation process, a patient may not be treated psychiatrically unless he consents, except that
seclusion and mechanical or pharmacological restraints may be employed in the case of emergency for the safety
of the person or others.
Outcome of psychiatric evaluations:

•

The evaluators find the person does not meet criteria under any of the commitment standards. The
petition process is terminated. The person is discharged from the hospital if inpatient.

•

The evaluators find the person is able to agree to participate in treatment voluntarily. The petition process
is terminated.

•

The evaluators find the person appears to meet criteria under one or more of the commitment standards.
A Petition for Court-Ordered Treatment is filed, and a Title 36 court hearing is scheduled.

Note: At every juncture from the filing of the application forward, the individual must be given the opportunity to
consent to voluntary treatment- up until the Title 36 hearing.
Court Ordered Treatment Hearing Process:

•

Hearing must be held within 6 days of petition (excluding weekends and holidays)

•

Member must be personally served with petition

•

Member has right to an attorney

•

Member can testify.

•

Member has right to an independent evaluation by another psychiatrist or psychologist

•

Two psychiatrists and two acquaintance witnesses must testify.

•

Rules of evidence apply.

•

Burden of Proof – clear and convincing evidence

If the Court decides a person meets the standards for commitment, it will find one of two findings:

•

Court-Ordered Treatment is necessary and the patient is to remain in the hospital until the inpatient
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treatment team believes the patient is ready for discharge

•

Court-Ordered Treatment is necessary, but the person is well enough to begin the outpatient portion of
the court order. The person is discharged if inpatient.

•

The period of treatment may not exceed 365 days

•

The order may include inpatient treatment only or a combination of inpatient and outpatient treatment.

•

Court-Ordered Outpatient Treatment Plan:

•

Outpatient Behavioral Health agency submits the Court-Ordered Outpatient Treatment Plan at initial Title
36 hearing.

•

Must be approved by outpatient agency Medical Director, or physician designee

•

The outpatient behavioral health agency supervises the order issued by the court. Revisions to the CourtOrdered Outpatient Treatment Plan after the member is discharged from the hospital are directed by
designated county.

For members who are already under Court Ordered Treatment B – UFC/ALTCS is responsible for tracking the
status of the member’s treatment and reports to AHCCCS t as necessary. As such, treating providers must notify
B – UFC/ALTCS Behavioral Health Department of any treatments.

Court-Ordered Treatment for American Indian Tribal Members in Arizona
Arizona Tribes are sovereign nations, and tribal courts have jurisdiction over their members residing on
reservation. Tribal court jurisdiction, however, does not extend to tribal members residing off the reservation or
to State court-ordered evaluation or treatment ordered because of a behavioral health crisis occurring off
reservation. Although some Arizona Tribes have adopted procedures in their tribal codes that are similar to
Arizona law for court-ordered evaluation and treatment, each Tribe has its own laws which must be followed for
the tribal court process. Tribal court ordered treatment for American Indian tribal members in Arizona is initiated
by tribal behavioral health staff, the tribal prosecutor, or other member authorized under tribal laws. In accordance
with tribal codes, tribal members who may be a danger to themselves or others and in need of treatment due to a
mental health disorder are evaluated and recommendations are provided to the tribal judge for a determination of
whether court ordered treatment is necessary. Tribal court orders specify the type of treatment needed.
Additional information on the history of the tribal court process, legal documents, and forms as well as contact
information for the tribes, and tribal court representatives can be found on the AHCCCS web page titled, Tribal
Court Procedures for Involuntary Commitment - Information Center. Since many Tribes do not have treatment
facilities on reservation to provide the treatment ordered by the tribal court, tribes may need to secure treatment
off reservation for tribal members. To secure court ordered treatment off reservation, the court order must be
“recognized” or transferred to the jurisdiction of the State. The process for establishing a tribal court order for
treatment under the jurisdiction of the State is a process of recognition, or “domestication” of the tribal court
order (see A.R.S. § 12-136). Once this process occurs, the State recognized tribal court order is enforceable off
reservation. The State recognition process is not a rehearing of the facts or findings of the tribal court. Treatment
facilities, including the Arizona State Hospital, must provide treatment, as identified by the tribe and recognized by
the State.
B – UFC/ALTCS and B – UFC/ALTCS contracted providers must comply with State recognized tribal court orders
for Title XIX/XXI members. When tribal providers are also involved in the care and treatment of court-ordered
tribal members, B – UFC/ALTCS and B – UFC/ALTCS contracted providers must involve tribal providers to verify
the coordination and continuity of care of the members for the duration of court ordered treatment and when
members are transitioned to services on the reservation, as applicable. This process must run concurrently with
the tribal staff’s initiation of the tribal court ordered process in an effort to communicate and ensure clinical
coordination with the appropriate RBHA and or B – UFC/ALTCS. This clinical communication and coordination with
the RBHA or B – UFC/ALTCS is necessary to assure continuity of care and to avoid delays in admission to an
appropriate facility for treatment upon State/county court recognition of the tribal court order. The Arizona State
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Hospital should be the last placement alternative considered and used in this process A.R.S. § 36-540 (B) states,
“The Court shall consider all available and appropriate alternatives for the treatment and care of the patient. The
Court shall order the least restrictive treatment alternative available.” B – UFC/ALTCS is expected to partner with
American Indian Tribes and tribal courts in their geographic service areas to collaborate in finding appropriate
treatment settings for American Indians in need of services. Due to the options American Indians have regarding
their health care, including services, payment of services for AHCCCS eligible American Indians may be covered
through a TRBHA.

Arizona State Hospital (AzSH)
When a need for a referral to the Arizona State Hospital has been identified, the contracted provider contacts B –
UFC/ALTCS to initiate and coordinate the process.
Pima County:
A transfer hearing must be set if the member objects to the transfer to AzSH.
AzSH PSRB GEI-If a member is being released from AzSH after serving a sentence under the guilty except insane
(GEI) standard, the release of this member is generally reviewed by the Psychiatric Security Review Board. (PSRB)
The PSRB will make recommendations for the individuals release into the community. This will often include a
referral to the B – UHP where the individual plans to reside upon release and often consideration for court ordered
treatment. In these situations, the local County Attorney’s office is notified by AzSH to initiate the court ordered
evaluation process.
Court-Ordered Treatment for Persons Charged with or Convicted of a Crime

B – UFC/ALTCS providers may be responsible for providing evaluation and/or treatment services
when an individual has been ordered by a court due to: conviction of a domestic violence offense;
or upon being charged with a crime when it is determined that the individual is court ordered to
treatment, or programs, as a result of being charged with a crime and appears to be an “alcoholic”
Domestic Violence Offender Treatment
Domestic violence offender treatment may be ordered by a court when an individual is convicted of a
misdemeanor domestic violence offense. Although the order may indicate that the domestic violence (DV)
offender treatment is the financial responsibility of the offender under A.R.S. § 13-3601.01, B – UFC/ALTCS will
cover DV services with Title XIX/XXI funds when the member is Title XIX/XXI eligible, the service is medically
necessary, required prior authorization is obtained if necessary, and/or the service is provided by an in-network
provider.
Court ordered substance abuse evaluation and treatment
Substance abuse evaluation and/or treatment (i.e., DUI services) ordered by a court under A.R.S. § 36- 2027 is the
financial responsibility of the county, city, town or charter city whose court issued the order for evaluation and/or
treatment. If B – UFC/ALTCS receives a claim for such services, the claim will be denied with instructions to the
provider to bill the responsible county, city or town.

Domestic Violence Offender Treatment
Domestic violence offender treatment may be ordered by a court when an individual is convicted of a
misdemeanor domestic violence offense. Although the order may indicate that the domestic violence (DV)
offender treatment is the financial responsibility of the offender under A.R.S. § 13-3601.01, B – UFC/ALTCS will
cover DV services with Title XIX/XXI funds when the member is Title XIX/XXI eligible, the service is medically
necessary, required prior authorization is obtained if necessary, and/or the service is provided by an in-network
provider.

Court ordered substance abuse evaluation and treatment
Substance abuse evaluation and/or treatment (i.e., DUI services) ordered by a court under A.R.S. § 36- 2027 is the
financial responsibility of the county, city, town or charter city whose court issued the order for evaluation and/or
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treatment. If B – UFC/ALTCS receives a claim for such services, the claim will be denied with instructions to the
provider to bill the responsible county, city or town.

Treatment Plans and Daily Documentation
Behavioral Health Treatment Plan
A Behavioral Health Treatment Plan is developed and reviewed/updated at least annually on each B – UFC/ALTCS
member being served by a Behavioral Health provider and should a change in the member’s condition require a
modiﬁcation to the treatment plan. The treatment plan includes strengths, measurable goals, presenting
behavioral issues and behavioral interventions to be utilized.
Amended/renewed plans indicate goals achieved or barriers interfering with success and recommendations to
resolve.

Reporting Requirements for Incidents, Accidents, and Deaths
Significant events, such as accidents, injuries, allegations of abuse, human rights violations, and deaths require
careful examination and review to ensure the protection of behavioral health recipients. Arizona Department of
Health Services/Division of Behavioral Health Services (ADHS/DBHS), as well as other federal and state agencies,
requires the prompt reporting of significant events involving persons receiving services within the public
behavioral health system. The reporting of significant events to ADHS/DBHS, such as incidents, accidents, and
deaths, serves the following purposes:

•

The collection of relevant information facilitates a comprehensive review and investigation when
indicated;

•

Compliance with notification requirements to the Centers for Medicare and Medicaid Services (CMS),
Arizona Health Care Cost Containment System (AHCCCS), the Arizona Center for Disability Law, as
applicable; and

•

The trending and analysis of significant events can identify opportunities for behavioral health system
improvements. The intent of this section is to identify reporting requirements for providers following
an incident, accident, or death involving a behavioral health recipient Providers must be aware of what
constitutes an event that requires reporting (by either the T/RBHA or behavioral health providers) to:

•

CMS;

•

AHCCCS;

•

ADHS/DBHS;

•

Arizona Center for Disability Law.

Providers must know what information is to be reported, including any applicable forms and/or reports,
timeframes for reporting; and where the requisite information must be sent within the agencies identified above.
Behavioral health providers must report any incident, accident or death as defined by this section, of a behavioral
health recipient to the T/RBHA within 48 hours.
T/RBHAs shall submit IAD reports regarding “sentinel events” to BQ&I within 12 hours of the IAD occurrence. A
sentinel event is defined as any of the following:

•

Suicide or significant suicide attempt by a member;

•

Homicide committed by a member

•

Unauthorized absence of a member from a locked behavioral health inpatient facility;

•

Sexual assault while a member is a resident of a locked behavioral health inpatient facility;

•

Death while a member is a resident of a Behavioral Health Inpatient Facility or other psychiatric
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hospital, other inpatient institution or residential facility.
Behavioral Health Assessment and Service Planning Requirements
Overview
1. The model for behavioral health assessment, treatment/service planning, and service delivery shall be
strength-based, member-centered, family-friendly, culturally and linguistically appropriate, and clinically
supervised. The model is based on four equally important components:
a. Input from the member/guardian/designated representative regarding his/her individual needs,
strengths, and preferences,
b. Input from other persons involved in the member’s care who have integral relationships with the
member,
c. Development of a therapeutic alliance between the member/guardian/designated representative
and behavioral health provider that promotes an ongoing partnership built on mutual respect and
equality, and
d. Clinical expertise/qualifications of person(s) conducting the assessment, treatment/service
planning, and service delivery. The model incorporates the concept of a “team,” established for
each member receiving behavioral health services.
2. For children, this team is the Child and Family Team (CFT) and for adults, this team is the Adult Recovery
Team (ART). At a minimum, the functions of the CFT and ART include:
a. Ongoing engagement of the member/guardian/designated representative, family and others who
are significant in meeting the behavioral health needs of the involvement in treatment,
b. An assessment process that is conducted to:
i. Elicit information on the strengths and needs of the individual member and his/her family,
ii. Identify the need for further or specialty evaluations, and
iii. Support the development and updating of the treatment/service plan(s) which effectively
meets the member’s/family’s needs and results in improved health outcomes.
c. Continuous evaluation of the effectiveness of treatment through the CFT or ART process, the
ongoing assessment of the member, and input from the member/ guardian/designated
representative resulting in modification to the Treatment/service plan(s), as necessary,
d. Provision of all covered services as identified on the treatment/service plan(s), including assistance
in accessing community resources as appropriate,
e. For children, services are provided consistent with the Arizona Vision – 12 Principles as outlined in
AMPM Policy 430. For adults, services are provided consistent with the Adult Service Delivery
System - 9 Guiding Principles,
f.

Ongoing collaboration with other individuals and/or entities with whom delivery and coordination
of services is important to achieving positive outcomes (e.g. primary care providers, specialty
service providers, school, child welfare, Division of Developmental Disabilities (DDD), justice
system and others). This shall include sharing of clinical information as appropriate, and

g. Ensure continuity of care by assisting members who are transitioning to a different treatment
program, changing behavioral health providers and/or transferring to another service delivery
system (e.g. out-of-area, out-of-state or to an Arizona Long Term Care System (ALTCS)
Contractor).
Assessment and Service Planning
1. General Requirements for ACC, ALTCS E/PD, and RBHA Contractors, Fee-For-Services (FFS) Programs
including: Tribal ALTCS, TRBHAs, and FFS Providers:
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a. Behavioral health assessments and treatment/service planning shall comply with the Rules set
forth in A.A.C. Title 9, Chapters 10 and 21, as applicable,
b. Behavioral health providers, including specialty providers, may engage in assessment and
service/treatment planning activities to support timely access to medically necessary behavioral
health services,
c. In the event the assessment or treatment/service plan is completed by the BHT, the requirements
of A.A.C. Title R9-10-1011(B)(3) shall be met,
d. At a minimum, the member/guardian/designated representative, and a BHP shall be included in the
assessment process and development of the treatment/service plan,
e. The assessment and service plan shall be included in the clinical record in accordance with AMPM
Policy 940.
f.

The service plan shall be based on the current assessment and identify the specific services and
supports to be provided,

g. The behavioral health provider shall document whether or not the member/guardian/designated
representative is in agreement with the service plan,
h. The member/guardian/designated representative shall be provided with a copy of his/her service
plan within seven calendar days upon completion of the service plan and/or upon request,
i.

Serious Mental Illness (SMI) Determination shall be completed for persons who request an SMI
determination in accordance with AMPM Policy 320-P, and

j.

For members determined SMI:
i.

Assessment and treatment/service planning shall be conducted in accordance with A.A.C.
Title 9, Chapter 21, Articles 3 and 4,

ii.

Special Assistance assessment shall be completed in accordance with AMPM Policy 320-R,

iii.

The completed treatment/service plan shall be signed by the
member/guardian/designated representative in accordance with A.A.C. R9-21-308, and

iv.

For appeal requirements refer to A.A.C. Title 9, Chapter 21, Article 4, and ACOM Policy 444.

2. Tribal ALTCS, TRBHAs and FFS Providers:
a. Behavioral health providers, including specialty providers, shall provide completed assessment and
treatment/service plan documentation to the TRBHA or to the Tribal ALTCS case manager for
inclusion in the member’s medical record,
b. The TRBHA shall coordinate with the member’s health plan, Primary Care Provider (PCP), specialty
providers and others involved in the care or treatment of the member (e.g. Department of Child
Safety (DCS), Probation, DDD), as applicable, regarding assessment and treatment/service
planning, and
c. Special Circumstances:
i.

Children Age 11 to 18: The behavioral health provider shall complete a standardized
substance use screen and referral for further evaluation when screened positive and this
information shall be provided to the TRBHA or Tribal ALTCS.

3. ACC, ALTCS E/PD, and RBHA Contractors:
a. The Behavioral Health Home is responsible for maintaining the comprehensive assessment and
conducting periodic assessment updates to meet the changing behavioral health needs for
members who continue to receive behavioral health services,
b. For ACC, and RBHA contractors, the behavioral health home provider serves as the case
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management agency,
c. For ALTCS E/PD contractors, the contractor is responsible for the delivery of case management
services for the member,
d. Assessments shall be updated at a minimum of once annually,
e. Assessments and treatment/service plans shall be completed by BHPs or BHTs under the clinical
oversight of a BHP that meets credentialing and training requirements outlined in AMPM Policy
950,
f.

The Behavioral Health Home is responsible for maintaining the treatment/service plan and
conducting periodic treatment/service plan updates to meet the changing behavioral health needs
for members who continue to receive behavioral health services,

g. Other qualified BHPs, including specialty providers not part of the behavioral health home, may
engage in assessment and treatment/service planning activities to support timely access to
medically necessary behavioral health services. These providers shall provide completed
assessment and treatment/service plan documentation to the Behavioral Health Home for
inclusion in the comprehensive Behavioral Health Home clinical record. Contractors may
incorporate additional requirements, such as Behavioral Health Home referral expectations, as
long as they do not prevent timely access to covered behavioral health services,
h. The Behavioral Health Home shall coordinate with the member’s health plan, PCP, specialty
providers and others involved in the care or treatment of the member (e.g. DCS, Probation, etc.), as
applicable, regarding assessment and treatment/service planning see AMPM Policy 540,
i.

Special Circumstances:
i.

Children Age 0 to 5 – Developmental screening shall be conducted by the Behavioral Health
Home for children age 0-5 with a referral for further evaluation when developmental
concerns are identified,

ii.

Children Age 6 to 18 - The Child and Adolescent Service Intensity Instrument (CASII) shall
be completed by the Behavioral Health Home during the initial assessment and updated at
a minimum of once annually,

iii.

Children Age 6 to 18 - with CASII Score of four or Higher: Strength, Needs and Culture
Discovery Document shall be completed by the Behavioral Health Home, and

iv.

Children Age 11 to 18 - Standardized substance use screen and referral for further
evaluation when screened positive shall be completed by the Behavioral Health Home.

Behavioral Health Referral and Intake Process
General Requirements for Behavioral Health Services Referral and Intake
To facilitate a member’s access to behavioral health services in a timely manner, Contractors and TRBHAs are to
ensure an effective referral and intake process is in place for behavioral health services. This process shall include:
1. Engaging with the member and/or member’s legal guardian/family member,
2. Communicating to potential referral sources the process for making referrals,
3. Keeping information or documents collected in the referral process confidential and protected in
accordance with applicable federal and state statutes, regulations and policies,
4. After obtaining appropriate consents, informing the referral source as appropriate about the final
disposition of the referral,
5. Conducting intakes that ensure the accurate collection of all the required information and ensure that
members who have difficulty communicating because of a disability or who require language services are
afforded appropriate accommodations to assist them in fully expressing their needs.
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6. Collecting sufficient information about the member to determine the urgency of the situation and
subsequently scheduling an assessment within the required timeframes and with an appropriate provider.
(For Contractor appointment standards, see ACOM Policy 417.)
Referrals for Individuals Admitted to a Hospital
Contractors and TRBHAs must respond to referrals regarding individuals admitted to a hospital for psychiatric
reasons. Contractors and TRBHAs shall attempt to conduct a face-to-face intake evaluation with the individual
prior to discharge from the hospital.
Referrals Initiated by Department of Child Safety (DCA) Pending the Removal of a Child
1. Upon notification from DCS that a child has been placed in DCS custody, or is at risk of disruption of
placement, Contractors shall ensure that the behavioral health providers respond according to A.R.S. §8512.01 and ACOM Policy 449. Foster caregivers and adoptive parents may call for and consent to an urgent
crisis response and/or 72-hour rapid response in accordance with ACOM Policy 449.
2. TRBHAs are responsible for coordinating care with DCS to ensure continuity of care.
Sending Referrals
Contractors’ provider directories shall be maintained in accordance with ACOM Policy 404 and ACOM Policy 416
and must indicate which providers are accepting referrals and conducting initial intake evaluations. Providers shall
promptly notify the Contractor of any changes that would impact the accuracy of the provider directory (e.g.
change in telephone or fax number, no longer accepting referrals).
Referrals may be submitted in written format or provided orally. Oral referrals shall be documented in writing.
Accepting Referrals
1. Contractors and TRBHAs shall ensure referrals are accepted for behavioral health services 24 hours a day,
seven days a week.
2. Timely triage and processing of referrals must not be delayed due to missing or incomplete information.
3. When psychotropic medications are a part of a member’s treatment or have been identified as a need by
the referral source, Contractors must ensure referrals meet the time requirements as outlined in ACOM
Policy 417.
4. When a Serious Mental Illness (SMI) eligibility determination is being requested as part of the referral or by
the member directly, Contractors TRBHAs, Indian Health Service facilities, or Tribally owned or operated
638 facilities shall ensure an eligibility assessment is conducted in accordance with AMPM Policy 320-P.
The SMI eligibility assessment, and pending determination, shall not delay behavioral health service
delivery to the member, regardless of Title XIX or Title XXI eligibility as funding allows.
Final Dispositions
1. Within 30 days of receiving the intake evaluation, or if the member declines behavioral health services,
Contractors and TRBHAs shall ensure notification regarding the final disposition shall be provided to the
referring individual or entity, with appropriate release of information signed by the member, as applicable
including but not limited to:
a. Contractor,
b. Behavioral Health Coordinator,
c. PCP,
d. Arizona Department of Child Safety and adoption subsidy,
e. Arizona Department of Economic Security/Division of Developmental Disabilities,
f.

Arizona Department of Corrections,

g. Arizona Department of Juvenile Corrections,
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h. Administrative Offices of the Court,
i.

Arizona Department of Economic Security/Rehabilitation Services Administration, and

j.

Arizona Department of Education and affiliated school districts.

2. The final disposition must include:
a. The date the member was seen for the intake evaluation, and the name and contact information of
the provider who will assume primary responsibility for the member’s behavioral health care, or
b. If no services will be provided, the reason why. Authorization to release information will be obtained
prior to communicating the final disposition to the referral sources referenced above. See AMPM
Policy 550.
Documenting and Tracking Referrals
Contractors and TRBHAs shall ensure referrals for behavioral health services are tracked and include at a
minimum, the following information:
1. Member name and, if available, AHCCCS identification number;
2. Date of birth,
3. Name and affiliation of referral source,
4. Type of referral per ACOM Policy 417,
5. Date and time the referral was received,
6. If applicable, date and location of first available appointment and, if different, date and location of actual
scheduled appointment, and
7. Final disposition of the referral.
Intake
1. The intake process by the provider shall include:
a. The collection of member contact and insurance information,
b. The reason why the member is seeking services and information on any accommodations the
member may require to effectively participate in treatment services (e.g. need for oral
interpretation or sign language services, consent forms in large font).
c. The collection of required demographic information and completion of member demographic
information sheet, including the member’s primary/preferred language in accordance with
AHCCCS Technical Interface Guidelines,
d. The completion of any applicable authorizations for the release of information to other parties,
e. The dissemination of a Member Handbook to the member,
f.

The review and completion of a general consent to treatment,

g. The collection of financial information, including the identification of third-party payers and
information necessary to screen and apply for Title XIX/XXI eligibility,
h. Advising members with an SMI designation if they are found to be Non Title XIX/XXI they may be
assessed a copayment,
i.

The review and dissemination of Contractors and TRBHA’s Notice of Privacy Practices (NPP) and
the AHCCCS Notice of Privacy Practices (NPP) in compliance with 45 CFR 164.520 (c)(1)(B), and

j.

The review of the member’s rights and responsibilities, including an explanation of the Title XIX/XXI
member grievance and appeal process, if applicable. The member and/or the member’s legal
guardian/family member, advocate, and/or person providing special assistance, may complete
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some of the paperwork associated with the intake evaluation, if acceptable to the member and/or
the member’s legal guardian/family members, advocate, and/or person providing special
assistance as referenced in AMPM 320-R.
2. Behavioral health providers conducting intake interviews must be appropriately trained in accordance with
AMPM Policy 1060, and must approach the member and family in a strength-based manner and possess a
clear understanding of the information that needs to be collected.
Eligibility Screening
1. Persons who are not already determined eligible for Title XIX/XXI must be screened at the time of the
intake interview for Title XIX/XXI eligibility.
2. The individual conducting the intake interview must request the supporting documentation listed below
and explain to the applicant supporting documentation will only be used for the purpose of assisting in
applying for Title XIX/XXI benefits through AHCCCS.
a. Verification of gross family income for the last month and current month (e.g., pay check stubs,
social security award letter, retirement pension letter),
b. For those who have other health insurance, bring the corresponding health insurance card (e.g.,
Medicare card),
c. For all applicants, documentation to prove United States citizenship or immigration status and
identity in accordance with AHCCCS Eligibility Policy and Procedure Manual,
d. For those who pay for dependent care (e.g., adult or child daycare), proof of the amount paid for the
dependent care, and
e. Verification of out-of-pocket medical expenses.

Behavioral Health Provider Requirements for Assisting Individuals with Eligibility Verification
Behavioral health providers are required to assist individuals with applying for Arizona Public Programs (Title
XIX/XXI, Medicare Savings Programs, Nutrition Assistance, and Cash Assistance), and Medicare Prescription Drug
Program (Medicare Part D), including the Medicare Part D “Extra Help with Medicare Prescription Drug Plan Costs”
low income subsidy program, as well as verification of U.S. citizenship/lawful presence prior to receiving Non-Title
XIX/XXI covered behavioral health services, at the time of intake for behavioral health services.
Refer also to AMPM Policy 580 for supporting documentation that may be needed during the behavioral health
referral and intake process.
Eligibility status is essential for identification of the types of behavioral health services an individual may be able to
access.
For individuals who are not currently Title XIX/XXI eligible, a financial and eligibility screening and application shall
be completed to determine eligibility. Verification of an individual’s identification and citizenship/lawful presence
in the United States is completed through the AHCCCS Health-e-Arizona PLUS (HEAPlus) application process.
Behavioral health providers are required to assist individuals in completing this screening and verification
processes.
An individual who is not eligible for Title XIX/XXI covered services may still be eligible for Non-Title XIX/XXI
services including services through the Substance Abuse Block Grant (SABG), the Mental Health Block Grant
(MHBG), or the Projects for Assistance in Transition from Homelessness (PATH) Program. See AMPM Policy 320-T
regarding nondiscretionary federal grants and the delivery of behavioral health services. An individual may also be
covered under another health insurance plan, including Medicare. Individuals who do not have any insurance or
entitlement status may be asked to pay a percentage of the cost of services. Refer to ACOM Policy 406,
Attachment A regarding copayments for Non Title XIX/XXI individuals.
If the individual is in need of emergency services, the individual may begin to receive these services immediately
provided that within five days from the date of service a financial screening is initiated.
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Individuals presenting for and receiving crisis services are not required to provide documentation of Title XIX/XXI
eligibility nor are they required to verify U.S. citizenship/lawful presence prior to or in order to receive crisis
services.
Medicare eligible individuals, including individuals who are eligible for Medicare and Medicaid (Dual Eligible(s)) are
eligible for the Medicare Part D prescription drug benefit.
The benefit also provides for Part D Extra Help for eligible individuals whose income and resources are limited.
Dual Eligible individuals are automatically eligible for the Part D Extra Help due to their Medicaid eligibility.
Coverage for Medicare Part D is provided by private prescription drug plans (PDPs) that offer drug-only coverage,
or through Medicare Advantage health plans that offer both prescription drug and health care coverage (known as
MA-PDs). Behavioral health providers are required to assist individuals in completing enrollment in Medicare Part D
and with the Part D Extra Help application.

Outreach Engagement, and Re-Engagement for Behavioral Health
Contractors, TRBHAs, and Tribal ALTCS shall develop and implement Outreach, Engagement, and Reengagement activities. Contractors shall develop and make available to providers its policies and procedures
regarding Outreach, Engagement, and Re-Engagement.
Outreach includes activities designed to inform members of the availability of behavioral health service and to
engage or refer members who may need services. The activities described within this section are essential
elements of clinical practice. Outreach to vulnerable populations; establishing an inviting and non-threatening
environment; and reestablishing contact with members who have become temporarily disconnected from
services; are critical to the success of any therapeutic relationship.
Contractors, TRBHAs, and Tribal ALTCS Programs shall ensure the incorporation of the following critical activities
regarding service delivery within the AHCCCS System of Care:
1. Establish expectations for the Engagement of members seeking or receiving behavioral health services.
2. Determine procedures to re-engage members who have withdrawn from participation in the behavioral
health treatment process.
3. Describe conditions necessary to end Re-Engagement activities for members who have withdrawn from
participation in the treatment process, and
4. Determine procedures to minimize barriers for serving members who are attempting to re-engage with
behavioral health services.
Community Outreach
1. Contractors and TRBHAs shall provide and participate in community Outreach Activities to inform the
public of the benefits and availability of behavioral health services and how to access them. Contractors
and TRBHAs shall disseminate information to the general public, other human service providers, including
but not limited to county and state governments, school administrators, first responders, teachers, those
providing services for military veterans, and other interested parties regarding the behavioral health
services that are available to eligible members.
2. Outreach Activities conducted by the Contractor and TRBHAs may include, but are not limited to:
a. Participation in local health fairs or health promotion activities,
b. Involvement with local schools,
c. Involvement with Outreach Activities for military veterans, such as Arizona Veterans Stand Down
Coalition events,
d. Development of Outreach programs and activities for first responders (i.e. police, fire, EMT),
e. Development of Outreach programs to members experiencing homelessness,
f.

Development of Outreach programs to members who are at risk, are identified as a group with high
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incidence or prevalence of behavioral health issues or are underserved,
g. Publication and distribution of informational materials,
h. Liaison activities with local, county and tribal jails, prisons, county detention facilities, and local and
county Department of Child Safety (DCS) offices and programs,
i.

Regular interaction with agencies that have contact with pregnant women/ teenagers who have a
substance use disorder,

j.

Development and implementation of Outreach programs to identify members with co-morbid
medical and behavioral health disorders and those who have been determined to have Serious
Mental Illness (SMI) within the Contractor’s geographic service area, including members who reside
in jails, homeless shelters, county detention facilities or other settings,

k. Provision of information to behavioral health advocacy organizations, and
l.

Development and coordination of Outreach programs to American Indian Tribes in Arizona to
provide services for tribal members.

Behavioral health providers shall participate in Engagement, Re-engagement, and follow-up processes as
described in this Policy.
Engagement
1. Contractors, TRBHAs, and Tribal ALTCS Programs shall ensure providers engage in active treatment
planning process by including the following:
a. The member/guardian/designated representative,
b. The member’s family/significant others, if applicable and amenable to the member,
c. Other agencies/providers as applicable, and
d. The member/guardian/designated representative advocate or other individual designated to
provide Special Assistance for members with an SMI who are receiving Special Assistance (see
AMPM Policy 320-R).
Re-Engagement
1. Contractors, TRBHAs, and Tribal ALTCS shall ensure Re-Engagement attempts are made with members
who have withdrawn from participation in the treatment process prior to the successful completion of
treatment; refused services; or failed to appear for a scheduled service based on a clinical assessment of
need. All attempts to reengage members shall be documented in the comprehensive clinical record. The
behavioral health provider shall attempt to re-engage the member by:
a. Communicating in the member’s preferred language,
b. Contacting the member/guardian/designated representative by telephone at times when the
member may reasonably be expected to be available (e.g. after work or school),
c. When possible, contacting the member/guardian/designated representative face-to-face if
telephone contact is insufficient to locate the member or determine acuity and risk,
d. Sending a letter to the current or most recent address requesting contact if all attempts at
personal contact are unsuccessful, except when a letter is contraindicated due to safety concerns
(e.g. domestic violence) or confidentiality issues. The provider will note safety or confidentiality
concerns in the progress notes section of the clinical record and include a copy of the letter sent in
the comprehensive clinical record, and
e. Contacting the person designated to provide Special Assistance for his/her involvement in Reengagement efforts for members determined to have a SMI who are receiving Special Assistance
(see AMPM Policy 320-R).
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2. If the above activities are unsuccessful, Contractors, TRBHAs, and Tribal ALTCS Programs shall ensure
further attempts are made to re-engage the following populations: members determined to have an SMI,
children, pregnant women/teenagers with substance use disorder, and any member determined to be at
risk of relapse, decompensation, deterioration or a potential harm to self or others. Further attempts shall
include at a minimum: contacting the member/guardian/designated representative face-to-face and
contacting natural supports for whom the member has given permission to the provider to contact. All
attempts to re-engage these members shall be clearly documented in the comprehensive clinical record.
3. If face-to-face contact with the member is successful and the member appears to be a danger to self,
danger to others, persistently and acutely disabled or gravely disabled, the provider shall determine
whether it is appropriate to engage the member to seek inpatient care voluntarily. If the member declines
voluntary admission, the provider shall initiate the pre-petition screening or petition for treatment
process described in AMPM Policy 320-U.
Follow-Up After Significant and/or Critical Events
1. Contractors, TRBHAs, and Tribal ALTCS Programs shall ensure activities are documented in the clinical
record and follow-up activities are conducted to maintain Engagement within the following timeframes:
a. Discharged from inpatient services, in accordance with the discharge plan and within seven days of
the member’s release to ensure member stabilization, medication adherence, and to avoid rehospitalization,
b. Involved in a behavioral health crisis within timeframes based upon the member’s clinical needs,
but no later than seven days,
c. Refusing prescribed psychotropic medications within timeframes based upon the member’s
clinical needs and history, and
d. Changes in the level of care.

Serious Mental Illness Eligibility Determination
General Requirements
1. All persons must be evaluated for SMI eligibility by a qualified clinician, as defined in A.A.C. R9-21-101(B),
and have a SMI Determination made by the Determining Entity if:
a. The person makes such a request, or
b. A guardian/legal representative who is authorized pursuant to A.R.S. §14-5312 makes a request on
behalf of the person,
c. An Arizona Superior Court issues an order instructing that a person is to undergo a SMI
Evaluation/determination:
i.

The SMI eligibility Evaluation record must contain all of the documentation that was
considered during the review including, but not limited to current and/or historical
treatment records. The record may be maintained in either hardcopy or electronic
format. Contractor and TRBHAs must develop and make available to providers any
requirements or guidance on SMI eligibility Evaluation record location and/or
maintenance,

ii.

Computation of time is as follows:
1) Day Zero: The day the initial Assessment is completed by a qualified clinician,
regardless of time of the Assessment,
2) Day One: The next business day after the initial Assessment is completed. The
individual or organization completing the initial Assessment must provide it to the
Determining Entity as soon as practicable, but no later than 11:59 pm on Day One,
3) Day Three: The third business day after the initial Assessment is completed. The
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Determining Entity shall have at least two business days to complete the final SMI
Determination but the final SMI Determination shall be completed no later than Day
Three,
4) Determination Due Date: Day Three - Three business days after Day Zero,
excluding weekends and holidays, and is the date that the determination decision
shall be rendered. This date may be amended if an extension is approved in
accordance with this policy.
iii.

A TRBHA may delegate to the AHCCCS designee which conducts SMI Determinations
some or part of the responsibilities established under this Policy.

d. A member is at least the age of 17.5. Refer also to AHCCCS Transition to Adulthood Practice Tool
8.0.
Process for Completion of The Initial SMI Evaluation
1. Upon receipt of a referral, a request, or identification of the need for an SMI Determination, The
Contractor, TRBHA, Tribal ALTCS case manager, or designated Arizona Department of Corrections (ADC)
or Arizona Department of Juvenile Corrections (ADJC) staff person will schedule an appointment for an
initial meeting with the person and a qualified clinician (see AMPM Policy 950). This shall occur no later than
seven business days after receiving the request or referral.
For referrals seeking an SMI eligibility determination for individuals admitted to a hospital for psychiatric
reasons the entity scheduling the Evaluation shall ensure that documented efforts are made to schedule a
face-to-face SMI Assessment with the individual while hospitalized.
2. During the initial SMI Evaluation meeting with the person and a qualified clinician, the clinician must:
a. Make a clinical judgement as to whether the person is competent enough to participate in an
Evaluation,
b. Obtain written consent to conduct the Assessment from the person or, if applicable, the person’s
guardian, unless the person has been ordered to undergo Evaluation as part of Court Ordered
Treatment proceedings,
c. Provide to the person and, if applicable, the person’s guardian, the information required in A.A.C.
R9-21-301(D)(2), a client rights brochure, and the appeal notice required by A.A.C. R9-21-401(B),
d. Obtain authorization for the release of information, if applicable, (see AMPM Policy 550) for any
documentation that would assist in the determination of the person’s eligibility for SMI services,
e. Conduct an Assessment if one has not been completed within the last six months,
f.

Complete the SMI Determination Form (see Attachment A), and

g. Upon completion of the initial Evaluation, submit all information to the Determining Entity within
one business day.
Criteria for SMI Eligibility
1. The final determination of SMI requires both a qualifying SMI diagnosis and functional impairment because
of the qualifying diagnosis (see Attachment B for a list of qualifying diagnoses).
2. Functional Criteria for SMI eligibility
To meet the functional criteria for SMI status, a person must have, as a result of a qualifying SMI diagnosis,
dysfunction in at least one of the following four domains, as described below, for most of the past twelve
months or for most of the past six months with an expected continued duration of at least six months.
a. Inability to live in an independent or family setting without supervision – Neglect or disruption of
ability to attend to basic needs. Needs assistance in caring for self. Unable to care for self in safe or
sanitary manner. Housing, food and clothing must be provided or arranged for by others. Unable to
102

attend to the majority of basic needs of hygiene, grooming, nutrition, medical and dental care.
Unwilling to seek prenatal care or necessary medical/dental care for serious medical or dental
conditions. Refuses treatment for life threatening illnesses because of behavioral health disorder,
b. A risk of serious harm to self or others – Seriously disruptive to family and/or community.
Pervasively or imminently dangerous to self or others’ bodily safety. Regularly engages in
assaultive behavior. Has been arrested, incarcerated, hospitalized or at risk of confinement
because of dangerous behavior. Persistently neglectful or abusive towards others in the person’s
care. Severe disruption of daily life due to frequent thoughts of death, suicide, or self-harm, often
with behavioral intent and/or plan. Affective disruption causes significant damage to the person’s
education, livelihood, career, or personal relationships, and
c. Dysfunction in role performance – Frequently disruptive or in trouble at work or at school.
Frequently terminated from work or suspended/expelled from school. Major disruption of role
functioning. Requires structured or supervised work or school setting. Performance significantly
below expectation for cognitive/ developmental level. Unable to work, attend school, or meet
other developmentally appropriate responsibilities.
3. Risk of Deterioration
a. A qualifying diagnosis with probable chronic, relapsing, and remitting course,
b. Co-morbidities (e.g. developmental/intellectual disability, substance use disorder, personality
disorders),
c. Persistent or chronic factors such as social isolation, poverty, extreme chronic stressors (e.g. lifethreatening or debilitating medical illnesses, victimization), or
d. Other (e.g. past psychiatric history, gains in functioning have not solidified or are a result of current
compliance only, court-committed, care is complicated and requires multiple providers).
4. The following reasons shall not be sufficient in and of themselves for denial of SMI eligibility:
a. An inability to obtain existing records or information, or
b. Lack of a face-to-face psychiatric or psychological Evaluation.
Person with Co-Occurring Substance Use
For persons who have a qualifying SMI diagnosis and co-occurring substance use, for purposes of SMI
determination, presumption of functional impairment is as follows:
1. For psychotic diagnoses (bipolar I disorder with psychotic features, delusional disorder, major depression,
recurrent, severe, with psychotic features, schizophrenia, schizoaffective disorder and psychotic disorder
not due to a substance or know psychological condition) functional impairment is presumed to be due to
the qualifying psychiatric diagnosis.
2. For other major mental disorders (bipolar disorders, major depression, and obsessive/compulsive
disorder), functional impairment is presumed to be due to the psychiatric diagnosis, unless:
a. The severity, frequency, duration or characteristics of symptoms contributing to the functional
impairment cannot be attributed to the qualifying mental health diagnosis, or
b. The assessor can demonstrate, based on a historical or prospective period of treatment, that the
functional impairment is present only when the person is abusing substances or experiencing
symptoms of withdrawal from substances.
3. For all other mental disorders not covered above, functional impairment is presumed to be due to the cooccurring substance use unless:
a. The symptoms contributing to the functional impairment cannot be attributed to the substance
use disorder, or
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b. The functional impairment is present during a period of cessation of the cooccurring substance use
of at least 30 calendar days, or
c. The functional impairment is present during a period of at least 90 calendar days of reduced use
and is unlikely to cause the symptoms or level of dysfunction.
Process for Completion of Final SMI Determination
1. The Contractor, TRBHA, and Tribal ALTCS shall develop and make available to providers its policies and
procedures that describe the providers’ requirements for submitting the Evaluation packet and providing
additional clinical information in order for the Determining Entity to make the final SMI eligibility
determination.
In the event the Determining Entity requires additional information to make a final SMI eligibility
determination, Contractors shall ensure that evaluating agencies respond to the Determining Entity within
three business days of request of the information.
2. The licensed psychiatrist, psychologist, or nurse practitioner designated by the Determining Entity must
make a final determination as to whether the person meets the eligibility requirements for SMI status
based on:
a. A face-to-face Assessment or reviewing a face-to-face Assessment by a qualified clinician (see
AMPM Policy 950), and
b. A review of current and historical information, if any, obtained orally or in writing by the assessor
from collateral sources, and/or present or previous treating clinicians.
3. The following shall occur if the designated reviewing psychiatrist, psychologist, or nurse practitioner has
not conducted a face-to-face Assessment and has a disagreement with the current evaluating or treating
qualified behavioral health professional or behavioral health technician that cannot be resolved by oral or
written communication:
a. Disagreement regarding diagnosis: Determination that the person does not meet eligibility
requirements for SMI status must be based on a face-to-face diagnostic Evaluation conducted by a
designated psychiatrist, psychologist, or nurse practitioner. The resolution of (specific reasons for)
the disagreement shall be documented in the person’s comprehensive clinical record, and
b. Disagreement regarding functional impairment: Determination that the person does not meet
eligibility requirements must be documented by the psychiatrist, psychologist, or nurse
practitioner in the person’s comprehensive clinical record to include the specific reasons for the
disagreement and will include a clinical review with the qualified clinician.
4. If there is sufficient information to determine SMI eligibility, the person shall be provided written notice of
the SMI eligibility determination within three business days of the initial meeting with the qualified clinician
in accordance with this Policy.
Issues Preventing Timely Completion of SMI Eligibility Determination – Extending Completion of SMI Eligibility
Determination Time Period
1. The time to initiate or complete the SMI eligibility determination may be extended no more than 20
calendar days if the person agrees to the extension and:
a. There is substantial difficulty in scheduling a meeting at which all necessary participants can
attend,
b. The person fails to keep an appointment for Assessment, Evaluation or any other necessary
meeting,
c. The person is capable of, but temporarily refuses to cooperate in the preparation of the
completion of an Assessment or Evaluation,
d. The person or the person’s guardian and/or designated representative requests an extension of
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time,
e. Additional documentation has been requested, but has not yet been received, or
f.

There is insufficient functional or diagnostic information to determine SMI eligibility within the
required time periods.

Insufficient diagnostic information shall be understood to mean that the information available to the
reviewer is suggestive of two or more equally likely working diagnoses, only one of which qualifies as
SMI, and an additional piece of existing historical information or a face-to-face psychiatric Evaluation is
likely to support one diagnosis more than the other(s).
2. The Determining Entity must:
a. Document the reasons for the delay in the person’s eligibility determination record when there is
an administrative or other emergency that will delay the determination of a SMI status, and
b. Not use the delay as a waiting period before determining a SMI status or as a reason for
determining that the person does not meet the criteria for SMI eligibility (because the
determination was not made within the time standards).
3. In situations in which the extension is due to insufficient information:
a. The Determining Entity shall request and obtain the additional documentation needed (e.g.,
current and/or past medical records) and/or perform or obtain any necessary psychiatric or
psychological Evaluations,
b. The designated reviewing psychiatrist, psychologist, or nurse practitioner must communicate with
the person’s current treating clinician, or appropriate clinical team member, if any, prior to the
determination of a SMI, if there is insufficient information to determine the person’s level of
functioning, and
c. SMI eligibility must be determined within three days of obtaining sufficient information, but no later
than the end date of the extension
4. If the Evaluation or information cannot be obtained within the required time period because of the need for
a period of observation or abstinence from substance use in order to establish a qualifying mental health
diagnosis, the person shall be notified by the determining entity that the determination may, with the
agreement of the person, be extended for up to 90 calendar days for an Extended Evaluation Period (EEP).
This is a 90-day period of abstinence from drug and/or alcohol abuse in order to help the reviewing
psychologist make an informed decision regarding SMI eligibility.
This extension may be considered a technical re-application to ensure compliance with the intent of A.A.C.
R9-21-303. However, the person does not need to actually reapply. Alternatively, the determination
process may be suspended and a new application initiated upon receipt of necessary information.
5. If the person refuses to grant an extension, SMI eligibility must be determined based on the available
information. If SMI eligibility is denied, the person will be notified of his/her appeal rights and the option to
reapply in accordance with this Policy.
Notification of SMI Eligibility Determination
1. If the person is determined SMI, the SMI status must be reported to the person or their legal guardian by
the Determining Entity in writing, including notice of the person’s right to appeal the decision (see ACOM
Policy 444).
2. If the eligibility determination results in a denial of a SMI status, the Determining Entity must provide
written notice of the decision and include:
a. The reason for denial of SMI eligibility (see Attachment A),
b. The right to appeal (see ACOM Policy 414 and ACOM Policy 444), and
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c. The statement that Title XIX/XXI eligible persons will continue to receive needed Title XIX/XXI
covered services. In such cases, the person’s behavioral health category assignment must be
assigned based on criteria in the AHCCCS Technical Interface Guidelines.
Re-Enrollment or Transfer
If the person’s status is SMI at disenrollment or transition to another Contractor, TRBHA or Tribal ALTCS, the
person’s status shall continue as SMI.
A person shall retain their SMI status unless a determination is made by a Determining Entity that the person no
longer meets criteria.
Review of SMI Eligibility
1. The Contractor, TRBHA and Tribal ALTCS must indicate in policies and procedures made available to their
providers the process for reviewing an SMI eligibility determination.
2. The Contractor, TRBHA, Tribal ALTCS case manager, or contracted behavioral health providers may seek
a review of a person’s SMI eligibility from the Determining Entity:
a. As part of an instituted, periodic review of all persons determined to have a SMI,
b. When there has been a clinical Assessment that supports that the person no longer meets the
functional and/or diagnostic criteria, or
c. As requested by an individual who has been determined to meet SMI eligibility criteria, or their
legally authorized representative.
3. A review of the determination may not be requested by the TRBHA, Contractor or their contracted
behavioral health providers within six months from the date an individual has been determined SMI eligible.
SMI Decertification
There are two established methods for removing a SMI designation, one clinical and the other an administrative
option, as follows:
1. An individual who has a SMI designation or an individual from the individual ’s clinical team may request a
SMI Clinical Decertification from the AHCCCS designee which conducts SMI Determinations. A SMI Clinical
Decertification is a determination that an individual who has a SMI designation no longer meets SMI
criteria. If, as a result of a review, the person is determined to no longer meet the diagnostic and/or
functional requirements for SMI status:
a. The Determining Entity shall ensure that written notice of the determination and the right to
appeal is provided to the affected person with an effective date of 30 calendar days after the date
the written notice is issued,
b. The Contractor, TRBHA or Tribal ALTCS shall ensure that services are continued in the event an
appeal is timely filed, and that services are appropriately transitioned as part of the discharge
planning process.
2. SMI Administrative Decertification
An individual who has a SMI designation may request a SMI Administrative Decertification from AHCCCS,
DHCM, and Clinical Resolution Unit if the individual has not received behavioral health services for a period
of two or more years.
a. Upon receipt of a request for Administrative Decertification, the Contractor shall direct the
individual to contact AHCCCS DHCM Customer Service,
b. AHCCCS will evaluate the individual’s request and review data sources to determine the last date
the individual received a behavioral health service. AHCCCS will inform the individual of changes
that may result with the removal of the individual’s SMI designation. Based upon review, the
following will occur:
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i. In the event the individual has not received a behavioral health service within the previous
two years, the individual will be provided with Attachment C. This form must be completed
by the individual and returned to AHCCCS,
ii. In the event the review finds that the individual has received behavioral health services
within the prior two-year period, the individual will be notified that they may seek
Decertification of their SMI status through the Clinical Decertification process.

Partnerships with Families and Family-Run Organizations in the Children’s and Adult’s Behavioral Health
System
There are partnerships that provide covered services at no cost to the member from many different agencies,
including families and family-run organizations. Family-run organizations employ parents who have real life
experience in the behavioral, medical and/or DCS systems. They specialist in providing family support services
and can provide one-on-one support. See four family-run providers below:
Caring Connections for Special Needs
(Benson, Sierra Vista, Payson, Douglas, Safford, and Tucson)
www.ccsneeds.com/home.html
(520) 686-9436
Family Involvement Center (FIC)
(Phoenix, Prescott, Flagstaff, and Tucson)
www.familyinvolvementcenter.org
(602) 288-0155
Mentally Ill Kids In Distress (MIKID)
(Phoenix, Tucson, Yuma, Casa Grande, Kingman, Nogales)
www.mikid.org
(602) 253-1240
Reach Family Services/Alcanza Servicios de Familila
(Phoenix)
www.reachfamilyservicesinc.org
(602) 512-9000

General Housing Contract Requirements for Persons Determined to Have SMI
General Housing Contract Requirements
For the populations of persons determined to have a SMI or other eligible populations served by the Contractor
(contingent upon available funding) and who are able to live independently, the Contractor shall provide a number
of programs to support independent living, such as rent subsidy programs, supportive housing programs and
other transitional housing programs. Independent living shall be supported with provider owned or leased homes
and apartment complexes that combine housing services with other covered behavioral health services. Housing
programs shall include rent subsidy programs, owner occupied home repairs, move-in assistance and eviction
prevention programs coupled with needed supportive housing services to maintain independent living.
The Contractor shall maintain a sufficient number of dedicated staff of housing professionals with knowledge,
expertise, experience and skills and require housing subcontractors to employ a sufficient number of staff with
knowledge, expertise and experience to participate in and administer a variety of affordable housing programs for
members. The Contractor shall:
1. Require housing subcontractors to employ a sufficient number of staff with financial management,
screening and referral skills, knowledge of federal wait lists, grant writing knowledge for applying for new
funds, and supportive services as required by HUD to maintain current HUD grants as they come up for
renewal, and to fund future grants.
2. Submit plans describing the Contractor’s housing programs and submit periodic reports on housing
programs, as outlined in RBHA Contract, Exhibit-9, Deliverables.
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3. Develop and submit an Annual Housing Needs Assessment for the Geographic Service Area under their
responsibility as outlined in RBHA Contract, Exhibit-9, Deliverables that includes:
a. A brief summary of the Contractor’s Housing program history and/or current projects,
b. The specific eligibility group for any proposed new program and/or use of funds (e.g. SMI, GMH/SA,
High Cost/High Needs Members) to include:
i. A Program description,
ii. Barriers, trends and accomplishments in housing identified during the reporting period,
iii. Basis for need including supporting data and justification
iv. Plan for identification of program candidates, and
v. Collaborators.
4. Develop and submit for approval an Annual Housing Spending Plan for development, maintenance, use and
acquisition of housing properties in a format specified by AHCCCS as outlined in RBHA Contract, Exhibit-9,
Deliverables, and must at a minimum include:
a. Project descriptions separated by population and funding source,
b. For each project the estimated number of new housing units and members housed and possible
barriers,
c. Evidenced based best practices to be used improve housing capacity in responding to unmet
housing needs and related issues; i.e. assessment scores,
d. All leveraged funds, their sources and collaborative efforts,
e. Project timeframes, and
f.

Monitoring and tracking process for each program.

5. Ensure that providers identify and screen individuals determined to have SMI that satisfy Section 8 criteria
and refer the prospective tenant to contracted Public Housing Authority.
6. Require providers to participate with the individual's treatment team in order to identify available housing
units and to place the individual in an affordable appropriate living environment upon discharge from an
institutional setting.
7. Comply with, requirements in ACOM Policy 444 for appeals related to supportive housing services.
8. Comply with ACOM Policy 446 for Housing related grievances and requests for investigation for persons
determined to have SMI.

Reporting and Monitoring of Seclusion and Restraint
A. Contractors shall ensure that:
1. All ADHS or state-licensed Behavioral Health Inpatient Facilities and programs, including out-of-state
facilities, authorized to use seclusion or restraint shall submit individual reports of incidents of seclusion
and restraint with members designated as SMI within five days of the occurrence to the Contractors or to
the DHCAA- HRC Coordinator for members assigned to the TRBHA utilizing Attachment A.
2. In the event that the use of seclusion or restraint requires face-to-face monitoring, as outlined in A.A.C.
R9-21-204, a report shall be submitted to the Contractor or DHCAA-HRC Coordinator for TRBHA
assigned members.
3. All ADHS or state-licensed Behavioral Health Inpatient Facilities and programs, including out-of-state
facilities, authorized to use seclusion or restraint report the total number of occurrences of the use of
seclusion and restraint with members designated as SMI in the prior month to the Contractors or to the
DHCAA- HRC Coordinator for members assigned to the TRBHA by the fifth calendar day of the month. If
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there were no occurrences of seclusion or restraint during the reporting period, the report should so
indicate.
B. Contractors and the AZSH shall distribute individual and summary reports of the use of seclusion and restraint
to the AHCCCS DHCAA-OHR as follows:
1. Forward individual reports, utilizing AMPM Exhibit 962-1, concerning the use of seclusion and restraint with
members designated as SMI - on the 15th of each month. In accordance with A.R.S. §36-509, the
Contractor and AZSH shall redact information on substance use or HIV/AIDS/communicable disease(s)
from the reports.
2. Submit monthly summary reports, utilizing Attachment B, concerning seclusion and restraint information
involving members designated as SMI - on the 15th of each month.
C. Contractors and the AZSH shall distribute individual and summary reports of the use of seclusion and restraint
to the AHCCCS DHCAA-HRC Coordinator as follows:
1. Forward individual reports utilizing, Attachment A, concerning the use of seclusion and restraint with
members designated as SMI - on the 15th of each month.
2. Submit monthly summary reports, utilizing Attachment B, concerning seclusion and restraint information
involving members designated as SMI - on the 15th of each month.
3. The Contractor or AZSH shall ensure that the disclosure of protected health information is in accordance
with state and federal laws.
4. Monthly reports must be redacted of all personally identifiable information prior to submitting to the HRC
in accordance with state and federal laws.
D. Behavioral Health Providers providing services to TRBHA members will be required to send all submissions
directly to the Office of Human Rights (OHR) via OHRts@azahccs.gov as follows:
1. Forward individual reports, utilizing Attachment A, concerning the use of seclusion and restraint with
members designated as SMI within five days of occurrence to OHR via OHRts@azahcccs.gov.
2. In accordance with A.R.S. §36-509, the provider shall redact information on substance use or
HIV/AIDS/communicable disease(s) from the reports.

SMI Grievance and Appeal Procedure
It is the philosophy of the AHCCCS to provide state residents with timely access to appropriate and effective
health care. Services are provided through the Regional Behavioral Health Authorities (RBHAs) and the Arizona
Long Term Care Elderly/ Physically Disabled (ALTCS E/PD) contractors. Should you need to file a SMI
grievance/request an investigation, or file an appeal, the following process is followed:
SMI Grievance/Request for Investigation
Any person may file an SMI grievance or request an investigation regarding any act or omission, the Arizona State
Hospital, a RBHA or one of its providers, and/or an ALTCS E/PD Contractor or one of its providers alleging that a
rights violation or a condition requiring investigation has occurred or currently exists. (Please note: allegations
about the need for, or appropriateness of behavioral health services should not be considered an SMI grievance,
but should be addressed through the appeal process described below.) The request may be verbal or written and
must be initiated no later than one year after the date of the alleged rights violation or condition requiring
investigation. Forms for filing are available at AHCCCS, the Arizona State Hospital, the RBHAs, the ALTCS E/PD
contractors, case management sites and at all provider sites.
SMI grievances/requests for investigation related to physical or sexual abuse or death will be addressed by
AHCCCS. All other SMI grievances/requests for investigation will be addressed by the appropriate RBHA or ALTCS
E/PD contractor. All SMI grievances/requests for investigations may be filed with the RBHA or ALTCS E/PD
contractor. The contractor will forward to AHCCCS all SMI grievances/requests for investigation involving abuse
or death. SMI Grievances/requests for investigation related to abuse or death may also be filed directly with
AHCCCS at 701East Jefferson, MD-6200, Phoenix, AZ 85034, (602) 364-4575. Within seven days of the date the
109

SMI grievance/request for investigation is received, you will be sent an acknowledgment letter and, if appropriate,
an investigator will be assigned to investigate the matter. When a decision is reached, you will receive a written
decision.
Appeal
Any person, age 18 or older, or his or her guardian or designated representative, may file an appeal related to
services applied for or services currently being received. Matters of appeal are generally related to: a denial of
services; disagreement with the findings of an evaluation or assessment; any part of the Individual Service Plan;
the Individual Treatment and Discharge Plan; recommended services or actual services provided; barriers or
unreasonable delay in accessing services under Title XIX; and fee assessments. Appeals must be filed with the
RBHA or ALTCS E/PD contractor and must be initiated no later than 60 days after the decision or action being
appealed. Appeal forms are available at AHCCCS, the RBHAs, ALTCS E/PD contractors, case management sites,
and at all provider sites.
The RBHA or ALTCS E/PD contractor will attempt to resolve all appeals within seven days through an informal
process. If the problem cannot be resolved, the matter will be forwarded to AHCCCS for further appeal. If the
RBHA or ALTCS E/PD contractor will not accept your appeal or dismisses your appeal without consideration, you
may request an Administrative Review by AHCCCS of that decision.
For SMI grievances/requests for investigation and appeals, to the greatest extent possible, please include:
1. Name of person filing the SMI grievance/request for investigation or appeal
2. Name of the person receiving services, if different.
3. Mailing address and phone number.
4. Date of issue being appealed or incident requiring investigation.
5. Brief description of issue or incident.
6. Resolution or solution desired.
For either process above, you may represent yourself, designate a representative or use legal counsel. You may
contact the State Protection and Advocacy System, the Arizona Center for Disability Law 1-800-922-1447 in
Tucson and 1-800-927-2260 in Phoenix. You may also contact the Office of Human Rights (OHR) at (602) 3644585, or 1-800-421-2124, in Phoenix. In Flagstaff, you may contact OHR at (928) 214-8231, or 1-877-744-2250.
In Tucson, you may contact OHR at (520) 770-3100, or 1-877-524-6882. If your complaint relates to a licensed
behavioral health agency, you may contact the Bureau of Medical Facilities Licensing Office, 150 N. 18th Avenue,
Suite 450, Phoenix, Arizona 85007, (602) 364-3030.
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Well-Woman’s Preventative Care Services
Overview
An annual well-woman preventive care visit is intended for the identiﬁcation of risk factors for disease,
identiﬁcation of existing medical/mental health problems, and promotion of healthy lifestyle habits essential to
reducing or preventing risk factors for various disease processes. As such, the well-woman preventive care visit is
inclusive of a minimum of the following:

•

A physical exam (well exam) that assesses overall health.

•

Clinical breast exam.

•

Pelvic exam (as necessary, according to current recommendations and best standards of practice).

•

Review and administration of immunizations, screenings and testing as appropriate for age and risk
factors.

•

NOTE: Genetic screening and testing is not covered.

•

Screening and counseling is included as part of the well-woman preventive care visit and is focused on
maintaining a healthy lifestyle and minimizing health risks. Screening and counseling addresses at a
minimum the following:
o

Proper nutrition

o

Physical activity

o

Elevated BMI indicative of obesity

o

Tobacco/substance use, abuse, and/or dependency

o

Depression screening

o

Interpersonal and domestic violence screening, that includes counseling involving elicitation of
information from women and adolescents about current/past violence and abuse, in a culturally
sensitive and supportive manner to address current health concerns about safety and other
current or future health problems

o

Sexually transmitted infections

o

Human Immunodeﬁciency Virus (HIV)

o

Family planning counseling

o

Preconception counseling that includes discussion regarding a healthy lifestyle before and
between pregnancies that includes:
▪

Reproductive history and sexual practices

▪

Healthy weight, including diet and nutrition, as well as the use of nutritional supplements
and folic acid intake

▪

Physical activity or exercise

▪

Oral health care

▪

Chronic disease management

▪

Emotional wellness

▪

Tobacco and substance use (caﬀeine, alcohol, marijuana and other drugs),
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▪

including prescription drug use

▪

Recommended intervals between pregnancies (NOTE: Preconception counseling does not
include genetic testing)

•

Initiation of necessary referrals when the need for further evaluation, diagnosis and/or treatment is
identified.

•

Immunizations:
o

B – UFC/ALTCS will cover the Human Papilloma Virus (HPV) vaccine for male and female members
11 to 26 years of age.

o

Providers must coordinate with the Arizona Department of Health Services (ADHS) Vaccines for
Children (VFC) Program in the delivery of immunization services if providing vaccinations to Early
and Periodic Screening, Diagnostic and Treatment (EPSDT) members less than 19 years of age.

o

Providers must enroll and re-enroll annually with the VFC program, in accordance with AHCCCS
contract requirements in providing immunizations for EPSDT members less than 19 years of age.

o

Providers must document each EPSDT aged member’s immunizations in the Arizona State
Immunization Information System (ASIIS) registry.

o

Immunizations must be provided according to the Advisory Committee on Immunization Practices
Recommended Schedule (Refer to the CDC website at
http://www.cdc.gov/vaccines/schedules/index.html where this information is included). Providers
must enroll and re-enroll annually with the VFC program, in accordance with AHCCCS contract
requirements in providing immunizations for EPSDT aged members

Family Planning
Overview
Banner – University Health Plans covers a full continuum of family planning services, to all eligible members, both
male and female, who voluntarily choose to delay or prevent pregnancy. Family planning services are provided by
physicians or non-physician health care practitioners, and include the provision of accurate, up-to-date
information and non-directive counseling to allow members to make informed decisions.
Provider Responsibilities for Family Planning Services
All providers are responsible for:

•

Making appropriate referrals to health professionals who provide family planning services, to include
referring members who lose AHCCCS eligibility, to low/no cost agencies for family planning services.

•

Keeping complete medical records regarding referrals.

•

Verifying and documenting a member’s willingness to receive family planning services.

•

Providing medically necessary management of members with family planning complications.

•

Notifying members of available contraceptive services and making these services available to all members
of reproductive age using the following guidelines:

•

Information for members who are 17 years of age and younger must be given the information through the
member’s parent or guardian.

•

Information for members between 18 and 55 years of age must be provided directly to the member or legal
guardian.

•

Whenever possible, contraceptive services should be oﬀered in a broad-spectrum counseling context,
which includes discussion of mental health and sexually transmitted infections, including HIV/AIDS.
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•

Members of any age whose sexual behavior exposes them to possible conception or STIs should have
access to the most eﬀective methods of contraception.

•

Every eﬀort should be made to include male or female partners in such services.

•

Age appropriate counseling and education should be provided to members of either gender, including
information on the prevention of unplanned pregnancies.

Counseling for unwanted pregnancies should include the member’s short and long-term goals. Preconception
counseling should include information on the spacing and timing of pregnancies to promote best outcomes,
assess pregnancy risks and reinforce habits that promote a health pregnancy.
Contraceptives should be recommended and prescribed for sexually active members. Providers are required to
discuss the availability of family planning services annually. If a member’s sexual activity presents a risk or potential
risk, the provider should initiate an in-depth discussion on the variety of contraceptives available and their use and
eﬀectiveness in preventing sexually transmitted diseases (including HIV/AIDS). Such discussions must be
documented in the member’s medical record.

Covered and Non-Covered Services
Full health care coverage and voluntary family planning services are covered. Family Planning services include
covered medical, surgical, pharmacological and laboratory benefits. Covered services also include the provision of
accurate information and counseling to allow members to make informed decisions about the contraceptive
method of their choice. See also the matrix below for additional from the AMPM Family Planning Policy 420.
The Family Planning covered services for AHCCCS members includes:
•

Contraceptive counseling, medication and supplies, including but not limited to, oral and injectable
contraceptives, intrauterine devices, diaphragms, condoms, foams and suppositories.

•

Associated medical and laboratory examinations including ultrasound studies related to family planning.

•

Treatment of complications resulting from contraceptive use, including emergency treatment.

•

Natural family planning education and referrals for same qualified health professionals.

•

Post-coital emergency oral contraception within 72 hours after unprotected sexual intercourse.
SERVICES

Pregnancy Screening
Pharmaceuticals

AHCCCS
ACUTE CARE, ALTCS AND FFS MEMBERS
Covered service.
Covered service when associated with medical conditions related to
family planning or other medical conditions.

Screening and Treatment for
Sexually Transmitted Infections
(STIs)
Sterilization

Both screening and treatment for STIs are covered services for male
and female members

Pregnancy Termination and
Hysterectomy

Covered only as specified in the AMPM Policy 420 [including
Mifepristone (Mifeprex or RU486)].

Services are covered for both male and female members when
the requirements specified for sterilization services (in the AMPM
Policy 420) are met (including hysteroscopic tubal sterilizations effective
7/1/2008).

The following services are not covered for the purposes of family planning:
•

Infertility services including diagnostic testing, treatment services or reversal of surgically induced
infertility.
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•

Pregnancy termination counseling

•

Pregnancy terminations

•

Hysterectomies;

Prior Authorization Requirements
Prior authorization is required for Sterilization or Pregnancy Termination. Prior authorization must be obtained
before the services are rendered or the services will not be eligible for reimbursement. To obtain authorization for
Sterilization or Pregnancy Termination per AHCCCS guidelines, fax the completed Prior Authorization Request
form with applicable forms and consents completed to: B – UFC/ALTCS.

Maternity
Overview
B – UFC/ALTCS assigns newly identiﬁed pregnant members to a PCP to manage their routine non-OB care. The
OB provider manages the pregnancy care for the member and is reimbursed in accordance with their contract.
If a member chooses to have an OB as their PCP during their pregnancy, B – UFC/ALTCS will assign the member to
an OB PCP. If an OB provider has been assigned for OB services for a pregnant member, the member will remain
with their OB PCP until after their postpartum visit when they will return to their previously assigned PCP.
OB Care Management / High Risk Maternity Care
The Health Plan offers a multi-disciplinary program to assist providers in managing the care of pregnant members
who are at elevated risk due to medical conditions, social circumstances, or non-compliant behaviors. Obstetrical
care coordination helps link expectant mothers with appropriate community resources such as WIC, parenting
classes, shelters, and substance abuse counseling/services. Care Managers provide support and promote
compliance with prenatal appointments and prescribed medical regimens.
The Health Plan places critical importance on good perinatal health. The Maternal & Child Health Department at
the Health Plan is available to assist you in coordinating obstetrical care services
Referrals can be made by sending an email to Banner – University Health Plan’s Maternal Child Health inbox at:
BUHPMaternalChildHealth@bannerhealth.com or by faxing the member information electronically to our MCH
Coordinator at fax # 520-874-7026.
Elevated risk in pregnancy may include, but are not limited to the following conditions:

•

History of preterm labor or preterm delivery prior to 37 weeks gestation

•

Multigravidum (G6+)

•

Multiple Pregnancy (twins, triplets, etc.)

•

Hypertension, Pregnancy Induced Hypertension or Preeclampsia

•

Intrauterine Growth Restriction

•

Placenta Previa, Abruption or Accreta

•

Polyhydramnios or Oligohydramnios

•

Cervical incompetency or insufficiency

•

Diabetes Mellitus or Gestational Diabetes

•

Hyperemesis

•

Polycystic Ovarian Syndrome

•

Bicornuate Uterus
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•

Non-Compliance with OB / prenatal care

•

HIV infection / AIDS, Immunosuppressive or Catastrophic Blood Disorders

•

Other significant chronic medical conditions (cardiac, pulmonary, renal disease, etc.)

•

Teen pregnancy

•

Advanced maternal age

•

History of Postpartum Depression, Behavioral Health or Psychiatric disorders

•

Substance abuse

•

Domestic violence

Provider Standards for General Obstetrical Care
The Health Plan providers are required to comply with the following standards in the provision of maternity care
services to pregnant members:

•

Adhere to the most current standards of care of the American Congress of Obstetrics and Gynecology,
including the use of a standardized prenatal medical record, risk assessment tool and ongoing risk
assessment.

•

Provide Notification of Pregnancy (NOP) to the Health Plan, upon initiation of maternity care services. The
NOP form (available on the provider website) should be submitted for each pregnant member, upon
completion of the first (no later than the second) prenatal care visit.

•

Performance of physical exam (including determination and documentation of pelvic adequacy).

•

Performance of laboratory tests at recommended time intervals.

•

Educate members about health behaviors during pregnancy including: proper nutrition, adverse effects of
smoking and smoking cessation, alcohol and illicit drugs on the fetus, and the physiology of pregnancy.

•

Provide information regarding the process of labor and delivery, breast-feeding, family planning,
preconception counseling and infant care.

•

Inform all pregnant women of voluntary prenatal HIV testing and the availability of counseling and
treatment if the test is positive.

•

Refer and encourage members to participate in childbirth classes, at no charge to the member. The
member may call the facility where she plans to deliver and register for childbirth classes.

•

Educate members about Family Planning Extension services.

•

Notify women that in the event they lose eligibility, they may contact the Arizona Department of Health
Services toll free Hot Line at (800)-833-4642 for referrals to low or no cost services, such as family
planning and other community resources.

•

Provide patient data as requested/required by the Health Plan. Comply with all the Health Plan reporting
requirements and participate in required audits.

•

Refer members to other agencies offering support services such as Women, Infants and Children (WIC).

•

Conduct perinatal/postpartum depression screenings at least once during the pregnancy and then again
at the postpartum visit, including counseling and making appropriate referrals if a positive screening is
obtained.

•

Refer members under the age of 21 years for EPSDT services as needed/required.
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•

Conduct screening for Sexually Transmitted Infections (STI), including syphilis at the:
o

First Prenatal Visit;

o

Third Trimester, and;

o

Time of Delivery.

Federal and state mandates govern the provision of EPSDT services for members under the age of 21 years. The
PCP is responsible for providing these services to pregnant members under the age of 21, unless the member has
selected an OB provider to serve as both the OB and PCP. In that instance, the OB provider must provide EPSDT
services to the pregnant member.
In non-emergent situations, all obstetrical care physicians and practitioners must refer members to contracted
providers. Referrals outside the contracted network must be prior authorized. Failure to obtain prior authorization
for non-emergent OB or newborn services out of the network will result in claim denials. Members may not be
billed for covered services if the provider neglects to obtain the appropriate approvals.
Obstetrical Care Appointment Standards
All OB providers must provide initial and routine prenatal care appointments in compliance with AHCCCS
standards.
Initial prenatal care appointments for enrolled pregnant members must be provided as follows:

•

First Trimester- within 14 days of request

•

Second Trimester- within 7 days of request

•

Third Trimester- within3 days of request

•

High risk pregnancy – within 3 days of identification of high risk by PCP or maternity care provider, or
immediately if an emergency exists.

Follow-up prenatal care appointments for pregnant members must be provided as follows:

•

First 28 weeks - every 4 weeks

•

From 28 to 36 weeks - every 2 to 3 weeks

•

From 37 weeks until delivery – weekly until delivery

Pre-Selection of Newborn’s PCP
Prior to the birth of the baby, the mother selects a PCP for the newborn. The newborn is assigned to the preselected PCP after delivery. The mother may elect to change the assigned PCP at any time.

Pregnancy Termination
Banner – University Health Plans covers pregnancy termination when it is the result of rape, incest, or in
circumstances as determined by the attending provider, in collaboration with the Health Plan Medical Director,
when one of the following conditions is present:

•

The member suffers from a physical disorder, physical injury, or physical illness, including a lifeendangering physical condition caused by or arising from the pregnancy itself that would, as certified by a
provider, place the member in danger of death unless the pregnancy is terminated.

•

The pregnancy is a result of rape or incest.

•

The pregnancy termination is medically necessary to prevent death, treat/cure disease, and ameliorate
disabilities or other adverse health conditions; and/or prolong life.

Conditions, Limitations and Exclusions
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The attending provider must acknowledge that a pregnancy termination has been determined medically
necessary by submitting the Certificate of Medical Necessity for Pregnancy Termination in this section. The form
must be submitted with the Prior Authorization request form to obtain the Health Plan Medical Director’s
signature. The certificate must certify that in the provider’s professional judgment, one or more of the above
criteria have been met.
The attending provider must also provide documentation that demonstrates the member has:

•

Been informed about alternatives to the pregnancy termination; and

•

Not responded to the appropriate treatment for the medical problem contributing to the need for the
pregnancy termination; or the pregnancy may exacerbate the medical problem; or documentation to
support why treatment is not indicated. If the member is pregnant beyond an estimated gestational age of
24 weeks, a second opinion from an independent provider with the appropriate specialty must be
submitted with the Certificate of Medical Necessity for Pregnancy Termination. The independent provider
must specify the medical need for a termination of pregnancy. These members must be individually case
managed throughout this process of obtaining a second opinion and until considered to be in stable
condition. If the pregnancy is the result of rape or incest, and the member is less than eighteen years of
age, or is older than 18 years of age and considered an incapacitated adult, additional documentation must
be included by the provider when submitting the Certificate of Medical Necessity for Pregnancy
Termination. Pursuant to Federal and State law, the following information is required:
o

Documentation that the incident was reported to the proper authorities, including the name of the
agency to which it was reported, the report number if available, and the date the report was filed.

o

The dated signature of the member’s parent or legal guardian indicating approval of the pregnancy
termination procedure.

o

Informed consent from an adult or a minor in the manner prescribed by law. To the extent written
consent is required by law, a copy of the consent shall be provided with the Certificate of Medical
Necessity for Pregnancy Termination.

Prior Authorization
Except in cases of medical emergencies, the provider must obtain prior authorization for all medically necessary
pregnancy terminations from the Health Plan Medical Director or his/her designee. A completed Certificate of
Medical Necessity for Pregnancy Termination must be submitted with the request for prior authorization. The
Health Plan Medical Director or AHCCCS Chief Medical Officer or designee will review the request and the
Certificate, and expeditiously authorize the procedure if the documentation establishes the termination to be
medically necessary. In cases of medical emergencies, the provider must submit all documentation of medical
necessity to the Health Plan Medical Director within two (2) working days of the date on which the termination
procedure was performed.
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Case Management Overview
Once an individual becomes a B – UFC/ALTCS member, they are assigned a ALTCS case manager. The ALTCS
case manager is responsible for working with the member’s PCP to coordinate and authorize the provision of
necessary services for that member. The case manager is also the member’s advocate and works to facilitate the
member’s care. Part of that responsibility involves developing the authorizations necessary for long term care
support services, providing information about room and board or share of cost to providers and members, and
assisting members with coordination of appropriate services. The case manager is the primary point of contact for
providers when there are issues or questions about a member. In addition, the case manager must be contacted
whenever there is a change in a member’s health status.
B – UFC/ALTCS has a comprehensive case management program. The case management team considers the
medical, social and cultural needs of members by targeting, assessing, monitoring and implementing services for
members identiﬁed as “at risk.”
A wide spectrum of services is available for members, providers and families who need assistance in
ﬁnding and using appropriate health care and community resources. The ALTCS case management staﬀ:

•

Considers the medical, social and cultural needs of members in targeting, assessing, monitoring and
implementing services for members.

•

Provides assistance to members and families in navigating through the complex medical and behavioral
health systems.

The following conditions are speciﬁcally included in B – UFC/ALTCS’s Disease Management programs and have
associated Clinical Guidelines that are reviewed annually.
1. Congestive Heart Failure
2. Diabetes
3. Asthma
4. COPD
5. HIV/AIDS
6. High Blood Pressure
7. Behavioral Health Disorders, such as Depression

Condition Management
The condition management program is intended to enhance the health outcomes of members. Disease
management targets members who have illnesses that have been slow to respond to coordinated management
strategies in the areas of diabetes, respiratory (COPD, asthma), and cardiac (CHF). The primary goal of disease
management is to positively aﬀect the outcome of care for these members through education and support and to
prevent exacerbation of the disease, which may lead to unnecessary hospitalization.
The objectives of condition management programs are to:
1. Identify members who would beneﬁt from the speciﬁc condition management program
2. Educate members on their disease, symptoms and eﬀective tools for self-management
3. Monitor members to encourage/educate about self-care, identify complications, assist in coordinating
treatments and medications, and encourage continuity and comprehensive care
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4. Provide evidence-based, nationally recognized expert resources for both the member and the provider;
5. Monitor eﬀectiveness of interventions.
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Formulary
Prescription drugs may be prescribed by any authorized provider, such as a PCP, specialist, dentist, etc.
Prescriptions should be written to allow generic substitution whenever possible and signatures on prescriptions
must be legible in order for the prescription to be dispensed. The Formulary identiﬁes the medications, selected
by the Pharmacy and Therapeutics Committee (P&T Committee) that are clinically appropriate to meet the
therapeutic needs of members in a cost eﬀective manner.
The Formulary is developed, monitored and updated by the Pharmacy and Therapeutics Committee (P&T
Committee). The P&T Committee continuously reviews the drug list and medications are added or removed based
on objective, clinical and scientiﬁc data. Considerations include eﬃcacy, side eﬀect proﬁle, and cost and beneﬁt
comparisons to alternative agents, if available.
Key considerations:

•

Preferred drugs on the AHCCCS Drug List for speciﬁc therapeutic classes.
o

To view or to print a hard copy of the AHCCCS Drug List please go to
www.azahcccs.gov/Resources/GuidesManualsPolicies/pharmacyupdates.html

•

Therapeutic advantages of drug as compared to other currently available formulary drugs.

•

Products are not added to the list if there are less expensive, similar products on the formulary.

•

When a drug is added to the list, other medications may be deleted.

•

Participating providers may request additions or deletions for consideration by B – UFC/ALTCS. Requests
should include:
o

Basic product information, indications for use, its therapeutic advantage over medications
currently on the list.

o

Which drug(s), if any, the recommended medication would replace in the current drug list.

o

Any published supporting literature from peer reviewed medical journals.

All formulary requested additions should be sent to:
B – UFC/ALTCS, Pharmacy Department
Attn: Director of Pharmacy
2701 E. Elvira Rd Tucson, AZ 85756
PH: (800) 582-8686
FAX: (866) 349-0338
Notiﬁcation of Formulary Updates
Providers and affected members will be notified at least 60 days prior to the removal of a drug from the formulary.
Affected members will be notified by letter. Providers can refer to the website for upcoming changes to the
formulary.
Providers and members can request a printed version of the Formulary by contacting Customer Care at (800) 5828686.
Prior Authorization Required
Prior authorization may be required:

•

If the drug is not included on the Formulary
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•

The drug has utilization management criteria such as prior authorization, quantity limits, or step therapy

Decisions will be rendered on expedited and standard prior authorization requests within 24 hours. If additional
information is needed in order to make a determination, an extension of up to 7 working (business) days can be
added to the turnaround time of expedited and standard prior authorization requests. Please note that an
expedited request will be required to meet the AHCCCS criteria which states that following the standard decision
timeframe could seriously jeopardize the member’s life or health or the ability to attain, maintain, or regain
maximum function.
In instances where a prescription is written for drugs not on the Formulary, the pharmacy may contact the
prescriber to either request an alternative or to advise the prescriber that prior authorization is required for noncovered drugs.
Prior authorization requests submitted for review must be evaluated for clinical appropriateness based on the
strength of the scientiﬁc evidence and standards of practice that include, but are not limited, to the following:

•

Food and Drug Administration (FDA) approved indications and limits

•

Published practice guidelines and treatment protocols

•

Comparative data evaluating the eﬃcacy, type and frequency of side eﬀects and potential drug
interactions among alternative products as well as the risks, beneﬁts and potential member outcomes.

•

Peer-reviewed medical literature, including randomized clinical trials, outcomes, research data and
pharmacoeconomic studies

•

The following references may be used in the evaluation of the request including Drug Facts and
Comparisons, American Hospital Formulary Service Drug Information, DRUGDEX Information System, and
UpToDate.

Pharmacy Prior Authorization requests may be submitted by fax to the B – UFC/ALTCS Pharmacy Department (1866-349-0338).

Over the Counter (OTC) Medications
A limited number of OTC medications are covered for members. OTC medications require a written prescription
from the provider that must include the quantity to be dispensed and dosing instructions. Members may present
the prescription at any contracted pharmacy. OTCs are limited to the package size closest to a 30- day supply.
Please refer to the Formulary for more information.

Generic and Biosimilar Drug Substitutions
Contractors must utilize a mandatory generic drug substitution policy that requires the use of a generic equivalent
drug whenever one is available. The exceptions to this requirement are:

•

A brand name drug can be covered when a generic equivalent is available when the Contractor’s
negotiated rate for the brand name drug is equal to or less than the cost of the generic drug.

•

AHCCCS may require Contractors to provide coverage of a brand name drug when the cost of the generic
drug has an overall negative ﬁnancial impact to the state. The overall ﬁnancial impact to the state includes
consideration of the federal and supplemental rebates.

Prescribing clinicians must clinically justify the use of a brand-name drug over the use of its generic equivalent
through the prior authorization process. Generic and biosimilar substitutions shall adhere to Arizona State Board
of Pharmacy rules and regulations. AHCCCS Contractors shall not transition to a biosimilar drug until AHCCCS has
determined that the biosimilar drug is overall more cost- eﬀective to the state than the continued use of the brand
name drug.
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Supplies
Diabetes Supplies
Diabetes supplies are limited to a one-month supply (to the nearest package size) with a prescription.
Exclusions
The following categories are excluded from coverage:

•

DESI drugs (those considered less than eﬀective by the FDA)

•

Any medication limited by federal law to investigational use only

•

Medications used for cosmetic purposes

•

Non-indicated uses of FDA approved medications without prior authorization

•

Drugs being used to treat sexual dysfunction

•

Medications used for the treatment of infertility

Family Planning Medications and Supplies
The family planning beneﬁt includes:

•

Over-the-counter items related to family planning (condoms, foams, suppositories, etc.) are covered and
do not require prior authorization
o

The member must present a written prescription, to the pharmacy including the quantity to be
dispensed. A supply for up to 30-days is covered

•

Injectable medications, administered in the provider’s oﬃce, such as medroxyprogesterone (DepoProvera) are reimbursed at the Fee Schedule rate, unless otherwise stated in the Provider’s contract.

•

Oral contraceptives

•

IUDs

•

Implantable contraceptives

Exclusive Pharmacy and/or Provider Program
To ensure the safe and appropriate use of high-risk medications, members who are on the following medications
are monitored on an on-going basis

•

Opioids

•

Benzodiazepines

•

Muscle relaxants

•

Hypnotics

•

Stimulants

•

Atypical antipsychotics

Members may be limited to one pharmacy and/or one provider for these medications. Criteria include:

•

Utilization of four or more different categories of these medications AND

•

Four or more providers prescribing these medications AND
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•

Use of four or more pharmacies to fill these medications within three months

•

12 or more prescriptions for one of these medications within three months

•

A forged or altered prescription presented at the pharmacy.

Assignment to a specific provider or pharmacy is in place for 12 months. It will then be reviewed to see if the
restriction is still indicated. Members and providers will be notified in writing before this assignment occurs.
Members will have the right to appeal this decision. In an emergency situation, members may contact B –
UFC/ALTCS for assistance in a one-time exception to the restriction.
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Quality Improvement Program
The scope of Quality Improvement (QI) Program is comprehensive, addressing both the quality of clinical care and
the quality of non-clinical aspects of service. The scope of the QI Program ensures that all demographic groups,
care settings, and services are included in QI activities. The scope may include, but is not limited to, monitoring of
the following:

•

Compliance with preventive health guidelines and clinical practice guidelines

•

Acute and chronic case management

•

Behavioral healthcare

•

Continuity and coordination of care

•

Under and over utilization

•

Appointment availability

•

After hours telephone accessibility

•

Member satisfaction

•

Provider satisfaction

•

Complaints and appeals

•

Performance monitoring and improvement of clinical and service-related measures

•

Departmental performance and service

Performance Improvement Process
The B – UFC/ALTCS Quality Improvement Program allows for continuous performance of quality improvement
activities and has established mechanisms to track issues over time. Annually, B – UFC/ALTCS’s Quality
Improvement Committee develops a Quality Improvement (QI) Work Plan for the upcoming year. The QI Work
Plan serves as a working document to guide quality improvement eﬀorts on a continuous basis. The Work Plan
integrates QI activities, reporting and studies from all areas of the organization (clinical and service) and includes
timelines for completion and reporting to the Quality Management and Performance Improvement (QMPI)
committee as well as requirements for external reporting. Studies and other performance measurement activities
and issues to be tracked over time are scheduled in the QI Work Plan. The QI Work Plan is used by the QI
Department to manage projects and by the clinical quality committees, sub-committees and B – UFC/ALTCS
Board of Directors to monitor progress. The Work Plan is modiﬁed and enhanced throughout the year with
approval from the State and the QMPI committee. Modiﬁcations are reported to the Board of Directors and other
appropriate QI committees.
Additionally, B – UFC/ALTCS tracks open issues to ensure follow-up of speciﬁc issues or corrective actions
requiring tracking over time. The QI Work Plan is used by the QI department to prepare agendas for the QMPI
committee to ensure continued follow-up of issues and corrective action plans.

Provider Review
The B – UFC/ALTCS Quality Improvement Program includes review of processes followed in the provision of
health services, through oversight of the Quality Improvement Committee (QIC). The quality committees contain
physicians from varying specialty areas. The ad hoc members of the QIC include representatives from other
departments of B – UFC/ALTCS.
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Feedback on Physician Specific Performance
As part of the re-credentialing process, performance data on each provider is reviewed and evaluated by the
Credentialing Committee. This review of provider speciﬁc performance data may include, but is not limited to:

•

Site evaluation results including medical record audit, appointment availability, after-hours access, cultural
proﬁciency and in oﬃce waiting time

•

Preventive care, including Health Check exams, immunizations, lead screening, and screening for
detection of kidney disease

•

Prenatal care

•

Complaint and appeal data

•

Utilization management data including referrals/1000 and bed days/1000reports

•

Sentinel events and/or adverse outcomes

•

Compliance with clinical practice guidelines

Feedback of Aggregate Results
Aggregate results of studies and guideline compliance audits are presented to the QI Committee. Participating
physician members of the QMPI committee provide input into action plans and serve as a liaison with physicians in
the community.
At least annually, a network representative communicates with providers to review policies, guidelines, indicators,
medical record standards, and provide feedback of audit/study results. These sessions are also an opportunity for
providers to suggest revisions to existing materials and recommend priorities for further initiatives. When a
guideline, indicator, or standard is developed in response to a documented quality of care deﬁciency, B –
UFC/ALTCS disseminates the materials through an in- service training program to upgrade providers’ knowledge
and skills. The B – UFC/ALTCS Medical Directors and Pharmacist also conduct special training and meetings to
assist physicians and other providers with quality and service improvement eﬀorts.

Quality Oversight Committees
The B – UFC/ALTCS X Board of Directors is the governing body for B – UFC/ALTCS. The Board of Directors has
ultimate responsibility for quality improvement and meets quarterly to review and act upon reports reﬂecting the
status of QI Program implementation.
Governing body responsibilities for monitoring, evaluating, and making improvements to care and service include:

•

Review, evaluate, and approve the QI Program description, the QI Work Plan and the annual QI Program
Evaluation

•

Review regular reports delineating actions taken and improvements made as part of the QI Program

•

Ensure that the QI Program and QI Work Plan are implemented eﬀectively and result in improvements in
care and service

•

Provide written feedback to the Plan as appropriate, when program goals are not being met

The Quality Improvement Program is approved by the Board of Directors, Quality Management Performance
Improvement (QMPI) Committee, and the Chief Medical Oﬃcer.
The QMPI Program Description delineates the structure and personnel responsible for performing QI functions
within the organization. The Program’s Committee structure consists of the following committees and
subcommittees:

•

Quality Improvement Committee (QIC)
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•

Credentialing Committee

•

Utilization Management Finance Committee

•

Pharmacy and Therapeutics Committee (P&T)

•

Network Development Committee

•

Peer Review Committee

•

Member Advisory Council

•

Grievance and Appeals Committee

These committees meet on a regular basis in order to oversee QI Program activities and allow suﬃcient follow-up
on ﬁndings and required actions. The Chairperson of each committee may increase or decrease the frequency
based on ﬁndings and resolutions.

Individual Quality of Care Issues
The Quality Management department also responds to quality of care concerns received from members and
providers or issues identified during routine clinical review of members’ care. If substantiated as a true quality
of care issue, the concern may be tracked and trended or may be forwarded to the Peer Review Committee.
(Policy #QM 6004)
Summary information on quality of care reviews is furnished to the credentialing committee at the time of the
providers’ re-credentialing. All of these activities concerning provider information may be used for future
Performance Improvement Projects.
Peer Review Process
The Health Plans conducts regular and ongoing peer review of clinical practice. The Quality Management
department identifies issues that may ultimately be referred for peer review. These issues may come from
members, providers or clinical review activities of member care. A copy of the Evaluating Quality of Care and
the Peer Review Policy are available to you by contacting the Quality Management department or your
Provider Relations Representative.
•

Providers must implement recommendations made by the Banner – University Health Plans Peer
Review Committee. Some B – UHP Peer Review recommendations may be appealable agency actions
under Arizona law. A provider may appeal such a decision through the administrative process
described in A.R.S. § 41-1092, et seq. by contacting the B – UHP Chief Medical Officer.
o The AHCCCS Peer Review Committee may also make recommendations for B – UHP Chief
Medical Officer to refer cases to the Arizona Health Care Cost Containment System (AHCCCS),
Department of Child Safety (DCS) or Adult Protective Services (APS), Arizona Medical Board
and/or other professional regulatory review boards as applicable, for further investigation or
action and notification to regulatory agencies.

•

Provider Peer Review Grievance Procedure
o All providers are given due process (grievance) rights in regard to any recommendations taken
by the Peer Review Committee that may affect or limit their ability to practice within the Plan.
o At the conclusion of the peer review process, the provider is notified if such action has been
recommended.

•

Such communication is sent by certified mail sent within 10 calendar days of the Peer Review
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Committee’s recommendation.
o The provider may file a grievance regarding the findings of the committee.
•

The grievance must be submitted to the Health Plan CMO within 14 calendar days of the notification of
the recommendations of the Peer Review Committee.
o The Health Plan CMO is responsible for reviewing the grievance submitted by the provider.

•

The CMO then makes a determination on the appropriate course of action to be taken.
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Current and Accurate Provider Information
Physicians, other licensed health professionals, facilities, and ancillary provider’s contract directly with B –
UFC/ALTCS for payment of covered services. It is important that providers ensure B – UFC/ALTCS has accurate
billing information on ﬁle. Please conﬁrm that the following information is current in our ﬁles:

•

Provider Name (as noted on his/her current W-9 form)

•

Valid, unique AZ Medicaid ID Number for each provider

•

Physical location address (as noted on current W-9form)

•

Billing name and address (if diﬀerent)

•

Tax Identiﬁcation Number

•

Provider NPI

Providers must bill with their NPI in box 24J. B – UFC/ALTCS returns claims when billing information does not
match the information that is currently in our ﬁles. Claims missing the requirements in bold will be returned, and a
notice sent to the provider. Such claims are not considered “clean” and therefore cannot be entered into the
system.

Update Billing Information
We recommend that providers notify B – UFC/ALTCS in advance of changes pertaining to billing information.
Please submit this information on a W-9 form. Changes to a Provider’s Tax Identiﬁcation Number and/or address
are NOT acceptable when conveyed via a claim form.

Claims
Claims eligible for payment must meet the following requirements:

•

The member is effective on the date of service

•

The service provided is a covered benefit on the date of service

•

Referral and prior authorization processes were followed

Unless a contract specifies otherwise, B – UFC/ALTCS processes each form- type Dental/ Professional/
Institutional)- to comply with the standard that 95% of all clean claims are adjudicated within 30 days of receipt of
the clean claim and 99% are adjudicated within 60 days of receipt of the clean claim.
B – UFC/ALTCS does not pay:

•

Claims initially submitted more than 120 days for contracted providers (unless another timeframe is
specified in your contract, in which case the contract prevails) or six months for non-contracted providers
after date of service or after the date that eligibility is posted, whichever date is later.

Regardless of any subcontract with B – UFC/ALTCS, when one AHCCCS plan recoups a claim because the claim is
the payment responsibility of another plan; the provider should file a claim for payment with the responsible plan.
You should submit a clean claim to the responsible plan no later than:

•

60 days from the date of the recoupment,

•

12 months from the date of service, or

The responsible plan does not deny a claim on the basis of lack of timely filing if the provider submits the claim
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within the timeframes above.
Claim payment requirements pertain to both contracted and non-contracted providers.

Secondary Insurer
B – UFC/ALTCS is the payer of last resort. It is critical that you identify any other available insurance coverage for
the patient and bill the other insurance as primary. For example, if Medicare is primary and B – UFC/ALTCS is
secondary.

•

File an initial claim with B – UFC/ALTCS if you have not received payment or denial from the other insurer
before the expiration of your required ﬁling limit. Make sure you are submitting timely in order to preserve
your claim dispute rights.

•

Upon the receipt of payment or denial by the other insurer, you should then submit your claim to B –
UFC/ALTCS, showing the other insurer payment amount or denial reason, and enclosing a complete
legible copy of the remittance advice or Explanation of Payment (EOP) from the other insurer.

•

When a member has other health insurance, such as Medicare, a Medicare HMO or a commercial carrier, B –
UFC/ALTCS coordinates payment of beneﬁts.

•

In accordance with requirements of the Balanced Budget Act of 1997,

B – UFC/ALTCS pays co-payments, deductibles and/or coinsurance for AHCCCS Covered Services up to the
lesser of either B – UFC/ALTCS ’s fee schedule or the Medicare/other insurance allowed amount.
Claims should be submitted within 60 days of the primary insurance remittance advice date for a ﬁrst submission
to retain appeal rights.

Dual Eligibility Cost-Sharing and Coordination of Benefits
When B – UFC/ALTCS members are enrolled in both programs (B – UFC/ALTCS and B – UCA HMO SNP), any cost
sharing responsibilities are coordinated between the two payers. In general, providers only need to submit one
claim to B – UFC/ALTCS and beneﬁts will be automatically coordinated.

Injuries due to an Accident
In the event the member is being treated for injuries suﬀered in an accident, the date of the accident should be
included on the claim so that B – UFC/ALTCS can investigate the possibility of recovery from any third- party
liability source. This is particularly important in cases involving work-related injuries or injuries sustained as the
result of a motor vehicle accident.

Electronic Claims Submission
Submissions Contact Information
ORIGINAL claim submissions, tracers and resubmissions (excluding dental) should be mailed to:
Health Plan

Mailing Information

Banner – University Care Advantage (B – UCA)

P.O. Box 38549, Phoenix, AZ 85069

Banner- University Family Care/ALTCS (B – UFC/ALTCS)

P.O. Box 37279 Phoenix, AZ 85069

Banner – University Family Care/ACC (B – UFC/ACC)

P.O. Box 35699, Phoenix, AZ 85069

ELECTRONIC claim submissions, tracers (excluding resubmissions and dental) should be sent through Change
Health Care (Emdeon) or SSI Group to:
Health Plan

Electronic Information

Banner – University Family Care/ACC (B – UFC/ACC) and
Banner – University Care Advantage (B – UCA)

Payor ID#: 09830 Emdeon / 9999 Sub ID#0651 SSI
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Banner – University Family Care/ALTCS (B – UFC/ALTCS)

Payor ID#: 66901

Imaging Requirements for Paper Claims
B – UFC/ALTCS uses an imaging process for claims retrieval. To ensure accurate and timely claims capture, please
observe the following claims submission rules:
Do’s

•

Do use the correct PO Box number

•

Do submit all claims in a 9” x 12”, or larger envelope

•

Do type all ﬁelds completely and correctly

•

Do use black or blue font color only

•

Do submit on a proper form . . . CMS 1500 or UB 04

•

Claim form MUST BE RED AND WHITE

Don’ts

•

Don’t submit handwritten claim forms

•

Don’t use red font on claim forms

•

Don’t circle any data on claim forms

•

Don’t add extraneous information to any claim form ﬁeld

•

Don’t use highlighter on any claim form ﬁeld

•

Don’t submit photocopied claim forms

•

Don’t submit carbon copied claim forms

•

Don’t submit claim forms via fax

•

Don’t use “whiteout” or correction tape/fluid

•

Don’t cross out, cross through, or alter information to avoid fraud

Clean Claims
Clean Claim Deﬁnition
A clean claim is one that may be processed without obtaining additional information from the provider of service
or from a third party but does not include claims under investigation for fraud or abuse or claims under review for
medical necessity, as deﬁned by A.R.S. §36-2904.
A clean claim means a claim received by B – UFC/ALTCS for adjudication, in a nationally accepted format in
compliance with standard coding guidelines and which requires no further information, adjustment, or alteration
by the provider of the services in order to be processed and paid by B – UFC/ALTCS. The following exceptions
apply to this deﬁnition: (a) a claim for payment of expenses incurred during a period of time for which premiums are
delinquent; (b) a claim for which fraud is suspected; and (c) a claim for which a third Party Resource should be
responsible.
Non-Clean Claim Deﬁnition
Non-clean claims are submitted claims that require further investigation or development beyond the information
contained therein. Errors or omissions in claim submissions result in the request for additional information from
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the provider or other external sources to resolve or correct data omitted from the bill; review of additional medical
records; or the need for other information necessary to resolve discrepancies. In addition, non-clean claims may
involve issues regarding medical necessity and include claims not submitted within the ﬁling deadlines.

Encounters versus Claims
What is an Encounter Versus a Claim?
You are required to submit an encounter or claim for each service that you render to a B – UFC/ALTCS member.
See the deﬁnitions below:
If you are the PCP for a B – UFC/ALTCS member and receive a monthly capitation amount for services, you must ﬁ
le a “proxy claim” (also referred to as an “encounter”) on a CMS 1500 for each service provided. Since you will have
received a pre-payment in the form of capitation, the “proxy claim” or “encounter” is paid at zero dollar amounts.
It is mandatory that your oﬃce submits all encounter data.
B – UFC/ALTCS utilizes the encounter reporting to evaluate all aspects of quality and utilization management, and
it is required by AHCCCS and by Centers for Medicare and Medicaid Services (CMS).

•

A claim is a request for reimbursement submitted either electronically or by paper for any medical service.
A claim must be ﬁled on the proper form, such as CMS 1500 or UB 04. A claim will be paid or denied with an
explanation for the denial.

•

For each claim processed, an Explanation of Payment (EOP) will be mailed to the provider who submitted
the original claim

Claim Adjustment

Providers may resubmit a claim(s) to correct a simple billing error or to request an adjustment if it is believed
the payment made by the plan is incorrect.
Procedures for Filing a Claim/Encounter Data
B – UFC/ALTCS encourages all providers to file claims/encounters electronically. See “Electronic Claims
Submission” in this manual for more information on how to initiate electronic claims/encounters.
Please remember the following when filing your claim/encounter:

•

All documentation must be legible.

•

PCPs and all participating providers must submit claims or encounter data for every member visit, even
though they may receive a monthly capitation payment

•

Provider must ensure that all data and documents submitted to B – UFC/ALTCS, to the best of your
knowledge, information, and belief, are accurate, complete, and truthful

•

All claims and encounter data must be submitted on either form CMS 1500, UB 04, or by electronic media in
an approved format

•

Review and retain a copy of the error report that is received for claims that have been submitted
electronically, then correct any errors and resubmit with your next batch of claims

•

All claims must be received by the plan within 120 days for contracted providers or six months for
noncontracted providers after date of service in order to be considered for payment

•

Claims received after this time frame will be denied for failure to file timely

Common Billing Errors
In order to avoid rejected claims or encounters always remember the following when ﬁling your claim/encounter:

•

Use SPECIFIC CPT-4, HCPCS, or ICD codes
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•

Avoid the use of non-speciﬁc or “catch-all” codes (i.e. 99070)

•

Use the most current CPT-4 and HCPCS codes. Out-of-date codes will be denied

•

Submit all claims/encounters with the proper provider number

•

Submit all claims/encounters with the member’s complete AHCCCS ID number.

•

Verify other insurance information entered on claim

•

The 11-digit National Drug Code (NDC) must be reported on all qualifying claim forms when injectable
drugs are administered in the oﬃce/outpatient setting; excluding applicable vaccines/ immunizations.
Failure to submit the exact applicable NDC (do not report 99999999999 to bypass edit) administered to
the member will result in front-end rejection and/or denial of claims. When reporting a drug, enter
identiﬁer N4, the eleven-digit NDC code, Unit Qualiﬁer, and number of units from the package of the
dispensed drug for the speciﬁed detail line

•

Do not enter a space, hyphen, or other separator between N4, the NDC code, Unit Qualiﬁer, and number of
units

•

If you are given an NDC that is less than 11 digits, add the missing digits as follows:
o

For a 4-4-2 digit number, add a 0 to the beginning

o

For a 5-3-2 digit number, add a 0 as the sixth digit

o

For a 5-4-1 digit number, add a 0 as the tenth digit
▪

Example: N412345678901UN2000

Knowledge Base Auditing Rules
B – UFC/ALTCS ‘s code-auditing software audits against both professional claims and outpatient facility claims.
The software’s “knowledge base” contains auditing logic and rules based on accepted principles regarding the
manner by which medical services should be coded for reimbursement. If the software recommends an auditing
action (edit) against a claim line, an edit is applied which corresponds to a coding principle. The code auditing
software’s knowledge base contains coding principles based on coding standards developed by the Center for
Medicare and Medicaid Services (CMS); the American Medical Association’s Current Procedural Terminology (CPT
Manual, CPT Assistant, CPT Insider View); specialty society guidelines such as the American College of Surgeons,
American College of Radiology, and the American Academy of Orthopedic Surgeons. Using a comprehensive set
of rules, the code auditing software provides consistent and objective claims review by:

•

Accurately applying coding criteria for the clinical areas of medicine, surgery, laboratory, pathology,
radiology and anesthesiology as outlined by the American Medical Association’s (AMA) CPT-4 manual

•

Evaluating the CPT-4 and HCPCS codes submitted by detecting and documenting coding inaccuracies
including, but not limited to, unbundling, up coding, fragmentation, duplicate coding, invalid codes, and
mutually exclusive procedures

•

Incorporating Historical Claims Auditing (HCA) functionality which links multiple claims found in a patient’s
claims history to current claims to ensure consistent review across all dates of service

Billing Codes
It is important that providers bill with codes applicable to the date of service on the claim. Billing with obsolete
codes will result in a potential denial of the claim and a consequent denial in payment.
Submit professional claims with current, valid CPT-4, HCPCS and ICD-10 codes. Submit institutional claims with
valid Revenue codes and CPT-4 or HCPCS (when applicable), ICD-10 and DRG codes.
Providers will also improve the eﬃciency of their reimbursement through proper coding of a patient’s diagnosis.
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We require the use of valid ICD-10 diagnosis codes, to the ultimate speciﬁcity, for all claims. The highest degree of
speciﬁcity or detail, can be determined by using the Tabular list (Volume One) of the ICD-10 code manual in
addition to the Alphabetic List (Volume Two) when locating and designating diagnosis codes.

Claim Payment
Non-clean claims will be adjudicated (ﬁnalized as paid or denied) within thirty (30), business days from the date of
the original submission.
B – UFC/ALTCS sends providers written notiﬁcation via the Website or an Explanation of Payment (EOP) for each
claim that is denied, including the reason(s) for the denial, the date contractor received the claim, and a reiteration
of the outstanding information required from the provider to adjudicate the claim.
Note: It is the provider’s responsibility to check their audit report to verify that B – UFC/ALTCS has accepted their
electronically submitted claim.
Providers may discuss questions with B – UFC/ALTCS Provider Services Representatives regarding amount
reimbursed or denial of a particular service; Providers may also submit in writing, with all necessary
documentation, including the EOP for consideration of additional reimbursement.
Any response to approved adjustments will be provided with accompanying explanation of payment. All disputed
claims will be processed in compliance with the claims payment resolution procedure as described herein. For an
explanation regarding how to request an informal claim payment adjustment or ﬁle a complaint refer to the
process described herein.

Billing Forms
Providers submit claims using standardized claim forms whether ﬁling on paper or electronically. Submit claims for
professional services and durable medical equipment on a CMS 1500. The following areas of information on CMS
1500 claim forms are common submission requirements of a clean claim accepted for processing:

•

Full member name

•

member’s date of birth

•

A valid member identiﬁcation number

•

Complete service level information:

•

Date of Service

•

Diagnosis

•

Place of Service

•

Procedure Code (appropriate CPT-4, ICD-10 codes)

•

Charge Information and units

•

Servicing provider’s name, address, taxonomy code, and NPI number

•

Provider’s federal tax identiﬁcation number

•

All mandatory ﬁelds must be complete and accurate

•

Submit claims for hospital based inpatient and outpatient services as well as swing bed services on a UB 04.

Completing a CMS 1500 Form
All medical claims are to be submitted on the CMS 1500. The CMS 1500 claim form is required for:

•

All professional services “including specialists”
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•

Individual practitioners

•

Non-hospital outpatient clinics

•

Transportation providers

•

Ancillary Services

•

Durable Medical Equipment

•

Non-institutional expenses

•

Professional and/or technical components of hospital- based physicians and Certiﬁed Registered

Nurse Anesthetists (CRNAs)

•

Home Health Services

The CMS 1500 must provide all requested information to receive payment for services rendered. Failure to do so
may result in delayed or denied reimbursement. Please refer to the AHCCCS manual for further detail.
B – UFC/ALTCS accepts all nationally approved and recognized coding as deﬁned by CMS national correct coding
initiatives and guidelines.
Completing a UB 04 Claim Form
A UB 04 is the only acceptable claim form for submitting inpatient or outpatient hospital (technical services only)
charges for reimbursement by B – UFC/ALTCS. Please refer to the AHCCCS manual for specific details.
In addition, a UB 04 is required when billing for nursing home services, swing bed services with revenue and
occurrence codes, inpatient hospice services, ambulatory surgery centers (ASC) and dialysis services.
UB 04 Inpatient Documentation
The following information should be submitted along with the UB 04:

•

Consent forms for hysterectomies, abortions, and sterilizations UB 04 Hospital Outpatient
Claims/Ambulatory Surgery

The following information applies to outpatient and ambulatory surgery claims:

•

Professional fees must be billed on a CMS 1500 claim form

•

Include the appropriate CPT-4 code next to each revenue code

Billing the Member
In accordance with State and Federal regulations providers are prohibited from billing members for covered
services. Arizona Administrative Code R9-22-702 states in part, “an AHCCCS registered provider shall not do
either of the following, unless services are not covered or without ﬁrst receiving veriﬁcation from the
Administration [AHCCCS] that the person was not an eligible person on the date of service:

•

Charge, submit a claim to, or demand or collect payment from a person claiming to be AHCCCS eligible; or

•

Refer or report a person claiming to be an eligible person to a collection agency or credit reporting agency”

B – UFC/ALTCS members should not be billed or reported to a collection agency for any covered service your
oﬃce provides. Claims should be submitted directly to the B – UFC/ALTCS Claims Department. Submission must
include the appropriate claim form. Providers must comply with the time submission requirements of Arizona
Revised Statute § 36-2904 H. All covered health care providers must have a National provider Identiﬁer (NPI)
number and registered with AHCCCS. Claims cannot process for covered health care providers who do not have a
NPI or are not registered with AHCCCS. If providers do not have the required NPI necessary forms and
instructions may be obtained by contacting the National Plan and Provider Enumeration System (NPPES):
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•

If not registered with AHCCCS, providers can go to the AHCCCS website for instructions on how to
apply. Please note, any and all future billings of B – UFC/ALTCS members for covered services may
result in a fraud referral regarding your billing practices to the AHCCCS Oﬃce the Inspector General.
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Background
The statute that established the deﬁnition of “Emergency Medical Condition (EMC)” is as follows:
A medical condition manifesting itself by acute symptoms of suﬃcient severity (including severe pain) such that a
prudent layperson who possesses an average knowledge of health and medicine could reasonably expect the
absence of immediate medical attention to result in: a) placing the patient’s health (or, with respect to a pregnant
woman, the health of the woman or her unborn child)
in serious jeopardy, b) serious impairment to bodily functions, or c) serious dysfunction of any bodily organ or part
[42 CFR 438.114(a)]
CMS has issued speciﬁc guidelines to State Medicaid Directors regarding that agency’s expectations of how the
Medicaid Emergency Services beneﬁt is to be administered utilizing the prudent layperson (PLP) standard as
deﬁned above. These guidelines are contained in letters to the State Medicaid Directors dated February 20, 1998,
April 5, 2000 and April 18, 2000. The following statements from the April 18, 2000 letter have a direct bearing on
the Hospital Claims Adjudication Process
“The BBA requires that a Medicaid beneﬁciary be permitted to obtain emergency services immediately at the
nearest provider when the need arises. When the prudent layperson standard is met, no restriction may be placed
on access to emergency care. Limits on the number of visits are not allowed.
The determination of whether the prudent layperson standard is met must be made on a case-by-case basis. The
only exceptions to this general rule are that payers may approve coverage on the basis of an
ICD-10 code and payers may set reasonable claim payment deadlines (taking into account delays resulting from
missing documents from the initial claim).
Note that payers may not deny coverage solely on the basis of ICD-10 codes. Payers are also barred from denying
coverage on the basis of ICD-10 codes and then requiring resubmission of the claim as part of an appeal process.
This bar applies even if the process is not labeled as an appeal. Whenever a payer (whether an MCO or a State)
denies coverage or modiﬁes a claim for payment, the determination of whether the prudent layperson standard
has been met must be based on all pertinent documentation, must be focused on the presenting symptoms (and
not on the ﬁnal diagnosis), and must take into account that the decision to seek emergency services was made by
a prudent layperson (rather than a medical professional).”

ICD-10 Diagnoses Code Auditing and Review
ICD-10 codes are reviewed and may be moved to diﬀerent diagnosis categories based on actual adjudication
experience. For example, if it is discovered that claims with an ICD-10 diagnosis code that is designated as a nonobvious emergency is being paid 90 percent of the time, the ICD-10 diagnosis code may be moved to a more
appropriate classiﬁcation B – UFC/ALTCS considers any requests for reclassifying speciﬁc ICD-10 diagnosis codes
if the hospital believes B – UFC/ALTCS has misclassiﬁed the diagnosis code. If after review, it is determined that an
ICD-10 diagnosis code qualiﬁes for reclassiﬁcation, the reclassiﬁcation will apply to all hospitals.
Third Party Liability and Coordination of Beneﬁts (COB) Guidelines
Third Party Liability (TPL) refers to any other health insurance plan or carrier (e.g., individual, group, employerrelated, self-insured or self-funded, or commercial carrier, automobile insurance and worker’s compensation) or
program, that is, or may be, liable to pay all or part of the health care expenses of the member.
Coordination of Beneﬁts (COB) refers to members with two or more types of insurance coverage. The plan that is
primary pays its full beneﬁts ﬁrst. The primary insurance carrier’s explanation of beneﬁts (EOB) is then sent to the
secondary carrier B – UFC/ALTCS, for coordination of beneﬁts.
The primary EOB information will explain the primary’s payment or denial process. Medicaid is the payor of last
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resort, therefore B – UFC/ALTCS makes every eﬀort to cost avoid claims or services that are subject to payment
from a third-party health insurance carrier and may deny a service if the third party health insurance carrier
provides the service. Cost avoidance applies to all covered services except claims for EPSDT and non-institutional
pregnancy related services.
B – UFC/ALTCS complies with Arizona Medicaid COB policies and utilizes the “Pay and Chase” approach as
required.

•

Providers must make reasonable eﬀorts to determine the legal liability of third parties to pay for
services furnished B – UFC/ALTCS members and must bill the primary payor prior to billing B UFC

•

When a provider bills the claim to the primary carrier and ﬁles the claims with the EOP, B UFC
coordinates with the primary payor to pay the claim up to the plan’s allowable amount, but we will not
exceed the amount we would have paid had we paid as the primary coverage

•

If a third-party health insurance carrier requires the member to pay cost-sharing amounts (e.g. copayments, coinsurance, and deductible), B – UFC/ALTCS pays the cost sharing amount but we will
not exceed the amount we would have paid had we paid as the primary coverage

•

Information regarding other liability coverage is available through our call center, and via the secure
web portal.

•

Claims originally ﬁled timely with a third-party carrier must be received within 60 days of the date of
the primary carrier’s EOP.

•

To the extent permitted by state and federal law, B – UFC/ALTCS uses cost avoidance processes as
required by AHCCCS.
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Timely Resubmission
For contracted and non-contracted providers, claims that have been denied must be received within one (1) year
from the discharge date or date of service. In order to be considered the denied claim must be resubmitted with
corrected information via the website or via paper. When resubmitting a denied claim on paper more than one (1)
year after the date of service, a copy of the EOP with the denial must be attached to demonstrate that the original
claim was submitted timely. Please include the word “resubmission” and the claim number on the claim form to
help us identify that this is a resubmission of an existing claim.
Submissions Contact Information
ORIGINAL claim submissions, tracers and resubmissions (excluding dental) should be mailed to:
Health Plan
Banner – University Family Care/ACC (B – UFC/ACC)

Mailing Information
P.O. Box 35699, Phoenix, AZ 85069

Banner – University Family Care/ALTCS (B –
UFC/ALTCS)

P.O. Box 37279 Phoenix, AZ 85069

ELECTRONIC claim submissions, tracers (excluding resubmissions and dental) should be sent through Change
Health Care (Emdeon) or SSI Group to:
Health Plan

Electronic Information

Banner – University Family Care/ACC (B – UFC/ACC)
Banner – University Care Advantage (B – UCA)

Payor ID#: 09830 Emdeon / 9999 Sub ID#0651 SSI

Banner – University Family Care/ALTCS (B –
UFC/ALTCS)

Payer ID# 66901

Resubmitted claims should be clearly marked at the top with the word RESUBMISSION and the claim number or on
the HCFA Box 22, UB04 Box 64 with Field 4 ending in 7.
Providers resubmitting claims must attach a statement along with documentation, including the EOP explaining
the reason for resubmission.
Reasons for resubmission include but are not limited to

•

Provider has corrected the claim (for example, previously submitted wrong diagnosis, etc.)

•

Denial for other insurance

•

Problem with electronic ﬁling, now sending paper claim

•

No payment received within 30 days of initial ﬁling of claim

Providers should wait at least 30 days from the initial submission before resubmitting the claim. The claim must be
clearly marked as a resubmission and have the claim number on it. This will help to ensure that the claim is not
denied as a duplicate.

Claim Adjustment
Providers may resubmit a claim(s) to correct a simple billing error or to request an adjustment if you believe the
payment made by the plan is incorrect. In order to be considered for payment, for contracted providers, claims
that require resubmission must be re-submitted within 120 days from the date of the denial remittance advice
(Unless Contract Specifies 90=-days for Contracted Providers, and 120-Days for Non-Contracted Providers). For
non-contracted providers, claims in this category must be received within one (1) year from the date in which the
service was rendered. Please include the word “resubmission” and the claim number on the claim form to help us
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identify that this is a resubmission of an existing claim or on the HCFA Box 22, UB04 Box 64 with field 4 ending in a
7.
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Provider Claim Disputes
A Provider Claim Dispute is a dispute involving the payment or nonpayment of a claim. You may challenge the
Health Plan’s adjudication of a claim by filing a claim dispute, in writing, with the Grievance and Appeals
Department. The claim dispute should include the following for faster processing:
1. A cover letter on appropriate letterhead indicating your reason for filing the claim dispute. Please
include the following information in your letter:
a. Date of request;
b. Claim number(s);
c. The factual and legal basis for the claim dispute and your expected resolution;
d. The enrollee’s AHCCCS ID number, full name, date of service, and date of birth; and
e. Writer’s name, address, telephone number and/or email address.
2. Supporting documentation, including:
a. A copy of the EOB or RA from B – UFC/ACC;
b. A copy of the original claim(s);
c. Corrected claim(s), if applicable;
d. A copy of the Medicare or primary insurer EOB(s), if applicable;
e. A copy of the authorization, if applicable; and
f. If you are a contracted provider with specific rates in your contract, a copy of the applicable
pages from your contract when challenging the rate of pay.
Please submit the claim dispute letter and supporting documentation to:
Banner – University Family Care/ACC Health Plan
Attn: Grievance & Appeals Department
2701 E. Elvira Road Tucson, AZ 85756
(Phone) 800-582-8686
(Fax) 866-465-8340
BUHPCompliance@Bannerhealth.com
Provider Claim Dispute Submission Timeframes
A claim dispute for claims payment issue must be received within 12 months from the date of service, or for a
hospital claim within 12 months from the date of discharge, 12 months after the date of eligibility posting, or
within 60 days after the date of a timely claim submission, whichever is later. The Health Plan ensures that no
punitive action will be taken against a provider who requests a claim dispute or supports a member’s appeal.
All claim disputes are adjudicated in Arizona, including those claim disputes arising from claims processed
through an administrative services subcontractor.
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Provider Claim Dispute Acknowledgement and Resolution
We will send you an acknowledgement letter within 5 business days of receipt of your claim dispute. Within
30 calendar days, we will mail you a Notice of Decision. The Notice of Decision will explain our resolution of
the dispute, and the factual and legal basis for our resolution. If our decision is to approve your dispute, we
will reprocess and pay your claim within 15 days of the Notice of Decision. If our decision is not in your favor,
we will explain your right to request a State Fair Hearing.
How do I request a State Fair Hearing?
If you are not satisfied with the claim dispute decision, you may file a request for State Fair Hearing with the
Health Plan. This request must be made in writing to the Health Plan within 30 days of the date of receipt of
the Notice of Decision or Notice of Appeal resolution. The Health Plan will send the appeal file to AHCCCS and
you will receive a Notice of Hearing from the Office of Administrative Legal Services when a hearing date is set.
Member Appeals
An appeal is a request for review of an adverse benefit determination by an enrollee (member) or their authorized
representative, such as a provider. An appeal can be ﬁled for various reasons including the denial or limited
authorization of a requested service, the type or level of service, or for the reduction, suspension or termination of
a previously authorized service. An authorized representative acting on behalf of the member, with the member’s
written consent, may ﬁle an appeal or request a State Fair Hearing on behalf of a member.

•

Standard Appeals – Can be ﬁled either orally or in writing with B – UFC/ALTCS. To be considered timely an
appeal request must be ﬁled within 60 days of the date of the Notice of Action. A provider may assist a
member in ﬁling an appeal. B – UFC/ALTCS does not restrict or prohibit a provider from advocating on
behalf of a member. No punitive action will be taken against a provider who files an appeal on behalf of the
member. B – UFC/ALTCS will review and will issue a written decision letter to the member (and/or
authorized representative) within 30 days of receiving the appeal request.

•

Expedited Appeals - If a provider believes that the time for a standard resolution appeal could seriously
jeopardize the member’s life, health, or ability to attain, maintain, or regain maximum function, the
provider can submit a request for an Expedited Appeal, with the member’s written consent, along with
supporting documentation. B – UFC/ALTCS will acknowledge expedited appeals within one working day of
receipt and provide resolution no later than (3) business days from the date B – UFC/ALTCS receives the
appeal (unless an extension is required) If a Notice of Appeal Resolution is not completed timely, the
member’s appeal shall be considered to be denied by the Contractor, and the member can ﬁle a request for
hearing.
o

If B – UFC/ALTCS denies a request for expedited review, the appeal transfers to the 30-day
timeframe as a standard appeal.

o

B – UFC/ALTCS makes reasonable eﬀorts to give the enrollee prompt oral notice and follow up
within (2) days with a written notice of the denial of expedited resolution.

Each appeal should be ﬁled separately. In order to ﬁle an appeal, please submit in writing, along with all
substantiating documentation to:
B – UFC/ALTCS
Attn: Grievance & Appeals Dept
2701 E. Elvira Road Tucson, AZ 85756
Fax: (866) 465-8340
BUHPGrievances&Appeals@bannerhealth.com
If you have questions, please contact Customer Care Provider Services at (800) 582-8686.
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Overview
The Health Plan’s commitment to compliance includes ensuring that our providers are in compliance with
applicable state and federal regulations. All contracted providers are responsible for complying with all federal
laws, regulations including but not limited to, B – UHP’s policies and procedures, Compliance and Fraud Waste
and Abuse Plan, Compliance guide for staff and business partners and the Code of Conduct. All of these
documents are available at www.bannerUHP.com, or through eServices (https://eservices.uph.org), or upon
request.
The Health Plans has incorporated requirements outlined by Medicaid and Medicare in these documents. Providers
must review the respective guidelines and ensure appropriate protocols are in place to demonstrate compliance.

CMS and Medicaid Requirements
For Medicare Contracted Providers:
To assist you in understanding the requirements please access the CMS website at:
https://www.cms.gov/Medicare-Medicaid-Coordination/Fraud-Prevention/Medicaid-IntegrityEducation/fwa.html
For AHCCCS Contracted Providers:
To assist you in understanding your requirements, please refer to the AHCCCS Contractor Operations Manual
(ACOM) and the AHCCCS Medical Policy Manual (AMPM):
http://www.azahcccs.gov/shared/ACOM/default.aspx
http://www.azahcccs.gov/shared/MedicalPolicyManual/MedicalPolicyManual.aspx?ID=providermanuals

B – UHP Compliance Program Requirements
Requirements of all Health Plan contracted providers include, but are not limited to:
•

Providers are expected to adhere to B – UHP’s compliance requirements relating to FWA, which have been
outlined in B – UHP’s Compliance and FWA Plan, Compliance Guide for staff and business partners and CMS
general compliance and FWA trainings.

•

Ensure monitoring and oversight is in place for all employees.

•

Implement monitoring and oversight of compliance requirements for all relationships with subcontractors.

•

Complying with Offshore requirements.

•

Report all suspected and/ or detected FWA.

•

Establish and maintain policies and procedures for preventing, detecting, correcting and reporting FWA, in
addition to other requirements listed below.

•

To ensure employees, managers, officers and directors responsible for the administration or delivery of
Medicaid and Medicare benefits are free from any conflict of interest and provide B – UHP with full
disclosure on any situation that may present a conflict of interest.

•

Completion of the B – UHP Compliance Attestation is required upon contract and annually thereafter.
Completion of the form will confirm that your internal processes are compliant with Medicare and Medicaid
Compliance Program requirements.

Additional information about these requirements is discussed below and can also be found at
www.BannerUHP.com.
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Written Policies and Procedures and Code of Conduct
B – UHP requires that all providers supporting the Medicare Advantage and Part D Prescription Drug Program
adopt and abide by the B – UHP Code of Conduct and Policies and Procedures. Providers may also implement a
code of conduct and policies and procedures that incorporates requirements consistent with B – UHP’s Code of
Conduct and Policies and Procedures. The code of conduct states your Organization’s over-arching principles
and values by which your Organization operates and defines the underlying framework for the compliance
policies and procedures. The code of conduct must provide the standards by which providers and staff will
conduct themselves, including the responsibility to perform duties in an ethical manner and in compliance with
laws, regulations and policies. Providers and staff are required to comply with all applicable laws, whether or not
specifically addressed in the code of conduct.
As stipulated in the B – UHP Code of Conduct, Providers and staff are required to report issues of noncompliance
and potential FWA through the appropriate mechanisms and ensure that all reported issues will be addressed and
corrected. Your processes must include detailed and specific guidance for employees regarding how to report
potential compliance issues. Anonymous reports can be made to B – UHP’s toll-free alert line at 1-888-747-7989.
Policies and Procedures should include provisions and procedures that, at a minimum, outline the following:
•

Require that all employees and downstream entities immediately report suspected and /or detected FWA.

•

Ensure all B – UHP confidential and proprietary information is safeguarded.

•

Screen all employees and downstream entities against federal government exclusion lists, including the
CMS Preclusion List and Office of Inspector General “OIG” list of excluded Individuals and Entities, and the
General Services Administration’s” Excluded Parties Lists System. Anyone listed on one or both of these
lists is not eligible to support B – UHP’s Medicaid or Medicare plans, must be removed immediately from
providing services. Upon identification of an excluded individual B – UHP must be notified immediately.

•

Cooperate fully with any investigation of alleged, suspected or detected violation of state or federal laws
or regulations.

•

Distribute compliance and FWA training to employees and downstream entities.

•

Implement and publicize disciplinary standards and take action upon discovery of FWA or actions that
could lead to FWA.

For providers found on the CMS Preclusion List, as documented in the 2020 Final Rule CMS 4185-F, 42 CFR
422.504 and after the expiration of the 60-day period specified in § 422.222:
•

The provider will no longer be eligible for payment from the plan and will be prohibited from pursuing
payment from the beneficiary as stipulated by the terms of the contract between CMS and the plan per §
422.504(g)(1)(iv); and

•

The provider will hold financial liability for services, items, and drugs that are furnished, ordered, or
prescribed after this 60-day period, at which point the provider and the beneficiary will have already
received notification of the preclusion.

The code of conduct and policies and procedures should be distributed to employees within 90 days of hire, when
there are updates to the policies, and annually thereafter. You should ensure that employees, as a condition of
employment, read and agree to comply with all written compliance policies and procedures and code of conduct
within 90 days of date of hire and annually thereafter. Employee statements or certifications should be retained
and be available to B – UHP, CMS and AHCCCS.
This information must be available upon request by B – UHP, CMS, AHCCCS and records should be maintained for
10 years.
Your Organization may make B – UHP’s Code of Conduct available to all employees. The B – UHP Code of Conduct
is available online at www.BannerUFC.com/ALTCS.
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Providers are given access to applicable B – UHP Policies and Procedures via eServices or upon request by
contacting the B – UHP Compliance Department at BUHPCompliance@bannerhealth.com.

Conflicts of Interest
Your Organization’s code of conduct should include provisions to ensure employees, managers, officers and
directors responsible for the administration or delivery of the Medicare and Medicaid benefits are free from any
conflict of interest in administering or delivering Medicare and Medicaid benefits. Conflicts of interest are
created when an activity or relationship renders a person unable or potentially unable to provide impartial
assistance or advice, impairs a person’s objectivity, or provides a person with an unfair competitive or monetary
advantage.

Disclosure of Ownership and Control
The federal regulations set forth in 42 CFR §455.101; 106; 436 requires B – UHP to identify all persons associated
with B – UHP , its subcontracted providers and fiscal agents that have an ownership, control interest or managing
employee interest and determine if they have been convicted of a criminal offense related to that person’s
involvement in any program under Medicare, Medicaid, or the Title XX services program. [42 CFR 455.104
through 106] (SMDL09-001)
B – UHP must obtain the following information regarding ownership, control interest or managing employee
interest [42 CFR 455.106]:
•

Business Entity Name, City, State and Zip code

•

Name of the business entity or individual that has Ownership, Control Interest or is a Managing Employee.

•

Business Address, including all locations and Post Office Box Address. Include Home Addresses of all
Managing Employees.

•

The Social Security Number (if Individual), Tax Identification Number (TIN) (if Corporation)

•

The % of Ownership or Controlling Interest.

•

The Relationship to Owner (i.e. spouse, parent, child or sibling).

The Health Plan will, on a monthly basis, confirm the identity and determine the exclusion status through routine
checks of:
a. The List of Excluded Individuals (LEIE)
b. The System of Award Management (SAM) formerly known as The Excluded Parties List (EPLS)
c. Any other databases directed by AHCCCS or CMS
Note: B – UHP is required to immediately notify AHCCCS-OIG of any person who has been excluded through these
checks in accordance with the 42 CFR 455.106 (2)(b).

Federal Health Care Program Requirement

As a contracted provider, you are obligated under 42 C.F.R.100.1.1901, to screen all employees, contractors,
temporary employees, volunteers, consultants, governing board members, and /or subcontractors, to
determine whether any of them have been excluded from participation in Federal health care programs upon
hire or contracting and monthly thereafter. The Organization is required to verify their employees (including
temporary and volunteer) are not excluded by comparing them against the CMS Preclusion List, Department of
Health and Human Services (DHHS) Office of the Inspector General (OIG) List of Excluded Individuals and
Entities (LEIE) and the General Services Administration (GSA) System of Award Management (SAM) formerly
known as the Excluded Parties List (EPLS) and any other databases directed by AHCCCS or CMS. Monthly
screening is essential to prevent the Health Plan from making inappropriate payment to providers, pharmacies
or other entities that have been added to the exclusions lists since the last time the list was checked. Upon
discovery of an excluded individual, the Organization must provide immediate disclosure to B – UHP. No
payment will be made by Medicare, Medicaid or any other Federal or State of Arizona health care programs for
144

any item or service furnished on or after the effective date specified in the notice period, by an excluded
individual or entity, or at the medical direction or on the prescription of a physician or other authorized individual
who is excluded when the person furnishing such item or service knew or had reason to know of the exclusion.
To assist you with implementation of your OIG/GSA Exclusion process, links to the exclusion websites are
below.
•

The List of Excluded Individuals (LEIE): https://oig.hhs.gov/exclusions/exclusions_list.asp

•

The System of Award Management (SAM) formerly known as The Excluded Parties List (EPLS):
https://www.sam.gov/portal/SAM/#1

•

Any other databases directed by AHCCCS or CMS

Offshore Requirements
The term “Offshore” refers to any country that is not one of the 50 United States or one of the United States
Territories (American Samoa, Guam, Northern Marianas, Puerto Rico and Virgin Islands). Subcontractors that are
considered Offshore can be either American-owned companies with certain portions of their operations
performed outside of the United States or foreign-owned companies with their operations performed outside of
the United States. Offshore subcontractors provide services that are performed by workers located in offshore
countries, regardless of whether the workers are employees of American or foreign companies.
Providers must ensure its employees and downstream and related entities have read and understand all
requirements pertaining to the regulations for services that are performed by workers located in Offshore
countries, regardless of whether the workers are employees of American or foreign companies. Consistent with
CMS direction, this applies to entities the Organization may contract or sub-contract with to receive process,
transfer, handle, store, or access beneficiary protected health information (PHI) in oral, written, or electronic form.
In the event the Organization sub-delegates any B – UHP Medicare activities to an offshore subcontractor, the
Organization will be required to adhere to the approval process outlined for sub-delegation activities and
complete an additional offshore attestation.
For the State of Arizona’s Medicaid Program, AHCCCS, any Organization services that are described in the
specifications or scope of work that directly serve the State of Arizona, its clients, or AHCCCS members, and
involve access to secure or sensitive data or personal client data shall only be performed within the defined
territories of the United States. Unless specifically stated otherwise in the specifications, this requirement does
not apply to indirect or “overhead” services, redundant back-up services or services that are incidental to the
performance of the contract. This provision applies to work performed by the Organization and its
subcontractors at all tiers.
To ensure that B – UHP is compliant with CMS regulations for offshore subcontracting, B – UHP’s contract with
Organizations based in the United States and its territories and includes contract language that the Organization
will inform B – UHP 90 days in advance from the date Organization plans to outsource part or all of its
responsibilities that includes providing Health Plan member PHI to an Offshore company. B – UHP will evaluate
the specific circumstances and may be required to terminate its contract with the Organization.

Fraud, Waste and Abuse Requirements
Overview
In support of the B – UHP Compliance Program, it is the policy of the Health Plan to detect, prevent and control
member and provider related Fraud, Waste and Abuse within the Medicare and Medicaid systems. The Health
Plan is committed to comply with applicable statutory, regulatory and other requirements, sub-regulatory
guidance and contractual commitments related to the delivery of Medicaid and Medicare benefits. The Health
Plan has a written Fraud, Waste and Abuse plan to employ controls to prevent, detect and control potential
cases of Fraud, Waste and Abuse.
Consistent with AHCCCS guidelines as stipulated within the AHCCCS Registration Agreement pertaining to fraud,
waste and abuse, B-UHP will reimburse Medicare or AHCCCS at the AHCCCS By-Report (BR) percentage for
covered services billed with a code that does not have an established fee. Such codes payable at the BR
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percentage could be for unlisted and/or NOC (Not Otherwise Classified) codes. As a payer of Medicare and
AHCCCS claims, any BR code found, after pre-payment or retrospective review, to be excessive based on billed
charges will be priced by another means than at the BR percentage in order to prevent waste. B-UHP has defined
excessive to be any amount that is greater than invoice, greater than similar relative value units of listed codes or
in excess of Average Wholesale Price (AWP) + 15% for those codes that have a NDC (National Drug Code). B-UHP
will monitor provider billing patterns to avoid excessive reimbursements that contribute to potential fraud, waste
and/or abuse.
Our Goal: Eliminating Fraud, Waste and Abuse

The Health Plan will strictly enforce fraud and abuse prevention policies. Specific controls are in place to
prevent and/or detect potential cases of fraud and abuse.
It is our policy to educate providers and their staff on how to prevent, detect and report potential cases of
fraud and abuse. To eliminate fraud and abuse successfully, everyone must work together to prevent, identify,
and report inappropriate and potentially fraudulent practices. This can be accomplished by:
•

Monitoring claims submitted for compliance with billing and coding guidelines

•

Adherence by providers and facilities to Treatment Record Standards

•

Education of all staff members who have any contact with PHI

•

Referring cases of suspected fraud and abuse

What is a Fraud & Abuse Violation?
•

Fraud & Abuse violations occur when a person deliberately uses a misrepresentation or other deceitful
means to obtain something to which he/she is not otherwise entitled.

•

Any employee, member, vendor or provider has the right to make a Fraud & Abuse-related complaint to B –
UHP if he/she feels that there have been suspicious activities.

Examples of Provider, Fraud, Waste and/or Abuse:
Individual participating or non-participating providers who deliberately submit claims for services not actually
rendered, or bill for higher-priced services than those actually provided.
•

Providers of medical equipment and home health services who defraud the Medicare program and private
payers, often paying kickbacks to dishonest physicians who prescribe unnecessary products and services.

•

Charges are submitted for payment for which there is no supporting documentation available, such as xrays or lab results.

Laws that Regulate Fraud and Abuse
False Claims Act
Under the False Claims Act (FCA),31 U.S.C. §§3729-3733, those who knowingly submit, or cause another person
or entity to submit, false claims for payment of government funds are liable for three times the government’s
damages plus civil penalties of $$10,957 to $21,916 per false claim for violations occurring after November 2,
2015, and the costs of the civil action against the entity that submitted the false claims.
Stark Law
Self-Referral (Stark Law) Statutes, Social Security Act, §1877, pertains to physician referrals under Medicare and
Medicaid. Referrals for the provision of health care services, if the referring physician or an immediate family
member has a financial relationship with the entity that receives the referral, is not permitted.
Anti-Kickback Statute
Under the Anti-Kickback Statute, 41 U.S.C, it is a criminal offense to knowingly and willfully offer, pay, solicit or
receive any remuneration for any item or service that is reimbursable by any Federal healthcare program.
Penalties many include exclusion from Federal health care programs, criminal penalties, jail and civil penalties for
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each violation. Examples of kick-backs:

✓ Money

✓ Discounts

✓ Gratuities

✓ Gifts

✓ Credits

✓ Commissions

Violation of this law is a felony, with possible punishment including a criminal fine of up to $25,000 and/or imprisonment
for up to five years. Violations can also be punished civilly with fines of up to $50,000. Persons and entities convicted of
violating this law are also subject to mandatory exclusion from participating in Covered Health Care Programs. Finally,
health care items or services billed to a Covered Health Care Program as the result of an arrangement that violates that
Anti-Kickback Statute may be violations of the health care False Claims Act, and may be separately punishable as a
felony resulting in criminal fines of up to $25,000 and/or imprisonment for up to five years or both, or civil fines up to
three times the amount improperly received from the government health care programs plus up to $21,916 per
improperly filed claims.
HIPAA
The Health Insurance Portability and Accountability Act (HIPAA), 45 CFR, Title II, §201-250, provides clear
definition for Fraud & Abuse control programs, establishment of criminal and civil penalties and sanctions for
noncompliance. This act protects the privacy of the patient. Under the U.S. Department of Health and Human
Services, the Office of Civil Rights (OCR) investigates and enforces HIPAA violations. In January 2018, the OCR
reported they received over 173,426 HIPAA complaints since the initiation of the Privacy Rule in April 2003. They
investigated and resolved over 25,695 cases by requiring changes in privacy practices and corrective actions, or by
giving technical assistance to covered entities or business associates. The OCR indicated that the compliance
issues investigated most often in order of occurrence are as follows:
•

Impermissible uses and disclosures of protected health information

•

Lack of safeguards of protected health information

•

Lack of patient access to their protected health information

•

Lack of administrative safeguards of electronic protected health information

•

Use or disclosure of more than then minimum necessary protected information.

The most common kinds of covered entities that have been required to take corrective action in order of
frequency are the following:
•

General Hospitals

•

Private Practices and Physicians

•

Outpatient Facilities

•

Pharmacies

•

Health Plans (group health plans and health insurance issuers)

The OCR does make referrals to the Department of Justice (DOJ) for criminal investigations regarding cases that
involve the knowing disclosure or obtaining of protected health information in violation of the Rules. The OCR has
made 668 referrals to DOJ to date.
For information on the history of and details about each of the HIPAA Rules, visit https://www.hhs.gov/hipaa/forprofessionals/index.html and click on “Privacy,” “Security,” or “Breach Notification” from the left-hand tool-bar.
The Deficit Reduction Act (DRA), Public Law No. 109-171, §6032, passed in 2005, is designed to restrain Federal
spending while maintaining the commitment to the Federal program beneficiaries. The Act requires compliance
for continued participation in the programs. The development of policies and education relating to false claims,
whistleblower protections and procedures for detecting and preventing fraud & abuse is required. It includes
provisions aimed at reducing Medicaid fraud and abuse and applies to all health care providers receiving at least
$5 million in annual Medicaid payments.
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The False Claims Act - Whistleblower Employee Protection Act
Under this legislation, 31 U.S.C. §3730(h), a company is prohibited from discharging, demoting, suspending,
threatening, harassing or discriminating against any employee because of lawful acts done by the employee on
behalf of the employer or because the employee testifies or assists in an investigation of the employer.
A whistleblower is an employee, former employee, or member of an organization, especially a business or
government agency who reports misconduct to people or entities that have the power and presumed willingness
to take corrective action.
One of the unique aspects of the federal False Claims Act is the “qui tam” provision, commonly referred to as the
“whistleblower” provision. This allows a private person with knowledge of a false claim to bring a civil action on
behalf of the United States Government.
•

The purpose of bringing the qui tam suit is to recover the funds paid by the Government as a result of the
false claims. Sometimes the United States Government decides to join the qui tam suit.

•

If the suit is ultimately successful, the whistleblower who initially brought the suit may be awarded a
percentage of the funds recovered.

•

Because the Government assumes responsibility for all of the expenses associated with a suit when it joins
a false claims action, the percentage is lower when the Government joins a qui tam lawsuit.

However, regardless of whether the Government participates in the lawsuit, the court may reduce the
whistleblower’s share of the proceeds, if the court finds that the whistleblower planned and initiated the false
claims violation.
Further, if the whistleblower is convicted of criminal conduct related to his role in the preparation or submission of
the false claims, the whistleblower will be dismissed from the civil action without receiving any portion of the
proceeds.

Auditing and Monitoring
B – UHP is required to perform effective auditing and monitoring in order to prevent and detect FWA. B – UHP staff
and business partners are encouraged to monitor their work and interactions for any suspected FWA.
As a part of the Corporate Compliance Plan, the Health Plan has a program integrity audit/review program that is
designed to identify fraud, waste and abuse and to ensure that providers’ billing practices are supported by
medical record documentation. This process assists the Health Plan in tracking inadequate billing practices by
providers and identifying trends so that technical assistance and provider education can help avoid future
occurrences of problematic billing for contracted Providers. Some of trends that have been identified with the
audits include the following:
•

Progress notes not signed appropriately by the provider rendering the service or signed weeks, months or
even years after the services was provided or in some cases not signed at all or left in a pending status.

•

Claims submitted for Medicaid Services under the NPI of one provider when the services rendered as
indicated on the medical record progress note are completed by a different provider with a different NPI
and oftentimes a mid-level billing under an MD. In some cases, the mid-level (NP, PA) is not credentialed or
contracted or not insured with the practices. These are considered false claims under Medicaid.

•

Up coding of Evaluation and Management (E/M) services as the medical record documentation does not
support the level of service selected.

•

Copying and pasting of information from one service to the next service when each entry is worded exactly
like or similar to the previous entries. It would not be expected that every patient had the exact same
problems, symptoms, and required the exact same treatment.

•

Inappropriate use of modifiers.

B – UHP contracts with vendors to administer and/or deliver benefits on B – UHP’s behalf. These vendors are
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referred to as delegated FDRs and they must abide by B – UHP contractual and regulatory requirements. B – UHP is
responsible for the lawful and compliant administration of Medicare and Medicaid benefits under our contracts
with AHCCCS, and CMS regardless of delegation.
B – UHP has clearly defined processes and criteria to evaluate and categorize all vendors with which B – UHP
contracts and utilizes multiple methods to monitor and audit First Tier Entities to ensure that they are compliant
with all applicable laws and regulations, and to ensure that the First Tier Entities are monitoring the compliance of
the entities with which they contract. Methods include on-site audits, desk reviews and monitoring of self-audit
reports.

Training and Documentation
AHCCCS Contracted Provider Requirements
As an AHCCCS contracted provider, you are required to train your staff and document training on the following
components of the False Claims Act:
•

Administrative remedies for false claims and statements

•

Any State laws relating to civil or criminal penalties for false claims and Statements

•

The whistleblower protections under such laws.

Medicare Contracted Provider Requirements
General Compliance and Fraud, Waste and Abuse (FWA) Training
As a contracted provider with B – UHP who provides health care services to Part C Medicare Advantage (MA) or
Part D Prescription Drug Plan (PDP) enrollees on behalf of B – UHP, you are required to provide General Compliance
and FWA training to your employees (including temporary employees and volunteers) and to all downstream
entities within 90 days of contract with B – UHP. All employees must complete the training within 90 days of hire
and annually thereafter.
The required training is completed by accessing the CMS Medicare Learning Network web-based training
module for General Compliance and Fraud, Waste, and Abuse training available on the Medicare Learning
Network site at: http://www.cms.gov/Outreach-and-Education/Medicare-Learning- NetworkMLN/MLNProducts/ProviderCompliance.html.
Once you have completed the training in module you will receive a certificate of completion. The certificate of
completion will be utilized as documentation to support completion. Providers can take the Medicare training
and copy it into their system as long as the content is not modified, and they have a method of tracking the
employee compliance with the training requirements and can submit documentation proof if requested.
The only exception is for providers who have obtained FWA certification through enrollment into the Medicare
program as a health care provider or as an Accredited DMEPOS Supplier (Durable Medical Equipment,
Prosthetics, Orthotics, and Supplies); these providers are deemed and have satisfied the FWA training
requirement.
The deeming exception for FWA training and education does not apply to the general compliance training and
education requirement described above. Providers who have met the FWA training requirements must complete
the CMS General Compliance training.

Provider Responsibilities to Report Suspicious Activity or Fraud, Waste and Abuse
Providers are required to report any suspicious activity or Fraud, Waste, and Abuse to the Health Plan and/or
appropriate federal or state agency. The Health Plan adheres to a policy of non-retaliation and will make every
effort to protect your identity and will not tolerate any form of retaliation against any person making such a
report.
Please report to the Health Plan using one of the following methods:
•

Confidential and Anonymous 24-hour compliance hotline: 1-888-747-7989
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•

B – UHP Compliance Officers: 520 874 2847 or 520 874 2553.

•

U.S. Mail: Banner – University Health Plans, Compliance & Audit Department 2701 E. Elvira Road, Tucson,
AZ 85756

•

Email: BUHPCompliance@bannerhealth.com

•

Secure Fax: (520) 874-7072

Reporting to AHCCCS
Providers are required to report all suspected fraud, waste, and abuse to the Health Plan or to AHCCCS directly
immediately.
To report to the Health Plan, utilize the reporting avenues listed above. To report to AHCCCS, providers should
complete and submit the reporting form entitled “Report Suspected Fraud or Abuse of the Program,” on the
AHCCCS-OIG website or contact the OIG directly at the numbers below. All pertinent documentation that would
assist AHCCCS in its investigation should be attached to the form at
https://www.azahcccs.gov/Fraud/ReportFraud/onlineform.aspx
Provider Fraud
To report suspected fraud by medical provider, please call the number below:
•

In Maricopa County: 602-417-4045

•

Outside of Maricopa County: 888-ITS-NOT-OK or 888-487-6686

Member Fraud
To report suspected fraud by an AHCCCS member, please call the number below:
•

In Maricopa County: 602-417-4193

•

Outside of Maricopa County: 888-ITS-NOT-OK or 888-487-6686

Questions

If you have questions about AHCCCS fraud, abuse of the program, or abuse of a member, please contact the
AHCCCS OIG.
•

Email: AHCCCSFraud@azahcccs.gov

•

If a provider identifies a case of fraud, waste, or abuse that requires them to self-disclose, they are to
report to AHCCCS by using the “Self-Disclosure Program for Providers” Guidelines and reporting form.
The Guidelines are available on the AHCCCS website at: https://www.azahcccs.gov/Fraud/Providers/
Issues appropriate to self- disclosure may include, but are not limited to: Substantial routine errors

•

Systematic errors

•

Patterns of errors

•

Potential violation of state and federal laws relating to the AHCCCS program

•

Providers must determine whether the repayment of an overpayment warrants a self-disclosure or
whether it would be better handled through the administrative billing process.

Reporting to Medicare
Providers are required to report all suspected fraud, waste, and abuse to the Health Plan or to Medicare directly.
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Mail: US Department of Health and Human
Services
Office of Inspector General
ATTN: OIG HOTLINE OPERATIONS PO Box
23489
Washington, DC 20026

Phone: 1-800-HHS-TIPS (1-300-447-8477)
Fax: 1-800-223-8164
TTY: 1-800-377-4950
Website:
https://forms.oig.hhs.gov/hotlineoperations/

Disciplinary Guidelines
The Health Plan may identify a contracted provider that is conducting Health Plan business in a manner that is not
compliant with AHCCCS or Medicare rules, regulations, or requirements; this will be identified as a non-compliant
event. If this occurs, B – UHP may take the following disciplinary action:
•

Issue a Corrective Action Plan

•

Contract sanction

•

Immediate contract termination

Sanctions and Penalties for Fraud and Abuse Violations
B – UHP maintains and applies appropriate sanctions against providers and vendors who fail to comply with the
policies and procedures of B – UHP and/or the requirements of the Federal Laws and Statutes. The Federal and
State Government agencies will prosecute these providers and vendors accordingly. Conviction of Fraud and
Abuse can carry civil and criminal penalties.
Civil Penalties

Criminal Penalties

$10,957 to $21,916 per false claim plus up to 3
times the amount of damages

Felony conviction: 5-20 years in jail
Misdemeanor conviction: 1 year in jail
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Contractors and Tribal ALTCS programs shall make every effort to secure placement for members in state. For
circumstances requiring an out of state placement written authorization from AHCCCS is required prior to the
placement of an ALTCS member in an out-of-state placement.
Personal residences outside of the State of Arizona are not approved placements. Out-of-state placement
facilities must be registered with AHCCCS and shall be approved in licensed/certified residential-type settings
only (e.g. nursing facilities, residential treatment centers, group homes).
In addition to all other ALTCS Case Management standards, the following standards apply when the ALTCS
Contractor or Tribal ALTCS Program seeks an out-of-state placement:
1. A request for out-of-state placement shall be submitted to AHCCCS when it is determined that an ALTCS
member’s need for services cannot be met by existing providers within the State of Arizona.
2. Tribal ALTCS Programs requesting out-of-state placement approval for members being placed in one of
the nursing facilities in Utah or New Mexico shall submit a written request to the AHCCCS Division of FeeFor-Service Management (DFSM), using AMPM Exhibit 1620-7.
3. ALTCS E/PD Contractors and DDD requesting out-of-state placement approval shall submit a written
request to the AHCCCS Division of Health Care Management (DHCM), Medical Management (MM) Unit.
The request shall include at least the following information:
a. Member name and AHCCCS ID#,
b. Name/location of facility where the Contractor intends to place the member, include the facility’s
AHCCCS provider ID#,
c. Description of the member’s physical/behavioral condition that necessitates this placement,
d. Description of facility’s program(s) that makes this placement appropriate for the member,
e. Information about other in-state placement options ruled out for the member, and
f.

Plan for member’s return to an Arizona placement.

4. AHCCCS approvals are generally given for six-month intervals. The ALTCS Case Managers shall submit
appropriate documentation to request a renewal if the out-of-state placement is expected to continue
beyond the initial approval time period. Requests for renewals shall be submitted prior to the expiration of
the previous approval.

152

The Centers for Medicare and Medicaid Services (CMS) requires the Arizona Health Care Cost Containment
System (AHCCCS) to conduct encounter validation studies as a condition for receiving federal Medicaid funding.
AHCCCS requires the Contractor to conduct encounter validation studies of their providers.
The purpose of encounter validation studies is to compare recorded utilization information from a clinical record
or other source with submitted encounter data. The review “validates” or confirms that covered services are
encountered timely, correctly and completely. The purpose of this section is to:
•

Inform providers that encounter validation studies may be performed by AHCCCS, the Contractor and/or
AHCCCS staff; and

•

Convey the AHCCCS’ expectation that providers cooperate fully with any encounter validation review that
AHCCCS, the Contractor and/or AHCCCS may conduct.

Criteria Used in Encounter Validation Studies
The criteria used in encounter validation studies include timeliness, correctness and omission of encounters, in
addition to encountering for services not documented in the medical record. These criteria are defined as follows:
•

Timeliness -The time elapsed between the date of service and the date that the encounter is received. The
Contractor is required to provide specific information for providers on Timeliness standards;

•

Correctness - A correct encounter contains a complete and accurate description of a covered behavioral
health service provided to a person. Correctness errors frequently identified include, but are not limited to,
invalid procedure or revenue codes and ICD-10 diagnoses not reported to the correct level of specificity;

•

Omission - Provider documentation shows a service was provided, however, an encounter was not
submitted; and

•

Lack of Documentation

In addition, assessment compliance must be monitored by the Contractor. Providers may be subject to sanctions
for failure to meet the criteria used in encounter audits, which may include timeliness, correctness, and omission
of encounters.
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If a member is in need of any housing, food, employment or any community resources please contact Customer
Care and we will get in touch with the member’s Case Manager to help the member access their needs.
If a member is in need of the nearest ALTCS Office location, please see the following:
Casa Grande ALTCS Office
500 N. Florence Street
Casa Grande, AZ 85222
Ph: (520) 421-1500
FAX: (877) 666-0874
Toll Free: 1-855-277-0260
Chinle ALTCS Office
Tseyi Shopping Center, Hwy. 191
P.O. Box 1942 Chinle, AZ 86503
Ph: (928) 674-5439
FAX: (877) 660-1450
Toll Free: 1-888-800-3804
Cottonwood ALTCS Office
1500 E. Cherry Street Suite I
Cottonwood, AZ 86326
Ph: 928-634-8101
FAX: 877-666-5208
Toll Free: 1-855-873-0393
Flagstaff ALTCS Office
2717 North Fourth Street, Suite 130
Flagstaff, AZ 86004
Ph: 928-527-4104
FAX: 877-663-5213
Toll Free: 1-800-540-5042
Globe/Miami ALTCS Office Cobre Valle Plaza
2250 Highway 60, Suite H
Miami, AZ 85539-9700
Ph: 928-425-3165
FAX: 877-666-5219
Toll Free: 1-888-425-3165
Kingman ALTCS Office
ADOA multi-service building 519 E. Beale Street, Suite 130
Kingman, AZ 86401
Ph: 928-753-2828
FAX: 877-667-5239
Toll Free: 1-888-300-8348
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Lake Havasu ALTCS Office
2160 N. McCulloch Blvd., Suite 105
Lake Havasu City, AZ 86403
Ph: (928) 453-5100
FAX: (877) 664-5264
Toll Free: 1-800-654-2076
Metro ALTCS Office
801 E. Jefferson Street, MD 3600
Phoenix, AZ 85034
Ph: (602) 417-6600
FAX: (602) 253-6038
Phoenix ALTCS Office
801 E. Jefferson Street, MD 1600
Phoenix, AZ 85034
Ph: (602) 417-6600
FAX: (602) 253-6385
Prescott ALTCS Office DES office
3262 Bob Drive Suite 11
Prescott Valley, AZ 86314
Ph: (928) 778-3968
FAX: (877) 666-5269
Toll Free: 1-888-778-5600
Sierra Vista ALTCS Office DES office
Street Address: 820 E. Fry Blvd, Sierra Vista
Mailing Address: 1010 N. Finance Center, Suite 201, Tucson, AZ 85710
Ph: (520) 459-7050
FAX: 1-877-660-5342
Toll Free: 1-888-782-5827
Tucson ALTCS Office
1010 N. Finance Center Drive, Suite 201
Tucson, AZ 85710
Ph: (520) 205-8600
FAX: (877) 666-5353
Toll Free: 1-800-824-2656
Yuma ALTCS Office
3850 W. 16th Street, Suite A
Yuma, AZ 85364
Ph: (928) 782-0776
FAX: (877) 666-5382
Toll Free: 1-855-419-652
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Health Directives Local Resources
Health Care Decisions
1510 E. Flower Street
Phoenix, AZ 85014
(602) 530-6900
http://www.hov.org/living-will-health-care-decisions
Area Agency on Aging
1366 E. Thomas Rd. Suite 108
Phoenix AZ, 85014
Phone: (602) 264.2255
FAX: (602) 230-9132 or Toll Free: (888) 783-7500
http://www.aaaphx.org
Arizona Attorney General’s Oﬃce
1275 W. Washington Street
Phoenix, AZ 85007
(602) 542-5025
www.azag.gov
Arizona Attorney General’s Oﬃce-Tucson
400 West Congress South Building, Suite 315
Tucson, AZ 85701-1367
(520) 628-6504
www.azag.gov
Department of Economic Security (DES) Division of Aging and Adult Services
1789 W. Jeﬀerson Street, Site Code 950A
Phoenix, AZ 85007
(602) 542-4446
https://des.az.gov/
Health Directives National Resources AARP
601 E Street
N.W. Washington, DC 20049
(888) 687-2277
www.aarp.org/states/az
Arizona Senior Citizens Law Project
1818 S. 16thStreet Phoenix, AZ 85034
(602) 252-6710
https://www.azlawhelp.org/
Community Legal Services
Central Phoenix Area
305 S. Second Avenue
Phoenix, AZ 85003
(800) 852-9075
www.clsaz.org
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East Valley Oﬃce
1220 S. Alma School Road #206
Mesa, AZ 85210
(480) 833-1442 or (800) 852-9075
Southern Arizona Legal Aid (SALA) Community Legal Services
2343 E. Broadway Boulevard Suite 200
Tucson, AZ 85719-6007
(520) 623-9465 or (800) 640-9465
www.sazlegalaid.org
Southern AZ Legal Aid- Graham/ Greenlee/ Cochise
400 Arizona Street
Bisbee, AZ 85603-1504
(520) 432-1639 or (800) 231-7106
www.sazlegalaid.org
Ombudsman Area Agency on Aging
1366 E. Thomas Rd. Suite 108
Phoenix AZ, 85014
Phone: (602) 264-2255
FAX: (602) 230-9132 or Toll Free: (888) 783-7500
http://www.aaaphx.org/
LTC Ombudsman - Maricopa Division of Aging and Adult Services
1789 W. Jeﬀerson Street (Site Code 950A)
Phoenix, AZ 85007
(602) 542-4446
https://des.az.gov/search/node/daas
LTC Ombudsman - Pinal/ Gila
8969 W. McCartney Road
Casa Grande, AZ 85194
(520) 836-2758 or (800) 293-9393
www.pgcsc.org
LTC Ombudsman- Graham/ Greenlee/ Cochise South Eastern Arizona Governments Organization (SEAGO)
300 Collins Road
Bisbee, AZ 85603
(520) 432-2528
www.seago.org
Arizona Center for Disability Law- Maricopa County
5025 E. Washington Street Suite 202
Phoenix, AZ 85034
(602) 274-6287 or (800) 927-2260
http://www.acdl.com/contact.html
Center for Independent Living ABILITY360- Maricopa County
5025 E. Washington Street Suite 200
Phoenix, AZ 85034
(602) 256-2245
http://ability360.org/
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ABILITY360- Main Oﬃce
5025 E. Washington Street Suite 200
Phoenix, AZ 85034
(602) 256-2245
ABILITY360- Central Oﬃce
1229 E. Washington Street
Phoenix, AZ 85034
(602) 296-0551
ABILITY360- Mesa Oﬃce
2150 S. Country Club Dr. Suite #10
Mesa, AZ 85210
(480) 655-9750
ABILITY360- West Valley Oﬃce
6829 N. 57th Avenue
Glendale, AZ 85301
(602) 424-4100
ABILITY360 Pinal/ Gila Oﬃce
8969 W. McCartney Road
Casa Grande, AZ 85194-7432
(520) 424-2834
ABILITY360- Pima
1023 N. Tyndall Avenue
Tucson, AZ 85719
(520) 561-8862
Southern Arizona Legal Aid (SALA) Community Legal Services
2343 E. Broadway Boulevard Suite 200
Tucson, AZ 85719-6007
(520) 623-9465 or (800) 640-9465
www.sazlegalaid.org
Tohono O’odham Legal Services (division of SALA)
2343 E. Broadway Boulevard Suite 200
Tucson, AZ 85719-6007
(520) 623-9465 or (800) 248-6789
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Customer Care Center: (800) 582-8686 • TTY 711
2701 E. Elvira Road, Tucson, AZ 85756
www.BannerUHP.com
FB.com/BannerUHP • Twitter.com/BannerUHP

