MANAGED HEALTH CARE LITIGATION (RICO) SETTLEMENT COMPLIANCE ENFORCEMENT TOOLKIT
(July 25, 2008)

©2008 California Medical Association

©2008 Medical Association of Georgia

©2008 Connecticut State Medical Society

©2008 Medical Society of the State of New York

©2008 Tennessee Medical Association

©2008 Texas Medical Association

TABLE OF CONTENTS

1.  Introduction…………………………………………………………………………………………….page 3                   
2.  Health Plan Settlements at a Glance: Prospective Relief Table…….....................................................page 4
3.  Step-by-Step Guides – Forms and Settlement Overviews

Anthem/Wellpoint Settlement………………………………………..…………...………………page 7
             Health Net Settlement…………………………………………………..…………..……………..page 12
             Humana Settlement…………………………………………………….………………………….page 18
             Blue Cross Blue Shield Association Settlement………………………………………………… .page 24
4.  Sample Compliance Disputes ………………………………………………………………………….page 27
5.  Appendices

Appendix A (Settlement Provisions Regarding Coding)………..…………..……………………….page 29
        Appendix B (Settlement Provisions Regarding Overpayment Recovery)…………………………...page 37
         Appendix C (List of Blue Plans Included in Blue………………………………………………….. page 40
         Cross Blue Shield Association Settlement) 
6.  Additional Information and Assistance……………………………………………………………….. page 43
INTRODUCTION
The MultiDistrict Litigation (“MDL”) settlements, sometimes referred to as the “RICO settlements” resulted from lawsuits filed by physicians and several state and county medical societies against the major for-profit health insurers alleging that the health plans had engaged in unfair payment and other business practices to the detriment of physicians and patients.  Settlements were ultimately reached with Aetna, Anthem/Wellpoint, CIGNA, Health Net, Humana, Prudential, and the Blue Cross/Blue Shield Association. Although the Aetna and CIGNA settlements have expired, these companies have voluntarily agreed to continue complying with many of the settlement terms.  The other settlements remain in effect.     

The settlements generally contain three components:  retroactive relief in the form of payments to physicians and physician-controlled foundations; prospective relief in the form of significant changes to the health plans’ business practices; and compliance provisions to assure that the health plans comply with the business practices provisions of the settlements.  The changes in the business practices are by far the most valuable component of the Settlement Agreements, bringing over $1.3 billion in value to America’s physicians. 

This Managed Health Care Litigation (RICO) Settlement Compliance Enforcement Toolkit is designed to provide physicians and their office staffs with the information they need to determine whether a health plan is complying with the business practices provisions of its settlement and the tools they need to file a compliance dispute when a health plan is out of compliance.

FILING A COMPLIANCE DISPUTE IS EASY AND FREE OF CHARGE.  And, it is only when physicians’ offices take the time to file compliance disputes to address settlement violations that we can assure that the health insurers live up to their commitments.   

HEALTH PLAN SETTLEMENTS AT A GLANCE -- PROSPECTIVE RELIEF

	Prospective Relief Available to Physicians
	Humana
	Blue Cross/ Blue Shield
	Anthem/

WellPoint
	Health Net

	Better Medical Necessity Definition.  Patients will be entitled to receive medically necessary care as determined by a physician exercising clinically prudent judgment in accordance with generally accepted standards of medical practice, and cheaper alternatives are permissible only when they are “at least as likely to produce equivalent therapeutic or diagnostic results.”
	7.16
	7.16
	7.16
	7.16

	Payment of Vaccines and Vaccine Administration. Recommended vaccines and injectibles and the administration of such vaccines and injectibles will be reimbursed.
	7.14
	7.14
	7.14
	7.14

	Reduced Downcoding.  Evaluation and management CPT codes will not be automatically downcoded or reassigned.
	7.19
	7.19
	7.19
	7.19

	Fewer Contract Changes.  No material adverse change to a contract may be made on less than 90 days written notice.
	7.6
	7.6
	7.6
	7.6

	Fairer Payment Rules.  CPT coding edits will comply with key rules contained in the AMA CPT Manual.
	7.20
	7.20
	7.20
	7.20

	Most Favored Nation Clauses Prohibited.  Health Plan will not include any “most favored nation clause” in its contracts with physicians.
	_____
	7.29
	_____
	7.29(r)

	Disclosure of Fee Schedules.  Physician Fee Schedules will be available on the internet.
	7.3, 7.14
	7.3, 7.14
	7.3, 714
	7.3, 7.14

	Consistency and Disclosure of Payment Rules.  Payment rules will become consistent across all of Health Plan’s products.  Moreover, most reimbursement edits and claims adjudication logic will be disclosed.
	7.8
	7.8
	7.8
	7.8

	Capitation from Date of Enrollment.  Capitation fees will be paid when the patient chooses a PCP or is assigned to a PCP, retroactive to date of enrollment.
	7.28
	_____
	_____
	7.28

	Assignment of Benefits Accepted.  Health plan will recognize assignment of benefits.
	7.15
	7.15
	_____
	7.15

	All products clauses limited.  Health Plan generally will not require physicians to participate in products in which they do not want to participate.


	7.29(g)
	_____
	_____
	7.13

	Stop-loss Insurance May be Purchased Elsewhere.  Health Plan will not restrict physicians from purchasing stop-loss coverage from other insurers.  
	7.131
	_____
	_____
	7.29

	Faster Credentialing.  New physician group members will be generally credentialed within 90 days of application, which physician groups can submit prior to their employment, and little or no additional credentialing will be required when already credentialed physicians change employment or location.  
	7.13
	7.13
	7.13
	7.13

	Arbitration Fees Capped.  For solo and small group physicians arbitration fees will be capped at $1000.  
	_____
	_____
	_____
	7.29

	Arbitration Reform.  Health Plan’s participation contracts will not require overreaching arbitration provisions as specified.
	_____
	_____
	     _____
	7.29

	Prompt, external dispute resolution mechanism for physician disputes.  A streamlined, external review system will be established enabling physicians to dispute Health Plan's decisions on billing or medical records requests (Billing Dispute External Review Board) and on medical necessity (Medical Necessity External Review Process).  
	7.10, 7.11
	7.10, 7.11


	7.10, 7.11
	7.10, 7.11

	Gag clauses prohibited.   “Gag” clauses will be prohibited.  
	7.29
	7.29
	7.29
	7.29

	Non-participating physicians protected.  Disparaging language will be removed from EOBs, and the Agreement will not change or alter the rights of non-participating physicians to balance bill patients or to avoid dealing with Health Plan. Moreover, Health Plan will disclose information concerning its “UCR” calculations.
	7.14, 7.21
	7.14, 7.21, 
	7.14, 7.21, 7.29
	7.14, 7.21, 7.29

	Limitation on Rental Networks.  Health Plan will disclose on each EOB or remittance advice the identity of any PPO discount it is claiming, and within 30 days of a physician’s request, will provide the physician with a copy of the signed agreement between the physician and that PPO, or else Health Plan will not be entitled to that discount.
	7.29
	_____
	_____
	7.29

	No HIPAA Mandate.  Non-participating physicians will not be forced to use electronic transactions or otherwise become HIPAA compliant, and Health Plan agrees to continue to accept paper claims.
	7.17
	7.17
	7.17
	7.17

	Restrictive Endorsements Limited.  When the check is a partial payment of allowable charges, physicians may cash a check with "Payment in Full" on it without waiving the right to pursue a remedy under the Settlement.
	7.29(j)
	7.29(j)
	7.29
	7.29

	Better Mental Health Coverage.  Health Plan will generally apply the §7.16 definition of medical necessity described above to mental health care, including treatment for psychiatric illness and substance abuse, it will treat its participating psychiatrists like its other participating physicians with respect to its provider directories and referrals, and it will adhere to the "prudent lay person standard" for emergency services, including admission, or physical or chemical restraints.
	7.33
	7.33
	7.33
	7.33

	Better state and federal law supercedes the Agreement.
	7.29(m)
	7.29(m)
	7.29
	7.29


Anthem/ Wellpoint Settlement Step-by-Step Compliance Dispute Procedure
Listed below are the steps to take to challenge a violation of the terms of Section 7 of the Settlement Agreement.  Section 7 lists the business practice changes to which Wellpoint has committed.

1. Any physician who has not opted out of the Settlement may file a compliance dispute with the Compliance Dispute Facilitator (the Facilitator”), Cameron C. Staples.  Compliance disputes must be filed within 90 days of the date the dispute arose or was reasonably discovered.

2. Signatory Medical Societies are able to file complaints on behalf of their members and assist physicians from any state on these settlements.  “Additional signatory medical societies” may also assist in some settlement agreements.  For a list of these societies, see www.hmosettlements.com. 

3. The compliance dispute form and Section 7 of each health plan Settlement Agreement are also available at www.hmosettlements.com.

4. The form must be completed by the physician or his or her office staff, and must include the physician’s signature.  The physician should describe, using specific facts, the health plan’s conduct which he or she believes constitutes a material breach of the health plan’s obligation under Section 7 of the Agreement.  The physician should also specify which provision of Section 7 has been breached, and describe how he or she has been harmed by the breach.

5. The physician should attach to the form any supporting documentation, including any correspondence between the physician and the health plan, and any records which the physician believes are relevant for the Facilitator to determine the merits of the complaint.

6. The completed form and attachments should be mailed to the Compliance Dispute Facilitator at the address below.  No fee is required.

7. After the Facilitator receives the compliance dispute form, the Facilitator will contact the physician to advise whether the form is properly completed, and whether, in the Facilitator’s opinion, the alleged wrongful conduct is a compliance dispute.

8. The Facilitator will prosecute the dispute on the physician’s behalf without charge, and keep the physician informed as the compliance dispute process takes its course.

9. The address for the Facilitator is 

Cameron C. Staples

Neubert Pepe& Monteith, PC

195 Church Street, 13th Floor

New Haven, CT 06510

Telephone: 203-821-2000

Fax: 203-821-2008

E-mail: wellpointcomplaint@npmlaw.com 

UNITED STATE DISTRICT COURT

FORT THE SOUTHERN DISTRICT OF FLORIDA

MIAMI DIVISION

MDL NO.: 1334

IN RE: MANAGED CARE LITIGATION


THIS DOCUMENT RELATES ONLY TO 

PROVIDER TRACK CASES


WELLPOINT PHYSICIAN GROUP AND

PHYSICIAN ORGANIZATION SETTLEMENT

COMPLIANCE DISPUTE CLAIM FORM

The undersigned hereby declares that he or she is a Class Member and did not Opt-Out of the Wellpoint Physician, Physician Group and Physician Organization Settlement Agreement.

Name___________________________________________________________________
Address_________________________________________________________________ 

________________________________________________________________________
Tax Identification Number____________________________________________________

_________________________________________________________________________
WellPoint Provider Number

(if applicable)______________________________________________________________

E-mail Address_ ____________________________________________________________

Telephone Number___________________________________________________________

Physician Signature___________________________________________________________

Signature (Print)_________________________________________ Date:________________

Check one of the following:

⁪
I am bringing this Compliance Dispute on my own behalf.

⁪
I hereby authorize the following Signatory Medical Society to bring this Compliance Dispute on my behalf: _______________________________.

Set forth in detail below, using particularized facts, the specific obligation(s) of Wellpoint to you under Section 7 of the Settlement Agreement which you allege Wellpoint has materially failed to perform.  Describe how you have been adversely affected by Wellpoint’s alleged failure to comply with those specific obligation(s).  You may attach supporting materials or affidavit testimony.

You must complete this petition no later than 90 days after the compliance dispute first arose or after you first became aware of the compliance dispute and submit to:

Cameron C. Staples
Neubert Pepe & Monteith, PC
195 Church Street, 13th Floor
New Haven, CT  06510

Telephone: (203) 821-2000

Fax: (203) 821-2008

E-mail: wellpointcomplaint@npmlaw.com
Anthem/WellPoint Settlement Overview
(Settlement Effective until July 15, 2009)
The following is a general overview of the major provisions of the Anthem/WellPoint Settlement likely to be of interest to physicians.  It is not intended to be comprehensive.  Physicians interested in the specifics should read the language of the actual Settlement Agreement, which is posted on hmosettlements.com. Settlement provisions regarding coding edit and overpayment recovery are also contained in the Appendix of the Managed Health Care Litigation (RICO) Settlement Compliance Toolkit.
Retrospective Relief:
· $135,000,000 to class members, without any requirement for the submission of medical records.  (§8)

· $5,000,000 to a Foundation devoted to improving medical practice.  (§8)

Prospective Relief: Over $250 million

· Better Medical Necessity Definition - Patients will be entitled to receive medically necessary care as determined by a physician exercising clinically prudent judgment in accordance with generally accepted standards of medical practice, and cheaper alternatives are permissible only when they are “at least as likely to produce equivalent therapeutic or diagnostic results.”  (§7.16)

· Payment of Vaccines and Vaccine Administration - Recommended vaccines and injectibles, and the administration of such vaccines and injectibles, will be reimbursed.  (§7.14)

· Reduced Downcoding - Evaluation and management CPT codes will not be automatically downcoded or reassigned.  (§7.19)

· Fewer Contract Changes – No material adverse change to a contract may be made on less than 90 days written notice.  (§7.6)

· Fairer Payment Rules - CPT coding edits will comply with most of the guidelines contained in the AMA CPT Manual.  (§7.20)

· Consistency and Disclosure of Payment Rules - Payment rules will generally be consistent across all Blue Cross products except Medicaid, State Children’s Health Insurance Programs and other similar government programs.  Moreover, most reimbursement edits and claims adjudication logic will be disclosed.  (§7.8)

· Capitation from Date of Enrollment - Capitation fees will be paid when the patient chooses a PCP or is assigned to a PCP, retroactive to date of enrollment.  (§7.28)

· All products clauses limited – WellPoint will not require physicians to participate in products they do not want to participate in its Medicare Advantage or networks in order to participate in its Prudent Buyer Network. WellPoint also agrees that it will not require physicians who otherwise do not provide Worker’s Compensation services to provide those services as a condition of participation in the Prudent Buyer Network. (7.13)

· Stop-loss Insurance May be Purchased Elsewhere – WellPoint will not restrict physicians from purchasing stop-loss coverage from other insurers.  (§7.29)

· Faster Credentialing – New physician group members will be credentialed within 90 days of application, which physician groups can submit prior to their employment, and little or no additional credentialing will be required when already credentialed physicians change employment or location.  (§7.13)

· Arbitration Reform – Arbitration fees will be refunded to those physicians who prevail. Moreover, WellPoint’s participation contracts will not (1) require that arbitrations take place more than 50 miles from the physicians’ office, (2) require that there be multiple arbitrators, (3) prevent the recovery of any statutory or otherwise legally available damages or other relief, (4) restrict the statutory or otherwise legally available scope or standard of review, (5) completely prohibit discovery, or (6) shorten the statute of limitations.   (§7.29)

· Prompt, external dispute resolution mechanism for physician disputes – A streamlined, external review system will be established enabling physicians to dispute WellPoint's decisions on billing or medical records requests (Billing Dispute External Review Board). ( §7.10)

· Gag clauses prohibited –- “Gag” clauses will be prohibited.  (§7.29)

· Non-participating physicians protected – Disparaging language will be removed from EOBs, and the Agreement will not change or alter the rights of non-participating physicians to balance bill patients or to avoid dealing with WellPoint. (§§7.21 and 7.29)  Moreover, WellPoint will disclose “the general methodology, including the percentile of the included charge data on which the maximum allowable amount is based, and source data used by Company to determine the usual, reasonable and customary amount for the service or supply” whenever any specific determination is challenged.  (§7.14)
· No HIPAA Mandate – Non-participating physicians will not be forced to use electronic transactions or otherwise become HIPAA compliant, and WellPoint agrees to continue to accept paper claims.  (§7.17)

· HIPAA Compliance – For those physicians who want to take advantage of the enormous potential savings made possible by electronic transactions, including electronic remittance advice and verification of eligibility, WellPoint agrees, at the physician’s election, to make those transactions available. (§7.2)
· Restrictive Endorsements Limited – When the check is a partial payment of allowable charges, physicians may cash a check with "Payment in Full" on it without waiving the right to pursue a remedy under the Settlement.  (§7.29)

· Better Mental Health Coverage – WellPoint will generally apply the §7.16 definition of medical necessity described above to mental health care, including treatment for psychiatric illness and substance abuse: It will treat its participating psychiatrists like its other participating physicians with respect to its provider directories and referrals, and it will adhere to the "prudent lay person standard" for emergency services, including admission, or physical or chemical restraints.  (§7.33)

· Better state and federal law supercedes the Agreement.  (§7.29)

Enforcement of Settlement Agreement 

· A Physicians' Advisory Committee will be created to address issues of regional or nationwide scope.  (§7.9) 

· Physicians and signatory state medical societies will enforce the Agreement, including WellPoint’s agreement to abide by those laws that are more protective of physicians than the provisions otherwise contained in the Agreement, exclusively through an efficient “compliance dispute” resolution process.  The United States District Court Judge handling the litigation will have ultimate enforcement power.  (§12)

· Physicians and signatory state medical societies retain the right to seek the enactment of better state laws and regulations, and to enforce those better protections.  (§13.10)

Health Net Settlement Step-by-Step Compliance Dispute Procedure

Listed below are the steps to take to challenge a violation of the terms of Section 7 of the Settlement Agreement.  Section 7 lists the business practice changes to which Health Net has committed. 

1. Any physician who has not opted out of the Settlement may file a compliance dispute with the Compliance Dispute Facilitator (the “Facilitator”), Cameron C. Staples. Compliance disputes must be filed within 90 calendar days of the date the dispute arose or was reasonably discovered.

2. Signatory Medical Societies may also file compliance disputes on behalf of their members.  For a list of these societies, please see hmosettlements.com. 

3. The compliance dispute form and Section 7 of each health plan Settlement Agreement are also available at www.hmosettlements.com.

4. The form must be completed by the physician or his or her office staff, and must include the physician’s signature. The physician should include a short description of the health plan’s conduct which he or she believes constitutes a material breach of the health plan’s obligation under the Agreement.  If possible, the physician should specify which provision of the settlement has been breached, and describe how he or she has been harmed by the breach. 

5. The physician should attach to the form any supporting documentation, including any correspondence between the physician and the health plan, and any records which the physician believes are relevant for the Facilitator to determine the merits of the complaint. 

6. The completed form and attachments should be mailed to the Compliance Dispute Facilitator at the address below, or if you prefer that CMA file on your behalf, to RICO Compliance Disputes, 221 Main Street, Suite 580, San Francisco, CA 94105.  No fee is required.  

7. After the Facilitator receives the compliance dispute form, the Facilitator will contact the physician to advise whether the form is properly completed, and whether, in the Facilitator’s opinion, the alleged wrongful conduct is a compliance dispute. 

8. The Facilitator will prosecute the dispute on the physician’s behalf without charge, and keep the physician informed as the compliance dispute process takes its course. 

9. The address for the Facilitator is:

Cameron C. Staples

Neubert Pepe & Monteith, PC

195 Church Street

New Haven, CT  06510

                          Telephone:  (203) 821-2000

                          Fax:  (203) 821-2009

                          E-mail: ccs@npmlaw.com 
UNITED STATE DISTRICT COURT

FORT THE SOUTHERN DISTRICT OF FLORIDA

MIAMI DIVISION

MDL NO.: 1334

IN RE: MANAGED CARE LITIGATION


THIS DOCUMENT RELATES ONLY TO 

PROVIDER TRACK CASES


HEALTH NET PHYSICIAN GROUP AND

PHYSICIAN ORGANIZATION SETTLEMENT

COMPLIANCE DISPUTE CLAIM FORM

The undersigned hereby declares that he or she is a Class Member and did not Opt-Out of the Health Net Physician, Physician Group and Physician Organization Settlement Agreement.

Name___________________________________________________________________
Address_________________________________________________________________ 

________________________________________________________________________
Tax Identification Number____________________________________________________
_________________________________________________________________________
Health Net Provider Number

(if applicable)______________________________________________________________
E-mail Address_ ____________________________________________________________
Telephone Number___________________________________________________________

Physician Signature___________________________________________________________

Signature (Print)__________________________________________Date:________________

Check one of the following:

⁪
I am bringing this Compliance Dispute on my own behalf.

⁪
I hereby authorize the following Signatory Medical Society to bring this Compliance Dispute on my behalf: _______________________________.

Set forth in detail below, using particularized facts, the specific obligation(s) of Health Net to you under Section 7 of the Settlement Agreement which you allege Health Net has materially failed to perform.  Describe how you have been adversely affected by Health Net’s alleged failure to comply with those specific obligation(s).  You may attach supporting materials or affidavit testimony.

You must complete this petition no later than 90 days after the compliance dispute first arose or after you first became aware of the compliance dispute and submit to:

Cameron C. Staples 

Neubert Pepe & Monteith, PC

195 Church Street, 13th Floor

New Haven, CT  06510

Telephone: (203) 821-2000

Fax: (203) 821-2008 
E-mail: ccs@npmlaw.com

Health Net Settlement Overview
 (Settlement Effective Until July 1, 2010)
The following is a general overview of the major provisions of the Health Net Settlement likely to be of interest to physicians.  It is not intended to be comprehensive.  Physicians interested in the specifics should read the language of the actual Settlement Agreement, which is posted on hmosetttlements.com.  Settlement provisions regarding coding edits and overpayment recovery are also in the Contained Appendix of the Managed Health Care Litigation (RICO) Settlement Compliance Enforcement Toolkit.
Retrospective Relief:
· $39,000,000 to class members, without any requirement for the submission of medical records.  (§8)

· $1,000,000 to the Compliance Fund to be used for monitoring and enforcing compliance with the Settlements.  (§8)

Prospective Relief: Over $80 million

· Better Medical Necessity Definition - Patients are entitled to receive medically necessary care as determined by a physician exercising clinically prudent judgment in accordance with generally accepted standards of medical practice.  Cheaper alternatives are permissible only when they are “at least as likely to produce equivalent therapeutic or diagnostic results.”  (§7.16)

· Payment of Vaccines and Vaccine Administration - Recommended vaccines and injectibles, and the administration of such vaccines and injectibles, will be reimbursed.  (§7.14)

· Reduced Downcoding - Evaluation and management CPT Material Adverse Changes codes will not be automatically downcoded or reassigned.  (§7.19)

· Greater Notice of Material Adverse Changes – No material adverse change to policies and procedures affecting performance contracts may be made on less than 90 days under written notice.  (§7.6)

· Fairer Payment Rules - Coding edits will comply with most of the CPT guidelines contained in the AMA CPT Manual.    (§7.20)

· Most Favored Nation Clauses Prohibited – Health Net will not include any “most favored nation clause” in its contracts with physicians.  (§7.29 (1g))

· Consistency and Disclosure of Payment Rules - Payment rules will be consistent across all of Health Net’s commercial products within each separately licensed health plan.   In addition, most reimbursement edits and claims adjudication logic will be disclosed.  (§7.8)

· Capitation from Date of Enrollment - Capitation fees will be paid when the patient chooses a PCP or is assigned to a PCP, retroactive to date of enrollment.  (§7.28)

· All products and “other payor” clauses prohibited – Health Net will not require physicians to participate in products they do not want to participate in, including but not limited to products the Company offers to workers’ compensation payors.  (§7.13)  Moreover, Health Net will not require physicians to be “leased” to entities other than Health Net, its affiliates, or their self-funded plans’ customers.  (§7.29(p))

· Stop-loss Insurance May be Purchased Elsewhere – Health Net will not restrict physicians from purchasing stop-loss coverage from other insurers.  (§7.29(n)) 
· Faster Credentialing – New physician group members will be credentialed within 90 days of application, which physician groups can submit prior to their employment, and little or no additional credentialing will be required when already credentialed physicians change employment or location.  (§7.13)

· Arbitration Fees Capped - For solo and small group physicians arbitration fees will be capped at $1000 and Health Net’s participation contracts will not require that arbitrations take place more than 100 miles from the physicians’ office, or that there be multiple arbitrators for disputes of less than $500,000. (§7.29, (1c))

· Prompt, external dispute resolution mechanism for physician disputes – A streamlined, external review system will be established enabling physicians to dispute Health Net's decisions on billing or medical records requests (Billing Dispute External Review Board) and on medical necessity (Medical Necessity External Review Process).  (§§7.10, 7.11)

· Gag clauses prohibited - “Gag” clauses will be prohibited.  (§7.29(n))

· Non-participating physicians protected – Disparaging language will be removed from EOBs, and the Agreement will not change or alter the rights of non-participating physicians to balance bill patients or to avoid dealing with Health Net. (§§7.21 and 7.29)  Moreover, Health Net will identify “the data used … to determine the “reasonable and customary” charge” whenever any specific determination is challenged.  (§7.14)

· Limitation on Rental Networks – Health Net will disclose on each EOB or remittance advice the identity of any PPO discount it is claiming, and within 30 days of a physician’s request, will provide the physician with a copy of the signed agreement between the physician and that PPO, or else Health Net will not be entitled to that discount.  (§7.29( j))

· No HIPAA Mandate – Non-participating physicians will not be forced to use electronic transactions or otherwise become HIPAA compliant, and Health Net agrees to continue to accept paper claims.  (§7.17)

· Restrictive Endorsements Limited – When the check is a partial payment of allowable charges, physicians may cash a check with "Payment in Full" on it without waiving the right to pursue a remedy under the Settlement.  (§7.29(j))

· Better Mental Health Coverage – Health Net will generally apply the §7.16 definition of medical necessity described above to mental health care, including treatment for psychiatric illness and substance abuse, it will treat its participating psychiatrists like its other participating physicians with respect to its provider directories and referrals, and it will adhere to the "prudent lay person standard" for emergency services, including admission, or physical or chemical restraints.  (§7.33)

· Better state and federal law supercedes the Agreement.  (§7.29(m))

Enforcement of Settlement Agreement 

· A Physicians' Advisory Committee will be created to address issues of statewide or greater scope.  (§7.9) 

· Physicians and signatory state medical societies will enforce the Agreement, including Health Net’s agreement to abide by those laws that are more protective of physicians than the provisions otherwise contained in the Agreement, exclusively through an efficient “compliance dispute” resolution process.  The United States District Court Judge handling the litigation will have ultimate enforcement power.  (§12)
· Physicians and signatory state medical societies retain the right to seek the enactment of better state laws and regulations, and to enforce those better protections.  (§13.9)

Humana Settlement
Step-by-Step Compliance Dispute Procedure

Listed below are the steps to take to file a compliance dispute against Humana for violation the business practices provisions of the Settlement Agreement which are contained in section 7 of the Settlement.

1. Any physician who has not opted out of the Settlement may file a compliance dispute with the Compliance Dispute Facilitator (“Facilitator”), Carol Scheele.  Compliance disputes must be filed within 90 calendar days of the date the dispute arose or was reasonably discovered.
2. Signatory and Additional Medical Societies are able to assist physicians from any state on these  settlements, and will file on their behalf.  For a list of these societies, see www.hmosettlements.com.  Signatory medical societies can also file disputes on behalf of all class members who belong to their societies.

3. The compliance dispute form and a description of the business changes are available on www.homsettlements.com.

4. The form must be completed by the physician or his or her office staff and must include the physician’s signature.  The physician should include a short description of the health plan’s conduct which he or she believes constitutes a material breach of the health plan’s obligations under the Settlement Agreement.  If possible, the physician should also specify which provision of the settlement that has been breached, and describe how he or she has been harmed by the breach.
5. The physician should also attach to the form any supporting documentation, including any correspondence with the health plan, and any records, such as EOB’s, which the physician believes are relevant for the Facilitator to determine the merits of the complaint.

6. The completed form should be mailed or faxed to the Facilitator at the location listed below.  No fee is required.
7. After the Facilitator receives the compliance dispute form, she will contact the physician to obtain any additional documentation or other information.
8. The Facilitator will review the compliance dispute form to determine that the dispute is not frivolous, cannot easily be resolved and is not a matter to be resolved by the dispute processes provided for in Section 7.10 or 7.11 of the Humana Settlement Agreement.
9. The Facilitator will prosecute the dispute on the physician’s behalf without charge, and keep the                 physician informed as the compliance dispute process takes its course.
`
    10.  The address for the Facilitator is:

Carol Scheele 

Associate General Counsel 

c/o North Carolina Medical Society

222 North Person Street

Raleigh, NC 27601

Telephone:  (919) 833-3836

Fax: (919) 833-2023

E-mail: cscheele@ncmedsoc.org     

UNITED STATE DISTRICT COURT

FORT THE SOUTHERN DISTRICT OF FLORIDA

MIAMI DIVISION

MDL NO.: 1334

IN RE: MANAGED CARE LITIGATION


THIS DOCUMENT RELATES ONLY TO 

PROVIDER TRACK CASES


HUMANA PHYSICIAN GROUP AND

PHYSICIAN ORGANIZATION SETTLEMENT

COMPLIANCE DISPUTE CLAIM FORM

The undersigned hereby declares that he or she is a Class Member and did not Opt-Out of the Humana Physician, Physician Group and Physician Organization Settlement Agreement.

Name__________________________________________________________________
Address_______________________________ _________________________________
_______________________________________________________________________
Tax Identification Number_________________________________________________
______________________________________________________________________
Humana Provider Number

(if applicable)__________________________ _________________________________
E-mail Address_ _________________________________________________________
Telephone Number_______________________________________________________
Physician Signature_______________________________________________________________
Signature (Print)_________________________________________________Date_____________
Check one of the following:

⁪
I am bringing this Compliance Dispute on my own behalf.

⁪
I hereby authorize the following Signatory Medical Society to bring this Compliance Dispute on my behalf: _______________________________.

Set forth in detail below, using particularized facts, the specific obligation(s) of Humana to you under Section 7 of the Settlement Agreement which you allege Humana has materially failed to perform.  Describe how you have been adversely affected by Humana’s alleged failure to comply with those specific obligation(s).  You may attach supporting materials or affidavit testimony.

You must complete this petition no later than 90 days after the compliance dispute first arose or after you first became aware of the compliance dispute and submit to:

Carol Scheele, Associate General Counsel

c/o North Carolina Medical Society

222 North Person Street 
 Raleigh, NC 27601

Telephone: (919) 833-3836  

     Fax: (919) 833-2023 
E-mail: cscheele@ncmedsoc.org

Humana Settlement Overview
(Settlement Effective Until October 19, 2009)
The following is a general overview of the major provisions of the Humana Settlement likely to be of interest to physicians. It is not intended to be comprehensive. Physicians interested in the specifics should read the language of the Settlement Agreement posted at www.hmosettlements.com.  Settlement provisions regarding coding edits and overpayment recovery are also available in the Appendix of the Managed Health Care Litigation (RICO) Settlement Compliance Enforcement Toolkit.
Retrospective Relief: $40 Million

• $40,000,000 to class members, without any requirement for the submission of medical

records. (§8)

Prospective Relief: Over $75 Million

• Better Medical Necessity Definition - Patients are entitled to receive medically necessarycare as determined by a physician exercising clinically prudent judgment in accordance with generally accepted standards of medical practice, clinically appropriate and less costly alternatives are permissible only when they are “at least as likely to produce equivalent therapeutic or diagnostic results.” “Generally accepted standards of medical

practice” means standards that are based on credible scientific evidence published in peer-reviewed medical literature generally recognized by the relevant medical community, physician specialty society recommendations and the views of physicians practicing in relevant clinical areas and any other relevant factors. (§7.16)

• Payment of Vaccines and Administration - Humana will pay for recommended vaccines and injectibles, and for the administration of such vaccines and injectibles. (§7.14(b))

• Reduced Downcoding - In general, CPT evaluation and management codes will not be automatically downcoded or reassigned. (§7.19)

• Fewer Contract Change and Copies of Contracts - No material adverse change to a contract, or policies or procedures incorporated by reference may be made without 90 days written notice; physicians may then terminate their contract as a result. Copies of contracts available upon written request. (§7.6, §7.29(l))

• Fairer Payment Rules - CPT coding edits specified in the agreement must be adhered to including but not limited to rules covering Modifiers -25 & -59, modifier -51 exempt codes, global surgery rules and add-on codes; non-compliant services or procedures related to Modifiers -25 & -59 must be listed on the website. (§7.20, §7.8(c) (iii))

• CPT Edits - Any significant edit not compliant with CTP codes, guidelines and conventions must be listed on its website, customized edits added to the standard claims editing software must also be published on the website. (§7.8(b))

• Consistency and Disclosure of Payment Rules - Company is seeking to reduce its claim platforms to two primary platforms in an effort to increase consistency. Moreover, reimbursement edits with significant volume and claims adjudication logic will be disclosed and updated. (§7.8(a) & (b))

• Clinical Information not Routinely Required - Clinical information will not be required except for unlisted codes, Modifier -22 codes, fraud investigations and other limited categories. (§7.8(b) (ii))

• Capitation from Date of Enrollment - Capitation fees will be paid when the patient chooses a PCP or is assigned to a PCP, retroactive to the date of enrollment. (§7.28(b))

• All Products Clauses Minimized - Humana will not require physicians to participate in Worker's Compensation, Medicare Advantage or Medicaid networks in order to participate in other commercial products. Reimbursement levels will not be reduced below geographic market levels for physicians choosing not to participate in specified products. (§7.13(b))

• Faster Credentialing - New physician group members will be credentialed within 90 days of application, physicians can submit applications prior to their date of employment; credentialing will be minimized when already-credentialed physicians change employment or location. (§7.13(a))

• Arbitration Reform - Arbitration fees will be refunded to those small physician groups which prevail in the proceeding. Moreover, Humana physician agreements will not (1) require that arbitrations take place more than 50 miles from the physicians’ office, (2) require that there be multiple arbitrators, (3) prevent the recovery of any statutory or otherwise legally available damages or other relief, (4) restrict the statutory or otherwise

legally available scope or standard of review, (5) completely prohibit discovery, or (6) shorten the statute of limitations. (§7.29(c))

• External Resolution Mechanism for Billing Disputes - An external review system will be established enabling physicians to dispute decisions on billing or medical records requests (Billing Dispute External Review Board). (§7.10)

• Resolution of Medical Necessity Disputes - Internal and external review processes defined and established enabling physicians to obtain pre- and post-service determinations and to dispute medical necessity and experimental/investigational decisions. (§7.11)

• Gag Clauses Prohibited - “Gag” clauses are prohibited; physicians will not be penalized for engaging in unrestricted communications. (§7.29(a))

• EOB and Remittance Advice Language Enumerated - Specific EOB data elements enumerated, disparaging language will be removed, the rights of non-participating physicians to balance bill patients and amount of balance billing must be listed on the EOB. (§7.21)

• Valid Assignment of Benefits Recognized - Humana will recognize and honor all valid assignment of benefits evidenced by non-participating physicians. The fact that a physician has received an assignment of benefits will not prohibit a physician from collecting the difference between their full fee and payment from the patient. (§7.15, §7.29(q))

• Overpayments Recovery/Refunds - Refunds limited to 18 months (absent fraud) with 30-days notice of offsets; specific elements of notice enumerated; offsets will not be taken if physician practice appeals within 30 days of receipt of notice.

• Determination and Disclosure of Usual, Reasonable and Customary Amounts – On appeal, Humana will disclose to non-participating physicians the general methodology and source data used to determine the usual, reasonable and customary amount for the service or supply; the UCR methodology is defined and limited. (§7.14(c) & (d))

• Fee Schedule Notices - Fees will not be reduced more than once annually and then only with 90 days written notice (notice not required for Medicare-adjusted rates); physicians may then terminate within 30 days. (§7.14(a))

• Claims Submission - Physicians will not be forced to use electronic claims transactions, physicians have 180 days to submit claims for insured patients; Humana will propose a 180-day claims submission deadline to self insured plan sponsors who have more restrictive timeframes. (§7.17)

• Restrictive Endorsements Limited - When the check is a partial payment of allowable charges, physicians may cash a check with "Payment in Full" or other restrictive endorsement without waiving the right to pursue a remedy under the settlement agreement. (§7.29(j))

• Better Mental Health Coverage - Humana will generally apply the §7.16 definition of medical necessity described above to mental health care, including treatment for psychiatric illness and substance abuse and it will adhere to the prudent layperson standard for mental health emergency services. (§7.33)

• Better state and federal law supersedes the Settlement Agreement. (§7.29(m))

Enforcement of Settlement Agreement

• Physician Advisory Committee - A Physician Advisory Committee will be created to address issues of regional or nationwide scope including (a) improvement of health care and clinical quality; (b) improvement of communications, relations and cooperation between Physicians and the Company; and/or (c) matters of a clinical or administrative nature that impact the interaction between Physicians and the Company. (§7.9)

• Compliance Dispute Resolution Process - Physicians who do not opt out and signatory medical societies may petition to enforce the Agreement through a compliance dispute resolution process described in the agreement.  (§12)

• Enactment of Better State Law and Regulation - The Parties retain the right to seek the enactment of better state laws and regulations, and to enforce those better protections. (§13.10)

BLUE CROSS AND BLUE SHIELD ASSOCIATION

SETTLEMENT OVERVIEW
(Settlement Effective Until May 30, 2011)

The following is a general overview of the major provisions of the Blue Cross Blue Shield Association Settlement likely to be of interest to physicians.  In is not intended to be comprehensive.  Physicians interested in the specifics should read the language of the actual Settlement Agreement which is posted at www.hmosettlements.com.  Settlement provisions regarding coding edits and overpayment recovery are also contained in the Appendix of the Compliance Enforcement Toolkit.  A list of the Blue Plans which entered into this agreement is likewise available on www.hmosettlements.com and in the Appendix of the Managed Health Care Litigation (RICO) Settlement Compliance Enforcement Toolkit.  

Retrospective Relief: 

· $ 131,209,507 to class members, without any requirement for the submission of medical records.  (§8)
Prospective Relief:

· Better Medical Necessity Definition – Patients will be entitled to receive medically necessary care as determined by a physician exercising clinically prudent judgment in accordance with generally accepted standards of medical practice, and cheaper alternatives are permissible only when they are “at least as likely to produce equivalent therapeutic or diagnostic results.” (§7.16)
· Payment of Vaccines and Vaccine Administration – Recommended vaccines and injectibles and the administration of such vaccines and injectibles will be reimbursed.  (§7.14(b))
· Reduced Downcoding – Evaluation and management CPT codes will not be automatically downcoded or reassigned.  (§7.19)
· Fewer Contract Changes – No material adverse change to a contract may be made on less than 90 days written notice.  (§7.6)
· Fairer Payment Rules – CPT coding edits will comply with most of the guidelines contained in the AMA CPT Manual.  (§7.20)  
· Consistency and Disclosure of Payment Rules – Each Blue Plan agrees that, except for Medicaid, S-CHIP, and other similar programs for low-income persons and/or for members of state-established high risk pools, its automated “bundling” and other claims payment rules shall be consisted within each state in which it operates.  In addition, most reimbursement edits and claims adjudication logic with be disclosed.  (§7.8)
· All Products Clauses Limited – No Blue Plan will require physicians to participate in a capitated fee arrangement in order to participate in fee-for-service products.  In addition, no Blue Plan will require physicians to participate in its Medicare Advantage or Medicaid Product Networks in order to participate in commercial product networks.  (§7.14(b))
· Faster Credentialing – New physician group members will be credentialed within 90 days of application, which physician groups may submit prior to their employment, and little or no additional credentialing will be required when already credentialed physicians change employment or location.  (§7.13(a))
· Arbitration Reform – Arbitration fees will be refunded to those physicians who prevail.  Moreover, Blue Plan participation contracts will not (1) require that arbitrations take place more than 50 miles from the physicians’ offices, (2) require that there be multiple arbitrators, (3) prevent the recovery of any statutory or otherwise legally available damages or other relief, (4) restrict the statutory or otherwise legally available scope or standard of review, (5) completely prohibit discovery, or (6) shorten the statute of limitations.  (§7.29(c))
· Prompt External Billing Dispute Resolution Mechanism – A streamlined, external review system will be established enabling physicians to dispute a Blue’s Plan’s payment decisions.  (§7.10)
· Gag Clauses Prohibited – “Gag” clauses will be prohibited.  (§7.29(a))
· Non-participating Physicians Protected – Disparaging language will be removed from EOBs, and the Agreement will not change or alter the rights of non-participating physicians to balance bill patients. (§§7.21 and 7.29(q))  Moreover, the Blue Plans will disclose the general methodology, including the percentile of included charge data on which the usual, reasonable and customary amount is based, and source of the data used to determine the usual, reasonable and customary amount.  (§7.14(c))  
· No HIPAA Mandate – No physician will be forced to use electronic transactions or otherwise become HIPAA compliant, and the Blue Plans agree to continue to accept paper claims.  (§7.17(b))
· Restrictive Endorsements Limited – When a check is a partial payment of allowable charges, physicians may cash a check with “Payment in Full” on it without waiving the right to pursue a remedy under the Settlement.  (§7.29(j))
· Better Mental Health Coverage – Blue Plans will generally apply the §7.16 definition of medical necessity described above to mental health care, including treatment for psychiatric illness and substance abuse.  Each Blue Plan will treat its participating psychiatrists like its other participating physicians with respect to its provider directories and referrals, and it will adhere to the “prudent lay person standard” for emergency services.  (§7.33)
· Better State and Federal Law Supersede the Agreement – (§7.29(m))
· No Most Favored Nations Clauses – No Blue Plan will include any “most favored nations” clauses in its contracts.  (§7.29(r))
Enforcement of the Settlement Agreement

· Physicians’ Advisory Committee – Each Blue Plan will create a Physicians’ Advisory Committee to discuss issues arising from or related to the relationships and interactions between and among physicians, their patients and the Blue Plan.  (§7.9)
· Compliance Dispute Process – Physicians and signatory medical societies will enforce the Agreement, including the Blue Plans agreement to abide by those laws that are more protective of physicians than the provisions set forth in the Agreement, exclusively through an efficient “compliance dispute” resolution process.  This process is cost-free to physicians.  The United States District Court Judge handling the litigation will have ultimate enforcement power.
Note: Compliance Dispute form is currently under development.  Physicians are requested to maintain records of any alleged disputes so that they can be filed when the Form becomes available.

SAMPLE COMPLIANCE DISPUTE DESCRIPTIONS

The following are sample descriptions derived from actual compliance disputes which may be used as guides in completing the Compliance Dispute Forms.  The generic term “Insurance Company” is used in these examples, rather than the specific company against which the actual disputes were filed.  In addition, these examples refer to specific provisions of the settlement agreements.  However, you can file a dispute without knowing the specific settlement provision if you describe the complained of conduct and enclose any supporting documentation.  Please note that these descriptions are representative samples only an do not include all alleged violations of the settlement agreements. 

1. Insurance Company failure to pay certain codes when billed with an E&M code appended with a modifier 25

Insurance Company consistently denies payment for CPT® Code 96110 (developmental testing) when billed with an E&M code appended with a 25 modifier in violation of §7.20 of the Settlement Agreement.  Attached are EOB’s showing the denial with the footnote message “integral to major procedure, don’t bill member.” 

2. Insurance Company automatically offsetting payments for alleged past overpayments without advance notice

My last payment from the Insurance Company showed that $10,000 was deducted from my current payments to recoup past overpayments.  I cannot determine from the correspondence with the insurance company which patients or dates of service the past overpayments relate to and I was given no advance

notice about this recoupment in violation of §7.22.  A copy of my payment with the correspondence showing the deduction is enclosed.

3. Insurance Company seeking to recover alleged past overpayments going back several years

I have received a letter from Insurance Company demanding repayment of $200,000.  The letter states that this amount represents overpayment for CPT® 20936 billed with CPT 22612 for the past four years.  I believe that my coding was entirely correct and appropriate based on the treatment provided to the patients and that no such overpayment is due.  In addition, Insurance Company is prohibited from seeking overpayment for four years under §7.22 of the Settlement and my state’s law.  Enclosed is the letter from the Insurance Company and copies of pages from the CPT Book showing that the coding was correct.
4. Insurance Company seeking recovery of alleged overpayments based on statisticalextrapolation
My practice received a letter from Insurance Company seeking recovery of $20,000 in alleged overpayments associated with payment of certain codes.  When I asked my Insurance Company representative for a list of the patients and dates of service that these alleged overpayments related to, I was told that the company had performed an audit of my claims for three months and extrapolated the total they believe I owe for the year from this audit.  I believe this violates 

§7.22 of the Settlement Agreement. 

5. Insurance Company failure to pay adequately for vaccines
Insurance Company is only paying me $50.00 for the meningococcal vaccine

(CPT® 90734 – Menactra) even though the cost is $83.00 per dose in violation of §7.14 of the Settlement Agreement.  In addition, there are costs associated with storing the vaccine that I am not compensated for.  Enclosed is a copy of an invoice showing the cost of the vaccine and a representative EOB showing payment from Insurance Company.

6. Insurance Company not adhering to medical necessity definition

Insurance Company regularly refuses to pay my practice for color flow Doppler for certain diagnoses, saying that the treatment is experimental for these diagnoses.  However, literature from my specialty society and articles in medical journals recommend color flow Doppler for these patients.  Therefore, I believe that Insurance Company is violating the medical necessity definition contained in §7.16 of the Settlement Agreement.  Enclosed are some representative EOB’s showing the denials and copies of some of information from my specialty society and articles from the medical literature.

7. Insurance Company failure to pay add-on codes

Insurance Company has regularly refused to pay my practice for CAD mammography codes in violation of §7.20 of the Settlement Agreement.  Enclosed are some EOB’s showing these denials and pages from the CPT Book describing these codes.

8. Insurance Company failure to properly indicate member responsibility on EOB’s for patients of non-PAR physicians

I do not have a contract with Insurance Company.  Insurance Company regularly pays me much less than my billed charges for services to its members.  The EOB’s documenting Insurance Company’s payments state that I may bill members but provides an erroneous amount based on the amount it considers “allowable.”  Patients receive the same information and erroneously believe I am overcharging.  I believe this violates §7.22 of the Settlement Agreement.  Enclosed are some EOB’s showing this practice.  

9. Insurance Company failure to provide 90 days notice of material changes

I received a letter from Insurance Company indicating that I would be paid pursuant to a new fee schedule in July and that I could obtain a copy of the new fee schedule when it became effective.  When I requested a copy of the new fee schedule from my Insurance Company representative, I was told that it was not yet available.  I believe this violates §7.6 of the Settlement Agreement.  Enclosed is a copy of the letter from Insurance Company.

10. Insurance Company failure to respond promptly to calls
I am regularly kept on hold for 70-90 minutes when seeking pre-authorization for services from Insurance Company.  I believe this violates §7.28 of the Settlement Agreement.

APPENDIX A
Settlement Provisions Regarding Coding
RICO SETTLEMENTS AT-A-GLANCE FAIRER PAYMENT RULES
Coding Edits More Consistent with CPT® Codes, Guidelines and Conventions

The Humana, Blue Cross/Blue Shield, Health Net and Anthem/WellPoint Settlements include the following provisions specific to claims edits:

	
	Humana 
	Blue Cross/Blue Shield 
	HEALTH NET
	ANTHEM/WELLPOINT

	Reduced Downcoding of Evaluation and Management Codes


	As of the Final Order Date, Company shall not automatically reassign or reduce the code level of evaluation and management codes billed for Covered Services (“Downcoding”), except that Company may reassign a new patient visit code to an established patient visit code based solely on CPT Codes, guidelines and conventions.  Notwithstanding the foregoing sentence, Company shall continue to have the right to deny, pend or adjust such claims for Covered Services on other bases and shall have the right to reduce the code level or reassign the category for selected claims for Covered Services (or claims for Covered Services submitted by selected Physicians or Physician Groups or Physician Organizations) based on a review of the Clinical Information at the time the service was rendered for the particular claims or a review of information derived from Company’s fraud or abuse billing detection programs that create a reasonable belief of fraudulent or abusive (whether intentional or unintentional) billing practices; provided that the decision to reassign or reduce is based primarily on a review of Clinical Information.
	As of the Final Order Date, no Blue Plan shall automatically reassign or reduce the code level of evaluation management codes billed for Covered Services (“Downcoding”), except that a Blue Plan may reassign a new patient visit code to an established patient visit code based solely on CPT Codes, CPT Guidelines and conventions.  Notwithstanding the foregoing sentence, Blue Plans shall continue to have the right to deny, pend or adjust such claims for Covered Services on other bases and shall have the right to the code level or reassign the category for selected claims for Covered Services (or claims for Covered Services submitted by selected Physicians or Physician Groups or Physician Organizations) based on a review of the  information in the Clinical Information at the time the service was rendered for the particular claims or a review of information derived from a Blue Plan’s fraud or abuse billing detection programs that create a reasonable belief of fraudulent or abusive (whether intentional or unintentional) billing practices; provided that the decision to reassign or reduce is based primarily on a review of Clinical Information.
	As of the Implementation Date, Company shall not automatically reduce the code level or reassign the category (e.g., a change of consult to office visit) of evaluation and management codes billed for Covered Services (“Downcoding”). Notwithstanding the foregoing sentence, Company shall continue to have the right to deny or adjust such claims for Covered Services on other bases and shall have the right to reduce the code level or reassign the category for selected claims for Covered Services (or claims for Covered Services submitted by selected Physicians or Physician Groups or Physician Organizations) based on a review of Clinical Information, a review of information derived from Company’s fraud and abuse detection programs or other programs that create reasonable cause to believe there may be fraudulent, abusive or other billing practices which would be inappropriate according to CPT codes, guidelines and conventions; provided that the decision to reduce is based on a review of the Clinical Information for that patient encounter. Company may also reassign a CPT code to correct coding errors based on objective non-diagnostic patient information on the face of the claim (such as new to established patient, correcting age inconsistencies, or similar objective changes).  
	As of the Final Order Date, Company shall not automatically reassign or reduce the code level of evaluation and management codes billed for Covered Services (“Downcoding”), except that Company may reassign a new patient visit code to an established patient visit code based solely on CPT Codes, guidelines and conventions.  Notwithstanding the foregoing sentence, Company shall continue to have the right to deny, pend or adjust such claims for Covered Services on other bases and shall have the right to reassign or reduce the code level for selected claims for Covered Services (or claims for Covered Services submitted by selected Physicians or Physician Groups or Physician Organizations) based on a review of the information in the Clinical Information at the time the service was rendered for the particular claims or a review of information derived from Company’s fraud or abuse billing detection programs that create a reasonable belief of fraudulent or abusive (whether  intentional or unintentional) billing practices; provided that the decision to reassign or reduce is based primarily on a review of Clinical Information.



	Add On and Modifier 51 Exempt


	(a)Company will process and separately reimburse those codes listed in the AMA CPT book as modifier 51 exempt CPT codes without those codes listed in the AMA CPT book as reducing payment under Company’s Multiple Procedure Logic, provided that the AMA CPT book provides that such services are appropriately reported together.
(b)Company will process and separately reimburse codes listed in the AMA CPT book as add-on billing codes without reducing payment under Company’s Multiple Procedure Logic; provided that the AMA CPT book provides that such add-on CPT Codes are appropriately billed with proper primary procedure codes.
	(a) Each Blue Plan will process and separately reimburse those codes listed in the AMA CPT book as modifier 51 exempt CPT codes without reducing payment under the Blue Plan’s Multiple Procedure Logic, provided that the AMA CPT book provides that such services are appropriately reported together. 

(b) Each Blue Plan will process and separately reimburse codes listed in the AMA CPT book as add-on billing codes without reducing payment under the Blue Plan’s Multiple Procedure Logic; provided that the AMA CPT book provides that such add-on CPT Codes are appropriately billed with proper primary procedure codes.   
	Company will process and separately reimburse modifier 51 exempt codes without reducing payment under Company’s Multiple Procedure Logic, except that Company may apply specific reimbursement policies for CPT modifier 51 exempt codes that are consistent with CPT codes, guidelines and conventions.

“Add-on” codes, as designated by CPT, shall be recognized and eligible for payment as separate codes and shall not be subject to Multiple Procedure Logic; provided that the add-on codes are billed with a proper primary procedure code according to CPT codes, guidelines and conventions.


	Company will process and separately reimburse modifier 51 exempt codes without reducing payment under Company’s Multiple Procedure Logic, except that Company may apply specific reimbursement policies for CPT modifier 51 exempt codes that are consistent with CPT codes, guidelines and conventions. “

Add-on” codes, as designated by CPT, shall be recognized and eligible for payment as separate codes and shall not be subject to Multiple Procedure Logic; provided that the add-on codes are billed with a proper primary procedure code according to CPT codes, guidelines and conventions.



	Modifier 25
	(iii) Company will remove from its claim review and payment systems those Edits that generally deny payment for CPT Evaluation and Management Codes with a CPT modifier 25 appended when submitted with surgical or other procedure codes for the same patient on the same date of service except for a limited number of exceptions, consistent with 7.20(c) (ii) above, which will be disclosed on Company’s Provider Website.

(iv) Nothing in this Agreement shall (i) prohibit Company from requiring use of the appropriate CPT Code modifiers, according to CPT codes, guidelines and conventions, for Evaluation and Management billing codes (e.g., CPT modifiers 25 or 57) on their original claim forms, or (ii) preclude Company from requiring Participating Physicians and Non-Participating Physicians (to the extent the audit is limited to claims submitted under an Assignment of Benefits) to submit to an audit of their submitted claims (including claims for surgical procedures and Evaluation and Management services on the same date of service submitted with the appropriate modifier), and to provide their Clinical Information in connection with such an audit.


	(iii)  Each Blue Plan will remove from its claim review and payment systems any Edits that generally deny payment for CPT evaluation and management codes with a CPT modifier 25 appended when submitted with surgical or other procedure codes for the same patient on the same date of service except for a limited number of exceptions, consistent with §7.20(c) (ii), above which will be disclosed on the Blue Plan’s Provider Website.

(iv) Nothing in this Agreement shall (A) prohibit a Blue Plan from requiring use of the appropriate CPT Code modifiers for evaluation and management billing codes (e.g., CPT modifiers 25 or 57) on their original claim forms, or (B) preclude a Blue Plan from requiring a physician, Physician Group or physician organization for payment directly to such physician, Physician Group or physician organization (including, but not limited to, claims for surgical procedures and evaluation and management services on the same date of service submitted with the appropriate modifier), and to provide their Clinical Information in connection with such an audit.

	(i) Company shall not require a Physician to submit Clinical Information of their patient encounters solely because the Physician seeks payment for both surgical procedures and CPT Evaluation and Management services for the same patient on the same date of service, provided that the correct CPT Evaluation and Management code, surgical code and modifier (e.g., CPT modifiers 25 or 57) are included on the initial claim submission.

(ii) If a bill contains a CPT code for an Evaluation and Management service  appended with a CPT modifier 25 and a CPT code for performance of a non-evaluation and management service procedure code, both codes shall be recognized and separately eligible for payment, unless the Clinical Information indicates that use of the CPT modifier 25 was inappropriate or Company has disclosed pursuant to § 7.8(c)(iii) the limited [and reasonable number of finite] code combinations that are not appropriately reported together.  Payment shall only be made for one Evaluation and Management service for any single day unless payment for more than one is appropriate pursuant to CPT codes, guidelines and conventions.
iii) Company will remove from its claim review and payment systems those Claim Coding and Bundling Edits that automatically deny payment for CPT Evaluation and Management Codes with a CPT modifier 25 appended when submitted with surgical or other procedure codes for the same patient on the same date of service except for a limited number of exceptions, consistent with  7.20(c)(ii) above, which will be disclosed on Company’s Website.

(iv) Nothing in this Agreement shall (i) prohibit Company from requiring use of the appropriate CPT Code modifiers, according to CPT codes, guidelines and conventions, for Evaluation and Management billing codes (e.g., CPT modifiers 25 or 57) on their original claim forms, or (ii) preclude Company from requiring Participating Physicians and Non-Participating Physicians (to the extent the audit is limited to claims submitted under an Assignment of Benefits) to submit to an audit of their submitted claims (including claims for surgical procedures and Evaluation and Management services on the same date of service), and to allow access to their Clinical Information in connection with such an audit.


	(1) Company shall not require a Physician to submit Clinical Information of their patient encounters solely because the Physician seeks payment for both surgical procedures and CPT Evaluation and Management services for the same patient on the same date of service, provided that the correct CPT Evaluation and Management code, surgical code and modifier (e.g., CPT modifiers 25 or 57) are included on the initial claim submission.

(2) If a bill contains a CPT code for an Evaluation and Management service appended with a CPT modifier 25 and a CPT code for performance of a non-evaluation and management service procedure code, both codes shall be recognized and separately eligible for payment, unless the Clinical Information indicates that use of the CPT modifier 25 was inappropriate or Company has disclosed pursuant to § 7.8(c)(iii) the limited and reasonable number of finite code combinations that are not appropriately reported together. Payment shall only be made for one Evaluation and Management service for any single day unless payment for more than one is appropriate pursuant to CPT codes, guidelines and conventions.

3) Company will remove from its claim review and payment systems those Claim Coding and Bundling Edits that result in denial of payment for CPT Evaluation and Management Codes with a CPT modifier 25 appended when submitted with surgical or other procedure codes for the same patient on the same date of service except for a limited number of exceptions, consistent with 7.20(c)(ii) above, which will be disclosed on Company’s Website.

(4) Nothing in this Agreement shall (i) prohibit Company from requiring use of the appropriate CPT Code modifiers, according to CPT codes, guidelines and conventions, for Evaluation and Management billing codes (e.g., CPT modifiers 25 or 57) on their original claim forms, or (ii) preclude Company from requiring Participating Physicians and Non-Participating Physicians (to the extent the Non-Participating Physician has elected to continue to assert a claim for payment pursuant to an assignment of benefits after a request for Clinical Information, and the audit is limited to claims submitted under an Assignment of Benefits) to submit to an audit of their submitted claims (including claims for surgical procedures and Evaluation and Management services on the same date of service), and to allow access to their Clinical Information in connection with such an audit.

	Supervision and Interpretation
	A CPT Code for supervision and interpretation or radiologic guidance (e.g., fluoroscopic, ultrasound or mammographic) shall be separately recognized and eligible for payment to the extent that the associated procedure code is recognized and eligible for payment; provided that (i) the associated procedure codes does not include supervision and interpretation or radiologic guidance according to AMA CPT codes, guidelines and conventions (ii) for each such procedure (e.g., review of x-ray or biopsy analysis or ultrasound guidance), company shall not be required to pay for supervision or interpretation or radiologic guidance by more than one qualified health care professional.
	A CPT code for supervision and interpretation or radiologic guidance (e.g., fluoroscopic, ultrasound or mammographic) shall be separately recognized and eligible for payment; to the extent that, the associated procedure code is recognized and eligible for payment, provided that, (i) does not include supervision and interpretation or radiologic guidance according to the AMA CPT book, and (ii) for each such procedure (e.g., review of x-ray or biopsy analysis or ultrasound guidance), no Blue Plan shall be required to pay for supervision or interpretation or radiologic guidance by more than one qualified health care professional. 
	A five-digit CPT code for supervision and interpretation shall be separately recognized and eligible for payment to the extent that the associated procedure code is recognized and eligible for payment; provided that (i) the supervision and interpretation service is not included in another CPT code submitted therewith according to CPT codes, guidelines and conventions, and (ii) for each such procedure (e.g., review of x-ray or biopsy analysis), Company shall not be required to pay for supervision or interpretation by more than one Physician.


	A five-digit CPT code for supervision and interpretation shall be separately recognized and eligible for payment to the extent that the associated procedure code is recognized and eligible for payment; provided that (i) the supervision and interpretation service is not included in another CPT code submitted therewith according to CPT codes, guidelines and conventions, and (ii) for each such 35 procedure (e.g., review of x-ray or biopsy analysis), Company shall not be required to pay for supervision or interpretation by more than one Physician.

	Indented Codes
	(h) Company shall not automatically change a Code to one reflecting a reduced intensity of the service when such CPT Code is one among or across a series that includes without limitation Code that differentiate among simple, intermediate and complex, complete or limited, and/or size.
	(h) No Blue Plan shall automatically change a CPT Code to one reflecting a reduced intensity of the service when such CPT Code is one among or across a series that includes without limitation CPT Codes that differentiate among simple, intermediate and complex, complete or limited, and/or size.
	Company shall not reassign any CPT code into any other CPT code or deem a code ineligible for payment based solely on the format of the published CPT descriptions (i.e., indented codes).
	Company shall not reassign any CPT code into any other CPT code or deem a code ineligible for payment based solely on the format of the published CPT descriptions (i.e., indented codes).

	Modifier 59
	(f) CPT codes submitted with a modifier 59 attached will be eligible for payment to the extent they follow the AMA CPT book and they designate a distinct or independent procedure performed on the same day by the same Physician, unless company has disclosed pursuant to §7.8 (b) iii the limited number of finite code combinations that are not appropriately reported together, but only to the extent that: (1) although such procedures or services are not normally reported together, they are appropriately reported together under the particular presenting circumstances; and it would not be more appropriate to append any other CPT recognized modifier to such  codes.


	(f) CPT codes submitted with a modifier 59 attached will be eligible for payment to the extent they follow the AMA CPT book and they designate a distinct or independent procedure performed on the same day by the same Physician, but only to the extent that: (i) although such procedures or services are not normally reported together, they are appropriately reported together under the particular presenting circumstances; and (ii) it would not be more appropriate to append any other CPT recognized modifier to such  CPT codes.


	A CPT code submitted with a CPT modifier 59 shall be recognized and separately eligible for payment to the extent it designates a distinct or independent procedure performed on the same day by the same Physician, but only to the extent that (1) although such procedures or services are not normally reported together, they are appropriately reported together under the particular presenting circumstances and (2) it would not be more appropriate to append any other CPT modifier to such code or codes.


	A CPT code submitted with a CPT modifier 59 shall be recognized and separately eligible for payment to the extent it designates a distinct or independent procedure performed on the same day by the same Physician, but only to the extent that (1) although such procedures or services are not normally reported together, they are appropriately reported together under the particular presenting circumstances and (2) it would not be more appropriate to append any other CPT modifier to such code or codes.

	Global Periods
	g) No global periods for surgical procedures shall be longer than the period then designated by CMS; provided that this limitation shall not restrict Company from establishing a global period for surgical procedures (except where CMS has determined a global period is not appropriate or has identified a global period not associated with a specific number of days).
	(g) No global periods for surgical procedures shall be longer than the period then designated by CMS; provided that this limitation shall not restrict a Blue Plan from establishing a global period for surgical procedures (except where CMS has determined a global period is not appropriate or has identified a global period not associated with a specific number of days).
	No global periods for surgical procedures shall be longer than the period then designated by CMS; provided that this limitation shall not restrict Company from establishing a global period for surgical procedures (except where CMS has determined a global period is not appropriate or has identified a global period not associated with a specific number of days).
	No global periods for surgical procedures shall be longer than the period then designated by CMS; provided that this limitation shall not restrict Company from establishing a global period for surgical procedures (except where CMS has determined a global period is not appropriate or has identified a global period not associated with a specific number of days).


	Automatic Downcoding of Service Intensity
	(h) Company shall not automatically change a CPT Code to one reflecting a reduced intensity of the service when such CPT code is one among or across a series that includes without limitation codes that differentiate among simple, intermediate and complex, complete or limited, and/or size.
	(h) No Blue Plan shall automatically change a CPT Code to one reflecting a reduced intensity of the service when such CPT code is one among or across a series that includes without limitation CPT codes that differentiate among simple, intermediate and complex, complete or limited, and/or size.
	Company shall not automatically change a code to one reflecting a reduced intensity of the service when such CPT code is one among or across a series that includes without limitation codes that differentiate among simple, intermediate and complex, complete or limited, and/or size. 
	Company shall not automatically change a code to one reflecting a reduced intensity of the service when such CPT code is one among or across a series that includes without limitation codes that differentiate among simple, intermediate and complex, complete or limited, and/or size.

	Annual Update of Modifier 51 exempt Codes
	(i) Not later than six (6) months after the Final Order Date, or as soon thereafter as is reasonably practicable, the Company  shall update its claims editing software at least once each year to (A) cause its claim processing systems to recognize any new CPT Codes or any reclassifications of existing CPT Codes as  modifier 51 exempt since the previous annual update, and (B) cause its claim processing personnel to recognize any additions to HCPCS Level II Codes promulgated by CMS since the prior annual update.  As to both clauses (A) and (B) above, Company shall not be obligated to take any action prior to the effective date of the additions or reclassifications.  Nothing in this subparagraph shall be interpreted to require Company to recognize any such new or reclassified CPT Codes or HCPCS Level II Codes as Covered Services under any Plan Members Plan, and nothing in this subparagraph shall be interpreted to require that the updates contemplated in (A) and (B) be completed at the same time; provided that (A) and (B) are each completed once each year.
	(i) Not later than six (6) months after the Final Order Date, or as soon thereafter as is reasonably practicable, the Blue Plan shall update its claims editing software at least once each year to (A) cause its claim processing systems to recognize any new CPT Codes or any reclassifications of existing CPT Codes as modifier 51 exempt since the previous annual update, and (B) cause its claim processing personnel to recognize any additions to HCPCS Level II Codes promulgated by CMS since the prior annual update.  As to both clauses (A) and (B) above, no Blue Plan shall be obligated to take any action prior to the effective date of the additions or reclassifications.  Nothing in this subparagraph shall be interpreted to require a Blue Plan to recognize any such new or reclassified CPT Codes or HCPCS Level II Codes as Covered Services under any Plan Member’s Plan, and nothing in this subparagraph shall be interpreted to require that the updates contemplated in (A) and (B) be completed at the same time; provided that (A) and (B) are each completed once each year.
	Commencing six (6) months after the Implementation Date, or as soon thereafter as is reasonably practicable, Company shall update its claims editing software at least once each year to (A) cause its claim processing systems to recognize any new CPT Codes or any reclassifications of existing CPT Codes as to modifier 51 exempt status since the previous annual update, and (B) cause its claim processing personnel to recognize any additions to HCPCS Level II Codes promulgated by CMS since the prior annual update.  As to both clauses (A) and (B) above, Company shall not be obligated to take any action prior to the effective date of the additions or reclassifications.  Nothing in this subparagraph shall be interpreted to require Company to recognize any such new or reclassified CPT Codes or HCPCS Level II Codes as Covered Services under any Plan Member’s Plan, and nothing in this subparagraph shall be interpreted to require that the updates contemplated in (A) and (B) be completed at the same time; provided that (A) and (B) are each completed once each year.
	Commencing six (6) months after the Implementation Date, or as soon thereafter as is reasonably practicable, Company shall update its claims editing software at least once each year to (A) cause its claim processing systems to recognize any new CPT Codes or any reclassifications of existing CPT Codes as to modifier 51 exempt status since the previous annual update, and (B) cause its claim processing personnel to recognize any additions to HCPCS Level II Codes promulgated by CMS since the prior annual update. As to both clauses (A) and (B) above, Company shall not be obligated to take any action prior to the effective date of the additions or reclassifications. Nothing in this subparagraph shall be interpreted to require Company to recognize any such new or reclassified CPT Codes or HCPCS Level II Codes as Covered Services under any Plan Member’s Plan, and nothing in this subparagraph shall be interpreted to require that the updates contemplated in (A) and (B) be completed at the same time; provided that (A) and (B) are each completed once each year.

	`Non-exclusive Listing of Modifiers
	(j) Nothing contained in this § 7.20 shall be construed to limit Company’s recognition of CPT modifiers to those CPT modifiers specifically addressed in this § 7.20.  


	(j) Nothing contained in this § 7.20 shall be construed to limit a Blue Plan’s recognition of CPT modifiers to those CPT modifiers specifically addressed in this § 7.20.  


	Nothing contained in this § 7.20 shall be construed to limit Company’s recognition of CPT modifiers to those CPT modifiers specifically addressed in this § 7.20.  Company agrees to recognize and consider for reimbursement all CPT modifiers appropriately coded pursuant to CPT. 


	Nothing contained in this § 7.20 shall be construed to limit Company’s recognition of CPT modifiers to those CPT modifiers specifically addressed in this § 7.20.  Company agrees to recognize and consider for reimbursement all CPT modifiers appropriately coded pursuant to CPT.


APPENDIX B

Settlement Provisions Regarding Overpayment Recovery
Please note that better state laws apply and that your state may have a law allowing overpayment recovery over a shorter period of time.  Please check with your state medical society for the time frame allowed by your state’s law.

	
	Humana 
	Blue Cross/Blue ShieLd 
	HEALTH NET
	ANTHEM/WELLPOINT

	Overpayment Recovery
	As of the Final Order Date, Company shall initiate or continue to take actions reasonably designed to reduce Overpayments.  Such actions may include, without limitation, system enhancements to identify duplicate invoices prior to payment and construction and maintenance of one or more common physician databases for use in connection with payment of physician invoices. Company shall publish on the Public Website and the Provider Website an address and procedures for Physicians to return Overpayments.  In addition, other than for recovery of duplicate payments, company shall initiate Overpayment recovery efforts by providing Physicians with at least thirty (30) days written notice before engaging in additional Overpayment recovery efforts.  Such notice shall include (a) the patient’s name, (b) the service date, (c) the payment amount received by Physician, and (d) a reasonably specific explanation of the proposed adjustment (including, without limitation, procedure code where appropriate).  Company shall not initiate Overpayment recovery efforts (a) based on a reasonable belief of fraud or other intentional misconduct, (b) required by a Self-Insured Plan, or (c) required by a state or federal government program.  Notwithstanding the above, in the event that a Physician asserts a claim of underpayment, Company may defend or set off such claim based on Overpayments going back in time as far as the claimed underpayment.  If a Physician requests an appeal within thirty (30) days of receipt of a request for repayment of an Overpayment, Company shall not require such Physician to repay the alleged Overpayment before such appeal is concluded.  Other than as set forth in this Section nothing in this Agreement, including but not limited to the provisions of Section 13, shall be deemed to limit Company’s right to pursue recovery of overpayments that occurred prior to the Effective Date.


	As of the Final Order Date, each Blue Plan shall initiate or continue to take actions reasonably designed to reduce Overpayments.  Such actions may include, without limitation, system enhancements to identify duplicate invoices prior to payment and construction and maintenance of one or more common Physician databases for use in connection with payment of Physician invoices.  Each Blue Plan shall publish on its Public Website and its Provider Website an address and procedures for Physicians to return Overpayments.  In addition, other than for recovery of duplicate payments or other similar adjustments including those relating to (i) claims where a Participating Physician has received payment for the same services from another payer whose obligation is primary, or (ii) timing or sequence of claims for the same Plan Member that are received by the Blue Plan out of chronological order in which the services were performed, each Blue Plan shall  initiate Overpayment recovery efforts by providing Physicians with at least thirty (30) days written notice before engaging in additional Overpayment recovery efforts.  Such notice shall include (i) the patient’s name, (ii) the service date, (iii) the payment amount received by Physician, and (iv) a reasonably specific explanation of the proposed change (including, without limitation, procedure code where appropriate).  No Blue Plan shall initiate Overpayment recovery efforts more than eighteen (18) months after the payment was received by Physician; provided, however, that no time limit shall apply to the initiation of Overpayment recovery efforts (a) based on a reasonable belief of fraud or other intentional misconduct, or (b) required by a Self-Insured Plan, or (c) required by a state or federal government program.  Notwithstanding the above, in the event that a Physician assert a claim of underpayment, a Blue Plan may defend or set off such claim based on Overpayments going back in time as far as the claimed underpayment.  If a Physician requests an appeal within thirty (30) days of receipt of a request for repayment of an Overpayment, no Blue Plan shall require such Physician to repay the alleged Overpayment before such appeal is concluded.  Nothing in this Agreement , including but not limited to the provisions of §13, shall be deemed to limit a Blue Plan’s right to pursue recovery of Overpayments that occurred prior to the Final Order Date where the Blue Plan has provided the Physician with notice of such recovery efforts prior to the Final Order Date.
	As of the Implementation date, Company shall initiate or continue to take actions reasonably designed to reduce Overpayments.  Such actions may include, without limitation, system enhancements to identify duplicate invoices prior to payment and construction and maintenance of a common Physician database for use in connection with payment of Physician invoices.  Company shall publish on the Public Website and the Provider Website an address and procedures for Physicians to return Overpayments.  In addition, other than for recovery of duplicate payments, Company shall provide Physicians with 30 days written notice before initiating Overpayment recovery efforts.  The notice shall state the patient name, service date, payment amount, proposed adjustment, and explanation or other information (including without limitation procedure code, where appropriate) giving Physicians reasonably specific notice of the proposed adjustment.  Company shall not initiate Overpayment recovery efforts more than 12 months after the original payment; provided that this time limit shall not apply to initiation of Overpayment recovery efforts based on fraud or other intentional misconduct, or initiated at the request of a Self Funded Plan, and in the event that a Physician asserts a claim of underpayment Company may defend or set off such claim based on Overpayments going back in time as far as the claimed underpayment.  When Company makes a determination to retrospectively deny or adjust a fee-for-service payment for a medical service that was previously paid, or to re-code such a service, the Physician rendering the service, and in the case of a non-participating Physician, the patient who received the service, shall receive from the Company written notification in a timely manner that includes a clear explanation of the specific reasons for the action taken and a statement describing the process for appeal.  Company shall not require Class Members to repay contested overpayments before an actual appeal is rejected or a final administrative decision or a court or arbitration order is rendered.  Company shall reimburse physicians for the reasonable cost of copying medical records which are required for the purpose of post-payment audit.  No determination or recoupment, denial or overpayment recovery shall be based on extrapolation or statistical sampling.
	As of the Final Order Date, Company shall initiate or continue to take actions reasonably designed to reduce Overpayments.  Such actions may include, without limitation, system enhancements to identify duplicate invoices prior to payment and construction and maintenance of one or more common physician databases for use in connection with payment of physician invoices.  Company shall publish on the Public Website and the Provider Website an address and procedures for Physicians to return Overpayments.  In addition, other than for recovery of duplicate payments, company shall initiate Overpayment recovery efforts by providing Physicians with at least thirty (30) days written notice before engaging in additional Overpayment recovery efforts.  Such notice shall include (a) the patients’ name, (b) the service date, (c) the payment amount received by Physician, and (d) a reasonably specific explanation of the proposed adjustment (including, without limitation, procedure code where appropriate).  Company shall not initiate Overpayment recovery efforts (a) based on a reasonable belief of fraud or other intentional misconduct, (b) required by a Self-Insured Plan, or (c) required by a state or federal government program.  Notwithstanding the above, in the event that a Physician asserts a claim of underpayment, Company may defend or set off such claim based on Overpayments going back in time as far as the claimed underpayment.  If a Physician requests an appeal within thirty (30) days of receipt of a request for repayment of an Overpayment, Company shall not require such Physician to repay the alleged Overpayment before such appeal is concluded.  Other than as set forth in this Section nothing in this Agreement, including but not limited to the provisions of Section 13, shall be deemed to limit Company’s right to pursue recovery of overpayments that occurred prior to the Effective Date.


APPENDIX C
Individual Settling Blue Plans Listed on Settlement Agreement

1. BLUE CROSS AND BLUE SHIELD ASSOCIATION

2. BLUE CROSS AND BLUE SHIELD OF ALABAMA

3. PREMERA BLUE CROSS ALSO DBA PREMERA BLUE CROSS BLUE SHIELD OF ALASKA

4. CAREFIRST, INC.

5. GROUP HOSPITALIZATION AND MEDICAL SERVICES INC.

6. CAREFIRST OF MARYLAND, INC.

7. BLUE CROSS AND BLUE SHIELD OF FLORIDA, INC.

8. HAWAII MEDICAL SERVICE ASSOCIATION

9. THE REGENCE GROUP

10. REGENCE BLUESHIELD

11. REGENCE BLUESHIELD OF IDAHO, INC.

12. REGENCE BLUECROSS BLUESHIELD OREGON

13. REGENCE BLUECROSS BLUESHIELD OF UTAH

14. WELLMARK, INC. DBA WELLMARK BLUE CROSS AND BLUE SHIELD OF IOWA

15. WELLMARK OF SOUTH DAKOTA, INC. DBA WELLMARK BLUE CROSS AND BLUE SHIELD OF SOUTH DAKOTA

16. LOUISIANA HEALTH SERVICE & INDEMNITY COMPANY, DBA BLUE CROSS AND BLUE SHIELD OF LOUISIANA

17. HMO LOUISIANA, INC.

18. BLUE CROSS AND BLUE SHIELD OF MASSACHUSETTS, INC.

19. BLUE CROSS AND BLUE SHIELD OF MASSACHUSETTS HMO BLUE, INC.

20. BLUE CROSS BLUE SHIELD OF MICHIGAN, INC.

21. BCBSM, INC., DBA BLUECROSS BLUESHIELD OF MINNESOTA

22. HMO OF MISSISSIPPI, INC.

23. BLUE CROSS & BLUE SHIELD OF MISSISSIPPI

24. BLUE CROSS AND BLUE SHIELD OF MONTANA, INC.

25. HORIZON HEALTH CARE SERVICES, INC., DBA HORIZON BLUE CROSS BLUE SHIELD OF NEW JERSEY

26. EMPIRE HEALTHCHOICE ASSURANCE, INC., DBA EMPIRE BLUE CROSS BLUE SHIELD

27. BLUE CROSS AND BLUE SHIELD OF NORTH CAROLINA

28. HOSPITAL SERVICE ASSOCIATION OF NORTHEASTERN PENNSYLVANIA

29. TRIPLE-S, INC.

30. TRIPLE-S, INC. OF PUERTO RICO

31. BLUE CROSS BLUE SHIELD OF RHODE ISLAND

32. BLUE CROSS AND BLUE SHIELD OF SOUTH CAROLINA

33. BLUECROSS BLUESHIELD OF TENNESSEE, INC.

34. TENNESSEE HEALTH CARE NETWORK, INC.

35. HEALTH CARE SERVICE CORPORATION

36. INDEPENDENCE BLUE CROSS

37. AMERIHEALTH HMO, INC.

38. LACRUZ AZUL DE PUERTO RICO

39. KEYSTONE HEALTH PLAN EAST, INC.

BCBSA Companies Listed at http://www.bcbs.com/coverage/find/plan/

1. Alabama, Blue Cross and Blue Shield

2. Alaska, Premera Blue Cross Blue Shield

3. Arizona, Blue Cross and Blue Shield

4. Arkansas Blue Cross and Blue Shield

5. California, Anthem Blue Cross

6. California, Blue Shield

7. Colorado, Anthem Blue Cross and Blue Shield

8. Connecticut, Anthem Blue Cross and Blue Shield

9. Delaware, Blue Cross and Blue Shield

10. District of Columbia, CareFirst Blue Cross Blue Shield

11. Florida, Blue Cross and Blue Shield

12. Georgia, Blue Cross and Blue Shield

13. Hawaii Medical Service Association

14. Idaho, Blue Cross

15. Idaho, Regence BlueShield of Idaho

16. Illinois, Blue Cross and Blue Shield

17. Indiana, Wellpoint, Inc.

18. Iowa, Wellmark Blue Cross and Blue Shield

19. Kansas, Blue Cross and Blue Shield

20. Kentucky, Anthem Blue Cross and Blue Shield

21. Louisiana, Blue Cross and Blue Shield

22. Maine, Anthem Blue Cross and Blue Shield

23. Maryland, CareFirst Blue Cross Blue Shield

24. Massachusetts, Blue Cross and Blue Shield

25. Michigan, Blue Cross and Blue Shield

26. Minnesota, Blue Cross and Blue Shield

27. Mississippi, Blue Cross and Blue Shield

28. Missouri, Anthem Blue Cross Blue Shield

29. Missouri, BlueCross and BlueShield of Kansas City

30. Montana, Blue Cross and Blue Shield

31. Nebraska, Blue Cross and Blue Shield

32. Nevada, Anthem Blue Cross and Blue Shield

33. New Hampshire, Anthem Blue Cross and Blue Shield

34. New Jersey, Horizon Blue Cross and Blue Shield

35. New Mexico, Blue Cross and Blue Shield

36. New York, BlueCross & BlueShield of Western

37. New York, BlueShield of Northeastern

38. New York, Empire Blue Cross and Blue Shield

39. New York, Excellus BlueCross BlueShield

40. North Carolina, Blue Cross and Blue Shield

41. North Dakota, Blue Cross and Blue Shield

42. Ohio, Anthem Blue Cross and Blue Shield

43. Oklahoma, Blue Cross and Blue Shield

44. Oregon, Regence BlueCross BlueShield of Oregon

45. Pennsylvania, Blue Cross of Northeastern -- Wilkes-Barre

46. Pennsylvania, Highmark Blue Shield

47. Pennsylvania, Capital Blue Cross -- Harrisburg

48. Pennsylvania, Highmark Blue Cross Blue Shield -- Pittsburgh

49. Pennsylvania, Independence Blue Cross -- Philadelphia

50. Puerto Rico, La Cruz Azul de

51. Puerto Rico, Triple-S

52. Rhode Island, Blue Cross and Blue Shield

53. South Carolina, Blue Cross and Blue Shield

54. South Dakota, Wellmark Blue Cross and Blue Shield

55. Tennessee, Blue Cross and Blue Shield

56. Texas, Blue Cross and Blue Shield

57. Utah, Regence BlueCross BlueShield of Utah

58. Vermont, Blue Cross and Blue Shield

59. Virginia, Anthem Blue Cross and Blue Shield

60. Washington, Premera Blue Cross

61. Washington, Regence BlueShield

62. West Virginia, Mountain State Blue Cross and Blue Shield

63. Wisconsin, Anthem Blue Cross and Blue Shield

64. Wyoming, Blue Cross and Blue Shield

65. Jamaica, Blue Cross of Jamaica Ltd. *

66. Panama, BlueCross BlueShield of Panama *

67. Uruguay, Blue Cross & Blue Shield de Uruguay *

* International Plan

Additional Information and Assistance

www.hmosettlements.com - complete copies of all settlement agreements and forms, and place to e-mail questions

Any Signatory Medical Society (See www.hmosettlements.com for list of signatory medical societies for each settlement agreement)
Compliance Dispute Facilitators:


Humana 

Carol Scheele- 
Telephone:  (919) 833-3836






E-mail: cscheele@ncmed.soc.org

Health Net & Anthem / Wellpoint
Cam Staples -
Telephone:  (203) 821-2000

                         

Fax:  (203) 821-2009

                          

E-mail: ccs@npmlaw.com 
PAI Compliance Committee:

Cameron (“Cam”) Staples, Counsel to:  Connecticut State Medical Society, c/o Neubert, Pepe & Monteith, P.C., 195 Church Street, 13th Floor, New Haven, CT 06510-2009, E-mail:  ccs@npmlaw.com, Phone: (203) 821-2000

Donald P. “Rocky” Wilcox,  General Counsel, Texas Medical Association, 401 West 15th Street, Austin, Texas  78701, E-mail:  rocky.wilcox@texmed.org, Phone: (512) 370-1336

Carol Scheele, Associate General Counsel, North Carolina Medical Society, 222 North Person Street, Raleigh, North Carolina  27601, E-mail:  cscheele@ncmedoc.org, Phone: (919) 833-3836

Donald Moy, General Counsel, Medical Society of the State of New York, 420 Lakeville Road, P.O. Box 5404, Lake Success, NY  11042-5404, E-mail: dmoy@mssny.org, Phone: (516) 488-6100 

Yarnell Beatty, General Counsel, Tennessee Medical Association, 12301 21st Ave., South, Nashville, TN  37212, E-mail: yarnellb@tma.medwire.org, Phone: (615) 385-2100

Donald Palmisano, General Counsel, Medical Association of Georgia, 1849 The Exchange, Ste. 200, Atlanta, GA  30339, E-mail: dpalmisano@mag.org, Phone: (678)303-9290 

Jennifer Whitley, General Counsel, South Carolina Medical Association, P.O. Box 11188, Columbia, SC  29211, Phone: (803) 798-6207

Deborah Winegard, Of Counsel, CMA, 1201 J Street, Ste. 200, Sacramento, CA  95814-2906, E-mail: dwinegard@gmail.com, Phone (404) 502-4079

Lawrence Downs, General Counsel, Medical Society of New Jersey, 2 Princess Rd., Lawrenceville, NJ 08648, E-mail: ldowns@msnj.org, Phone: (609) 896-1766

 

Amy Phillips, General Counsel, Louisiana State Medical Society, 6767 Perkins Road, Suite 100, Baton Rouge, LA 70808, E-mail: amy@lsms.org, Phone: (225) 763-8500 
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