
 

Welcome Providers! 

Provider Specialty Training 

October 24, 2013 



Agenda  

• Welcome and Introductions 

• Affordable Care Act Updates 

• Preferred Administrators Benefit Changes 

• Health Care Options Overview & Updates 

 

 

 

 
 



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 
Benefits for Fiscal Year  

October 1, 2013 – September 30, 2014 



• No annual behavioral maximum dollar amount. 
However, maximum amount of 30 visits per fiscal 
year still applicable. 

• No annual medical and pharmacy lifetime 
maximum dollar amount. 

•  Children until age 26 can continue to be eligible 
to have coverage under parent’s insurance, even 
if they were eligible for other employer –
sponsored coverage.   

 

UMC Benefit Changes 



•   

 

UMC Deductibles and Max Out of Pocket 

For a complete list of covered and excluded 
benefits, please refer to the Member Handbook 
at www.preferredadmin.net 



• No annual behavioral maximum dollar amount.  

• No annual medical and pharmacy lifetime 
maximum dollar amount. 

•  Children until age 26 can continue to be eligible 
to have coverage under parent’s insurance, even 
if they were eligible for other employer –
sponsored coverage.  
 

EPCH Benefit Changes 



 
•  PPO Office Visit co-pay   

– PPO co-pay for office visit increased to $35   

•  Deductibles   
– PPO: From $1,000 to $2,500-individual and  
– From $3,000 to $5,000-family  
– Out of Network: From $1,500 to $3,000-individual and from $4,500 

to $6,000-family   

•  Max out of pocket   
– PPO Max out of pocket will now include deductibles and co-pays.  
– Increased from $4,000 to $6,000 per individual.   

 
 

 

EPCH Benefit Changes 

For a complete list of covered and excluded 
benefits, please refer to the Plan Document at 
www.preferredadmin.net 



 

 
 

EPCH ID Cards 



 
 When the following services are not available at EPCH, UMC, or Texas Tech, 
benefit coverage through a PPO or Out of Network provider will be paid at 
the schedule of benefit level of EPCH, UMC and Texas Tech:  

• 1. Radiation Therapy (Adult and Children)  
• 2. PET Scans  
• 3. Electrophysiology Lab  
• 4. Adult Allergy/Immunology- limited to patient management (physicians 

visit), treatment and diagnostics in the physician’s office.  
• 5. Cystic Fibrosis Treatments- limited to patient management (physicians 

visit), treatment and diagnostics in the physician’s office.  
• 6. Ophthalmology Services- limited to the medical diagnosis for the 

treatment of an eye disorder and outpatient surgery.  
• 7. Pain Management- limited to patient management (physicians visit), 

treatment and diagnostics in the physician’s office.  
• 8. Urology- limited to patient management (physicians visit), treatment and 

diagnostics in the physician’s office.  
  

   
 

Special EPCH/UMC/TT Benefit Coverage 



 

• Any service not mentioned on the previous list will be covered at the 
appropriate benefit level per the schedule of benefits.  

 

• These services will be covered under the appeal process after services are 
provided and paid at the current benefit level. If prior authorization is not 
obtained, the EPCH/UMC and Texas Tech level of coverage will not be 
applied. If the service becomes available at EPCH, UMC or Texas Tech, 
services must be provided there to attain the higher level of reimbursement. 

  

   
 

Special EPCH/UMC/TT Benefit Coverage 



• 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 



OB Information  

Preferred Administrators 

  



 

 

 

 

 
Reminders 

Global Billing   
 



 
 

 
Breast Pump Benefit  

 



 

 

 Preventative Care Benefits for Women 



Contact Information 
 
 

Stacy Arrieta 
Provider Relations Representative 

298-7198 ext. 1059 
sarrieta@epfirst.com 

mailto:sarrieta@epfirst.com


 
 

 
     

 

     HealthCare Options 

 
Rene Duran  

HealthCare Options  

Provider Relations Representative 

 
 



What is Health Care Options? 

 
  

 

• Health Care Options is a benefit program (not an insurance program) 
that provides care and medication for individuals who are not enrolled 
or do not qualify for any other public or private insurance program. 

• HealthCare Options will pay for basic health care services for 
individuals who are determined eligible for coverage.   

• Primary, preventive and specialty care services that are provided 
through the HCO Network providers.   

• ER and Inpatient hospital care and pharmaceuticals are provided by 
University Medical Center (UMC). 



 Program Overview  

   

15,000 + Members 
Managed Care environment 
 Primary Care home for indigent  
 Increased levels of primary care 
Member access to preventative care and 

disease management programs 
 Reduction in escalation of illnesses 
 Reduction in ER visits 
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Eligibility  
 Determined by UMC Hospital –Enrollment Services 

Unit 
 Must meet income and resident requirements 

• Family income must be at 100% of federal poverty level 
or less. 

• Must live in El Paso and at least one member of your 
family must have a social security number to apply. 

 May not be eligible for any other insurance coverage 
such as Medicaid or Private Insurance. 

 Must have services pending at UMC, i.e. lab, x-rays 
etc. 
 

 



41 

How to Apply 

Applications are only accepted at: 

 

UMC Hospital 

(Walk-Ins)  

or 

UMC Clinics  

(Appointments only) 

 

Enrollment Services Unit   

Monday-Friday 8:00 AM to 6:00 PM 
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Re-enrollment Process 
 Coverage is continuous for a period of 12 months. 

 Members are required to re-apply to maintain their benefits.   

 A member due for re-enrollment will receive a notification 2 
months prior to their termination date with instructions for 
re-enrollment.   

 Termination 

• A member can be terminated from the HealthCare Options 
program if the member: 

– does not re-apply 

– has other health insurance coverage 

– has moved out of the service area 



 
 UMC Approval Form 

 
  

 

•This is just an approval 
form but it is important 
to remember that HCO 
members must wait 
until they receive their 
ID card to seek services. 
 
•Providers must verify 
eligibility before 
rendering services. 
 



 
 Health Care Options ID Card 

 
  

 

Co-pay info 
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HCO Network Providers 

 
 Members must choose a PCP within the HCO Network. 

 Unlimited PCP changes can be made, contact El Paso First to make 
changes. 

 Specialty Care requires a referral from the members PCP. 

 Laboratory Services for covered benefits must be referred to UMC 
Hospital. 

 UMC  is the ONLY participating Hospital for the  

    HCO Program. 

Provider Directories have been developed specifically for HCO 

Network. 



 
 Health Care Options Covered Benefits 

Services limited to IN-NETWORK providers. 
 

 
  

 

•Medical visits for Primary Care, Chronic Care and 
Urgent needs 
•Annual Physical Exams 
•Cardiac Services 
•Casts, splints, dressings 
•Chemotherapy  
•Diabetic supplies 
•Diagnostic Imaging 
•Education 
•Emergency Medical Services at UMC 
•Gynecological Services/ Pap smears 
•Immunizations and Inoculations 
•Inpatient Hospital Services at UMC 



 
 Health Care Options Covered Benefits 

 
  

 

•Laboratory 
•Observation 
•Outpatient Surgery Including anesthesia 
•Physician/Professional Services 
•Podiatry/Foot Care 
•Physicians specialist visits authorized by PCP 
•Prescriptions /Pharmacy 
•Radiation Oncology 
•Reconstructive Surgery 
•Rehabilitation Services 
•Retinal/ Ophthalmology Services 
•Urology Services 



 
 HCO Co-pays 

 
  

 

 
 Doctor visit (PCP/Specialist) $15.00 

Prescription $8.00 ($5 dispensing fee for all meds under 

pharmaceutical company assistance) 

ER visit $35.00 
X-rays $20.00 

Imaging services $35.00 
Inpatient/outpatient visit $150.00 

Labs $6 co-pay,  
Rehab services $10 co-pay per visit  

(physical, occupational, speech)  

Infusion services $36 per visit.  
  

 
 



Network Pharmacies 

 
  

 

Prescriptions must 
follow the UMC 
Hospital Formulary 
Prescriptions can ONLY 
be filled at any of these 
locations  

UMC Main Pharmacy 

4824 Alberta 

El Paso, Texas 79905 

915-521-7705 

UMC  Northeast Pharmacy 

9849 Kenworthy 

El Paso, Texas 79924 

915-745-4247 

UMC Ysleta Pharmacy 

300 S. Zaragoza, Bldg B 

El Paso, Texas 79907 

915-860-4039 

UMC East Pharmacy 
1485 George Dieter Dr, Ste 107 

El Paso, TX 79936 
(915) 521-7087 

UMC Fabens Pharmacy 
101 Potasio 

Fabens, Tx 79838 
(915) 521-2271 
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Referrals 
• Members PCP must initiate referral for specialty care 

services. 

• In network specialist to specialist referrals are allowed 
with an auth. Any request from a specialist for a member 
to see an out of network specialist requires an 
authorization. 

• Prior Authorizations: only requests that are not to be 
performed at UMC or Texas Tech require an auth. 

• Out of network referrals must be coordinated through 
Health Services at (915)532-3778. 
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Prior Authorizations 
• Authorizations for OUTPATIENT/Scheduled procedure 

requests, INPATIENT notifications and Clinical 
Information must be directed to Health Services 
Department if out of network. If covered benefit, all 
procedures/services at UMC and/or Texas Tech, do 
not require an authorization. 

• All Prior Authorizations must be submitted by Fax to : 
– (915)298-7866 – Outpatient/Scheduled Procedures 

– (915)298-5278 – Inpatient Notifications 

– 72 hour turnaround time applies to all Prior  

  Authorization Requests 



Taking Care of Our Providers 
 
 

El Paso First Health Plans  
has a quality claims processing and customer service  

TEAM. 
  

 The EPCCS check is processed once a week (Thursday). 
 

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) 
 
 

  
 

 
 
  
  
 



 
 

 
     

 

      

Rene Duran 
HealthCare Options  

Provider Relations Representative 

915-298-7198 ext. 1037 

rduran@epfirst.com  
 



Questions ? 
 



Health Services Department 



Prior Authorization Flyers 

• Prior authorization flyer identifies authorization requirements 
for the following plans:  

 

• Preferred Administrators 

• HCO-Health Care Options   

 



 

units 



Pre-Certification Fax Form 

• Form should be complete and legible. 

• Enter applicable CPT Codes and ICD-9 Codes 

• Complete the member’s identifying information  

     - Name      - Date of birth      - Identification number 

**Please f/u with HS department at 915-532-3778 ext 1500 if 

authorization status is not received within 72 hours. 

 



Amendments 

• An amendment is submitted when a change to the original 
authorization is being requested ex: POS, DOS, CPT code(s) 

• The following is required:  

– Original approved pre-certification form with authorization 
number 

– Include the change in “Comments” section 

– Clinical information to support the amendment  

 



Case Management 

• Nurses and licensed social workers: 

– Initiate service coordination for local and out of 
town services.  

– Identify member’s unique needs and link them 
with local community and medical resources.  

– Collaborate  with providers in achieving optimal 
patient outcomes. 

 



Health Services  
Contact Information  

• Janel Lujan, LMSW 
Senior Director of 
Operations 
532-3778   ext. 1090 
 

• Dolores Herrada, RN, CCM 
Clinical Supervisor 
532-3778  ext. 1007 

 

• Irma Vasquez 

Administrative Supervisor 

532-3778  ext. 1042 

 
• Jose Acosta, RN 

UR Coordinator 
532-3778  ext. 1080 
 
Crystal  M. Arrieta, MPH 
Disease Management 
Coordinator 
532-3778  ext. 1175 

 



 

Claims 
 

 

 

Sonia Lopez 
Director 



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. 

 
  



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). 
 



Referring Provider 



Diagnosis Fields 



Example Diagnosis Submission 



Member Services 



Appeal Process for Members 
• Preferred Administrators’ appeal process was 

established to assist customers who are being 
balance billed by Providers and if necessary 
assist them in filing a formal complaint.   

• When a customer is being balance billed by a 
Provider, a Preferred Administrators Customer 
Service Representative will do extensive 
research to find out the reason why they are 
being balance billed. 

 



Appeal Process for Members 
  

• A Preferred Administrators Customer Service 
Representative will contact the Provider and 
explain why the member is not responsible for 
the charges. 

• If the customer is responsible for the charges, 
a Preferred Administrators Customer Service 
Representative will explain and educate the 
customer why they are responsible for the 
charges.    



Appeal Process for Members 

•  Balance billing does not include 
charges for deductibles, co-payments, 
or co-insurance. 

Please note: 

• Members will be responsible for non-
covered services as well as out-of-
network charges. 

 



Contact information 

•  For more information on Preferred 
Administrators, please contact our 
Customer Service Department 
Monday to Friday from 7 am to 5 pm 
at 915-532-3778 press 4 and then 
extension 1529. 

 



Thank You for 
Attending Providers! 


