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Customer Service
Wait Times
Anthem Response

December 1, 2008
Response times were improved and reached levels similar to preconversion levels.

January 26, 2009

The statistics indicate they have the resources in place and are where they want to
be.

Status - Ongoing

Some offices are reporting improvement. However, many report still being on
hold for extensive periods of time extending up to 45 minutes.

Examples

When using on-line help, the practice will receive a response within two days for
claims involving a YR prefix, but any other prefix will take approximately three
weeks for a response.

Status — Open — See update below

Hold times for out-of-state claims have decreased, but when calling on claims
involving “YR,” the hold time is approximately 20 — 30 minutes. Additionally,
most claims do process timely, but approximately 70% of the claims are
processed incorrectly.

Update — May 5, 2009, the Practice reports wait times are approximately five
minutes.

Received April 17, 2009
Status - Open

Continually receive unsubstantiated denials or requests for correction — especially
on out of state claims. Remain on hold for extended periods only to have the
remark codes on the EOB read back to them.



Inability to understand customer service

(Issues: accents, ID #, all representatives using the same name)
Anthem Response

December 1, 2008

Anthem clarified that while local business uses an offshore vendor, home plans
use staff in the United States.

Example

Status - Improved

April 2009 — Seems to be improving. Previously on hold for long periods of time.
Foreign representatives hard to understand.

Status — New — Received April 30, 2009.

Practice states representatives lack understanding of basic insurance concepts
such as coordination of benefits. This lack of understanding often results in
multiple transfers for a simple question.

Status — New — Received on May 6, 2009

Practice states they are not able to understand the representatives and it appears as

if the representatives are reading from a script and ask the Practice if the answer
provided is correct.

Lack of Anthem Response — Individuals and Web portal

Anthem Response

December 1, 2008
We do not show a response was provided at the earlier meeting.

January 26, 2009

At the last meeting, the inquiry inventory was 327,000. The current inventory is
296,000 inquiries. This is 45,000 inquiries higher than where they hoped. The
target for being caught up is April. Customer service was working on inquiries
received in October and November of 2008. Anthem asked that providers not
send in multiple adjustments as it only adds to their current inventory.
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Anthem provider relations will provide training on use of the web portal and
offices are instructed to use only customer service or the web portal for claim
specific questions and the provider relations staff is for education only.

Anthem stated the web portal is up and running 98% of the time it is scheduled to
be available and that offices are notified when there are planned outages.

ISMA Current Status

On March 19, 2009 Anthem reported the inventory was 185,906. Normal inquiry
inventory is 45,000 — 55,000 inquiries.

On May 5, 2009 Anthem reported the Central Region BlueCard Host Provider
Service Unit had met the provider inquiry goal of no more than 65,000 inquiries
on hand.

Examples

Status — One Time Event

on December 26, 2008, | orovided a screen print showing the
system was unavailable and the Anthem office was closed.

|
Status — Open — See update below dated April 27, 2009
The practice described several instances when return calls were promised and no

call was received, or they must email or fax their provider representative six to ten
times before receiving a response.

The practice was told by a representative that appeals are not forwarded for
review until a call is received from the provider. This is consistent with the
example in the section below from |JJilif Clinic regarding colonoscopies.

Update from Practice as of April 27, 2009:

1) High number of incidents of Anthem stating they have not received a claim
even though it was sent electronically and confirmed by Anthem. This is
discovered when Practice calls to get claim status for claims over 45 days.
Practice does not have this issue with other carriers.

2) High incidents of Anthem stating they have not received appeals. Practice
does not have this issue with any other carrier.

3) Replacement claims denied as duplicate and result in Practice having to file an
appeal that often results in issue #2.

4) Claim rejections for injection codes stating Practice must use codes for facial
tissue although the injections are rectal. Practice has appealed multiple times
and requested assistance with no luck.
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5) Claims denied in error. Practice calls to inquire and representative states they
will send the claim back through for reprocessing. When the Practice calls
back they are told it was not sent back through. Practice appeals and is told
appeal is denied due to lack of timely filing.

Status — Open — New information received April 30, 20009.
Adjustments are not forwarded until the practice calls to inquire about the status.

April 30, 2009 - The Practice advised that many claims now coming out of
adjustments are still incorrect and the Practice is having to resubmit another
adjustment.

Status — Open — As of May 5, 2009, Practice is still experiencing problems with
this issue.

Adjustments are not forwarded until the practice calls to inquire about the status.
The practice calls and is told to wait for 90 days before calling again. After 90
days, the adjustment is still not processed.

Status - Ongoing

The practice will call on a problem claim, be given a reference number and told to
call back in 10 — 15 days. The practice calls back in the referenced time frame,
provides the reference number, and the number cannot be found. The practice is
then provided another reference number and told to call back in another 10 — 15
days.

The practice has claims denied due to eligibility, but the Web site indicates patient
is eligible.

Status — Closed — Addressed in previous meeting

The practice is often told the claim needs or lacks information but is never told
what information is missing.

Status — Ongoing — See update below.
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When Practice contacts customer service, calls are referred to second level for
adjudication. This delays adjudication by at least 30 days.

Update — May 5, 2009, Practice states when they call on claims with a YRP
prefix, they must request referral to a second level person who will then forward
the claim for reprocessing.

Status — New — Information provided April 28, 2009

Practice no longer has a provider representative to help with claims issues.

I /2 the provider representative and when went on
maternity leave the end of December was under the assumption was
working on the inquires and bundling issues. || sent an

email the first week of March and was told that provider representatives were no
longer allowed to help providers with claims issues providers had to go through
customer service. Customer service only gets you so far. With Blue Access
claims, the representatives are not much help and seem to have trouble
understanding the problem and with Blue Card claims. The end result is that you
end up making numerous phone calls because they cannot help you until they
email the home plan for an answer and it takes them 7-14 days to get a response.
Then the provider has to call back for the response and if the reponse does not
solve the problem, the process starts all over. It seems unreasonable to think that
Anthem would not provide providers with a better avenue of getting issues
resolved- considering how many issues we have with Anthem.

Patient Eligibility
Offices verify eligibility before treating patient but claim is denied for eligibility.

Anthem Response

January 26, 2009

When the provider portal is used, offices may get a message stating eligibility
cannot be provided. This is due to a back end process being run that is utilizing
the eligibility system. Additionally, an insured may have multiple eligibility
segments and that can complicate the eligibility verification process. Anthem is
working on a fix for this and hopes to have it completed in July, 2009. Anthem
suggested that offices call customer service to obtain the correct eligibility
information.

Status — Ongoing — Addressed in previous meeting
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Patient’s insurance card and the Web site clearly indicate coverage effective
10/1/08. Practice provided treatment on 11/14/08 and claim was denied as “079
Member Not Found.”

I
Status — Open — As of April 28, 2009, Practice is still experiencing this problem.
Claims are denied due to eligibility, but Web site indicates patient is eligible.

I
I
Status — Open
The practice has claims denied due to eligibility, but Web site indicates patient is
eligible.

Anthem Representatives

Expressing frustration during site visits and state they are being told not to go out
to physician offices.

Anthem Response

December 1, 2008

Anthem stated this was not the case and they certainly want their provider
representatives to be available to meet with practices.

Physician Feedback

The primary issue is the lack of follow-up on the part of field representatives in
responding to emails, telephone calls, and other inquiries. Practices often never
receive responses or must wait extended periods of time to receive a response.

Update -
ISMA Current Status - Ongoing

Offices still complain about the lack of returned calls or emails regarding status or
resolution of an issue. Many practices now discount the usefulness of contacting
their provider representative.

Examples
Examples are included in other areas of this document.

Prior Authorization (PA)
Not required but denied as being required.
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Anthem Response on December 1, 2008

Anthem asked for examples, but also stated some services that were paid
incorrectly were reprocessed. Offices could also contact provider services and
verify the authorization number was included on the claim.

Examples

Status — Open — See update below.

For inpatient stays, the hospital fails to obtain PA, and is paid for the inpatient
stay. However, the practice does not receive payment for all of the hospital days.

Update — May 5, 2009 — Practice states between this issue and another issue
regarding inpatient stays, more than $100,000 is outstanding over the past six to
nine months.

Status — Ongoing

Per email on March 26, 2009, continues to have problems. Called for PA, was
told the system was down and to use the authorization number. Claim was denied
for invalid PA.

Claims are denied for no PA, but when customer service is contacted, the system
indicates did have PA.

Status — Closed -Addressed in January 26, 2009 meeting
Information was provided on two claims regarding PA issues. The first is: insured

The second claim is: insured 1D |||} . Dates of service 08/13/08 thru
08/15/08. Practice was told this was overturned and payment would be made.
Practice has not received payment.

Status — New — Submitted to ISMA in April, 2009

Practice continues to receive denials for patients’ Intensity Modulated Radiation
Therapy (IMRT) when authorization was received from Anthem.
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Fee Schedule Payment Errors/Incorrect Processing of Co-pays
Anthem Response

December 1, 2008
Anthem stated these errors are being corrected and claims are being re-processed.

January 26, 2009

Anthem acknowledged there was an issue regarding provider demographics and
thought it was resolved in July 2008. Improvements continue and there were a
small number of outstanding issues.

Examples
Status — Open — Addressed in previous meeting

The practice is having substantial amounts withheld from checks indicating
claims were not correctly processed. Patient co-pays and deductibles are being
recouped back to the beginning of 2008. Patients are extremely upset. They are
now being billed for services that may be up to one year old. Patients are blaming
the physician office when the error was on the part of Anthem.

Status — Open — As of April 2, 2009 practice notified ISMA of at least two claims
which continue to be reprocessed wrong. When the practice notified Anthem of
the repeat error, Anthem stated it would take 45 days to reprocess the claim.
Practice believes interest is not being paid on late payments.

1D number: |
Claim number: |

DOS 9/26/08

1D number: |
Claim number: |

DOS 4/23/08

Starting in approximately October 2007, co-pays associated with nurse
practitioners processed incorrectly as specialty co-pay. Anthem rep admitted in
email that Anthem was having problems with claims paying NPs as specialist co-
pay rather than PCP. Old claims still not fixed and new claims still being
processed incorrectly. Total of approximately 40-50 claims at issue. No interest
has been paid. Anthem said it could not identify and fix the claims automatically
and the practice had to resubmit them all as adjustments. Practice has manually
filed and mailed via US Postal Service approximately 400 adjustment forms
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(some claims three times each), at a cost of over $150 alone. Anthem
representative(s) stated they were at least 120 days behind. Practice was told that
system fix was being implemented in May and backlog would be fixed by July.
As of December, still not fixed. Not only was Anthem not forthcoming about
what happened, but they blamed the physicians for this error, when is incorrect.
Provider Rep indicated that practice manager needed “educational pointers” on
how NP co-pays are processed, when in reality it was Anthem’s processing glitch.
In some instances, patients did not get their medical treatments because it was not
approved by Anthem. In another case, a patient stopped going to the physician
because the bills were not being paid by Anthem and the patient was embarrassed.

Status — Open — Received April, 2009

“From 12/01/07 through 05/31/08 we had problems with our physician billing.
Anthem Blue Card picked up the pin# from the lab and xray of the hospital
instead of the pin# of our doctors. We have 22 doctors and we had quite a
problem. This error caused large co-pays for the patients. When the patient’s
called their home plan they were told we were billing incorrectly and were very
upset with us. We were told to bill with the individual dr’s pin # but never the
group#. This was changed in December of 2007 but we were not aware of the
change. When we noticed the issue in February of 2008 we contacted our rep and
were unable to get an answer from her until May 24, 2008. Needless to say our
problem was not resolved until June of 08. The problem was corrected but the old
claims have not been reprocessed. Our Anthem rep stated that she was informed
that she could no longer help with this matter. It would be up to us to call on each
claim. 1 guess you would say that our major issue is that we were not allowed to
talk with rep and have to go through customer service. We still are having trouble
with secondary claims that are denying because their new scanning system is not
reading correctly and kicking out our claims. I would say that there are still many
providers unhappy due to their problems not being resolved and with little co-
operation from their Anthem reps.”

Status - Closed

In August 2008, Practice billed Anthem as secondary for a colonoscopy.
Medicare was the primary payer. Anthem paid the claim in September 2008, as
primary $388.43. Practice issued a refund check to Anthem for $388.43. On
November 7, 2008, Practice sent a letter to Anthem with the claim and Medicare
explanation of benefits explaining what happened and requested payment as
secondary. Practice received a reply from Anthem on November 13, 2008
requesting a refund of $388.43. Practice sent a copy of the check previously
refunded in September. On December 1, 2008, Practice received a payment from
Anthem for $478.40 for the same date of service. Practice called Anthem and
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stated Anthem was secondary to Medicare. Anthem stated they would recoup the
payment. On January 13, 2009, Anthem recouped $388.43 (the original payment).
On February 17, 2009, Practice received a letter from Anthem asking for refund
of $478.40. Practice spoke to their Anthem representative, ||| | | | | QEEEEE. and she
suggested the practice contact ||| BBl (614-438-5045) saying he worked in
recovery and could provide assistance. Practice spoke with on
February 24, 2009. | 2sked Practice to fax all documentation to him and
he would forward the documentation to the correct person.

On April 27, 2009, Anthem recouped $478.40. Practice contacted ||l and
he stated there was not anything he could do and that the Practice should call
customer service. Practice called customer service and was told the $478.40 was a
recoupment for December 1, 2008 payment. The Practice asked about the $388.43
recoupment after the initial refund. Anthem stated the claim was in review but
there was no time line for completion. The Practice has refunded $388.43 and had
$388.43 recouped. This means the Practice must now wait for reimbursement of
the incorrect recoupment and for payment from Anthem as secondary. On April
30, 20009, the Practice received the refund from Anthem. According to the date on
the check, it was in the mail when the Practice talked to Anthem.

Claim/Attachment Acknowledgment — Deleted claims

Anthem Response

December 1, 2008

A major quality issue was discovered with a contractor. An audit was performed
and the contractor performance has improved.

January 26, 2009

Examples

Anthem requested a refresher training course that emphasized the importance of
looking for a document before making a request. Anthem claims this is a training
issue caused by the influx of new staff.

Status — Open — Update from Practice on May 5, 2009 indicates this is still an
issue.

When processing appeals on par forms, the appeal remains in the Anthem
imaging system until the practice contacts Anthem stating the appeal was mailed.
Anthem will then forward the appeal for processing.

Status — Open — As of April 28, 2009, five claims are outstanding.
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The practice was told to write off multiple claims for physicals due to lack of
timely filing documentation. The practice has submitted the documentation and
no payment was received.

Status — Open — As of April 28, 2009, Practice is still experiencing problems.
States many of the problems are related to the following phone numbers for
inquiry: 800-345-4344 and 866-594-0521.

The practice receives requests for information already sent to Anthem. When
customer service is contacted, the information is easily found and forwarded for
review.

Status — Closed — Claims were paid

Examples were provided and included in the claims delivered to Anthem offices.
See insured ID: date of service; insured ID:

'1

date of service.

Status — Open — Update as of May 6, 2009 — Practice met with Anthem
representative and was told system is corrected but the Practice should give
Anthem time to work on the backlog.

Practice only experiences issue with high dollar claims.

The practice provides extensive documentation for rental of Durable Medical
Equipment and the first month of the ten month rental period is paid. When a
claim is submitted for the second month, Anthem requests documentation. The
practice contacts customer service, explains the information was sent with the
original claim, and the customer service representative is then able to view the
information and forward it for processing.

Status — Open - As of May 5, 2009, Practice is experiencing this issue.

The Practice receives requests for EOB. EOB is attached to the claim, “primary
EOB attached” is stamped on the secondary claim but is still denied for other
insurance being primary. When customer service is contacted, the EOB is found
but practice is told it is unreadable and request that a new claim and EOB for the
service be resubmitted.
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I
I
Status — New — Received April 30, 2009.

The Practice included the EOB for the primary insurance and states they
continually experience processing issues.

|
Status — Open — Received April 16, 2009

“We have huge problems with getting payments from Anthem. We have errors
where our claims our processed incorrectly that take months to over a year to
resolve. Often the billers have taken these to our local rep twice and made many
phone calls until | finally take them and work again with our local rep before
payment is finally received. (Hours of work for small payments). We are currently
having problems with claims that cross from Medicare when Anthem is secondary
and Anthem says they do not have the EOB. When billing calls them, they realize
they do have it. Also huge problems with Blue Card claims when the home plan is
in another state. We are supposed to communicate through our local Anthem in
these cases but the communication never seems to reach the home plan. The home
plan is not to speak with us so we are left helpless. Needless to say we are
unhappy with the time and amount of work it takes to get our payments from
Anthem.”

Status — New — Received April 28, 2009

When Anthem is secondary they will not process the claim until the primary EOB
is received (usually Medicare related). However, the Practice includes the primary
EOB with the original claim.

When Anthem is tertiary the local plan is still denying stating they need the
primary and secondary EOB’s but when the Practice calls customer service, the
representative can pull them from the claim, after that they are being sent to
adjustments which are still taking more than 90 days.

The Practice is receiving some letters from the patient’s home plan asking the
Practice to send in the primary EOB. When the Practice calls the local plan, no
one is able to comment on the letters and the primary EOB must be requested.
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Claim Denials

Multiple line claims with only the first line paid or one unit paid

Anthem Response

December 1, 2008

This was identified and corrected. The impacted claims are being identified and
reprocessed.

January 26, 2009

When the system was updated in 2008, information for the processing of bilateral
procedures was not loaded. Anthem produced a report and is adjusting the
affected claims. is being reviewed and should be done by
January 27, 20009.

Examples

Status — Open — See May 4, 2009 update below.

When performing post mastectomy reconstructive breast surgery, practice is paid
for one reconstruction instead of two.

Practice was submitting claims on two separate lines with a RT/LT modifiers
when Anthem started paying only one line stating mutually exclusive to primary
procedure. After multiple phone calls (which is another problem) | would
sometimes get them paid. Practice was told the reason this was happening was it
needed to be filed on one line with a 50 modifier. Practice began filing on one line
and received several payments then began to receive denials. Practice spoke with
I /o confirmed services should be billed on two lines. Practice
went back to billing two lines with RT/LT modifiers and received denials.
Practice sent several of the denials to adjustments per [l 1t can take up to
nine months to a year to get a claim paid.

Practice states member services provides a name, reference number and
information on what will be done with the claim. Member service also tells
practice to wait 30-60 business days. After waiting, it is common to call back and
discover multiple problems. For example, "the person you talked to did not do
with the claim what they said they would do", "medical records did not get
forwarded", "sent it to the wrong department”, "everything is here | don't know
what's going on", "it looks like its just sitting here". The Practice states they are
then given another name, reference number and told to call back in 30-60 days. At
this point, an average of four months has elapsed. Average wait time on the phone
with Blue Cross is 30-35 minutes. Often, the Practice is told "I can only look at
the claim and can not do anything with it, I am only a call center".

Update — May 4, 2009, Practice provided the following summary via email:
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“Today I received four EOMB's from bc/bs with only one being correct.
That's pretty good. | was having trouble with my bilateral procedures
being denied and also with breast cancer patients getting bc/bc to pay for
the Alloderm which according to them- Policy # SURG.00011 effective
1/1/2009 is to be paid. | now am receiving EOMB's where they are paying
for the alloderm but state the breast reconstruction is redundant to the
primary procedure. All I want is for Blue Cross to educate their claims
processors....... | am tired of hearing it is a software problem. | can't
imagine it has taken 2 years to get an IT person in there to fix this
problem. Maybe they should go back to manual claims processing!!!! |
have 15-18 claims either in review or adjustment.....also 2-3 with ||l
I\ here they have made take backs which were not correct. MY

majority of my time working on these and it is a continuous battle. | tell
my blue cross patients up front not to plan on having their claim paid
before 6-9 months at best. Next | am going to start on the employers and
get them to take notice how their cancer employees are being treated. It is
not fair to the patients, the doctors or to people having to put up with this
.... from BC/BS.”

Status — Open - As of May 6, 2009, still having problem

When billing for placement of tubes in both ears, the practice is being paid for
placement in one ear. Practice staff stated other ENT practices are experiencing
the same problem.

Update — May 6, 2009 — Practice states new claims are being processed correctly,
but old claims are still outstanding and Practice is waiting for corrections.

Update — July 7, 2009 — Per email from Practice: “Anthem is slowly reprocessing
the “problem” claims for bilateral ear tubes. Those claims are old and it appears
they’ve been processing the newer ones correctly.”

Status — Monitoring — As of May 5, 2009, Practice states claims are being paid
correctly, but continues to monitor claims with multiple procedures.

Anthem paid Practice for one unit when bilateral procedures are performed.

Status — Open — Update on May 5, 2009 - Old claims are outstanding

When billing multiple hospital visits over a span of days, one unit is paid. The
clinic must bill each date of service on a separate line.
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Status — Open — See update below

Modifier 50 is not recognized and only one unit is paid.

Update — May 5, 2009. The Practice is experiencing problems with claims
containing multiple procedures. The additional procedures are not paid correctly.
On April 1, 2009, Practice described issue to provider representative, [JJij, and
sent information. [Jffasked that the Practice check back in 30 days. As of May
5, 2009, the Practice has not talked to |||}

Status — Open — Addressed in previous meeting

As of December 16, 2008, $539,950 in multiple unit claims not paid by Anthem
between January and December 2008. Most claims not paid at all. Some claims
were finally paid (inappropriately) at one unit after several months (i.e., late). On
claims that have been corrected and properly paid, no interest has been paid.
Practice being told that it is taking up to 90 days to reprocess incorrectly paid
claims.

As of May 5, 2009, Practice states that nearly all outstanding claims were
resolved in March and early April 2009. Five claims remain outstanding. Anthem
is not paying interest on the improperly processed claims.

Status - Open

Multiple codes for bilateral procedure. Forwarded to Anthem April 1, 2009. Was
told they would be worked via Kentucky. Office is awaiting resolution.

Status — Open - April 22, 2009 — Still experiencing issues — Original information
was sent to Anthem February 26",

Status — Open - Still working on resolution of two claims that are 15 months old.
Claim #1

Doctor is . Patient is
. DOS . Anthem Case ID . Improperly

paid at only 1 unit by Anthem BCBS on 2/6/08. Claim number

!I
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B Proctice contacted Anthem at least three times to resolve
before filing complaint with IDOI. On 10/9/08, it was recouped supposedly to be
properly reprocessed. On 10/20/08, Anthem sent letter to IDOI that lowa BCBS
was responsible. On 10/22/08, IDOI sent letter to practice that problem was
resolved. Claim was then reprocessed and denied as duplicate. 3/5/09 — Practice
sent letter to IDOI explaining that claim was denied as duplicate and that it was
supposed to be resolved within 30 days but had been 60 without resolution.
3/10/09 — IDOI sent practice letter explaining that IDOI has no jurisdiction over
lowa claims. 3/19/09 — BCBS lowa sent letter to lowa DOI stating doctor not
contracted with lowa BCBS and no patient authorization for ERISA review. So,
must go back to IN. 3/22/09 — lowa DOI sent letter to practice explaining to
address the issue with IDOI. The office has a well-documented 14-month history
of calling all related BCBS plans and related agencies on this, but it is still not
resolved.

Claim #2

Doctor is . Patient is

. DOS . Anthem case ID

. Improperly paid at only 1 unit by Anthem BCBS on 2/6/08.

Practice contacted Anthem at least four times to resolve before filing complaint
with IDOI. 10/20/08 — Anthem sent letter to IDOI stating that New York BCBS
was responsible. 10/24/08 — IDOI sent letter to practice stating practice had to go
through NY DOI. 2/17/09 — Practice sent complaint letter to NY DOI. 2/25/09 —
NY DOl sent letter to practice stating they were working on the issue. The office
has a well-documented 14-month history of calling Anthem and relevant agencies
on this, but it is still not resolved.

Status — Open — As of April 15, 2009, still experiencing problems.

Status — Open — As of April 28, 2009, Practice is still experiencing problems.

Inquiries submitted in March 2008 are outstanding. Many are related to incorrect
claim denials. Anthem denied numerous claims last year related to filing
pathologies with -76 modifiers (when the Practice had more than one). Practice
was told by | . the contract representative, the problem was fixed and
to send them to inquiry for reprocessing. Practice sent more than twenty inquiries
on July 3, 2008, and none are paid. Practice has sent additional claims with this
same issue to inquiry and has at least 29 outstanding claims with this same
problem.




Status - Ongoing

“Prior to the ISMA getting involved, Anthem would not process all
injections for payment. They would either deny the 1* injection & pay the
rest or deny all but one injection. After the ISMA meeting, the Practice
was assigned an individual that started helping us in getting the old claims
processed correctly. Her name is || ] ] Bl and she has been a
pleasure to work with.

She has gone back and had a good majority of claims reprocessed for
payment, but we still show approx 32 accts that have not been reprocessed
completely. Apparently, the problem lies with the Blue Card accounts and
the Facets. The National accounts are complete. The majority of the
current claims is processed correctly. However, the Practice still receives
duplicate denials and was instructed to fax these to [ as they are
received and she will have them reprocessed. ] does not know if this
particular system issue will be fixed.”

Status — New — Submitted to ISMA April 28, 2009

Practice has 3 pathology claims from early 2008 (March and April) for which
Practice was paid one unit. Approximately $1000.00 more on each claim is owed
to the Practice. Practice has presented claims to the Anthem representative and
filed complaints with the IDOI to no avail.

Status — New — Submitted to ISMA April 21, 2009

Practice began having payment issues with Anthem in 2007. The majority of
reviews are for multiple units of a procedure, same date of service. Anthem paid
for one unit of service and provided no denial code for denial of additional
services. Other problem areas relate to contract issues and payment below fee
schedule. Anthem appointed a representative for

. For the second time (this is the second rep), the
Practice compiled and sent all outstanding claims in a spreadsheet format to this
representative. Practice has received some response and was informed on April
20, 2009, that no one knows the timeline for resolution. The Practice has a follow-
up meeting scheduled with their contact person on June 3, 2009.



Assistant surgeon paid, surgeon claim either denied or deleted

Anthem Response

December 1, 2008

This was part of the problem related to multiple units and claims were
reprocessed. The issue was fixed in April/May 2008.

Physician Feedback

Practices continue to experience problems with surgeons receiving payment. The
assistant surgeon is paid, but the surgeon claim is denied.

Examples

I
Status — Closed — Per email on April 28, 2009, claims are paid

Multiple examples were provided and several were included in the claims
delivered to Anthem offices.

See insured ID:
See insured ID:
See insured ID:
See insured ID:
See insured ID:
See insured ID:

Status — New — Received April 30, 2009
The Practice states services billed with modifier 80 are denied as a duplicate.

In Network physicians being denied as out of network

Anthem Response

December 1, 2008

This was the result of physician data being stored in two different databases. Most
of the fixes were completed and the remainder was scheduled for completion in
December.

January 26, 2009

This was primarily a host plan issue where the physician was showing an
incorrect specialty or incorrect participation status. Anthem is conducting a
weekly audit of all claims paid non-participating.
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Examples

Status - Closed

Status — Open — ISMA was told someone is working on the issue, but practice
states they are still experiencing the problem.

The lab is reimbursed as if they are out of network.

Update: On May 4, 2009, the Lab received an e-mail from my Anthem Rep and
was asked to provide all of the patient names from all of the claims that were
processed out of network incorrectly. Anthem determined they processed the
claim under the wrong provider PIN number. Lab is glad it was contacted by
disappointed that they must do additional work so they can tell Anthem what they
did wrong. Lab wonders if Anthem could run a report to identify claims processed
with the wrong PIN number.

Update: July 7, 2009 Practice advised via email that:

“getting some claims paid but not many. I still need to send my Anthem
Rep more claims. I'm not sure what the hold up is but some patients are
just now getting bills for claims that are at least a year old. I'm sure they
will not be happy.”

Status — New - Submitted to ISMA April 30, 2009

2007 claims processed with errors byAnthem, duplicate claim rejection and
payment issued to the patient despite assigment of benefits.

Following is an excerpt from an email received from ||| <A1 of our
physicians have assignment of benefits approval from our patients. If my memory
serves correctly, originally claims were rejected as members not being covered or
providers not participants. We verified many member numbers, evaluated our
electronic submission files, and quickly realized that these rejections were
incorrect. We resubmitted the claims per Anthem rep instructions. Re-filing of
claims generated no response whatsoever. When this issue continued to occur out
to two to three month timeframe, | assigned one claims specialist to the "case" to
specifically follow-up and work with one individual Anthem rep W
that had been very helpful. Originally [JJli] attempted to assist over
the phone with individual claims, but when she was told how many claims we had
overall [l requested the EOBs be mailed to her directly and she would work

25



these up herself; | would estimate that we mailed just over 1,000 HCFAs to her
attention. To be fair, this did resolve a large number of our claims, but we still had
hundreds outstanding and in excess of $100,000.00 of revenue uncollected after
she was had “finished”. She gave some information over the phone, but again, due
to the massive number she returned handwritten status reports on numerous
claims. These stated patient was paid, claim was resubmitted for reprocessing at
her request, and some she gave us the allowed amounts on all the items and if put
to pt deductible etc., We have no EOB for many of these claims to date as this
was all given to us via |JJJJli] handwritten “reports”. However, we went ahead
and posted contractual adjustments, and contractual obligations per |||l
information in an effort to close these accounts.

In approximately September we began to finally receive actual EOBs (from
I <-filing?),however the vast majority of these were rejected as duplicate
claims as they had been sent to the patient. At the same time, we began to have
patients coming in with checks they had received from Anthem. Some patients
brought these checks to our office along with their EOB and we were able to post
these payments and adjustments from this information. Obviously many patients
did not forward the funds, nor the EOB information. It is of note that the patients
began to receive the insurance checks only after [l was making inquiries on
the dates of service. i indicated that many of these claims had been
previously paid to the patient. It is our feeling that these claims were processed as
paid in the system, but the checks had not actually been issued. | am not saying
that [JJl] was aware of this and didn’t tell us, I believe she wasn’t looking to
see if the check had been cut. However, | do think that when she investigated the
claims those checks were released for some reason. This belief was “confirmed”
in our minds due to the fact that the issue date on the checks that patients brought
indicated they had been cut within a week of our being told the patient had been
paid. I think if Jlf had seen these checks were pending payment to the
patient, she would have stopped the process and sent to our facility as was correct
due to benefits assignment. In her system, it appeared as if the checks had already
been issued to the patient. It was at this point that we felt we began to make some
actual progress on the outstanding claim situation. However we still had a
significant number of unresolved dates of service most likely those that had been
resubmitted for processing by [JJJlij did not all get processed cleanly. We
continued to attempt to work each case up individually until the point that [l
could no longer further our process. Obviously this was extremely time
consuming due to the number of claims we had outstanding. As above, the
remainder of unresolved claims were turned over to patient responsibility in
February as it became clear that Anthem was no longer willing to work on these
old claims and had began to reject all as past timely filing limit etc.

In one specific instance that | have dealt with, the patient is irate with our facility
for billing her for a claim from 2007. I can’t begin to convey the frustration of
both the patient and eventually our facility in getting her claims processed. She
states that she has contacted BC multiple times in regards to this specific claim.
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She has been told that this date of service has been paid in full, we are billing her
in error. We investigated and assured her that our office had not received payment
for the claim in question and yes it had been denied as duplicate. We explained
the situation that was occurring with BC, but this patient was so nasty and livid
due to the age of the claim she was non-communicative. | contacted the ARU on
this specific claim and determined that the claim had been paid, | persisted in
asking to whom the check was mailed and was told the patient. | explained the
situation, and the representative pulled the claim up and stated something to this
effect, “Oh, this is an old claim from when we were having all those computer
problems; the check should have been mailed to the provider as you have
assignment of benefits. | will resubmit this for correct processing of the claim. We
will issue a check to you within 10-20 business days. “When I asked if we were
responsible for notifying the patient of this, he said no Anthem would contact the
patient and request the refund of the incorrect payment from the patient. He stated
that this was the correct manner of handling these old claims. We received the
payment exactly as he stated. I don’t remember this gentlemans’ name, but I
thanked him profusely and wished all the representatives could receive customer
service training from Shelly and/or this individual.

The majority of our other contacts with Anthem reps has been extremely
frustrating and disappointing. At one point we were told by a rep that sending the
claims in for processing in the manner that we were doing (as instructed by
another Anthem rep) was a complete waste of time. He said, receipt of all
documentation we were asked to submit, would be pitched before it was received
by the claims department, and any efforts to get those old claims corrected was
useless. When we asked for instruction on how to proceed, how to appeal etc., we
were told there was nothing we could do; he didn’t know who we could call, how
we could get the claims processed etc etc.

We would like to point out that our facility alone has spent thousands of dollars in
time and effort spent for claim work-up, customer service issues related directly
to Anthem generated problem, let alone the hundreds of dollars in postage, phone
and HCFA forms. All this was done in an attempt to sort out a mess created by
Anthem, in an effort to receive payment due to our providers and not penalize the
patients. We made every attempt to work with their system, until the point that it
is no longer feasible to do so. At no point have the insurance members been
notified of these issues by their insurance carrier. In fact, providers would not be
aware if ISMA had not notified us of this situation. | cannot begin to imagine how
many hundreds of hours have been spent on the phone with Anthem patients in
regards to these claims. It is my understanding that federal law mandates that all
claims be processed within a timely fashion on their part as well. If that does not
occur they are required to reimburse the provider with interest due on all such
claims. To my knowledge, this has not occurred. While at this point we would be
ecstatic to receive compensation due on all the claims still outstanding, our
suggestion would be that a fine be issued for the additional work this has caused
to practices and patients. In lieu of that though, they are still responsible for
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interest due on all claims not paid to the appropriate payee within the allowed
timeframe. CMS too has had delays in payments on occasion and ALL their
reimbursements that fall outside the allowed timeframe have interest attached as
is required by law. Anthem must be held accountable and must be held to he same
standards all other companies are required to maintain.”

Non-Covered when Covered

Anthem Response

December 1, 2008
No response was noted on this issue.

January 26, 2009

The examples were related to the billing of screening versus preventive services
and billing practices. The service should be billed according to the medical
necessity of the service.

Examples

]
Status - Closed

Practice was told that although claim was billed as preventive, it contained a
medical code. Practice can file an adjustment.

Status — Open — As of May 5, 2009, Practice states Anthem only recognizes
primary diagnosis on the claim.

When colonoscopy codes 45385 and 45380 are billed together with the
appropriate modifiers according to Anthem policy, the practice must continually
appeal the claim to receive appropriate reimbursement.

Denied due to no EOB, when EOB was included

Anthem Response

December 1, 2008
See above section “Claim/Attachment Acknowledgment — Deleted Claims.

January 26, 2009
This was a training issue addressed in the above section.
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Denied as duplicate when claim was never paid

Anthem Response

December 1, 2008

This was related to an issue with some clinical editing software. The issue was
fixed and claims were being identified and reprocessed.

January 26, 2009

This was corrected on November 3, 2008. The software was not identifying all
inclusive procedures.

Examples

Status — Open- per telephone conversation on May 5, 2009 Practice states this is

still happening. ISMA was told on March 12, 2009 that operations was working
on the issue.

The amount in “Provider Responsibility” column is doubled on the paper EOB.
The service is then denied as “redundant/included in.” When customer service is
contacted, the system does not reflect the same information. Apparently, the
problem shows only when viewing the paper EOB.

When different specialists from the same practice see the patient on the same date,
one of the claims is denied as a duplicate. However, the NP1, physician name, etc
clearly indicate it was a different physician seeing the patient.

Status — New — Received April 30, 2009

Practice has over seven surgeries that in dispute with Anthem. Even after
speaking to a supervisor, the claims are denied as duplicate. Every call to
customer service to inquire about denial reasons gets a different answer and
course of action.

Status — New — Received April 28, 2009

The Practice has outstanding claims with the same issue as . See
claim numbers



Modifiers, Bundling/CCI Edits, Medical Policy

Anthem Response on December 1, 2008
Anthem requested examples.

Physician Feedback

The ISMA continues to receive examples of claims denied when they are coded in
accordance with accepted coding guidelines.

Examples

Status — Open — Still experiencing problems as of April 28, 2009

Anthem is bundling shave removals and destructions incorrectly. Practice files the
claims with the appropriate modifiers when needed. Practice sent 18 claims with
this issue to inquiry between the months of May and December 2008 and with no
reply from Anthem. Since then, the Practice has received many more that were
bundled incorrectly.

.
I
Status — New — April 28, 2009

Anthem is paying the lesser of two codes when bundling. For example, a physical
code of il at $175 and a pap collection code of [JJJili] at $45. Anthem is
paying the $45 charge and telling the Practice to write off the physical exam as
bundled. The same is true with an office visit with a PE. Practice provides the
necessary modifiers. Practice has approximately $27,000 in this type of claim still
unresolved.

The flu screen (code 87804) is billed with a quantity of two. Every other
insurance pays when billed as on CPT and quantity of two except Anthem.
Anthem requires submission of two lines of the same code and a modifier on one
line. Approximately $1,500 is outstanding.

J3490 — Reimbursement of Compound Drugs

ISMA Current Status

The practice was contacted and was very happy to arrive at a mutually agreeable
arrangement. After initial contact, the practice is now experiencing no responses
to several emails sent to their contact at Anthem.



Status — Open — As of April 20, 2009 Practice was awaiting reply from Anthem
representative. The Practice last communicated with the representative via email
on March 31, 2009 and, despite multiple emails requesting an update, has not
received a reply from Anthem.

The practice has attempted to work with Anthem representatives for much of
2008 regarding reimbursement issues. On one patient they had an outstanding
balance of $25,530.44. The cost to the practice is often less than Anthem
reimbursement and physicians are subsidizing the care of patients due to
reimbursement issues.

The practice has since received a communication from Anthem stating that the
Central Region Professional Reimbursement Team met last month to discuss the
possibility of updating the reimbursement methodology for compound drugs. The
methodology is currently pending review and approval by Anthem Vice
Presidents in five states.

Although initially encouraged by contact with Anthem representative, the Practice
is no longer receiving responses from Anthem.

On June 15, 2009, the Practice hand delivered the contract and several claims to
the local Anthem office. The Practice contacted the provider representative on
June 22, 2009, via email for an update. On June 29, 2009, the Practice stated it
had received a reply from the Provider Representative stating work had started on
the issue.

EOBs and Explanation Codes

Anthem Response

January 26, 2009
Anthem provided training for the office of Dr. |||l

Status — Open — As of April 28, 2009, Practice states codes are on the EOB.
Follow-up phone call on May 5, 2009 — Practice states EOB code of “Service
Denied as Not Payable. Provider Responsible.” Per customer service, system
issue and the practice must call on each claim for reprocessing.

EOBs are received by the practice with explanation codes on individual line
items, but no description of the code is provided on the EOB.

Status — Closed — Anthem provided training to the Doctor’s office.

See insured 1D |, date of service 09/25/08. Practice sent secure
messages on 11/21/08, 12/02/08 and 12/05/08 with no response. Anthem sent
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letter to practice on 11/17/08 requesting additional information but did not advise
what information was needed. Letter referenced SCCF # ||| GG

Address Problem with Provider

Anthem Response

January 26, 2009

In regards to ||| | || | . there were problems on both sides and it took
longer than expected to correct the problem.

I
I
Status — Closed - As of January 26, 2009 meeting this issue was resolved.
Starting in approximately November 2007, group’s mailing address in Anthem’s
system defaulted back to a prior address. Once that was corrected, Anthem’s
system abbreviated the suite number from 100 to 10, preventing delivery. The
money went back to Anthem. Then Anthem starting requesting refunds on
monies that were never received. The monies owed to the group fluctuated during
this time, but the highest amount at any given time was approximately $170,000.
This mailing address issue took 10 months to resolve.

I
Status — Open - As of April 30, 2009, issue is still outstanding.

Between April and July 2008, 106 claims totaling approximately $14,000 were
improperly paid to the wrong providers instead of going to [ il The claims
have the doctor’s correct NPI number on them, but there appears to have been a
problem in Anthem’s computer system. Now the doctor is being requested to
refund payments that he never received. | has communicated with Anthem
Provider Rep no less than 11 times about this issue, without resolution.

The doctor’s payments were sent to other providers. The practice was told at one
point that it would take 6 months to get a check re-issued. Practice was told to
leave a message for || ] BBl which they did, without response. Ultimately,
provider representative stated that she had forwarded practice’s emails to five
different Anthem people for help, without resolution, and there was nothing more
she could do but continue forwarding emails.

April 29, 2009: Practice had approximately 50 claims that requiring reprocessing.
This is about half of the original number and the Practice received requests for
refunds (eight as of April 29th) on the outstanding claims. However, Practice
never received payment on the claims. Practice is waiting for a response back
from their Anthem provider representative at this point. Practices states “This
problem has been extremely frustrating and time consuming for us.”
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May 4, 2009: Practice received a call on June 29, 2009, from an Anthem
representative that assigned to work on the claims. The Practice and the
representative discussed the claims and the Practice has received payment on
approximately 50% of the outstanding claims.

Status — Open - Was told on March 18, 2009 that someone from operations would
contact the practice. Practice has not been contacted.

Checks were sent to incorrect provider. Office was told they would not receive
payment until the payments were recouped from the other provider and it would
take an additional 30-45 days to pay the correct provider.

Electronic Claims Processing Errors

Anthem Response

January 26, 2009

More information was required for ||| . but Anthem suggested that
offices contact the help desk for issues relating to electronic claims.

Status — Open — Update on May 6, 2009 — Practice states old claims are still
outstanding.

Practice still experiencing problems with some claims. All claims are submitted in
the samy way, but it is only the high dollar claims that are at issue.

The practice receives denials on electronic claims stating the first and last names
are ineligible and there are too many spaces between the names. However, other
claims are paid when submitted in the same manner and no rejection is made by
the claims clearinghouse. On the denial notice, the claim is listed correctly. The
practice then resubmits the claim via paper. This has resulted in significant claims
delay and the practice currently has $55,929 in outstanding claims for the past 30
days of services provided to patients.

Status — Closed — At the January 26, 2009, meeting Anthem stated they use an off
shore vendor. The vendor instructs employees to enter data exactly as it appears
on the image received from Anthem.

Information on claims is often read incorrectly. For example, FMO is read as
FMO, and MQA is read as MGA. Practice is also told the print on EOBs is too
small for them to read.
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SIRF Request Letters
Status — New — Update received May 5, 2009

Practice discovered information sent in response to request letters (sending them
to the SIRF TEAM address) was scanned into Anthem system but not forwarded
for review. Practice was told by more than one customer service representative
that it should always call within 14 days to make sure the information is sent to
review. The Practice is now calling on approximately 500 claims sent in February,
March and April of 2009.

Pending Records from Another Office

Status — New — Received April 30, 2009

Practice has a claim from July 2008 that is pending for receipt of records from
another office. The amount outstanding is $4,508. Another claim is also pending
and the amount outstanding is $4,366. The Practice should not penalized due to
lack of response from another office.

Miscellaneous Denials

Status — New — Received April 29, 2009

Practice has multiple claims that have been paid incorrectly dating back to 2007.
Multiple contacts, review/appeals and messages left for our representative have
still not resulted in payments.

Status — New — Received April 20, 2009

Practice currently has 860 claims outstanding representing charges in excess of
$175,000. This includes $117,000 (66.8%) has yet to be acted upon ($70,000 of
the $117,000 (59.8%) are currently over 120 days old). When the Practice
attempts to contact Anthem regarding these outstanding claims, customer service
states they show no evidence of having received the claims even though the
Practice shows confirmations that the claims were successfully transmitted
electronically two or three times. Anthem also often states they are unable to
identify the subscriber. When challenged, they can search and find the claim
(which many times will have to be resubmitted before it can actually be
processed--another delaying tactic). The Practice is told the claim will be
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processed for payment, but not payment is received and the Practice must start the
entire process over again until Anthem says they do not have to pay because of
timely filing deadlines.

Payment Recoupment

Status — New — Received June 4, 2009
Following is a summary of the email exchange between the Practice and Anthem:

May 4,

May 7,

June 2,

June 4,

2009 — Excerpt of email from Practice to Anthem:

“My understanding of the MDL settlement language is that it also limits
refunds to 18 months, and as | am sure you know, Indiana Law limits this
to 2 years. However, we have been receiving offsets for claims far beyond
those limits, as far back as 2004. How might I get this money back?”

2009 — Excerpt of reply email from Anthem:
“T apologize I didn’t respond sooner — | was on vacation.

You are correct; the MDL settlement allows Anthem to initiate recovery
efforts up to 18 months from when payment is received. There are a few
exceptions such as if it would be required by a self-insured plan; belief of
misconduct/fraud or if required by a state or federal program. In most
cases where Anthem is recouping beyond the 18 months from payment
timeframe is for FEP members. Because FEP is a federal program we have
to follow the federal guidelines which state they can go back up to 5 years.

If Anthem has recouped money for other lines of business outside the 18
months from payment timeframe, please let me know and | will find out
what area you can work with to have corrections made.”

2009 — Excerpt of email from Practice to Anthem:

“We are receiving offsets for claims paid greater than 18 months ago that
are not FEP. Whom might we contact about this as per below?”

2009 — Excerpt of reply email from Anthem:

“Can you please work with [JJJlf on recoupments that are going back
beyond 18 months and are NOT FEP?

... if you received a recovery letter on any of these (YR_ prefix), there will
be a name and number listed for you to contact. If there wasn’t a letter,
I can work with you, but she will likely need examples.”

Status — New — Received May 20, 2009
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On May 20, 2009, Practice stated it “received two requests for refunds from
Anthem on 2007 claims. Requests for us to refund but no payments on
outstanding claims. Of course, they can take them out of our checks so they have
a definite advantage over us. |1 am working on the two claims now to see if we
truly owe the refunds.”

Status — Open — As of April 21, 2009, offset issue is not corrected.

Payments were being recouped from the office for patients they never saw.
Forwarded information to Anthem on February 11, 2009 and received reply on
March 2, 2009. However only one claim could be adjusted for $12.58. The $1,184
could not be refunded and the practice would have to contact the individual plans.

VERY unfortunate the practice must spend time on an issue they did not create.
Update — July 1, 2009 — Per email from Practice:

“I did receive a voice message from [ telling me once again she will e-
mail her manager; the same response | have received for the past five
months. In the meantime we have received three more recoupment issues.
I have issued eight provider complaints to the IDOL.”

Publication of Medical Policy

Indiana State Medical Association

Status — New

Nurse Practioner Incident To Guidelines

In March, 2009, the ISMA was told Anthem changed incident to guidelines for
Nurse Practitioners. In June, 2009, a member practice asked about the policy.
ISMA staff searched the Anthem website and was unable to locate supporting
policy.

On June 26, 2009, the following email was sent to Anthem:

“As you are aware, a little while back we had a letter on the ISMA website
from Anthem that stated Dr Nussbaum had changed the policy for mid-
level practitioners and Anthem was now following Indiana Medicare
incident to guidelines. At your request, we removed the letter from our
website. Unfortunately, after searching the Anthem website, we cannot
locate any announcements, publications, etc. that reference the change by
Dr Nussbaum.

Will you let me know where | can find more information about the change
instituted by Dr Nussbaum? We were recently informed by a practice that
Anthem requires the services of Nurse Practitioners to be billed using their
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provider number (NPI) regardless of the service being provided incident to
a physician’s service.

Any information you or [JJJili] can provide will be greatly appreciated.”
On June 30, 2009, Anthem replied with the following email:

“The change that was made to the Anthem Incident too guidelines was for
Indiana only and does not apply to other Anthem states or Indiana
providers managed by another Indiana state. Because of this complexity
this information has not been posted on our website. This was also the
reason | had asked the ISMA to remove it from your website as it was
already causing confusion with providers.

The information on the change was communicated through our provider
workshops and then at our PPAC committee meeting. We informed
participants at both of those that there would not be anything published as
this was an internal Anthem Indiana policy. These type of policies are not
typically published by us and are similar to other reimbursement policies
that are not published. We have continued to educate providers that
Anthem Indiana will follow the Medicare Incident To guidelines and in
the event the service provided meets this requirement the provider should
bill Anthem as they would Medicare. If it does not meet that requirement
then the services should be billed under the NP agreement and 1D
numbers.

Please let me know if you have further questions.”

Cardiology Precertification/PreNotification Guidelines
Status — New

On June 18, 2009, the ISMA was notified by a practice about new guidelines for
Outpatient Cardiology Diagnostic Imaging Services Preauthorization. The ISMA
searched the Anthem website was unable to locate any notice about the
guidelines. The ISMA contacted Anthem and asked about the program.

On July 1, 2009, ISMA sent the following email to Anthem:

Practices have contacted me regarding the changes taking place on September 1,
2009 regarding Cardiac pre-notification. The practices are very concerned about
the increased workloads they will be required to perform when taking care of
patients impacted by this policy change. In other words, cardiology practices are
not receiving this news well.

| looked on the Anthem website and do not see this information included in the
Network Updates. Is this information available elsewhere?

Anthem responded on the same day and provided a copy of the letter that was
mailed to practices on June 15, 2009. However, no information is posted on the
Anthem website.
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