
Welcome Providers! 

 

 Provider Quarterly Orientation 
February 27, 2014 

EPF-PR-FY14Q2 Quarterly Provider Orientation 022714 



Agenda 
• Welcome & Introductions 

• Credentialing & Re-credentialing - Provider Relations 

• Texas Health Steps / Migrant Program Updates - C.A.R.E. Unit 

• Pharmacy Updates - Health Services 

• Behavioral Health Authorizations & Asthma Management - 
Health Services 

• Accessibility & Availability - Quality Improvement  

• CMS-1500/NDC/ICD-10 Overview - Claims 

• Complaints & Appeals Process - Compliance 

• Cultural Competency - Member Services 

• Affordable Care Act Updates - TPA 

• Preferred Administrators Important Updates - TPA 

 



Provider Relations Department 

Corina Diaz 
Provider Relations Representative 



Credentialing 
– Initial Credentialing – new to the network 

– Demographic form 

– W9 

– Texas Standardized Credentialing Applications (TSCA 07)   
Facility Application 

– El Paso First Checklists 

– Missing/incomplete information requests will be 
attempted via emails, faxes, and by phone on a weekly 
basis. 

– Incomplete application cannot be held for more than 30 
days and will be returned by certified mail 

– Credentialing and Peer Review Committee (CPRC) meet 
every 1st Wednesday of each month 

(CPRC meeting dates are subject to change)  

  

 

  



Recredentialing 
Recredentialing is a requirement every 3 years 

– 1st Request 90 day notification of recredentialing  
expiration date claims denial if application is not 
received. 

– 2nd Request 60 day notification of recredentialing 
expiration date claims denial if application is not 
received. 

– 3rd Final Request 30 day sent certified mail 
indicating expiration date and claims denial if date 
of expiration is exceeded. 

Any applications received after date of expiration will be 
considered as new and initial applications and claims will 
deny until process is finalized. 



Demographic Form 
Very 

Important 

The 
information on 
the W-9 must 

match  
the provider 

billing 
information on 

the 
demographic 

form 



Contact  
Provider Relations  

Changes in address locations 
 If you are adding or terming a provider  
 Billing company changes 
 NPI/TPI updates 
 Phone and fax updates, etc. 
 
Any changes you consider we may need in 

order to update our system and your 
records. 



 

Corina Diaz 
Provider Relations Representative 

 
 

Provider Relations Department  
(915) 532-3778 ext. 1507 



Texas Health Steps 
Updates & Reminders  

 

Maritza Lopez 
Texas Health Steps Coordinator 



THSteps Updates 

Starting February 1, 2014 
• HHSC will begin enforcing a rule that requires a parent, guardian, 

or another adult approved by the parent to stay with a child age 14 
or younger when the child goes for a Medicaid service.  

 
• This includes the time the child is traveling to and from the visit if 

the ride is set up through HHSC’s Medical Transportation Program. 
 
• Parents and guardians who are not able to go with their child to 

these appointments must identify an adult to go with the child and 
make sure the paperwork that authorizes that adult is on file with 
HHSC.  

 



THSteps Updates 

• If a parent or guardian can’t go with their child to a doctor, dentist, 
or other Medicaid-related visit, that parent must tell HHSC the 
name of the adult who will go with the child.  
 

• The parent also can choose a backup adult in case the first adult 
chosen cannot go with the child.  
 

• The parent must fill out a Parent Authorization Form and send it 
in so HHSC will know which adult is authorized to go with the 
child.  
 

• Parents can get a Parent Authorization Form and get answers to 
questions by calling HHSC’s Medical Transportation Program toll-
free: 

• 1-877-633-8747 (1-877-MED TRIP) 



THSteps Reminders: At-Risk 
Laboratory Screenings 

 • Hyperlipidemia 
– Providers may refer to the AAP policy statement on cholesterol screening for more 

information.  

– Specimens may be sent to the laboratory of the provider’s choice, including the DSHS 
Laboratory. 

• Diabetes 
– THSteps does not provide a formal risk assessment tool.  

– Specimens may be sent to the laboratory of the provider’s choice, including the DSHS 
Laboratory. 

• Adolescent Health Guide  
– Designed for health-care providers, social workers, counselors, teachers, and other 

professionals who provide services, information, and support to young people.  

– Offers guidelines on health and health-related legal issues pertinent to the adolescent 
years. 

http://www.dshs.state.tx.us/thsteps/providers.shtm 



THSteps Reminders: At-Risk 
Laboratory Screenings 

• STD Testing: Beginning  at age 11 
– Syphilis Testing 

• Syphilis testing should be performed on adolescents that are at high risk for infection.  
• Specimens may be sent to the laboratory of the provider’s choice, including the DSHS 

Laboratory. 
– Gonorrhea and Chlamydia Infection Testing 

• Specimens must be sent to the DSHS Laboratory in Austin. 

 

• HIV Testing: Beginning at age 11 
– Informed consent does not have to be written as long as there is documentation in the medical 

record that the test has been explained and consent has been obtained.  
 

– Specimens may be sent to the laboratory of the provider’s choice, including the DSHS Laboratory. 
 

– HIV testing may be performed for adolescents without requirement of parental consent. 
Adolescents at risk for HIV infection should be offered confidential HIV screening. 
 

–  If member refuses test a notation must be made in the medical record that notification of the HIV 
test and the right to refuse was given.  
 

– Providers may call the HIV/STD InfoLine for referrals to HIV/AIDS testing sites; prevention, case 
management, and treatment providers; STD clinics; and other related service organizations.  

   1-800-299-2437. 



Developmental Screening Referrals 

• Referrals - If delay or suspected delay is identified:  
 
• Birth through 35 months: The provider must refer to Early 

Childhood Intervention (ECI), as soon as possible, but no longer 
than seven days after identified, even if also referring to an 
appropriate specialist.  

 
• Ages 3 years and older: The provider is encouraged to refer to the 

appropriate school district program, even if also referring to an 
appropriate specialist.  



Accelerated Services for Children of Farm Workers 
who Travel for Work 

• State initiative to provide a THSteps checkup and accelerated services to 
children of farm workers who travel for work due to the uniqueness of 
the population. 
 

• Coordinate with the Migrant Outreach Coordinator for provider 
education on these services. 
 



Indicator on Roster 

An indicator was introduced to the THSteps Members Due 
Roster on May 2011.  



 
 

Postcard 



Maritza Lopez-THSteps Coordinator 

mlopez@epfirst.com  

(915) 532-3778 ext. 1071 

Lluvia Acuña-Migrant Outreach Coordinator 

lacuna@epfirst.com 

(915) 531-3778 ext. 1075 

Adriana Cadena-C.A.R.E. Unit Manager 

acadena@epfirst.com 

(915) 532-3778 ext. 1127 

 

Contact Information 



Health Services Department 

Pharmacy Updates  
Dolores Herrada RN, CCM 

Clinical Supervisor 
 
 



Pharmacy Updates 

• Vitamins and minerals -are a Medicaid benefit available to 
members as part of the comprehensive care program (CCP) 
benefit. These products are available through the pharmacy 
and are restricted to Medicaid clients 20 years of age and 
younger for certain medical conditions.  

– When writing prescriptions for vitamins and minerals 
provider must include diagnosis.   

– No additional authorization is required.  

– CHIP Plan does not cover over-the counter 
medications.  

 

 



• For members on  Novolin 70/30, Lantus Insulin, and certain 
Psychotropic drugs prior authorization will be required after 
April 30, 2014  for continued access.  

– As of 1/15/2014 any members currently on these 
medications a 90 day transition override has been 
provided. 

– Certain identified Members will continue with lifetime 
prior authorization for Antipsychotic medications.  

 

Pulmicort Respules (Budesonide) - is changed from a 
maximum of 24 months to 48 months. Children up to the 
age of 48 months no longer require a prior authorization. 

 



Prior Authorization 

• To obtain prior authorization for medication(s) 
contact Navitus our  pharmacy benefit manager 
(PBM) @ 1-877-908-6023. 

 

• For any assistance regarding pharmacy please 
contact El Paso First Health @ 915-532-3778 or toll 
free @ 1-877-532-3778. 

   



Health Services Department 

Behavioral Health 
Aurora Arias, LBSW 
BHS Case Manager 

 
 



Behavior Health-Prior Authorization 

Tips to prevent delays in processing your initial or 
continuation of services requests: 

 

1. If requesting continuation of services, please fill out 
the section titled: “Response to past treatment.” 
Please provide detailed information on response to 
individual and family therapy. 



BHS-(Continued…) 

2. For initial requests, please ask member’s legal 
authorized representative (LAR) if member is 
already seeing another provider. If they are 
currently in treatment with other provider, please 
submit Outpatient Treatment Referral (OTR) with a 
letter from member’s LAR requesting a transfer of 
providers. 



BHS-(Continued…) 

3. When submitting an initial request or request for 
continuation of services, please remember to 
submit your OTR with a valid ICD-9 Code.  

 

  Reminders: 

  No prior authorization is required for an 
initial evaluation  therefore, please do 
not include on the OTR. 



BH Unit Contact Information 

Diana Gonzalez- LVN  Aurora Arias- LBSW 

BHS Case Manager   BHS Case Manager 

915-532-3778 Ext. 1131  915-532-3778 Ext. 1082 



      ASTHMA MANAGEMENT PROGRAM 

                    
 
      
                           Crystal Arrieta MPH,  
         Disease Management Coordinator 



Brief Summary 
The asthma management program at EPF is designed to 
stratify members with uncontrolled asthma into 3 
severity levels. Each level contains at least one unique 
intervention. 

One common goal for each level is to have each 
member attend the asthma self management class at 
EPCH or EPF. 

Main goals for program- to prevent ER visits due to 
asthma, have asthma under control, family well 
educated, and compliant with meds.  



Tiered structure for members 
Members Providers 

• There is a provider 
intervention that is still 
being ironed out to ensure 
success and effectiveness. 

• Will include patient 
communication education. 

• CME credit available. 

• Hopefully to include an 
Interactive Asthma Action 
Plan program. Developed by 
the Minnesota DOH. 



Health Services Contact Info 

Janel Lujan, LMSW 

Senior Director of Operations 

- Extension 1090 

 

Dolores Herrada, RN, CCM 

Clinical Supervisor 

-Extension 1007 

Irma Vasquez 

Administrative Supervisor 

-Extension 1042 

 

Crystal Arrieta, MPH 

Disease Management 
Coordinator 

- Extension 1175 

Jose Acosta, RN 

UR Coordinator 

- Extension 1080 

 

(915) 532-3778 

 



ACCESSIBILITY AND AVAILABILITY 

Patricia S Rivera, RN 

QI Nurse Auditor 

Quality Improvement Department 



Background 

• In accordance with the Texas Health and Human 
Services Commission and the Texas Department of 
Insurance mandates, El Paso First Health Plans, Inc. is 
required to monitor its Primary Care Providers on an 
annual basis for office accessibility compliance and 
24-hour availability. 



Background 

• HHSC UMCC states  

– The MCO is required to systematically and 
regularly verify that Covered Services furnished by 
Network Providers are available and accessible to 
Members. 

– The MCO must enforce access and other Network 
standards required by the Contract and take 
appropriate action with noncompliant Providers. 



Definitions 

• Office Accessibility –members must be able to 
schedule an appointment with PCP and Behavioral 
Health Providers  for covered services within the 
time frames mandated by TDI and HHSC. 

• After-hours Availability  - PCPs and OB/GYN (that are 
PCPs) must be available 24/7 as mandated by TDI 
and HHSC.  If the Provider delegates this duty, the 
covering Provider must also be available 24/7.   



Office Accessibility Standards 

• Emergency Services must be provided upon member 
presentation at the service delivery site. 

• Urgent Care, including specialty urgent care, must be 

provided within 24 hours of request. 



Office Accessibility Standards 

• Routine Primary Care must be provided within 14 
days of request. 

• Routine Specialty Care referrals must be provided 
within 30 days of request. 

• Initial Outpatient Behavioral Health visits must be 
provided within 14 days of request. 



Office Accessibility Standards 

• Prenatal Care must be provided within 14 days of 
request. 

• Prenatal Care for High-Risk Pregnancies and New 
Members in the 3rd Trimester must be offered within 
5 days or immediately if an emergency exists. 

 

 



Office Accessibility Standards 

• Preventive Health Services for Adults must be 
provided within 90 days of request. 

• Preventive Health Services for Children: 

– For members under age 20 as soon as practicable. 

– For newborn members, no later than 14 days  

– For all other eligible members no later than 90 
days. 

 



Office Appointment Accessibility 
Form 

• Visits from Provider Relations Reps for completion of 
the Office Appointment Accessibility Form: 
– Accepting new patients 
– Appointment wait times for patients 
– Average number of patients seen at your office on 

daily basis 
– Office accessibility, days and hours office open 
– Disability, language and diverse background 

accommodations 
– After hours availability: physician’s direct contact 

number, nurse triage or answering service 
 



Office Accessibility Wait Time 

 

• TDI and HHSC have also established that a member 
wait at the office should not be longer than 15  
minutes to be taken to the exam room. 



After-Hours Availability 

• The QI Department monitors PCP after-hours 
availability on an annual basis. 

• After-hours are 05:00 pm to -08:30 am, Monday 
through Friday and all day Saturday and Sunday. 

• The QI Nurse Auditor, following a script, conducts the 
after hour calls.  Calls are identified as “annual after-
hour survey calls”. 

•  Depending on the recording and call-back time, calls 

are classified either compliant or non-compliant. 

 



Compliant After-Hour Calls 

• Answering services meets the language requirement of the major 
population groups and must be able to contact the Provider or 
other designated medical practitioner. 

• Recording must also meet the language requirements and directs 
member to call another phone number to reach the Provider or 
other designated medical practitioner. Other phone number must 
be answered by someone at the time of the call. 

• Call is transferred to an on-call person and also meets the language 
requirements.  Person on-call must be able to reach the Provider or 
other designated medical practitioner to return call to member. 

• Once the Provider or other designated medical practitioner is 
paged, the call must be returned within 30 minutes. 



Non-Compliant After-Hour Calls 

• Office telephone is answered only during office 
hours. 

• Office telephone is answered by a recording 
instructing the member to leave a message. 

• Office telephone is answered by a recording that tells 
the member to go to the Emergency Room for 
services needed. 

• Office telephone is answered by a recording advising 
the member that a fee will be charged for any after-
hour calls returned by the provider. 

• Returning after-hour calls past 30 minutes. 



Handling of Non-Compliant After-
Hour Survey Calls 

• Provider notified of non-compliance with the after-
hours availability standards via Certified letter. 

• Copy of the Accessibility and Availability Standards 
enclosed with letter. 

• Notification of after-hours availability re-survey call 
to be conducted within next few months. 

• Provider Relations Department notified of non-
compliance for purpose of additional education on 
standards.  



2nd Non-Compliant Survey Call 

• Results reviewed by the Medical Director and the 
Credentialing and Peer Review Committee (CPRC). 

• The CPRC may recommend appropriate measures be 
taken to address and correct the issues. 

• CPRC may determine the following measures: new 
policies, additional education, resurveying within a 
specific timeframe. 

• Results recorded in the physician profile sheets 
during the PCP’s re-credentialing file. 

 



Tips for Preventing Non-Compliant 
Availability Telephone Surveys 

• Update your business and after-hour telephone 
numbers with El Paso First. The telephone number 
we have on record is the one we call and is given out 
to members. 

•  If using an answering service, provide the answering 
service with the correct contact information – 
telephone number and/or name of the provider that 
is on-call. 

• Switching the telephone to the after-hours recording.  

 

 

 



Acknowledgements 

• El Paso First recognizes that the Provider’s time is 
extremely valuable and cooperation in this State 
mandate is greatly appreciated. 

• Your partnership is paramount in the success of our 
Quality Improvement initiatives and requirements 
mandated by TDI and HHSC. 

• El Paso First thanks you for your commitment in 
improving the quality of service offered to the 
community. 

 

 



Contact Information 

• Should you have any questions regarding    
Accessibility and Availability, please contact: 

– Your designated Provider Relations Representative 
at  (915) 532-3778 ext. 1507 

– The Quality Improvement Department at  

    (915) 532-3778 ext 1106 or 1231 

– Our Medical Director, David Palafox, MD, at  

    (915) 532-3778 ext 1031 



Sonia Lopez 
Claims Director 

 
 

CMS-1500 /NDC/ ICD-10  
Overview 



National Uniform Claim Committee 

www.nucc.org  



EFFECTIVE  
4-1-2014 



CARRIER BLOCK  
DESCRIPTION: The payer is the carrier, health 
plan, third-party administrator, or other payer 
that will handle the claim. This information 
directs the claim to the appropriate payer.  



Multiple Page Claims 
When printing page numbers on multiple page claims print the page numbers 

in the Carrier Block on Line 8 beginning at column 32.  

 

Page numbers are to be printed as:  

Page XX of YY  

 

 

 



PATIENT AND INSURED INFORMATION  

Note: If the patient can be identified by a unique Member 
Identification Number, the patient is considered to be the 
“insured”. The patient is reported as the insured in the insured 
data fields.  



Insured’s ID Number Box 1a  
 

HP123456 

NOTE: Enter the insured’s ID number as shown on insured’s ID 
card for the payer to which the claim is being submitted. 
 
 If the patient has a unique Member Identification Number 
assigned by the payer, then enter that number in this field.  



Date 
of 

Onset  
 



 
 

Other Date 
 
 
  

(related to patient’s 
condition or 
treatment) 



 
 

Referring 
Provider  

&  
Qualifiers 

 
  
 



 
 

Referring 
Provider ID 

No. 
 
 
  
 



 
 

ICD –  
(9 or 10) 

Codes  
 
 
  
) 



DX Submission for Multiple Page Claims 

When reporting line item services on multiple page claims: 
 
1.  Only the diagnosis code(s) reported on the first page may be used  and must be 

repeated on subsequent pages.  
2. If more than 12 diagnoses are required to report the line services, the claim must 

be split and the services related to the additional diagnoses must be billed as a 
separate claim.  



 
 

Diagnosis 
Pointers 

 
  
 



 
 

Incorrect 
Diagnosis 

Submission 
 
 
 

Correct 
Submission 

Format 
 
 
  
 



 
 

Claim 
Correction 

Resubmission 
Information 

 
 
  
 

Replacement 
Claim Number 



Electronic Claim 
Submission 

Information 



We Accept Direct Claims from  
 

Availity 

Trizetto Provider Solutions, LLC.  

 (formerly Gateway EDI) 

Payer ID Numbers: 
» STAR Medicaid =====================EPF02 

» El Paso First CHIP ===================EPF03 

» Preferred Administrators UMC ========EPF10 

» Preferred Administrators EPCH ========EPF11 

» Healthcare Options==================EPF37 



http://www.fda.gov/ 



Claims 



Claims 



Claims 



Claims 



Claims 



Claims 



Claims 



 
 

 

 

ICD-10 
 
  
 



 
 

Day Submission Illustration 



 
 

Inpatient Professional Service DOS 
After 10/1/2014 



 
 

 
Inpatient Facility Services Discharge 

after 10/1/2014 
 



 
 

Structural Distinction of the Diagnosis 
Codes 



 

Sonia Lopez, BS, CPC 

Director of Claims 

(915) 532-3778 Ext. 1097  

 

Provider Care Unit Extension Numbers: 

• 1527 – Medicaid  

• 1512 – CHIP  

• 1509 – Preferred Administrators 

• 1504 – HCO 



Questions? 



Complaints and Appeals Process 
 

 Raquel Payan  

Compliance Supervisor  



Complaints & Appeals Process 
• All Complaints and Appeals must be submitted in writing 
• Appeals must be received within 120 days from the notice of the denial 
• Complaints or Appeals must include detailed and supporting information: 
 
 -Corrected Claim 
 -Copy of Remittance Advice 
 -Dr. orders for sedation 
 -Medical records/Operative Report                                    
 -Proof of Timely Filing   
 -Provider attested letter TPI/NPI  
 
• Complaints must be addressed to: 
                
                                     Complaints and Appeals Unit 
                                          1145 Westmoreland  
                                         El Paso, Texas 79925     
                      
                  *        NOTE: Member’s must not be billed or balance billed   



Compliance  

Raquel Payan  
Compliance Supervisor 

rpayan@epfirst.com  
(915) 532-3778 ext. 1092 



CULTURAL COMPETENCY 

Edgar Martinez 

Director of Member Services 



An integrated pattern of  
human behavior that includes thoughts, 
communications, languages, practices, beliefs, 
values, customs, courtesies, rituals, manners of 
interacting, roles, relationships, and expected 
behaviors of a racial, ethnic, religious, or social group 
and the ability to transmit the above to succeeding 
generations 

 Source: National Center for Cultural Competence, Georgetown University 

What is Culture? 



Culture Matters 

When culture is ignored, families are at risk of 
not getting the support they need, or worse 
yet, receiving assistance that is more harmful 
than helpful. 



Culture Gives  
Context and Meaning 

• It is a filter through which people process their 
experiences and events of their lives. 

• It influences people’s values, actions, and 
expectations of themselves. 

• It impacts people’s perceptions and 
expectations of others. 

  



ETHNIC/ETHNICITY 

• Groups of people believed to be biologically 
related 

• “Peoplehood” 

• Members of group share unique social and 
cultural heritage 



DIVERSITY 

• Condition of being different 

• Pertains to ways individuals, communities, 
culture may differ from each other 



Cultural Competence 

• Implies the integrated pattern of human 
behavior that includes 

– Thought, communications, actions, customs, 
beliefs, values and institutions of 

– Racial, ethnic religious or social groups. 

– Having the skills, knowledge, and understanding 
about another culture that allow the healthcare 
providers to assess and intervene in a culturally 
appropriate manner.  

 



Cultural Competence  
vs. Cultural Awareness 

• Cultural competence: 
The ability to effectively operate within 
different cultural contexts 

• Cultural awareness: 
Sensitivity and understanding toward 
members of other ethnic groups 

Source: National Association of School Psychologists 



Culturally Competent System of 
Care Acknowledges Importance of... 

• Culture 

• Assessment of cross-cultural interactions 

• Vigilance toward the dynamics resulting from 
cultural differences 

• Expansion of cultural knowledge 

• Adaptation to meet culturally unique needs 



Six Key Points 
 

1. Cultural Destructiveness 

2. Cultural Incapacity 

3. Cultural Blindness 

4. Cultural Pre-Competence 

5. Basic Cultural Competence 

6. Advanced Cultural Competence 

 



1. Cultural Destructiveness 

• Attitudes, policies and practices which are 
destructive to cultures and individuals within 
them 

• Purposeful destruction of a culture 

• Assumes one race superior 



2. Cultural Incapacity 

• Intent not to be intentionally culturally 
destructive 

• Lack of capacity to work with minorities 

• Extreme bias and belief in racial superiority of 
dominant group 



3. Cultural Blindness 

• Midpoint on the continuum 

• Systems/agencies provide services with 
philosophy of being unbiased. 

• Belief that color or culture make no difference 

• Belief that dominant culture approaches are 
universally applicable 



4. Cultural Pre-competence 

• Implies movement 

• Weaknesses recognized in working with 
minorities 

• Attempts to improve practices and increase 
knowledge 

• Danger of tokenism 



5. Basic Cultural Competence 

• Acceptance and respect for difference 

• Continuing self-assessment regarding culture 

• Careful attention to dynamics of difference 

• Continuous expansion of cultural knowledge 
and resources 



6. Advanced Cultural Competence 

• Culture held in high esteem 

• Knowledge base of cultural competence 
sought by 

– conducting culture-based research 

– developing new approaches based on culture 

– publishing and disseminating results of culturally 
sensitive/competent research 



How Do We Acquire Cultural 
Competence? 

• Recognize dimensions of cultures 

• Respect family beliefs 

• Increase sensitivity 

• When decision-making include families 

• Policy changes that support cultural diversity 

 
cont. 



Movement Toward Cultural 
Competence 

• Attitudes must change to become less biased. 

• Policies must change to become more flexible 
and culturally impartial 

• Practices must become more congruent with 
cultures 



Value Diversity 

• Create an environment in which people feel  
safe to express culturally based values, perceptions, 
and experiences 

• Have a diverse office staff 

• Partner with cultural organizations and institutions 



Member Services Contact Information  

• Edgar Martinez, MBA 
Director of Member Services 
(915) 532-3778   ext. 1064 
 

• Juanita Ramirez 
Member Services Supervisor 
(915) 532-3778  ext. 1063 
 

• Antonio Medina 
Enrollment Services Supervisor 
(915) 532-3778  ext. 1034 

 



Affordable Care Act Updates 



Background 

• The Patient Protection and Affordable Care Act was signed 
into law on March 30, 2010, in order to increase the rate of 
health insurance coverage for Americans and reduce the 
overall cost of health care.  
 

• The Insurance Exchanges are established to facilitate purchase 
of health insurance coverage for all Americans starting 
October 1, 2013 through an electronic health insurance 
marketplace and Texas will participate in a federally-facilitated 
marketplace or exchange 
 

• Navigators will play a vital role in helping consumer establish 
eligibility and enroll in the health insurance marketplace.  

 

 

 

 

 
 





Health Insurance Marketplace 

What is the Health Insurance Marketplace? 

• The Marketplace is designed to help you find health insurance 
that meets your needs and fits your budget. 

• The Marketplace offers “one-stop shopping” to find and 
compare private health insurance options. 

• You may also be eligible  for a new kind of tax credit that 
lowers your monthly premium right away.  

 

 

 

 

 
 



Open Enrollment 



Open Enrollment 
• Plan selection date determines when coverage will take 

effect. 
• Coverage will start on schedule only if the enrollee pays the 

first month’s premium on time.  
• Deadlines for the first month’s premium are typically set by 

the insurer. 
• Coverage may be cancelled if the first month’s premium is 

late. 



Plans Available 

 

 

 

 

 
 

When you compare 
Marketplace insurance plans, 
they're put into 4 categories 
based on how you and the 
plan can expect to share the 
costs of care: 

Do you expect a lot of doctor 

visits or need regular 

prescriptions? 

If you do, you may want a Gold 

or Platinum plan. 

If you don't, you may prefer a 

Bronze or Silver plan. But keep 

in mind that if you get in a 

serious accident or have an 

unexpected health problem, 

Bronze and Silver plans will 

require you to pay more of the 

costs. 

 

Bronze     Silver           Gold             Platinum 
 60/40%     70/30%        80/20%            90/10% 



Open Enrollment 

• Catastrophic plans — Except for coverage of three primary 
care visits and preventive care, these plans provide no 
coverage of Essential Health Benefits, until the beneficiary has 
incurred cost-sharing expenses equal to the annual out-of-
pocket limit ($6,400 for 2014). Only individuals under 30 years 
of age or who are exempt from the mandate to purchase 
coverage, may enroll in catastrophic 

 

 

 

 

 
 



Essential Health Benefits 

Essential health benefits must include items and services within 
at least the following 10 categories:  
1- Ambulatory patient services  
2- Emergency services  
3- Hospitalization 
4- Maternity and newborn care  
5- Mental health and substance use disorder services, including 

behavioral health treatment  
6- Prescription drugs  
7- Rehabilitative and habilitative services and devices 
8- Laboratory services  
9- Preventive and wellness services and chronic disease management 
10- Pediatric services, including oral and vision care 

 

 

 

 

 
 



Individual Tax Mandate  

• 2014: The higher of $95 per person OR 1.0% of taxable income. 

 

• 2015: The higher of $325 per person OR 2.0% of taxable income. 

 

• 2016: The higher of $695 per person OR 2.5% of taxable income. 

 

• After 2016: The same as 2016, but adjusted annually for cost-of-
living increases. 

 

 Note: For individuals under 18 years old, the applicable 
per person penalty is one-half of the amounts listed 
above. 

 

 

 

 

 
 



How to Enroll 

1- Create an account 
2- Apply 
3- Pick a plan 
4- Enroll 

– Call Center 1800-318-2596 
• Screen individuals for other 

financial assistance and 
edibility 

– Payment- Credit Card, paper 
check, bank accounts, 
money order, cashier’s 
check, pre-paid debit card 

 
 

 

 

 

 
 



Important Note 
 People with Medicare do not go into the Marketplace. 

Medicare’s Open Enrollment runs from October 15 to 
December 7, for January 1 effective date.  

 Families with children who may qualify for Medicaid or 
CHIP should apply for children’s coverage through the 
state to avoid a delay in getting help. If someone 
applies through the new federal Marketplace and is 
eligible for Medicaid or CHIP, the federal government is 
supposed to forward the information to the state. 
However, the federal system isn't ready to send 
information to states.  Families can apply for Medicaid 
and CHIP at YourTexasBenefits.com. 

 

 

 

 

 

 
 



Health Insurance Marketplace 
Coverage Options 

• What if I’m interested in Marketplace 
Coverage? 

• Go to www.healthcare.gov to review the plans 
available in Texas or call 1-800-318-2596 

 

 

 

 

 
 



Preferred Administrators  

 

Important Resources 



• Wrap Network- Preferred Administrators has a contract with MultiPlan and 
PHCS (Private Health Care Systems) so they can contract provider networks 
outside of our area geographical area.  All claims are still processed by our 
Claims Dept, but they use a pricing tool to verify if provider is contracted with 
MultiPlan and PHCS.  To verify if a provider is participating, you can verify 
online at:                       

                               www. Multiplan.com or call 800-922-4362 
• Criteria must be met to receive PPO Benefits and services with one of our 

MultiPlan and PHCS providers.  
  -Member resides outside of the area of El Paso area 
  -Member has an emergency outside of El Paso area 
  -Member needs requires services to be done outside of the area 

because services are not performed locally. Our Health Services Department   
verifies first that services can not be done locally, prior to approving services 
outside of El Paso area. If member chooses to receives services from an Out 
of Network Provider outside of our area; the member will be responsible for 
Out of Network benefit as explained in our Member Handbook/Plan 
Document. 

   
 

 

Wrap Network 



 
 

ID Cards and Wrap Network 



Interlink Transplant Network 

• Interlink is a national network and an established 
leader in the transplant network industry, often 
referred to as being one of the most used and 
respected transplant networks in the United States.  

 

• http://transplantcare.interlinkhealth.com/ 

 
 



 

Prior Authorization Flyer 
 

Note: It is the Provider’s 
responsibility to request 
a prior authorization for 

services listed on the 
flyer. 



 
Preferred Administrators Network physicians, who 

provide services at UMC or EPCH, will have 
professional services paid at the contracted rate. 

Member’s responsibilities will be UMC/EPCH/Texas 
Tech benefit coverage level. 

Since October 1, 2012, Tenet and its affiliates are 
considered an out of network Provider. 

  

 

Important Note to Remember! 



OptumRx  
(Pharmacy Benefit Manager) 



Customer Service Line:  
915-532-3778 press 4 and then extension 1529 
Available Monday to Friday from 7 am to 5 pm 

 Our Customer Service Line is ready to assist you with the following inquiries: 

 Benefit coverage and eligibility questions 

 Requesting ID cards 

 Assistance with a complaint/appeal 

 Requesting  an Explanation of Benefits (EOB)  

 Questions on bills 

 Requesting a Letter of Certificate of Coverage 

 Requesting a Disclosure Form 

 Requesting a Residing Form to update a dependent’s address 

 Requesting a Member Reimbursement Form 

 Verifying Provider Participation 
 
      Or visit us at www.preferredadmin.net to access the Member Handbook, Provider Directory, 

OptumRx formulary and more. 
 

 
 
 
 

 
 

 

Customer Service 



 
Veronica Maldonado-TPA Coordinator 

vmaldonado@epfirst.com 

 298-7198 ext 1073 

  

Michelle Anguiano-Director of TPA Account Management 

manguiano@epfirst.com 

 298-7198 ext 1053 

  
 

Contact Information 



Thank You for 
Attending Providers! 


