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DME Supply List  

 

 

 
•In order to better assist our 
providers and members to 
obtain their particular DME 
needs, EP1st has implemented 
this check off list. 
 

 
 



• 

 

 

 

Go to our website www.epfirst.com 
 

http://www.epfirst.com/


 

 

Feedback 
 

•Topics 
•What you want to know? 

•Questions? 

 
 
 
 



Texas Health Steps  

 

Maritza Lopez 
Texas Health Steps Coordinator 



THSteps Laboratory Specimens 
• All required laboratory testing for THSteps clients 

must be performed by the Department of State 
Health Services (DSHS) Laboratory in Austin, TX, with 
the following exceptions: 
–  Specimens collected for type 2 diabetes, hyperlipidemia, 

HIV, and syphilis screening  
• may be sent to the laboratory of a provider’s choice or to the 

DSHS Laboratory in Austin if submission requirements can be 
met. 

– Blood lead testing by point-of-care screening. 

• Laboratory specimens must be accompanied with the 
DSHS Laboratory Specimen Submission Form 
 



Lead Screening 

• Blood lead testing must be performed during the 12- and 24-month 
checkups  
 

• Environmental lead risks may be addressed during other visits using 
the Risk Assessment for Lead Exposure Questionnaire, Form Pb-110. 
Use of the form, which is available in the forms section of the DSHS 
website at www.dshs.state.tx.us/thsteps/forms.shtm  
 

• The initial lead testing may be performed using a venous or capillary 
specimen  

• Specimens must either be sent to the DSHS lab or the test must 
be performed in the provider's office using point-of-care 
testing.  



Lead Screening 

• Providers who perform point of care lead testing must be (CLIA)-
certified. Procedure code 83655 is a CLIA-waived test and must 
be submitted with modifier QW.  
 

• All blood lead levels in clients 14 years or younger shall be 
reported to DSHS. Reports shall include all information as 
required on the Texas Child Blood Lead Level Reporting Form, 
F09-11709 or Point of-Care Blood Lead Testing report, Form Pb-
111, which can be found at 
http://www.dshs.state.tx.us/lead/providers.shtm, or by calling 1-
800-588-1248.  
 



Tuberculosis(TST) Screening 
• The TB risk screening tool must be administered annually to all clients 

who are 12 months of age and older.  
 

• The TB risk screening tool is available in the forms section of the 
DSHS website at www.dshs.state.tx.us/thsteps/forms.shtm.   

 
• Providers must administer a TB skin test if the screening tool 

indicates that there is a risk for possible exposure 
 

• Providers must obtain their own supply of purified protein 
derivative (PPD).  
 

• A TB skin test (procedure code 86580) may now be submitted for 
reimbursement when it is performed as part of a Texas Health 
Steps medical checkup visit.   



Hemoglobin Screening 

• Hemoglobin type is included in the newborn screening rather than listed 
separately on the periodicity schedule.  
 

• The newborn screening should be obtained up to 12 months of age if 
not previously obtained, the results are not available, or in special 
circumstances, such as adoption, if there is no record of previous test 
results.  
• The specimen may be sent to the DSHS laboratory (using the form 

G1B) or the client may be sent to a laboratory of the Provider’s 
choice.  

 
• Providers must use their acute care provider number when ordering a 

medically necessary hemoglobin electrophoresis test.  
 



CHIP Well Child Visits 

• Well Child visits must be performed once per calendar 
year. 

• No co-pay. 
• Laboratory testing must be sent to laboratory of 

provider’s choice not DSHS. 
• Well child visits do not require: 

– Oral Evaluation and Fluoride Varnish Application 

• Providers can conduct Developmental/ MCHAT 
Screenings but are not required to do as often as 
Medicaid. 

 



 
 

Accelerated Services for Children of 
Migrant Farm workers 

• State initiative to provide a THSteps checkup and accelerated services to 
children of migrant farm workers due to the uniqueness of this 
population. 
 

• Collaborating with the Migrant Outreach Coordinator to educate our 
providers about these services. 
 

• If you have any patients from El Paso First that meet this criteria please 
refer them to Lluvia Acuña, Migrant Outreach Coordinator at 915-532-
3778 ext 1075.  

 



 
 

Migrant Postcard 



Maritza Lopez-THSteps Coordinator 

E-mail: mlopez@epfirst.com  

Phone: (915)298-7198 extension 1071 

Lluvia Acuña-Migrant Outreach Coordinator 

E-mail: lacuna@epfirst.com 

Phone:  (915)298-7198 extension 1075 

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

E-mail acadena@epfirst.com 

Phone: (915) 298-7198 extension 1127 

 

Contact Information 



Health Services Department 



Pre-Authorization  

• Prior authorization flyer identifies authorization 
requirements  

• Submit required documentation                            

– (i.e. Title XIX forms, TP1, TP2 forms, CCP form) 

• Submit supporting clinical information                  

– (i.e. evaluation, plan of care) 

 



Prior Authorization Flyers 
 

 

• STAR and CHIP 

• TPA 

• HCO 

El Paso First Provider Forms 

http://www.epfirst.com/ProvidersForms.html


TP-1, TP-2, Title XIX, CCP Form 
Welcome to TMHP 

http://www.tmhp.com/Pages/default.aspx
http://www.tmhp.com/Pages/default.aspx


Pre-Authorization Form 

• Submit complete and legible pre-certification form 

– Include date of service 

• Enter applicable CPT Codes and ICD-9 Codes 

• Complete the member’s identifying information  

     - Name      - Date of birth      - Identification number 

 



Amendments 

• When requesting an amendment, please include 
the following: 

– Original authorization number 

– Clinical information to support the amendment  

 



Notifications  

Partial Approval  

• The Medical Director has approved 
services with a modification from 
the original request.  

• The provider receives a fax notifying 
him/her of the approval. 

• Provider has the opportunity to 
request a peer to peer discussion.  

 

Administrative Denial  

• Requested services were not 
approved.  

• Example:  

– Service is not a covered benefit 

• The provider receives a fax 
notifying him/her of the denial and 
a formal denial letter with appeal 
rights. 



Case Management and  
Disease Management   

• Licensed social workers and nurses: 

– Initiate service coordination for local and out of 
town services  

– Link individuals with local community resources  

– Learn about each member’s unique needs  

– Assist in management of chronic conditions such 
as asthma and diabetes 

 



Health Services  
Contact Information  

• Janel Lujan, LMSW 
Senior Director of Operations 
– Extension 1090 
 

• Dolores Herrada, RN, CCM 
Clinical Supervisor 
– Extension 1007 
 

• Jose Acosta, RN 
UR Coordinator 
-  Extension 1080 

• Irma Vasquez 

Administrative Supervisor 

– Extension 1042 

 

• Mabel Toscano, RN 

Prior Authorization Coordinator 

– Extension 1212 

 
• Crystal Moran, MPH 

Disease Management Coordinator 

- Extension 1175 



ACCESSIBILITY AND 
AVAILABILITY 

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. 



Definitions 

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

• After-hours Availability  - PCP and 
Behavioral Health Providers must be available 
24/7 as mandated by TDI and HHSC. 



Office Accessibility Standards for 
Emergency and Urgent Care 

 

• 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 for 
Routine Care & Behavioral Health  

• 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 for 
Prenatal Care 

• 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 for  
Preventive Health 

• 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 #, 

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 Quality 
Improvement Committee. 

• The QIC may recommend appropriate measure be taken to 
address and correct the issues. 

• The QIC reviews and approves sub-committee 
recommendations  

• Corrective action plans may take place immediately to 
amend shortcomings and may include 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 to be reviewed by the 
Credentialing and Peer Review Committee. 
 



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: 
 
Don Gillis - Quality Improvement Director  at ext 1231 
   or 
Quality Improvement Department at 532-3778 ext 1106 or 1159 
   or 
Your designated Provider Relations Representative at 532-3778 

ext. 1507 
 



Sonia Lopez, BS, CPC 

Director of Claims 

 
Claims 

 



Terms and Definitions 
Remittance Advice  (RA) 

A notice sent by the insurance company that contains payment information about a 
claim. 

Explanation of Benefits (EOB) 

A detail notice sent by the insurance company to a member with the result of a 
processed claim and member responsibility. 

 

Clearinghouse Real Time Response Report 

A centralized claims processing for providers and health plans. 

 

Clearinghouse Response/Report 

A detail notice sent by the Clearinghouse to a provider that contains claims submission 
acceptance/rejection. 

 

 



Top 6 Denials 

 
 1. Diagnosis Pointer Required on service Line for Diagnosis Codes 

2. Prior authorization dates do not match claim  
3. No COB Information received with a Secondary Enrollment 
4. Submission Window Exceeded for Claim  
5. No enrollment exists for claim start date  
6. Invalid NPI  number for provider 



Top 4 EDI Clearinghouse 
Rejections 

1. Rendering Provider Taxonomy Code 
missing or invalid.  

2. National Provider ID (NPI) is required for 
this payer.  

3. Invalid Diagnosis code 

4. Composite Diagnosis Code Pointer 
should not be used.  

 



Important Claim 

Submission 

Elements  



Billing Pay–Federal Tax Information 
LOOP 2010AA  



Bill Pay Information  
LOOP 2010AA  

Submit Group NPI Only in Loop 2010AA 



Rendering Provider LOOP 2310B  

Submit Rendering’s INDIVIDUAL NPI Only in 



 
Referring Provider –Information 

LOOP 2010AA  



Diagnosis Indicators 



Verification of Authorization 

 
 
  
 

•The Authorization Number  should be in  BOX 23 
•The authorization Number are 10 Characters Long with 
Prefix of Zero. 
  EXAMPLE:    0000123456 
***************************************************
************* 

DO NOT SEND: 
•CLIA Numbers: 45D0123456 
•Auth Not Needed 
•NOT  on 1st VISIT 
•EXPIRED 
•117044 
•45D0123456  0000123456 

 



Verification of Authorization 
 

 
  
 

 

When authorization is required Do Not leave  

Box 23 Blank. 



Timely Filing 
  Claims must be received by El Paso First within 95 days from DOS 

 
 Corrected claims must be re-submitted within 120 days from the 

R.A. (Remittance Advice) 
 
 When a service is billed to another insurance resource, the filing 

deadline is 95 days from the date of the disposition by the other 
insurance carrier.  
 

 It is strongly recommended providers who submit paper claims 
keep a copy of the documentation they send. It is also 
recommended paper claims be sent by certified mail with return 
receipt requested & a detailed listing of the claims enclosed.  
 



Provider Notification for 
Additional Information 

 
 
  
 

 
•Proof of Timely Filing Documents 
 
•Return Claims  (W-9, Purple or Green Forms) 
 
•Rejected Claims  (Electronic Claim Rejection) 
 
•Remittance Advice- (RA) form Primary Carrier or El Paso First  



Proof of Timely Filing 
  

 

Note: Office notes indicating claims were 
submitted on time or system screen prints 
of claim submissions are not considered 
proof of timely filing. 

 



Proof of Timely Filing 
  Submit a copy of an Electronic Claims 

Report that includes the following 
information:  

 

  Batch submission ID and date 

  Individual claim that is being appealed 

  EL Paso First -assigned batch ID number 

 



 

Subject 



 

Subject 



Claim Resubmission 

 
 
  
 

Can I send my corrected claim electronically? 
 

Yes, 
Only ZERO Paid Claims may be sent  

electronically within 95  day timely filing. 
  

No, 
Claims with partial payments should be submitted on  

paper with a copy of the Remittance Advice and a Corrected 
Claim Form. 

 



Corrected Claim Form 

 
 
  
 



Revised CMS 1500 Paper Claim 
Form: Version 02/12 

 

The National Uniform Claim Committee (NUCC), an industry organization in which 
CMS participates, maintains the CMS 1500 claim form and periodically revises it 

according to industry needs. The NUCC recently revised this form (version 02/12). 
The NUCC changed the form to adequately accommodate and implement ICD-10-

CM diagnosis codes, although the form does include other changes as well.  

 

• More information is available on the NUCC website.  http://www.nucc.org/ 

 

• On June 10, 2013, the White House Office of Management and Budget (OMB) 
approved the revised CMS 1500 claim form, version 02/12, OMB control number, 
0938-1197. The CMS 1500 claim form is the required format for submitting claims 
to Medicare on paper. 

 
  

http://www.nucc.org/


Features of the Revised From 
  

The revised form, among other changes, notably adds the following 
functionality: 

 

• Indicators for differentiating between ICD-9-CM and ICD-10-CM diagnosis 
codes.  

• Expansion of the number of possible diagnosis codes to 12. 

• Qualifiers to identify the following provider roles (on item 17): 

 Ordering 

 Referring 

 Supervising 
 



Tentative Timelines 

 • January 6, 2014:   Medicare begins receiving and processing 
paper claims submitted on the revised CMS 1500 claim form 
(version 02/12). 

 

 • January 6 through March 31, 2014: Dual use period during 
which Medicare continues to receive and process paper claims 
submitted on the old CMS 1500 claim form (version 08/05). 

 

  April 1, 2014:  ONLY Revised CMS 1500 claim form (version 
02/12). 
 



 

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? 



Member Services 



Medicaid - Value Added Services 
• Help getting a ride to doctor visits or health classes for Members who 

need a ride  
• Extra dental services up to $295 (initial checkup, x-rays, and a routine 

cleaning) for Members age 21 and older  
• Up to $125 above the Medicaid benefit for contact lenses, lenses, and 

frames  
• Welcome Packet: A $15 value of over-the-counter items if the request 

form is completed and mailed back within 30 days of enrollment 
• One free cell phone per household and free calls or texts from El Paso First 

for related health activities.  
• 1 free car seat per pregnancy for pregnant Members who complete a 

pregnancy class  
• $10 gift card for health related items for pregnant Members completing 

one pregnancy visit within 30 days of enrollment and going to one 
pregnancy class 

 



Medicaid - Value Added Services 
• Home visits to high risk pregnant Members  
• 4 extra food counseling services, above the Medicaid benefit, for 

Members age 20 and younger  
• Up to $25 for any sport registration activity fee, once every 12 

months  
• $15 gift card for health items for Members age 20 and younger 

completing a timely Texas Health Steps visit  
• Gifts of a digital thermometer, a pedometer (per family per year), 

an emergency aid booklet (per family per year) and a school supply 
kit for new Members if requested within 30 days of receiving 
welcome packet  

• $15 gift card for health items for postpartum Members completing 
one postpartum visit within 21-56 days after delivery  
 



CHIP - Value Added Services 
 • Help getting a ride to doctor visits or health classes for CHIP and 

CHIP Perinate Members  

• Extra dental services up to $295 above the CHIP benefit (initial 
checkup, x-rays, and cleaning) for CHIP Members  

• 25% off lenses and frames above the CHIP benefit for CHIP 
Members  

• 20% off  certain contact lenses above the CHIP benefit for CHIP 
Members 

• Welcome Packet: A $15 value of over-the-counter items for new 
CHIP Members if the request form is completed and mailed back 
within 30 days of enrollment  

• One free cell phone per household and free calls or texts from El 
Paso First, for related health activities.  

 

 



CHIP - Value Added Services 
 • Free car seat for pregnant Members who complete a pregnancy class  

• $15 over-the-counter prenatal vitamins packet for new CHIP Perinatal 
Members if request form is completed and mailed back within 30 days of 
enrollment  

• Home visits to new high risk pregnant Members  
• 4 extra food counseling services, above the CHIP benefit, for CHIP 

Members age 18 and younger  
• Up to $25 for any sport registration activity fee, once every 12 months for 

CHIP Members  
• Gifts of a digital thermometer, a pedometer (per family per year), an 

emergency aid booklet (per family per year) and a school supply kit for 
new CHIP and CHIP Perinatal Members if requested within 30 days of 
receiving welcome packet  

• $15 gift card for health items for Members age 3 to 6 and 12 to 19 
completing a timely well-child checkup  
 

 



CHIP-to-TIERS 
 • HHSC is in the early stages of a transition that will bring the 

processing of CHIP applications into the state’s TIERS eligibility 
system. The transition is targeted for Oct. 1, 2013  

• The CHIP-to-TIERS transition should not disrupt the processing 
of children’s health insurance applications.  

• Effective October 1, 2013, the all CHIP ID numbers will be 
changing from an alpha numeric format (i.e. A123456789) to a 
numeric format (i.e. 123456789). El Paso First Health Plans 
will be issuing new ID cards to all its CHIP members at the end 
of September 2013. 

 

 

 



CHIP-to-TIERS Rosters 
 



Preferred Administrators 
Updates on Benefits for Fiscal Year  

October 1, 2012 – September 30, 2013 



 
 

UMC and EPCH Benefits 

Benefit 
Description 

UMC/EPCH  Texas Tech  PPO  Out-of-Network 

UMC/Medical Office 
Visits 

$15.00 Co-pay $25.00 Co-pay $35.00 Co-pay 60% after deductible 

EPCH/Medical Office 
Visits 

$10.00 Co-pay $20.00 Co-pay $30.00 Co-pay 60% after deductible 

Diagnostic X-Ray, 
Pathology 

100% after 
deductible 

100% after 
deductible 

75% after deductible 60% after deductible 

HPV for Female and 
Males (Ages 9 up to 
26 ) 

Covered at 100% Covered at 100% Covered at 100% Not Covered 

Pregnancy for 
Covered Associates 
and Dependents 

Covered under Global 
Maternity 

Covered under Global 
Maternity 

Covered under Global 
Maternity 

Covered under Global Maternity 

Annual Well 
Women’s Exam. One 
per Fiscal Year 

Covered at 100% Covered at 100% Covered at 100% Not Covered 

Mammograms for 
women ages 40 and 
older 

Covered at 100% Covered at  100% Covered at 100% Not Covered 

Mammograms for 
women under 40 
years of age 

Covered at 100% 
after deductible 

Covered at 100% 
after deductible 

Covered at 75% after 
deductible 

60% after deductible 



 
 

UMC/EPCH Deductibles and MOP 

Deductible per 
Fiscal Year 

UMC /Texas 
Tech/EPCH 

PPO Providers Out –of-
Network 

Per Covered Participant $100.00 $1,000 $1,500 

Max Family Deductible  $300.00 $3,000 $4,500 

Out-of-Pocket 
Max Per Fiscal 
Year 

UMC /Texas 
Tech/EPCH 

PPO Providers Out –of-
Network 

Per Covered Participant N/A $3,600 $Unlimited 

Max Family Deductible  N/A $10,800 $Unlimited 

Annual Maximum Per Covered Participant  $2,000,000  



 

 

University Medical Center of El Paso (UMC) 
• Office Co-Pays $15/25/35 
• Inpatient Co-Pays $250/750 
• Does not have Domestic Partners 
• Behavioral Max 30 Visits and Lifetime Max $25,000 
• Does not combine max benefit for Occupational, Physical, and Speech 

Therapy 
 

El Paso Children’s Hospital (EPCH) 
• Office Co-Pays $10/20/30 
• Inpatient Co-Pays $150/200 
• Covers Domestic Partners 
• No Behavioral Max 
• Max Combination Benefit for Occupational, Physical, and Speech 

Therapy of 30 visits per Fiscal Year 
 

 
 

 
Difference between benefits for UMC and EPCH 

 



 

Prior Authorization Flyer 
 

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

services listed on the 
flyer. 



 
Wrap Network 

 



 
Wrap Network 

 
• How to look up a Provider participating with 

MultiPlan: 
– Step 1. To locate a Provider outside of the El Paso 

County click below: 

                 http://www.multiplan.com/ 

– Step 2. Click on Providers and then Search for a Doctor 
or Facility  

– Step 3. Click on the logo that is in front or back of the 
ID card 

– Step 4. Search by location, doctor, hospital or facility 
name 

 



  1. Gestational diabetes screening 

  2. HPV DNA testing 

  3. STI counseling 

  4. HIV screening and counseling 

  5. Contraception to include Voluntary Sterilization and Covered 
Contraceptives to include Female Generic Prescription Drugs and 
contraceptive counseling 

  6. Interpersonal and domestic violence screening and counseling 

  7. Breastfeeding support, supplies, and counseling 

 

 

 

 
Female Preventive Services Covered at 100%  

Effective 10/1/2012 

 



 
Preferred Administrators Network physicians who 

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

The Member’s responsibility will be at the 
UMC/EPCH/Texas Tech benefit coverage level. 

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

  

 

Important Note to Remember! 



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 

manguiano@epfirst.com 

 298-7198 ext 1053 

  
 

Contact Information 



Thank You for 
Attending Providers! 

EPF-073113-PR-Quarterly Provider Orientation 082213 


