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Welcome

Welcome
Welcome to the UnitedHealthcare Community Plan manual. This complete and up-to-date
reference PDF manual allows you and your staff to find important information such as processing
a claim and prior authorization. This manual also includes important phone numbers and
websites on the How to Contact Us page. Care provider tools are available online through the
Provider Portal at UHCprovider.com. Click the following links to access different manuals:
• UnitedHealthcare Administrative Guide for Commercial and Medicare Advantage member
information. Some states may also have Medicare Advantage information in their Community
Plan manual.
• A different Community Plan manual: go to UHCprovider.com. Click Menu on top left, select
Administrative Guides and Manuals, then Community Plan Care Provider Manuals, select
state.
Easily find information in the manual using the following steps:
1. Press CTRL+F.
2. Type in the keyword.
3. Press Enter.
If available, use the binoculars icon on the top right hand side of the PDF.
If you have any questions about the information or material in this manual or about any of our
policies, please call Provider Services.
We greatly appreciate your participation in our program and the care you provide to our
members.

Important Information about the use of this
manual
In the event of a conflict between your agreement and this care provider manual, the manual
controls unless the agreement dictates otherwise. In the event of a conflict between your
agreement, this manual and applicable federal and state statutes and regulations and/or state
contracts, applicable federal and state statutes and regulations and/or state contracts will
control. UnitedHealthcare Community Plan reserves the right to supplement this manual to help
ensure its terms and conditions remain in compliance with relevant federal and state statutes and
regulations.
This manual will be amended as policies change.
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Chapter 1: Introduction
Welcome

UnitedHealthcare Connected is currently available in
Harris County.

Welcome to UnitedHealthcare Connected (MedicareMedicaid Plan). UnitedHealthcare Connected is offered
by the UnitedHealthcare Community Plan of Texas.

Customer Service Center

We’re proud to be participating in this program designed
for efficiency in delivering services to people who are
beneficiaries of both Medicare and Medicaid. We’re
building on the medical home model and utilizing
coordination of care. The services in this program will
be chosen to meet the needs of the member with input
from member, representatives, the primary care provider
(PCP), specialists and other parties integral to the wellbeing of the member. The interdisciplinary care team
coordinates care on the member’s specific preferences
and needs. It delivers services with linguistic and cultural
competence.
The integration and planning of service delivery carries
with it the coordination of beneficiary billing and
payments. You bill to one location whether a service is
Medicare or Medicaid. You do not need to bill Medicare
and wait to bill for Medicaid services.
We’re excited at the opportunity to be working with
you in this new program designed to help people live
healthier lives.

Background
UnitedHealthcare Connected serves members who
are dually eligible for Medicare and Medicaid within
the UnitedHealthcare Connected service area. These
members must be eligible and enrolled in Medicare Part
A, Medicare Part B and Texas Medicaid.

Objectives
• Make it easier for members to get care.
• Promote independence in the community.
• Eliminate cost shifting between Medicare and
Medicaid.

Customer Service is staffed with representatives trained
specifically for UnitedHealthcare Connected. They can
assist you with questions on benefits, eligibility, claims
resolution, required forms, billing questions, etc.
You may reach them at 888-887-9003, 8
a.m. to 5 p.m., Monday through Friday,
Central time. The Customer Service Center
works closely with all UnitedHealthcare
Connected departments. To reach a
provider advocate, for help with health plan
and care provider coordination, call
888-303-6162.

Online Resources
UHCprovider.com offers the convenience of online
support 24 hours a day, seven days a week. This site was
developed specifically with you in mind. You can verify
member eligibility, check claim status, submit claims,
request an adjustment, review a remittance advice,
submit prior authorization requests, review a member
roster, etc.
To register, go to UHCprovider.com and
follow the instructions for new users. You
will receive your user ID and password
within 48 hours.
UHCprovider.com/TXCommunityPlan is
the website dedicated to Medicaid services.
You will find guides, alerts, reimbursement
policies, trainings, etc.

• Achieve cost savings for the state and federal
government through improvements in care and
coordination.
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You may find additional guidance in the
program-specific provider manuals. Go to
UHCprovider.com/manuals > Texas >
CHIP, STAR, and STAR+PLUS Provider
Administrative Manual or the Nursing
Facility Provider Manual. For information
about UnitedHealthcare Dual Complete,
please see Chapter 4 of the Physician,
Health Care Professional, Facility and
Ancillary Provider Administrative Guide for
Commercial and Medicare Advantage
Products at UHCprovider.com/manuals >
UnitedHealthcare Administrative Guide.
UnitedHealthcare Connected Roster
PCPs can get a roster of all assigned members at
UHCprovider.com. PCPs should use this to determine
if they are responsible for providing primary care to a
particular member.
Rosters can be viewed electronically at
UHCprovider.com.

UnitedHealthcare
Connected
UnitedHealthcare Connected maintains and monitors
a network of participating care providers. The network
includes physicians, hospitals, skilled and non-skilled
nursing facilities, ancillary providers, home and communitybased providers and other health care providers through
which members obtain covered services.
Members using UnitedHealthcare Connected must choose
a PCP to coordinate their care. PCPs are the basis of the
managed care philosophy. UnitedHealthcare Connected
works with participating PCPs who help manage the
health care needs of members and arrange for medically
necessary covered medical services.
To help ensure coordination of care, members must
coordinate with their PCPs before seeking care from a
specialist. We make exceptions for specified services (such
as women’s routine preventive health services, routine
dental, routine vision, and behavioral health). Participating
health care professionals are required to coordinate
member care within the UnitedHealthcare Connected care
provider network. If possible, all member referrals should
be directed to UnitedHealthcare Connected network care
providers. Referrals outside of the network are permitted,
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but only with prior authorization from UnitedHealthcare
Connected.
The form to request this authorization is
available at UHCprovider.com/
TXCommunityPlan > Provider Forms.
Continuity of care means members are involved with the
PCP medical home, working toward ongoing health care
management and high-quality, cost-effective medical
care. Issues requiring continuity of care include members
moving out of the contracted service area.
The referral and prior authorization procedures explained
in this manual are important to the UnitedHealthcare
Connected program. Understanding and adhering to these
procedures are essential for successful participation as a
UnitedHealthcare Connected care provider.
You and/or your office staff should read the newsletters
and other special mailings and retain them with this
provider manual. That way you can incorporate the
changes into your practice.

Participating Care Providers
Primary Care Providers
The PCP is responsible for providing or requesting
authorization for covered services for members of
UnitedHealthcare Connected when an authorization is not
otherwise obtained by the member’s service coordinator.

Specialists
A specialist is any licensed participating care provider who
provides specialty medical services to members. A PCP
may refer a member to a specialist as medically necessary.
Specialty care providers deliver covered health services to
members in the same manner as offered to other patients.
They comply with state regulations and as described
in this manual. In addition to general care provider
responsibilities, specialty care providers communicate
findings, recommendations and treatment information to
the member’s PCP. The report should be created after the
initial assessment and quarterly thereafter.
A specialist may contract as a PCP provided they meet
the qualifications and are willing to assume the PCP
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responsibilities for the member. Members with special
health care needs or who are determined to need a course
of treatment or regular care monitoring need direct access
a specialist as appropriate for the member’s condition
and identified needs. Specialists are responsible for
coordinating their findings and treatment back to the PCP.
Specialists are an integral part of the service coordinated
integrated team plan and treatment.
Members with disabilities, special health care needs, and
chronic or complex conditions may choose a specialist
as their PCP as long as the specialist agrees. Members
may select and access a network ophthalmologist or
therapeutic physician to provide eye health care services
other than surgery.

Long-Term Services and
Supports Care Providers
Long-Term Services and Supports (LTSS) care providers
deliver in-home to community-based services for the
elderly and people with disabilities who need assistance
in maintaining their independence. As a result, they help
enable members to live in their homes in their communities
rather than a nursing home. Services are delivered as
outlined in your Agreement, this manual and any other
referenced guidelines, with special focus on personcentered care. This includes participating as part of the
member’s care coordination team. LTSS care providers
provide covered health services to members within
the scope of their UnitedHealthcare Community plan
agreement and their specialty license.

Dental Care Providers
The Dental Plan member ID card lists the name and phone
number of a member’s main dental care provider. The
member may contact the dental plan to select a different
main dental care provider at any time. If the member
selects a different main dental care provider, the change
is reflected immediately in the dental plan’s system. The
member is mailed a new ID card within five business
days.
If a member does not have a dental plan
assigned or is missing a dental plan card,
they may call the enrollment broker’s
toll-free number at 800-964-2777.
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Quick Reference Guide
Contact Sheet for serving UnitedHealthcare Connected
members in Harris County, Texas

UnitedHealthcare Connected (Medicare- Medicaid Plan)

Customer Service
Customer Service (Provider 8:00 a.m. – 6:00 p.m. weekdays) 888-887-9003
Customer Service (Members 8:00 a.m. – 8:00 p.m. weekdays) 800-256-6533
800-514-4911 (TTY 711)
Pharmacy
Physician Prescription Prior Authorization
Electronic submission 24/7 visit OptumRx.com >
Health Care Professionals
Fax: 800-527-0531 (non- urgent)
Phone: 800-711-4555 (urgent)
Pharmacists
877-889-6510
Pharmacy Mail Order
877-889-5802
Drug Formulary
OptumRx
Claims
Electronic Billing (code: 87726)
UHCprovider.com > Claims & Payments
Help desk: 866-842-3278
Medical and LTSS Paper Claims
UnitedHealthcare Connected
P.O. Box 31352, Salt Lake City, UT 84131-0352
Refunds and Overpayments
UnitedHealthcare Community Plan
P.O. Box 740804, Atlanta, GA 30374-0800
Member Appeals
Part C & D Grievances
Part D Appeals
and Part C Appeals:
UnitedHealthcare
UnitedHealthcare Community Community Plan
Plan
Attn: Part D Standard
Attn: Complaint and
Appeals
Appeals Department
P.O. Box 6103
P.O. Box 31364
Cypress, CA 90630Salt Lake City, UT 841319998
0364
Provider Complaints
UnitedHealthcare Connected
P.O. Box 31364, Salt Lake City, UT 84131-0364
To see member benefits and member identification card sample, go to UHCCommunityPlan.com > Show all plans in >
Texas > UnitedHealthcare Connected® (Medicare-Medicaid Plan) > view plan details > Member Handbook.
Electronic submission 24/7 visit
OptumRx.com > Health Care Professionals
Fax: 800-527-0531 (non-urgent)
Phone: 800-711-4555 (urgent)
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Understanding Our Covered
Services
Because members get assistance from Medicaid, they
generally pay nothing for the covered services explained
in this chapter. However, members may be responsible
for paying a “patient liability” for nursing facility or waiver
services covered through their Medicaid benefit. Texas
Health and Human Services Commission (HHSC) will
determine if a member’s income and certain expenses
require you to have a patient liability.
For a complete list of current services,
including dental services, go to
UHCCommunityPlan.com > State
Information > Texas > UnitedHealthcare
Connected (Medicare-Medicaid Plan).

Our Plan Does Not Let You
Charge for Services
Except as indicated, you may not bill a member for
covered services. We pay you directly, per your contract.

About the Benefits Chart

• The services (including medical care, services,
supplies, equipment, and drugs) must be a plan
benefit and must be medically necessary. Medically
necessary means the services are necessary to
prevent, diagnose, or treat a medical condition.
• Medicare is responsible for most primary, acute and
behavioral health services; Therefore, the primary
care provider’s name, address and telephone
number are listed on the member’s ID card. The
member receives long-term services and supports
through UnitedHealthcare Connected.
• Members must get their care from a network care
provider. In most cases, the plan will not pay for care
received from an out-of-network care provider.
• Members have a PCP and a care team providing
and managing care. LTSS providers may help
coordinate benefits.
• Some of the services listed in the Benefits Chart are
covered only if the care provider or other network
care provider gets prior authorization from us first.
This is called prior authorization. Also, some of the
services listed in the Benefits Chart are covered only
if the care provider or other network care provider
writes an order or a prescription for the service.
Members do not pay anything for the services listed in
the Benefits Chart, as long as they meet the coverage
requirements. The only exception is if a member has
a patient liability for nursing facility services or waiver
services as determined by HHSC.

The following Benefits Chart is a general list of services
the plan covers. It lists preventive services first and then
categories of other services in alphabetical order. It
also explains the covered services, how to access the
services, and if there are any limits or restrictions on the
services.
We cover the services listed in the Benefits Chart only
when the following rules are met:
• Medicare and Medicaid covered services must be
provided according to the rules set by Medicare and
Texas Medicaid.
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The Benefits Chart
Preventive Visits
Services Covered by Our Plan
Annual checkup
This is a visit to make or update a prevention plan based on
current risk factors.

Limitations and Exceptions
Members cannot have their first annual checkup
within 12 months of their “Welcome to Medicare”
preventive visit. They are covered for annual
checkups after they have had Part B for 12 months.
Members do not need to have had a “Welcome to
Medicare”

“Welcome to Medicare” visit
If a member has been in Medicare Part B for 12 months
or less, they can get a one-time “Welcome to Medicare”
preventive visit. When a member makes their appointment,
they tell the care provider they want to schedule their
“Welcome to Medicare” preventive visit. This visit includes:
• a review of a member’s health,
• education and counseling about the preventive services
a member needs (including screenings and shots), and
referrals for other care if it is needed.

Wraparound Services
Medicaid provides services to help cover treatment
if Medicare does not cover it completely. These are
called “wraparound services.” Examples include some
Medicaid durable medical equipment (DME) and certain
medications. Also included are
long-term services and supports when necessary to help
members to have their basic needs met in their home
and community when they would otherwise need to go
into a nursing facility for that level of care.

PCP Referral
Responsibilities
If a member self-refers, or the PCP is making a referral to
a specialist, the PCP should check the UnitedHealthcare
Connected Provider Directory to help ensure the
specialist is a participating care provider in the
UnitedHealthcare Connected network.
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The PCP should provide the specialist with the following
clinical information:
• Member’s name
• Referring PCP
• Reason for the consultation
• History of the present illness
• Diagnostic procedures and results
• Pertinent past medical history
• Current medications and treatments
• Problem list and diagnosis
• Specific request of the specialist

Specialist Referral
Guidelines
PCPs may refer UnitedHealthcare Connected members
to network specialists. To help ensure coordination
of care, if a member desires to receive care from a
different specialist, the PCP should coordinate specialty
referrals within the list of network specialists. Contact
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UnitedHealthcare Connected for assistance locating
participating care providers within a specialty field. PCPs
need prior authorization approval to refer members
outside of the network.

Requesting Prior
Authorization
Non-participating care providers must obtain prior
authorization from UnitedHealthcare Connected before
rendering any non-emergency services. Failure to do so
results in claims being denied.
When you check member eligibility on the Provider
Portal, a pop-up box will tell you to request prior
authorization. A list of services and codes that require
prior authorization will be posted to UHCprovider.
com/TXCommunityPlan > Prior Authorization and
Notification. Submit prior authorization for Medicaidonly medications with a paper form through fax. This
form is at UHCprovider.com/TXCommunityPlan >
Prior Authorization and Notification > Prior Authorization
Forms > Pharmacy Prior Authorization Forms. It is also
on the Provider Portal at UHCprovider.com or by phone
at 877-842-3210.
The PCP authorizes LTSS based on medical necessity.
The service coordinator secures these services within
the person-centered support plan. LTSS providers
cannot request prior authorization for their own services.
However, they must verify the service coordinator has
secured an authorization before they deliver services.

How to Request Prior
Authorization for Physical,
Occupational and Speech
Therapies
Prior authorization requests must be submitted to
Optum for physical, occupational and speech therapy.
Complete the Optum Patient Summary Form (PSF-750)
to request prior authorization. You can find the form at
myoptumhealthphysicalhealth.com > Resource Library
> Clinical Submission Forms > Optum Patient Summary
Form (PSF-750). If necessary, your patient must also
complete their section of the form. You can include
clinical documentation for children younger than 16.
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If you have registered with Optum, you
can edit and submit the form online at
myoptumhealthphysicalhealth.com. You can also fax
the form to 877-470-7613 or mail it to:
Optum
P.O. Box 212
Minneapolis, MN 55440-0212
For more information, go to UHCprovider.
com/TXCommunityPlan > Bulletins and
Newsletters > Alerts, Bulletins and News >
Prior Authorization Changes for PT, OT and
ST Starting July 1, 2017.

Ambulance and Wheelchair Van Services
Covered emergency ambulance transport services
include fixed-wing, rotary-wing, and ground ambulance
services. The ambulance takes a member to the nearest
place that can give them care. A member’s condition
must be serious enough that other transportation
could risk their or their unborn baby’s health. In nonemergencies, ambulance or wheelchair van transport
services are covered when medically necessary.

Prior Authorization Not Required
After requesting prior authorization, you may be told
that it is not required. If this happens, re-check member
benefits through UHCprovider.com/benefits. Select
the program benefits to verify if the service is a benefit
for that member. You may also call customer service at
888-887-9003.
To check the status of a prior authorization request
you initiated, sign in to UHCprovider.com. Click the
Provider Portal application. Select “Notification/Prior
Authorization Status.”

Transitions and DME
If a member chooses to leave our health plan for another
MMP, before an authorized custom-designed DME can
be delivered to the member, we will pay for the DME, not
the receiving MCO. All other services that have already
been authorized will be paid by the new MCO.
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For more information about prior authorization, go
to myoptumhealthphysicalhealth.com > Tools &
Resources > Plan Summaries > UnitedHealthcare
Community Plan. Or call Optum Provider Services at
800-873-4575.

A word about Tuberculosis Services
Please note that tuberculosis services are provided
by DSHS-approved care providers (directly observed
therapy and contact investigation). For more information
visit TMHP.com > Providers > Texas Medicaid Provider
Procedures Manual > Clinics and Other Outpatient
Facility Services Handbook.

Service Coordination
Members who have their Medicaid coverage with
UnitedHealthcare are eligible to receive:
• Identification of needs, including physical,
behavioral health social, financial, home
environment
• Development of and necessary updates to a Plan of
Care to address those identified needs
• Ensuring timely and a coordinated access to an
array of providers and covered services
• Attention to addressing unique, person-centered
needs of members
• Coordination of covered services with non-capitated
services, as necessary and appropriate.
Each member has a Service Coordination Team led
by an assigned service coordinator whose role it is to
develop and implement a person-centered plan for care.
At its core, the team consists of the member and/or his/
her legally authorized representative. The member is
assured the choice of the providers who will participate,
as appropriate, in the coordination of their care,
including the primary care provider (PCP) and specialty
care providers such as behavioral health and LTSS
providers. The Service Coordination Team is personcentered; built on member preferences and needs and
delivers services with transparency, individualization,
respect, dignity, linguistic and cultural competence in
the most appropriate, least restrictive environment.
Service coordinators contact members both
telephonically and/or face-to-face based on member
needs and preferences. An initial health risk assessment
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is performed within 30 days of enrollment into our health
plan.
Higher risk members are considered level I service
coordination category. They have complex medical
needs and are in a STAR+PLUS waiver program. Their
service coordination visits them face-to-face at least
twice a year and speaks with them on the phone at least
once a year.
Lower risk members are in level 2 service coordination
category may have a history of certain behavioral health
issues. Members in this category also include those
members receiving long term services and support
for personal assistance, community first choice or day
activity health care. Their service coordinator visits them
at a minimum once a year with and at least one phone
call conversation.
Members who do not qualify for service coordination
levels 1 or 2 are considered to be in level 3. This
includes members in nursing facilities for hospice care
or in nursing facilities that are outside UnitedHealthcare
Community Plan’s contracted service areas. These
members do not have a personally dedicated service
coordinator but receive at least two phone calls from a
service coordinator annually.

Hospice
When a member qualifies for end-of-life hospice care,
a Home and Community Support Services Agency
(HCSSA) can provide home health, hospice, or personal
assistance services (PAS) in the member’s home or
independent living environment as prescribed by a
physician or individualized service plan (ISP). The
HCSSA develops an integrated plan of care, including
specific services the agency agrees to perform and that
the member agrees to receive. HCSSAs are licensed and
monitored by the legacy Texas Department of Aging and
Disability Services within HHSC.

Nursing Facility
The STAR+PLUS Preadmission Screening and Resident
Review (PASRR) requires all the following:
1. Applicants to a Medicaid-certified nursing facility
be evaluated for mental illness and/or intellectual
disability.
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2. Members be offered the most appropriate setting
for their needs (in the community, a nursing facility,
or acute care settings).
3. Members receive the services they need in those
settings.
For more information, see TMHP.com >
Providers > Medicaid Provider Manual >
Texas Medicaid Provider Procedures
Manual > Rehabilitative Services
Limitations.

Home Health Care Provider Responsibilities
• Provider Compliance Plan (excluding ConsumerDirected Services [CDS]) (https://hhs.texas.gov/
doing-business-hhs/provider-portals/resources/
electronic-visit-verification/provider-complianceplans)
• Non-CDS electronic visit verification (EVV) providers
must adhere to the Provider Compliance plan found
at
UHCprovider.com/EVV. You may also call
UnitedHealthcare Community Plan at 888-7874107.
• Any change to the prior authorized services and the
actual service delivery (e.g., a missed visit) must
be justified with a reason code. To review the list of
reason codes, visit UHCprovider.com/EVV.
Non-CDS EVV providers must adhere to the Provider
Compliance plan found at UHCprovider.com/EVV >
Electronic Visit Verification > Your Plan Compliance or by
calling our customer service for care providers of longterm services and support (LTSS) at 888-787-4107 for
the most current version.
Training (including for CDS employers) is available at
UHCprovider.com/TXCommunityPlan > Training and
Education. You may also consult your provider advocate
for personal training. Community First Choice care
providers are included in these training opportunities.
Claims must be submitted within 95 calendar days of
the EVV visit. Contact your provider advocate directly
for assistance with EVV issues. You may also call LTSS
Customer Service at 888-787-4107 to reach your
provider advocate.
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Accessing Services When
the Member is Outside of the
Service Area
If a member is outside of our service area and needs
medical care, they should contact their PCP’s office or
NurseLine for assistance. In an emergency, they should
go to the nearest ER or call 911. Members can also
get urgent care services from an out-of-network care
provider if a network care provider is not available in the
area. Both emergency and urgent care services are only
available within the U.S. and its territories.

Benefits Not Covered by the
Plan
The following list describes some services and items
not covered under any conditions. It also includes some
excluded only in some cases.
The plan will not cover the excluded medical benefits
listed in this section and neither will Medicaid.
In addition to any exclusions or limitations described in
the Benefits Chart, the following items and services are
not covered by our plan:
• Services considered not “reasonable and
necessary,” according to the standards of Medicare
and Medicaid, unless our plan lists them as covered
• Experimental medical and surgical treatments,
items, and drugs, unless covered by Medicare or
under a Medicare-approved clinical research study
or by our plan. Experimental treatment and items
are those not generally accepted by the medical
community.
• Surgical treatment for morbid obesity, except when
it is medically needed and Medicare covers it
• A private room in a hospital, except when it is
medically needed
• Personal items in a member’s room at a hospital or a
nursing facility, such as a telephone or a television
• Inpatient hospital custodial care
• Full-time nursing care in the member’s home
• Elective or voluntary enhancement procedures or
services (including weight loss, hair growth, sexual
performance, athletic performance, cosmetic
purposes, anti-aging and mental performance),
except when medically needed
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• Cosmetic surgery or other cosmetic work, unless
it is needed because of an accidental injury or to
improve a part of the body that is not shaped right.
However, the plan will cover reconstruction of a
breast after a mastectomy and for treating the other
breast to match it
• Chiropractic care, other than diagnostic X-rays and
manual manipulation (adjustments) of the spine to
correct alignment consistent with Medicare and
Medicaid coverage guidelines
• Routine foot care, except for the limited coverage
provided according to Medicare and Medicaid
guidelines
• Abortions, except in the case of a reported rape,
incest, or when medically necessary to save the life
of the mother
• Acupuncture
• Orthopedic shoes, unless the shoes are part of a leg
brace and are included in the cost of the brace, or
the shoes are for a person with diabetic foot disease
• Supportive devices for the feet, except for
orthopedic or therapeutic shoes for people with
diabetic foot disease
• Infertility services for males or females
• Voluntary sterilization if younger than 21 years or
legally incapable of consenting to the procedure
• Reversal of sterilization procedures, sex change
operations, and non-prescription contraceptive
supplies
• Paternity testing
• Naturopath services (the use of natural or alternative
treatments)
• Services provided to veterans in Veterans Affairs (VA)
facilities
• Services to find cause of death (autopsy)

Non-Emergency Medical
Transportation (NEMT)
Services
What are NEMT services?
NEMT services provide transportation to covered health
care services for patients who have no other means of
transportation. Such transportation includes rides to the
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doctor, dentist, hospital, pharmacy, and other places an
individual receives Medicaid services. NEMT services
do NOT include ambulance trips or transportation while
receiving long-term services and supports (LTSS).

What are NEMT services?
• Passes or tickets for mass transit within and
between cities or states, including by rail or bus.
• Commercial airline transportation services.
• Demand response transportation services, which is
curb-to-curb service transportation in private buses,
vans (including wheelchair accessible vans) or
sedans, if necessary.
• Mileage reimbursement for an individual
transportation (ITP) to a covered health care service.
The ITP can be the patient or the patient’s family
member, friend or neighbor.
• Members age 20 or younger may be eligible to
receive the cost of meals associated with a longdistance trip to obtain covered health care services.
The daily rate for meals is $25 for the member and
$25 for an approved attendant.
• Members age 20 or younger may be eligible to
receive the cost of lodging associated with a longdistance trip to obtain a covered health service.
Lodging services are limited to the overnight stay
and do not include any amenities or incidentals,
such as phone calls, room service or laundry
services.
• Members age 20 or younger may be eligible
to receive funds in advance of a trip to cover
authorized NEMT services.
If a member needs assistance while traveling to and
from their appointment with you, NEMT services will
cover the costs of an attendant. You may need to provide
documentation of medical necessity for transportation
of the attendant to be approved. The attendant must
remain at the location where covered health care
services are being provided, but may remain in the
waiting room during the member’s appointment.
Children 14 years and younger must be accompanied
by a parent, guardian or other authorized adult. Children
15-17 years of age must be accompanied by, or have
consent on file to travel alone, from a parent, guardian or
other authorized adult. Parental consent is not required if
the covered health care service is confidential in nature.
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Call Us
If you have a member you think would benefit from
receiving NEMT services, please refer them to us for
information. They can call customer service at 888-8879003.

Emergency Transportation
We do not require prior authorization or notification for
emergency transport, including emergency ambulance
services.
Full-risk brokers manage the services. Medical
Transportation Management serves the Houston and
Jefferson service delivery areas. Give the member’s
Medicaid number and Social Security number, the
medical care provider’s name, address and phone,
the date and time of the health care appointment;
and the health care service being provided. Weekend
transportation to and from bus stations and airports is
available if these rides are scheduled in advance and are
related to hospital admission or discharge.
If a member is eligible and enrolled in a home- and
community-based waiver program, they may also use
waiver transportation benefits.
Members receive all medically necessary Medicaidcovered services at no cost to them. These services
may or may not require prior authorization before
the member receives them. To see if a service
requires prior authorization, go to UHCprovider.
com/TXCommunityPlan > Prior Authorization and
Notification.

Nursing Facility
The STAR+PLUS Preadmission Screening and Resident
Review (PASRR) requires all the following:
1. Applicants to a Medicaid-certified nursing facility
be evaluated for mental illness and/or intellectual
disability.
2. Members be offered the most appropriate setting
for their needs (in the community, a nursing facility,
or acute care settings).
3. Members receive the services they need in those
settings.
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For more information, see TMHP.com >
Providers > Medicaid Provider Manual >
Texas Medicaid Provider Procedures
Manual > Rehabilitative Services
Limitations.

Long-Term Services and
Supports
Wrap services are health care services not covered
by Medicare such as long-term services and supports
(LTSS). These services help members remain in the
community when their needs may otherwise require
living in a nursing home. Medicaid wraps these
around the Medicare acute coverages to create a
comprehensive benefit package. Eligible members may
receive LTSS. Service coordinators work with these
members to help them stay in the community instead of
going to a nursing home or hospital. These services are
delivered to individuals with intellectual or developmental
disabilities by agencies contracted through the Texas
Health and Human Services Commission (HHSC).
HHSC care providers also offer case management
for individuals who have intellectual or developmental
disabilities. LTSS services include:
• Personal attendant services provide care in the
member’s home with basic activities of daily living
(ADL) (e.g., eating, bathing, dressing). Adult foster
care (AFC) is a full-time living arrangement in an
HHSC-contracted foster home for members who
cannot function independently because of physical,
mental, or emotional limitations. Members must also
qualify for waiver services. Services include meal
preparation, housekeeping, personal care and ADL
assistance, and transportation.
• Day activity and health services, which include lunch
and snacks; nursing and personal care; physical
rehabilitation; social, educational and recreational
activities; and transportation. Normally provided
Monday through Friday, these services are available
for waiver and non-waiver members.
• Employment assistance and supported employment
(Care providers have the responsibility to develop
and update quarterly a plan for delivering their
services.)
• Emergency Response Services are electronic
monitoring systems for members who live alone or
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are isolated in the community. In an emergency, the
member may press a call button to access aroundthe-clock help.
• A daily home-delivered meal is sent to members
who cannot prepare their own food and have no one
available to help.
• Minor home modifications allow a member to
function better within their home. Modifications may
include a wheelchair ramp, adjusted counter height,
and bathroom safety hardware. They do not include
home renovations, remodeling or construction of
additional rooms.
• Mechanical or structural changes to a motor vehicle
allow members with a disability to safely drive or ride
as a passenger.
• Transitional Assistance Services help members who
have been discharged from a nursing home setting.
A maximum of $2,500 helps defray the costs of
setting up their home.
• Consumer-directed services/financial management
help members who employ and retain their own
attendants. They also direct the delivery of HCBS
STAR+PLUS Waiver (SPW) personal assistance
services and respite services. They do not handle
the financial aspects of being an employer.
Members must use a consumer-directed services
agency for managing funds associated with these
services. This includes hiring, training, supervising,
processing time sheets and payroll, and overall
responsibilities of being an employer.
• The Community First Choice waiver program is for
individuals with an intellectual disability or behavioral
health diagnoses. It includes:
- Personal assistance with activities of daily living
household chores and escorts who accompany
members to medical appointments when they
cannot go alone.
- Supervision or assistance to help the member
acquire skills necessary to accomplish ADLs,
instrumental activities of daily living (IADLs) and
health-related tasks.
- Electronic monitoring systems are for functionally
impaired members who live alone or are isolated
in the community. In an emergency, the member
may press a call button to access around-theclock help.
- Support consultation involves training members
how to select, manage and dismiss attendants.
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Non-Covered Services
While Medicare is the primary payer for most services,
UnitedHealthcare Connected does not pay for services
or supplies received without following the directions in
this care provider manual. We do not make any payment
for the following services not covered by Medicaid:
• Abortions except in the case of a reported rape,
incest or when medically necessary to save the life
of the mother
• Acupuncture and biofeedback services
• All services or supplies not medically necessary
• Assisted suicide services, defined as services for
the purpose of causing, or assisting to cause, the
death of an individual
• Experimental services and procedures, including
drugs and equipment, not covered by Medicaid
and not in accordance with customary standards of
practice
• Infertility services, including reversal of voluntary
sterilizations
• Inpatient treatment to stop using drugs and/or alcohol
(inpatient detoxification services in a general hospital are
covered)
• Paternity testing
• Plastic or cosmetic surgery that is not medically
necessary
• Services for the treatment of obesity unless
determined medically necessary
• Services to find cause of death (autopsy) or services
related to forensic studies
• Services determined by Medicare or another third
party payer as not medically necessary
• Sexual or marriage counseling
• Voluntary sterilization younger than 21 years or
legally incapable of consenting to the procedure
This is not a complete list of the services not covered by
Medicaid or our plan.

Electronic Visit Verification
Certain in-home services, such as PAS, are subject to
EVV. The in-home providers register when they are in
the home and deliver services. Then we help ensure
these services are delivered per the member’s medical
necessity as in the authorization for these services.
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General Care Provider
Responsibilities
You are responsible for:
• Verifying the enrollment and assignment of the
member through the UnitedHealthcare Connected
roster, using “Find Doctor” on UHCprovider.com,
or contacting Provider Service Center prior to the
provision of covered services. Failure to verify
member enrollment and assignment may result in
claim denial.
• Rendering covered services to UnitedHealthcare
Connected members in an appropriate, timely, and
cost-effective manner and in accordance with their
specific contract, Centers for Medicare & Medicaid
Services (CMS) requirements and Medicaid
regulations.
• Maintaining all licenses, certifications, permits,
or other prerequisites required by law to provide
covered services, and submitting evidence that each
is current and in good standing upon the request of
UnitedHealthcare Connected.
• Rendering services to members who are diagnosed
as being infected with the Human Immunodeficiency
Virus (HIV) or having Acquired Immune Deficiency
Syndrome (AIDS) in the same manner and to the
same extent as other members, and under the
compensation terms set forth in their contract.
• Meeting all applicable Americans with Disabilities
Act (ADA) requirements when providing services to
members with disabilities who may request special
accommodations such as interpreters, alternative
formats, or assistance with physical accessibility.
• Making a concerted effort to educate and instruct
members about the proper utilization of the
practitioner’s office in lieu of hospital emergency
rooms. The practitioner shall not refer or direct
members to hospital emergency rooms for nonemergency medical services at any time.
• Abiding by the UnitedHealthcare Connected referral
and prior authorization guidelines.
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• Admitting members in need of hospitalization only to
participating hospitals unless: (1) prior authorization
for admission to some other facility has been
obtained from UnitedHealthcare Connected; or,
(2) the member’s condition is an emergency and
use of a participating hospital is not feasible for
medical reasons. The practitioner agrees to provide
covered services to members while in a hospital as
determined medically necessary by the practitioner
or a medical director.
• Using participating hospitals, specialists, and
ancillary care providers. A member may be referred
to a non-participating practitioner or care provider
only if the medical services required are not
available through a network practitioner or care
provider and if prior authorization is obtained.
• Reporting all services provided to UnitedHealthcare
Connected members in an accurate and timely
manner.
• Obtaining authorization for all hospital admissions.
• Providing culturally competent care and services.
• Complying with Health Insurance Portability and
Accountability Act (HIPAA) provisions.
• Adhering to Advance Directives (Patient Self
Determination Act). The federal Patient SelfDetermination Act requires health professionals
and facilities serving those covered by Medicare
and Medicaid to give adult members (age 21 and
older) written information about their right to have
an advance directive. Advance directives are oral
or written statements either outlining a member’s
choice for medical treatment or naming a person
who should make choices if the member loses the
ability to make decisions. You must maintain policies
and procedures regarding advance directives
and document in individual medical records
whether they have executed an advanced directive.
Information about advance directives is included
in the UnitedHealthcare Connected Member
Handbook.
• Establishing standards for timeliness and in office
waiting times that consider the immediacy of
member needs and common waiting times for
comparable services in the community.
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Member Eligibility and
Enrollment
Medicare and Medicaid members who elect to become
members of UnitedHealthcare Connected must meet the
following qualifications:
1. Members must be entitled to Medicare Part A and
be enrolled in Medicare Part B.
2. Members must be entitled and enrolled in Medicaid
Title XIX benefits.
3. Members must reside in a UnitedHealthcare
Connected Service Area: Harris County
4. Members must maintain a permanent residence
within the Service Area, and must not reside
outside the Service Area for more than six months.
5. Members of all ages who do not have EndStage Renal Disease (permanent kidney failure
requiring dialysis or a kidney transplant) at time of
application.

Verifying Member Medicaid Eligibility
Each person approved for Medicaid benefits gets a
Your Texas Benefits Medicaid card. However, having a
card does not mean the patient has current Medicaid
coverage. Providers should verify the patient’s eligibility
for the date of service prior to services being rendered.
There are two ways to do this:
Use TexMedConnect on TMHP.com.
Call Provider Services at the patient’s medical or dental
plan.
Important: Members can request a new card by
calling 800-252-8263. Members also can go online
to order new cards or print temporary cards at
YourTexasBenefits.com and see their benefit and case
information, view Texas Health Steps Alerts and more.
Important: Providers should request and keep hard
copies of any Medicaid Eligibility Verification (Form
H1027) submitted by clients. A copy is required during
the appeal process if the client’s eligibility becomes an
issue.
When a STAR+PLUS member turns 21, they are enrolled
into UnitedHealthcare Connected (Medicare-Medicaid
Plan) if they also have Medicare Parts A, B and D.
Members receive a letter with 60 days’ notice of this
enrollment. Eligibility is determined by HHS.
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They are notified of their right to opt out. They may also
choose to disenroll from UnitedHealthcare Connected
(Medicare-Medicaid Plan) at any time and then enroll in:
• Medicaid-Medicare Program (MMP) with another
managed care organization (MCO).
• Any MCO’s STAR+PLUS program (Medicaid-only)
AND any qualifying Medicare Advantage plan with a
separate Part D prescription drug plan.
• Any qualifying Medicare Advantage plan that also
has a Part D prescription drug plan (MAPD).
• Medicare fee-for-service (FFS) and a Part D
prescription drug plan.
• A Program of All-inclusive Care for the Elderly
(PACE).
• Medicare fee-for-service (FFS) and a prescription drug
plan.
This disenrollment may be given orally or written. If we
receive it by the last calendar day of the month, the new
enrollment will be effective on the first calendar day of
the following month.

Automatic Re-Enrollment
Members who temporarily lose Medicaid eligibility
and become disenrolled are automatically enrolled to
the same MCO if they regain eligibility status within six
months. After automatic re-enrollment, members may
choose to change MCOs. Check the TMHP Automated
Inquiry Services (AIS) line to verify member eligibility
status at 800-925-9126.
Verify a member is enrolled in an MMP,
and with which MCO, before you deliver
services. Eligibility can be checked through
the Provider Portal at UHCprovider.com.
Or go to TMHP.com > Providers > Go to
TexMed Connect.

PCP Member Assignment
UnitedHealthcare Connected is responsible for
managing the member’s care from the date that the
member is enrolled with the plan until the member
is disenrolled from UnitedHealthcare Connected.
Members receive a letter notifying them of the name of
their PCP, office location, telephone number, and the
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opportunity to select a different PCP should they prefer
someone other than the PCP assigned. If a member asks
UnitedHealthcare Connected to change his/her PCP at
any other time, the change will be made effective the first
day of the following month.

Panel Roster
PCPs may print a monthly Panel Roster by visiting
UHCprovider.com.
Sign in to UHCprovider.com. Select the
UnitedHealthcare Online application on the Provider
Portal. Select Reports from the Tools & Resources.
From the Report Search page, select the Report Type
(PCP Panel Roster) from the pull-down menu. Complete
additional fields as required. Click on the available report
you want to view.
The PCP Panel Roster provides a list of
UnitedHealthcare Community Plan members currently
assigned to you.
Females have direct access (without a referral or
authorization) to any OB/GYNs, midwives, physician
assistants, or nurse practitioners for women’s health
care services and any non-women’s health care issues
discovered and treated in the course of receiving
women’s health care services. This includes access
to ancillary services ordered by women’s health care
providers (lab, radiology, etc.) in the same way these
services would be ordered by a PCP.
UnitedHealthcare Community Plan works with members
and care providers to help ensure that all participants
understand, support, and benefit from the primary
care case management system. The coverage shall
include availability of 24 hours, 7 days per week. During
non-office hours, access by telephone to a live voice
(i.e., an answering service, physician on-call, hospital
switchboard, PCP’s nurse triage) which will immediately
page an on-call medical professional so referrals can be
made for non-emergency services or information can be
given about accessing services or managing medical
problems. Recorded messages are not acceptable.

Assignment to PCP Panel Roster
Once a member has been assigned to a PCP,
panel rosters can be viewed electronically on the
UnitedHealthcare Community Plan Provider Portal at
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UHCprovider.com. The portal requires a unique user
name and password combination to gain access.
Sign in to UHCprovider.com. Select Sign In on the
top right. Select Reports from the Tools & Resources.
From the Report Search page, Select the Report Type
(PCP Panel Roster) from the pull-down menu. Complete
additional fields as required. Click on the available report
you want to view.

Verifying Member
Enrollment
PCPs should verify eligibility by using their rosters in
conjunction with:
• Provider website: UHCprovider.com.
• UnitedHealthcare Community Plan Customer
Service (8:30 a.m. to 5 p.m., five days a week) 888887-9003
• Medicaid web-based eligibility verification system
• Use TexMedConnect on the Texas Medicaid and
Healthcare Partnership (TMHP) website at tmhp.
com.
• Call your Texas Benefits provider help line at 855827-3747.
At each office visit, the office staff should:
• Ask for the member’s ID card and have a copy of
both sides in the member’s office file.
• Determine if the member is covered by another
health plan to record information for coordination of
benefits purposes.
• Refer to the member’s ID card for the appropriate
telephone number to verify eligibility in the
UnitedHealthcare Connected, deductible,
coinsurance amounts, copayments, and other
benefit information.
• PCPs office staff should check their
UnitedHealthcare Connected Panel Listing to be
sure the PCP is the member’s PCP. If the member’s
name is not listed, the office staff should contact
UnitedHealthcare Connected Member Services to
verify PCP selection before the member is seen by
the participating care provider.
Verify member eligibility prior to providing services.
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Coordinating 24-Hour
Coverage
PCPs are expected to provide coverage for
UnitedHealthcare Connected members 24 hours a
day, seven days a week. When a PCP is unavailable to
provide services, the PCP must help ensure that they
have coverage from another participating care provider.
Hospital emergency rooms or urgent care centers are
not substitutes for covering participating care providers.

Role of Enrollment Broker
HHSC has selected an independent Texas company,
MAXIMUS, to serve as the enrollment broker for
Medicare/Medicaid Program. HHSC determines
eligibility for Medicaid members and ensures members
receive all the benefits of the Texas Medicaid programs.
MAXIMUS maintains a call center with a toll-free
telephone number for enrollment. MAXIMUS also assists
members enrolling with a Manage Care Organization
(MCO) or transferring from one MCO to another.
MAXIMUS performs outreach, education and enrollment
functions to assist members in transferring from the
traditional Medicaid system into the MMP system.
Outreach Counselors are available to assist members
with enrollment activities within their homes.

Care Provider Medicaid
Enrollment
If you provide LTSS or deliver nursing facility long-term
care to our member, you must be enrolled in Texas
Medicaid through the Texas Medicaid & Healthcare
Partnership. This requirement does not hold true for your
patients covered by commercial Medicare.

Disenrollment Requests
Disenrollment/reassignment requests must be
submitted to the UnitedHealthcare Community Plan
Customer Service Department at 888-887-9003. HHSC
makes the final decision.
Requests must include one of the following:
• Medical documentation from the PCP.
• Other documentation showing a compelling
circumstance that merit disenrollment.
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The PCP should talk to the member about their concerns
before requesting reassignment. Care providers may
not take any retaliatory action against a member for any
reason.

Role of LTSS
See Chapter 2 for more information about LTSS
services.

Role of Pharmacy
Pharmacy providers dispense medications and monitor
members’ health and progress to maximize their
response to the medication. They also educate members
on how to use prescriptions and over-the-counter
medications. They advise physicians, nurses, and other
health professionals on drug decisions. Pharmacists
coordinate with prescribing care providers to help
ensure comprehensive member care.
They also provide expertise about drug composition.
They help ensure drug purity and strength. They make
sure that drugs do not interact in a harmful way.
Pharmacists are drug experts ultimately concerned
about their patients’ health and wellness. Pharmacies
may also contract for Limited Home Health Supplies
(LHHS) with UnitedHealthcare Community Plan
according to the Texas Vendor Drug Program
Requirements.

Role of Dental Home
A main dental home serves as the member’s center
for all oral health care. The main dental home provides
complete, accessible, and family-centered care.
They also make referrals to dental specialists when
appropriate. Federally qualified health centers, general
dentists and pediatric dentists can serve as main dental
homes.
For more information for you to care for
MMP members, go to TMHP.com >
Providers > Medicaid Provider’s Manual
to see:
• PASRR screenings, evaluations, and
specialized services
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Texas care providers contracted with Medicare and
Medicaid lines of business, serving members enrolled
with UnitedHealthcare Connected for Medicare and
Medicaid benefits, are able to take advantage of singleclaim submission. Claims submitted to UnitedHealthcare
Connected for dual-enrolled members process first
against Medicare benefits and then automatically
process against UnitedHealthcare Connected Medicaid
benefits. You do not need to submit separate claims.

Claims Submission
Requirements
UnitedHealthcare Connected requires a claim be initially
submitted within the contracted deadline. Please consult
your contract to determine your initial filing requirement.
The timely filing limit is set at 95 days after the date of
service. For nursing facilities providing long-term care,
the deadlines are 365 days for daily rate and 95 days for
acute and add-on services. These nursing facilities have
365 days to file for daily rates and 95 for acute and addon services.
For more information see the Texas Uniform
Managed Care Manual Chapter 2.0, “Claims
Manual” at hhs.texas.gov > Services >
Health > Medicaid and CHIP > Provider
Information > Contracts and Manuals >
Uniform Managed Care Manual > Chapter 2:
Claims Manual
We have a 30-day clean claim payment process for
professional and institutional submissions. Nonelectronic pharmacy clean claims are paid within 21
days of submission. Clean electronic pharmacy claims
are paid within 18 days of submission. Original claims
submissions and adjustments processed after the 13th
day will include accrual of interest payments according
to the Texas Health and Human Services Commission.

information from the care provider of service or from
a third party. It does not include a claim from a care
provider under investigation for fraud or abuse or a
claim selected for medical review by UnitedHealthcare
Connected. Please mail paper claims to:
	UnitedHealthcare Connected
P.O. Box 31352
Salt Lake City, UT 84131-0352

For Electronic Submission of Claims
Please access UHCprovider.com and sign up for
electronic claims submission.

Submission of CMS-1500 Form Drug Codes
Attach the current 11-digit NDC (National Drug Code)
number for all claims submitted with drug codes. The
NDC number must be entered in 24D field of the CMS1500 Form or the LINo3 segment of the HIPAA 837
electronic form.
Please note this only applies to the Medicaid portion of
the pharmacy claim. It does not apply to the Medicare
portion of the pharmacy claim.
For information about capitated rates, go to
hhs.texas.gov > Medicaid/CHIP Provider >
Information Managed Care Contracts >
Manuals > Contracts and Manuals.

Practitioners
Submit claims to UnitedHealthcare Connected as soon
as possible after service is rendered, using the standard
paper CMS Claim Form or electronic submission
process.

A “clean claim” is defined in Texas Revised Statutes as
one that can be processed without obtaining additional
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To expedite claims payment, identify the following items
on your claims:
• Member’s name, date of birth, address and ID
number
• Name, signature, address and phone number of
physician performing the service, as in your contract
document
• National Provider Identifier (NPI) number
• Physician’s tax ID number
• CPT-4 and HCPCS procedure codes with modifiers
where appropriate
• ICD-9 diagnostic codes
• Revenue codes (UB-04 only)
• Date of service(s), place of service(s) and number of
services (units) rendered
• Referring physician’s name (if applicable)
• Information about other insurance coverage,
including job- related, auto or accident information,
if available
• Attach operative notes for claims submitted with
modifiers 22, 62, 66 or any other team surgery
modifiers
• Attach a description of the procedure/service
provided for claims submitted with unlisted
medical or surgical CPT codes or experimental or
reconstructive services (if applicable)
Outpatient services use an approved CMS form 1500.
You may download it from CMS (Home > Medicare >
CMS Forms > CMS Forms Items > Details for title:
CMS 1500). Facility and Inpatient Services use an
approved CMS UB-04 Form available at CMS.gov (Home
> Medicare > CMS Forms > CMS Forms Items > Details
for title: CMS 1450).
Claim information must match referral data. Any missing
or invalid data will result in a claim not being paid.
Original claims submissions and adjustments processed
after the thirtieth day will include interest payments
according to Texas Health and Human Services.
For more information, go to CMS.gov >
Regulations & Guidance > Guidance >
Manuals > Internet Only Manuals (IOMs) >
Medicare Claims Processing Manual.
Any electronic claims submitted to
UnitedHealthcare Connected should
comply with HIPAA requirements.
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Hospitals
Hospitals should submit claims to the UnitedHealthcare
Connected claims address as soon as possible after
service is rendered, using the standard UB-92 Form or
electronically using payer ID 87726.
To expedite claims payment, identify the following items
on your claims:
• Member name
• Member’s date of birth and sex
• Member’s UnitedHealthcare Connected ID number
• Indication of: 1) job-related injury or illness, or 2)
accident-related illness or injury, including pertinent
details
• Appropriate diagnosis, procedure and service codes
• Date of services (including admission and discharge
date)
• Charge for each service
• Care provider’s ID number and locator code, if
applicable
• Care provider’s Tax ID Number
• Name/address of participating care provider
Any electronic claims submitted to UnitedHealthcare
Connected should comply with HIPAA requirements.

Cost-Sharing for
UnitedHealthcare
Connected Members
You will not bill, charge, collect a deposit from, seek
compensation, remuneration or reimbursement from,
or have any recourse against any UnitedHealthcare
Connected member who is eligible for both
Medicare and Medicaid, their representative, or the
UnitedHealthcare Connected organization for Medicare
Part A and B cost-sharing (e.g., copays, deductibles,
coinsurance) when the state is responsible for paying
such amounts. You will either:
• Accept payment made by or on behalf of the
UnitedHealthcare Connected organization as
payment in full; or
• Bill the appropriate state source for such costsharing amount.
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Balance Billing

The balance billing amount is the difference between
Medicare’s and Medicaid’s allowed charge and the
care provider’s actual charge to the patient. You are
prohibited from billing, charging or otherwise seeking
payment from enrollees for covered services.
Services to members cannot be denied for failure
to pay co-payments. If a member requests a service
not covered by UnitedHealthcare Connected, you
should have the member sign a release form indicating
understanding that the service is not covered by
UnitedHealthcare Connected and the member is
financially responsible for all applicable charges.
This release must include the date of the service and the
specific service being rendered.
You may bill the member when UnitedHealthcare
Connected has denied prior authorization or referral for
the services and the following conditions are met:
1. The member was notified by the care provider of
the financial liability in advance of service delivery.
2. The notification by the provider was in writing,
specific to the service being rendered, and clearly
states that the member is financially responsible
for the specific service. A general patient liability
statement signed by all patients is not sufficient
for this purpose. To see an acceptable sample, go
to TMHP.com > providers > Forms > Private Pay
Agreement.
3. The notification is dated and signed by the
member.
For laboratory services, you are only reimbursed for the
services for which you are certified through the Federal
Clinical Laboratory Improvement Amendments (CLIA)
to perform, and you must not bill the member for any
laboratory services for which you lack the applicable
CLIA certification. However, this requirement does not
apply to laboratory services rendered by physicians,
practitioners or medical groups in office settings that
have been granted “waived” status under CLIA. We
require that all participating laboratory testing sites
maintain certification under the Clinical Laboratory
Improvement Amendments (CLIA) or have a waiver of
CLIA certification.
Medicare will pay a monthly capitation amount for
the Medicare Parts A/B services (the Medicare
A/B Component), risk adjusted using the Medicare
Advantage CMS-HCC Model and the CMS-HCC ESRD
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Model, except as specified in Section 4.2.5 of the
Medicare-Medicaid Plan contract. Medicare will also
pay a monthly capitation amount for Medicare Part D
services, risk adjusted using the Part D RxHCC Model
(the Medicare Part D Component).

Special Nursing Facility
Long-Term Care Billing
One special payment policy applies when a member
in a nursing facility for long-term care transitions into
UnitedHealthcare Connected (Medicare-Medicaid Plan).
Bill for services performed during the transition period,
which can be up to six months. Submit the bill through
a clearinghouse to the Provider Portal, at UHCprovider.
com.

Other Special Billing
The NDC Unit of Measure and NDC-calculated Quantity
fields are required for all outpatient administered drugs.
Inaccurate billing will result in denial or subject to
recoupment. Billing instructions are detailed in a training
available at txvendordrug.com > Formulary > Clinicianadministered drugs > Resources > Provider Training.

Non-Emergency Medical Transportation
(NEMT) Services
Providers contracted with Modivcare to provide NEMT
services will submit claims directly to Modivcare. For
more information, go to modivcare.com > Login >
Transportation Providers.

Present on Admission
All hospitals and inpatient rehabilitation facilities must
report Present on Admission for in-patient claims per
the CMS coding specifications. Use the UB-04 Data
Specifications Manual and the ICD-10-CM Official
Guidelines for Coding and Reporting to facilitate the
assignment of the POA indicator for each “principal”
diagnosis and “other” diagnoses codes reported on
claim forms UB-04 and 837 Institutional.
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For more
information,
visit CMS.gov
>
Chapter
5:
M

edical
Management,
Quality Improvement
Outreach and Education > MedicareLearning-Network
Facilities > Medicare
and >Utilization
Review Programs
Learning Network (MLN) Suite of Products
®

and Resources for Inpatient Hospitals
Services > MLN Catalogue > HospitalAcquired Conditions and Present on
Admission Indicator Reporting Provision.

Claims Batching
Connectivity Director is our free direct connection allows
you to batch claims submissions to UnitedHealthcare
Community Plan. For more information visit
UHCprovider.com.

Capitation Rates
Services included in a monthly capitation are part of the
provider network agreement for affected care providers.
For more information, speak with your provider advocate.
You may also call Customer Service at 888-887-9003 for
help reaching your provider advocate.
Direct emergency service claims to the Provider Portal
at UHCprovider.com. Become a registered user at
UHCprovider.com and OptumRx to allow for a protected
exchange of information when billing. Members may
submit claims as well. Go to UHCprovider.com > Claims
and Payments > Claim Submission > Sign In.
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Improvement and Utilization Review Programs
Medical Records: UnitedHealthcare Connected
members are eligible for both Medicaid and Medicare
services. Medical records must reflect all aspects of
patient care, including ancillary services. The use of
electronic medical records must conform to HIPAA
requirements and other federal and state laws. Claims
for members will be paid according to the Medicare
Cost Sharing Policy. UnitedHealthcare Connected is not
responsible for cost sharing should the payment from
the primary payer be equal to or greater than what the
care provider would have received under Medicaid.
As part of our quality management program, we submit
quarterly reporting to the Texas Health and Human
Services Commission. We share the number of:
• Critical incident and abuse reports for members we
have received from care providers.
• Our service coordinators who have received
consumer-driven services (CDS) training.
UnitedHealthcare Connected seeks to improve
the quality of care provided to its members. Thus,
UnitedHealthcare Connected encourages care
provider participation in health promotion and disease
prevention programs. You are encouraged to work with
UnitedHealthcare Connected in its efforts to promote
healthy lifestyles through member education and
information sharing. UnitedHealthcare Connected seeks
to accomplish the following objectives through its Quality
Improvement and Medical Management Programs.

Referrals and Prior
Authorization
You are required to coordinate member care within the
UnitedHealthcare Connected care provider network.
If possible, all UnitedHealthcare Connected member
referrals should be directed to UnitedHealthcare
Connected participating care providers. Referrals
outside of the network are permitted, but only with
prior authorization approval from UnitedHealthcare
Connected.
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The referral and prior authorization procedure are
important to the UnitedHealthcare Connected managed
care program. Prior authorization is one of the tools
we use to monitor the medical necessity and costeffectiveness of the health care members receive.
You are required to comply with UnitedHealthcare
Connected prior authorization policies and procedures.
Non-compliance may result in delay or denial of
reimbursement. Because the PCP coordinates most
services provided to a member, the PCP usually initiates
requests for prior authorization. However, specialists
and ancillary care providers may also request prior
authorization for services within their specialty areas.
The prior authorization department, under the direction
of licensed nurses and medical directors, documents
and evaluates requests for authorization. This includes:
• Verification that the member is enrolled with
UnitedHealthcare Connected at the time of the
request for authorization and on each date of
service.
• Verification that the requested service is a covered
benefit for the member.
• Assessment of the requested service’s medical
necessity and appropriateness.
• UnitedHealthcare Connected medical review criteria
based on CMS/Medicaid program requirements,
applicable policies and procedures, contracts, and
law.
• Verification that the service is being provided by a
participating care provider and in the appropriate
setting.
• Verification of other insurance for coordination of
benefits.
Requests for elective services generally need review and
approval by a medical director and frequently require
additional documentation.
Referrals should be made largely to network care
providers. For a list of participating providers, visit
UHCprovider.com/TXCommunityPlan > Provider
Directories. The list includes all provider types. You may
also call customer service at 888-887-9003.
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Denial of Requests for Prior
Authorization
Denials of authorization requests occur only after a
UnitedHealthcare Connected medical director has
reviewed the request. A UnitedHealthcare Connected
medical director is always available to speak to you and
review a request.
Prior authorization request are often denied because of
a lack of medical documentation. You are encouraged to
call or submit additional information for reconsideration.
If more information is requested and not received within
five business days, the request is denied.

Pre-Admission
Authorization
For coordination of care, PCPs or the admitting hospital
facilities should notify UnitedHealthcare Connected
if they are admitting a UnitedHealthcare Connected
member to a hospital or other inpatient facility.
Provide the following information:
• Notifying PCP or hospital

status, discharge planning needs, barriers to discharge
and discharge date. When available, provide clinical
information by access to Electronic Medical Records
(EMR).
Your cooperation is required with all UnitedHealthcare
Community Plan requests from the interdisciplinary care
coordination team and/or medical director to support
requirements to engage our members directly face-toface or by phone.
You must return/respond to inquiries from our
interdisciplinary care coordination team and/or medical
director. You must provide all requested and complete
clinical information and/or documents as required
within four hours of receipt of our request if it is received
before 1 p.m. local time, or make best efforts to provide
requested information within the same business day if
the request is received after 1 p.m. local time (but no
later than 12 p.m. local time the next business day).
UnitedHealthcare Community Plan uses InterQual (we
previously used MCG Guidelines), CMS guidelines, or
other nationally recognized guidelines to assist clinicians
in making informed decisions in many health care
settings. This includes acute and sub-acute medical,
long-term acute care, acute rehabilitation, skilled nursing
facilities, home health care and ambulatory facilities.

• Name of admitting PCP
• Member’s name, sex, and UnitedHealthcare
Connected ID number
• Admitting facility
• Primary diagnosis
• Reason for admission
• Date of admission

Concurrent Hospital Review
UnitedHealthcare Connected will review all member
hospitalizations within 48 business hours of admission to
confirm that the hospitalization and/or procedures were
medically necessary. Reviewers will assess the usage of
ancillary resources, service and level of care according
to professionally recognized standards of care.
Concurrent hospital reviews will validate the medical
necessity for continued stay.
Your cooperation is required with all requests for
information, documents or discussions related to
concurrent review and discharge planning. This
includes primary and secondary diagnosis, clinical
information, treatment plan, admission order, patient
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Discharge Planning
UnitedHealthcare Connected will assist participating
care providers and hospitals in the inpatient discharge
planning process implemented in accordance with
requirements under the Medicare Advantage Program.
At the time of admission and during the hospitalization,
the UnitedHealthcare Connected Medical Management
staff may discuss discharge planning with the
participating care provider, member, and family.
Discharge means a member’s formal release from an
inpatient stay when the need for continued care has
ended. A transfer from one hospital or facility to another
within 24 hours is not a discharge under this contract.
Transfer means moving the member from one hospital
or facility to another within 24 hours for continued
treatment.

Outpatient Services Review
Outpatient review involves the retrospective evaluation
of outpatient procedures and therapies to determine
medical necessity and appropriateness. Outpatient
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treatment plans for members with complex or chronic
conditions may be developed.

current medical research and or data and submitted to
the UnitedHealthcare Connected Quality and Utilization
Management Peer Review Committee.

Second Medical or Surgical
Opinion

A goal of the Quality and Utilization Management Peer
Review Committee is to help ensure that practice
guidelines and utilization management guidelines:

A member may request a second opinion if:
• The member disputes reasonableness decision.

• Are based on reasonable medical evidence or
a consensus of health care professionals in the
particular field

• The member disputes necessity of procedure
decision.

• Consider the needs of the enrolled population

• The member does not respond to medical treatment
after a reasonable amount of time.
To receive a second opinion, a member should first
contact his or her PCP to request a referral. If the
member does not wish to discuss their request directly
with the PCP, they may call UnitedHealthcare Connected
for assistance. Members may obtain a second
opinion from a participating care provider within the
UnitedHealthcare Connected network. You are better
informed than non-network care providers about the
quality care we expect.

Medical Criteria
Qualified professionals who are members of the
UnitedHealthcare Connected Quality Improvement
Committees and the board of directors will approve
the medical criteria used to review medical practices
and determine medical necessity. UnitedHealthcare
Connected currently uses nationally recognized
criteria, such as Diagnostic Related Groups Criteria and
InterQual, to guide the prior authorization, concurrent
review and retrospective review processes. These
criteria are used and accepted nationally as clinical
decision support criteria.
UnitedHealthcare Connected may develop
recommendations or clinical guidelines for the
treatment of specific diagnoses, or for the utilization of
specific drugs. These guidelines are communicated
to you through the UnitedHealthcare Practice Matters
newsletters.
UnitedHealthcare Connected has established the Quality
and Utilization Management Peer Review Committee to
allow physicians to provide guidance on medical policy,
quality assurance and improvement programs and
medical management procedures. You may recommend
specific clinical guidelines to be used for a specific
diagnosis. These requests should be supported with
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• Are developed in consultation with participating
physicians
• Are reviewed and updated periodically
Find medical policies and coverage determination
guidelines at UHCprovider.com/TXCommunityPlan
> Current Policies and Clinical Guidelines >
UnitedHealthcare Community Plan Medical & Drug
Policies and Coverage Determination Guidelines.

Clinical Practice Guidelines
We regularly update our clinical practice guidelines in
consideration of our members’ needs. These guidelines
describe a range of acceptable approaches to the
diagnosis, management and prevention of specific
diseases or conditions, helping you make clinical
decisions. However, the ultimate judgment about
member care rests with you. The guidelines are found
on UHCprovider.com/TXCommunityPlan > Current
Policies and Clinical Guidelines > Clinical Guidelines.

Health Effectiveness
Data and Information Set
(HEDIS®)
HEDIS is a tool designed to help people reliably compare
health plan performance. It measures important
dimensions of care and service. In our accountability
to these standards, we look to you to address gaps
in care. For example, a member gap in care could be
a postpartum visit that has not yet occurred. Data is
collected through claims and pharmacy utilization.
These measures may change from year to year. For
more information, visit NCQA.org > HEDIS Quality
Measurement.
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Compliance Plan
For information about the Provider Compliance Plan
(excluding CDS), go to texas.gov.

Utilization Management
Reporting
We regularly report the following dynamics, including
for behavioral health services specified by individual
mental health service type. Detailed information is
located at the Uniform Managed Care Manual hhs.
texas.gov > Services > Health > Medicaid and CHIP >
Provider Information > Contracts and Manuals > Uniform
Managed Care Manual.
Reporting dynamics include:
• Financial (i.e., third-party recovery, out-of-network
utilization)
• Care provider network (i.e., credentialing, capacity,
termination)
• Complaints and appeals
• Hotlines (i.e., call centers)
• Historically underutilized business
• Long-term services and supports utilization
• Claims
• Pharmacy
• Geo mapping for access to care

Chapter 6: Care Provider
Performance
Standards
and Compliance ObligationChapter 6: Provider
Performance Standards and
Compliance Obligation
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and Compliance Obligation
Care Provider Evaluation

with UnitedHealthcare Connected policies and
procedures regarding the following:

When evaluating the performance of a participating care
provider, UnitedHealthcare Connected (Texas) reviews at
a minimum, the following areas:

- Participation on committees and clinical task
forces to improve the quality and cost of care
- Prior authorization requirements and time frames

• Quality of Care - measured by clinical data related
to the appropriateness of member care and member
outcomes.

- Participating care provider credentialing
requirements

• Efficiency of Care - measured by clinical and
financial data related to a member’s health care
costs.

- Care management program referrals

• Member Satisfaction - measured by the members’
reports regarding accessibility, quality of health
care, member-participating care provider relations,
and the
comfort of the practice setting.
• Administrative Requirements - measured by the
participating care provider’s methods and systems
for keeping records and transmitting information.
• Participation in Clinical Standards - measured by
the participating care provider’s involvement with
panels used to monitor quality of care standards.

Care Provider Compliance
to Standards of Care
UnitedHealthcare Connected participating care
providers must comply with all applicable laws and
licensing requirements. In addition, Participating care
providers must furnish covered services in a manner
consistent with standards related to medical and surgical
practices that are generally accepted in the medical
and professional community at the time of treatment.
Participating care providers must also comply with
UnitedHealthcare Connected standards, which include
but are not limited to:
• Guidelines established by the federal Center for
Disease Control (or any successor entity)
• All federal, state, and local laws regarding the
conduct of their profession
• Participating care providers must also comply
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- Referral policies
- Appropriate release of inpatient and outpatient
utilization and outcomes information
- Accessibility of member medical record
information to fulfill the business and clinical
needs of UnitedHealthcare Connected
- Cooperating with efforts to assure appropriate
levels of care
- Maintaining a collegial and professional
relationship with UnitedHealthcare Connected
personnel and fellow participating care providers
- Providing equal access and treatment to all
Medicare and Medicaid members

Compliance Process
The following types of non-compliance issues are key
areas of concern:
• Out-of-network referrals/utilization without prior
authorization by UnitedHealthcare Connected
• Failure to pre-notify UnitedHealthcare Connected of
admissions
• Member complaints determined against the care
provider
• Under-utilization, over-utilization, or inappropriate
referrals
• Inappropriate billing practices
Care provider noncompliance is tracked, on a calendar
year basis. Using an educational approach, the
compliance process is composed of four phases, each
with a documented educational component. Corrective
actions may need to be taken if the compliance issue
cannot be resolved.
© 2021 UnitedHealthcare
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Participating care providers acting within the lawful
scope of practice are encouraged to advise patients who
are members of UnitedHealthcare Connected about:
1. The patient’s health status, medical care, or
treatment options (including any alternative
treatments that may be self-administered),
including the provision of sufficient information to
provide an opportunity for the patient to decide
among all relevant treatment options.
2. The risks, benefits, and consequences of treatment
or non-treatment.
3. The opportunity for the individual to refuse
treatment and to express preferences about future
treatment decisions.
4. The importance of preventive changes at no cost to
the member. Such actions shall not be considered
non- supportive of UnitedHealthcare Connected.

Laws Regarding Federal
Funds
Payments you receive for furnishing services to
UnitedHealthcare Connected members are, in whole or
part, from Federal funds. Therefore, you and any of your
subcontractors, must comply with certain laws that are
applicable to individuals and entities receiving Federal
funds, including but not limited to, Title VI of the Civil
Rights Act of 1964 as implemented by 45 CFR part 84;
the Age Discrimination Act of 1975 as implemented by
45 CFR part 91; the Rehabilitation Act of 1973; and the
Americans with Disabilities Act.

Marketing
You may not develop and use any materials that market
UnitedHealthcare Connected without the prior approval
of UnitedHealthcare Connected in compliance with
Medicare Advantage requirements. UnitedHealthcare
Connected shall not prohibit you from informing
members of your affiliation or change in affiliation.
UnitedHealthcare Connected shall not prohibit you
from informing members of your affiliation or change in
affiliation.
If you have questions about whether you can accept a
small gift from a member, go to oig.hhs.gov > Fraud
> Consumer Alerts > OIG Policy Statement for Gifts of
Nominal Value.
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Tell our members about the benefits, services and
specialty care services offered through UnitedHealthcare
Connected (Medicare-Medicaid Plan). However, you may
not recommend one MCO over another, offer patients
incentives to select one MCO over another, or help
select a specific MCO. For more information, see the
HHSC Uniform Managed Care contract at hhs.texas.
gov > Laws & Regulations > Handbooks. Also look in the
UnitedHealthcare Community Plan contract amendment
to serve Medicaid members.
A gift of nominal value may be exchanged with a vendor
or business associate if it is a common business
courtesy, such as coffee or a similar token — although
even small gifts to government officials are prohibited
under most circumstances.

Sanctions Under Federal
Health Programs and State
Law
You must help ensure that no management staff or other
persons who have been convicted of criminal offenses
related to their involvement in Medicaid, Medicare or
other Federal Health Care Programs are employed or
subcontracted by you.
You must disclose to UnitedHealthcare Connected
whether you, or any staff member or subcontractor,
has any prior violation, fine, suspension, termination
or other administrative action taken under Medicare or
Medicaid laws; the rules or regulations of Texas, the
federal government, or any public insurer. You must
notify UnitedHealthcare Connected immediately if
any such sanction is imposed on you, a staff member,
subcontractor, or yourself.

Selection and Retention of
Participating Care Providers
UnitedHealthcare Connected is responsible for
arranging covered services provided to thousands
of members through a comprehensive care provider
network of independent practitioners and facilities
that contract with UnitedHealthcare Community Plan.
The network includes health care professionals such
as PCPs, specialist physicians, medical facilities,
allied health professionals, and ancillary service care
providers.
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UnitedHealthcare Connected’s network has been
carefully developed to include those participating
health care professionals who meet certain criteria
such as availability, geographic service area, specialty,
hospital privileges, quality of care, and acceptance of
UnitedHealthcare Connected managed care principles
and financial considerations.
UnitedHealthcare Connected continuously reviews and
evaluates participating care provider information and
recredentials you every three years. The credentialing
guidelines are subject to change based on industry
requirements and UnitedHealthcare Connected
standards.

Notification of Members of
Care Provider Termination
If the subcontractor involved is a PCP, UnitedHealthcare
Connected must notify, in writing, all members who use
the subcontractor as a PCP.
UnitedHealthcare Connected shall send the notice at
least 45 calendar days prior to the effective date of the
deletion to members who use the subcontractor as
a PCP. If UnitedHealthcare Connected receives less
than 45 days prior notice, UnitedHealthcare Connected
shall issue the notice within one working day of
UnitedHealthcare Connected becoming aware of the
PCP’s deletion.
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Medical Record Review
A UnitedHealthcare Connected representative may
visit your office to review the medical records of
UnitedHealthcare Connected members to obtain
information regarding medical necessity and quality of
care. Medical records and clinical documentation will be
evaluated based on the following Standards for Medical
Records. The Quality and Utilization Management
Subcommittee, the Provider Affairs Subcommittee
and the Quality Management Oversight Committee will
review the medical record results up to quarterly. The
results are used in the re-credentialing process.

Standards for Medical
Records
You must have a system in place for maintaining medical
records that conform to regulatory standards. Each
medical encounter whether direct or indirect must
be comprehensively documented in the members’
medical chart. Each medical record chart must have
documented at a minimum:
• Member name
• Member identification number
• Member age
• Member sex
• Member date of birth
• Date of service
• Allergies and any adverse reaction
• Past medical history
• Chief complaint/purpose of visit
• Subjective findings
• Objective findings, including diagnostic test results
• Diagnosis/assessment/impression
• Plan, including services, treatments, procedures
and/or medications ordered; recommendation and
rational
• Name of participating care provider including
signature and initials
• Instructions to member
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• Evidence of follow-up with indication that test results
and/or consultation was reviewed by PCP and
abnormal findings discussed with member/legal
guardian
• Health risk assessment and preventive measures
In addition, you must document in a prominent part
of the member’s current medical record whether the
member has executed an advance directive.

Confidentiality of Member
Information
You must comply with all state and federal laws
concerning confidentiality of health and other
information about members. You must have policies
and procedures regarding use and disclosure of health
information that comply with applicable laws.

Member Records
Medical records reflect all aspects of patient care,
including ancillary services. Protect Confidentiality of
Member Data Members have a right to privacy and
confidentiality of all records and information about
their health care. We disclose confidential information
only to business associates and affiliates that need
that information to fulfill contractual service obligations
and to facilitate improvements to member health care.
We require our associates and business associates to
protect privacy and abide by privacy laws. If a member
requests specific medical record information, we refer
the member to you as the primary holder of the medical
records. Applicable regulatory requirements need to
be observed, including but not limited to those related
to confidentiality of medical information. You agree
to comply in all relevant respects with the applicable
requirements of HIPAA and associated regulations,
including applicable state laws and regulations.
UnitedHealthcare Community Plan uses member
information for treatment, operations, and payment.
UnitedHealthcare Community Plan safeguards the
information to prevent unintentional disclosure of
protected health information (PHI). These safeguards
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include passwords, screensavers, firewalls and other
computer protection, including restricted access to
confidential conversations and shredding of information
that includes PHI. All UnitedHealthcare Community
Plan personnel are periodically trained on HIPAA and
confidentiality requirements.

Access to Records
You agree to provide, upon request, the following to
UnitedHealthcare Community Plan and to HHSC:

addition to the criteria presented in this manual, member
medical records need to be recorded and maintained
according to the standards of the care provider’s
licensing board and affiliate facilities and/or practice
groups in which the care provider delivers services.
For more information about how the program gives care
providers incentives for using electronic health records,
go to hhs.texas.gov > Health > Services > Resources for
Providers > See if you are an eligible provider for the
Electronic Health Records Incentive Program.

• Information related to your performance of your
obligations under the contract (for example: After
hour access to care)
• Information sufficient to permit HHSC to satisfy
program rules for the federal Balanced Budget Act
of 1997, or other federal or state laws, rules, and
regulations Confidentiality and accuracy of member
medical records needs be maintained at all times.
A knowingly signed Release of Information (ROI) is
necessary for all exchange of member information.
You will observe federal and state laws regarding
the documentation and safeguarding of medical
records.
All member information is created and handled must be
in accordance with the HIPAA, including all PHI that is
any information about health status, provision of health
care, or payment for health care that can be linked to
a specific individual. UnitedHealthcare Community
Plan is concerned with protecting member privacy and
is committed to meeting the program rules for HIPAA
privacy regulations. Generally, covered health plans
and covered care providers are not required to obtain
individual member agreement or authorization for PHI
use and disclosure for treatment, payment and health
care operations. Activities that fall into this category
include service coordination and referral to specialists
and health-related services, reviewing the competence
of health care professionals, billing/claims management
and quality improvement. Records have a secured
location that is locked when staffs are not present.
All member information is treated with the strictest
confidentiality standards (i.e., records and content out
of sight other than to the documenting staff, screens
set so they are not visible to others, conversations are
conducted in tones intended only for the applicable
member and/or representative). A confidentiality
agreement is signed and renewed annually by all
employees and a complaint system is in place. In
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Care Provider Appeals
You will follow the process which applies to the service
being denied.

Care Provider Reconsiderations and Appeals
(Medicaid)
You are encouraged to submit a Reconsideration
form found at UHCprovider.com/TXCommunityPlan
> Claims and Payments to have claims reviewed; if
attachments are required, these must be submitted as
paper claims or through Optum Cloud. This request is
handled as a claim reconsideration for previously denied
claims for reasons of “exceeds filing time,” previously
denied for “additional information needed,” previously
processed as “rate applied incorrectly resulting in over/
underpayment,” or previously processed as “bundled
claim” and other reasons for denial you feel are
incorrect. Use a separate form for each request for a
reconsidered claim. These must be submitted within 120
calendar days from the date of disposition.
If you are still in disagreement with the reconsideration
decision, follow the Medicaid administrative appeals
process.

Claims/Administrative Appeals
HHSC will not process appeals received more than
120 calendar days after the date of disposition.
UnitedHealthcare Community Plan also adheres to
HHSC claims payment and appeals deadlines. Claims/
Administrative appeals include, but are not limited to,
timely filing denials, denials due to lack of notification/
authorization claims not paid in accordance with your
contract, etc. Claims appeals must be mailed no later
than 120 calendar days from the date on the PRA and
an Appeal Request Form (located at UHCprovider.
com/TXCommunityPlan > Claims and Payments)
must be completed and mailed to the address shown
on the form. This applies to both electronic and paper
submissions.
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Claims/Administrative appeals are processed within
30 calendar days from receipt of the appeal. If the
original decision to deny the claim in whole or in part
was reversed, then the claim is reprocessed and a PRA
is re-issued with the claim detail. If, after review, the
claim is still not approved, in whole or in part, a written
explanation is sent to you.
Specialty Review - For a Medicaid administrative appeal,
you may request a Specialty Review. Specialty reviews
are claims/administrative appeals which continue to
be denied and for which you believe the service was
medically necessary, you have the option to request a
specialty review. You must request a specialty review
within 30 days of the appeal decision date. The process
will be completed within 15 days after the request is
received.
You have the opportunity to complain to
UnitedHealthcare Community Plan regarding any aspect
of the health plan.
You are encouraged to submit complaints by completing
the Provider Complaint/Grievance Form located at
UHCprovider.com/TXCommunityPlan > Claims and
Payments > Claim Administrative Disputes/Appeals >
Provider Complaint/Grievance Form.
Call Customer Service at 888-887-9003 for assistance,
Complaints may also be mailed to:
UnitedHealthcare Community Plan
Attn: Complaint and Appeals Dept.
P.O. Box 31364
Salt Lake City, UT 84131-0364

Member Appeals
If the health plan denies or limits a member’s request
for a covered service, as the requesting care provider,
you will be informed at the time you request a prior
authorization for the services. If you deliver the services
without requesting a prior authorization, the denied or
limited service explanation will show on your provider
remittance advice.
If the MCO denies or limits the member’s request for a
covered service, you can work with the member to help
them file an appeal.
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The member or the member’s representative can file an
appeal requesting the case be reviewed again. Member
appeals may be filed by contacting member services at
888-887-9003 or through written correspondence. Mail
this correspondence to:
UnitedHealthcare Community Plan
Appeals and Grievances
P.O. Box 31364
Salt Lake City, UT 84131-0364
The member may have you act as their representative in
an appeal. The member would have to make this request
in writing.
Should the member need assistance filing their appeal,
the health plan has member advocates available.
Member advocates may be reached by calling Customer
Service at 888-887-9003 and asking to speak to a
member advocate.
Oral appeals for members must be confirmed by
a written, signed appeal by the member or their
representative, unless the member or their representative
requests an expedited resolution.

Care Provider Redeterminations and
Reconsiderations (Medicare)
Redetermination – You have 120 days from the initial
date of determination to request a redetermination of
the original claim payment decision. A decision will be
rendered within 60 days of receipt.
Reconsideration – Upon receipt of an adverse benefit
determination for a redetermination request, you may
then file for reconsideration. You have 180 days to file the
reconsideration request. If the original decision to deny
the claim was reversed, then the claim is reprocessed,
and a PRA is re-issued with the claim detail. If, after
review, the claim is still not approved, in whole or in part,
a written explanation is sent to you within 60 days from
receipt of the request for reconsideration. Should the
request be adverse to you, UnitedHealthcare Community
Plan will follow the processes and procedures put in
place for Medicare Advantage providers.

Care Provider Complaints

You may file complaints online with
UnitedHealthcare Community Plan by
submitting the Provider Complaint/
Grievance Form located at UHCprovider.
com/TXCommunityPlan > Claims and
Payments > Claim Administrative Disputes/
Appeals > Provider Complaint/Grievance
Form.
Customer Service is available to provide
direction (888-887-9003). Notification of
receipt of request will be given within five
days of receipt. A decision is rendered
within 30 days.
Medicaid managed care providers must exhaust the
grievance process with their managed care health plan
before filing a complaint with HHSC.
If after completing this process, you believe you did not
receive full due process from the respective managed
care health plan, you may file a complaint or inquiry at
HPM_complaints@hhsc.state.tx.us.
Or mail to the following address:
Texas Health and Human Services Commission
HHSC Claims Administrator Contract Management
Mail Code-91X
P.O. Box 204077
Austin, TX 78720

Provider Appeal Process to HHSC
You may appeal claim recoupment by submitting the
following information to HHSC:
• A letter indicating the appeal is related to a managed
care disenrollment/recoupment. State that you are
requesting an exception.
• The Explanation of Benefits (EOB) showing the
original payment. This is also used when issuing
the retro-authorization. HHSC will only authorize the
TMHP to grant an authorization for the exact items
the plan approved.
• The EOB showing the recoupment and/or the plan’s
“demand” letter for recoupment. The demand letter
must identify the members name, identification
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number, date of service, and recoupment amount.
The information should match the payment EOB.
• Completed clean claim. All paper claims must
include both the valid NPI and TPI number. In cases
where prior authorization is needed, you will be
contacted with the authorization number. You must
submit a corrected claim with the valid authorization
number.

Member Appeals and Complaints
Complaints – Members are entitled to file internal
complaints directly with UnitedHealthcare Community
Plan. Complaints for which remedial action is requested
must be filed within 90 days after the event or incident
triggering the grievance.
Members may also file a grievance with
HHSC or by calling 800-MEDICARE.
Complaints must be resolved within 30 days of receipt
of the grievance. Members are forwarded a letter
acknowledging their issue within five days of receipt.
Member Services is available to help you file an appeal.
Call 888-887-9003. They will send you an appeal
request form that you must return before your appeal
request is taken.
Appeals – Other than Medicare Part D appeals,
the following process applies for UnitedHealthcare
Community Plan MMP members:
• Appeal time frames – Members and/or their
authorized representatives, including care providers,
have 60 calendar days from the date of the notice
of Action to file an appeal with UnitedHealthcare
Community Plan related to denial of any covered
services. Members may receive a continuation
of benefits when the member files an appeal of
a reduction or denial of previously authorized
services on or before the later of 1) 10 days after the
notice of Action, or 2) the intended effective date
of UnitedHealthcare Community Plan’s proposed
action.
- The member may also appeal to the HHSC
Appeals Division for a State Fair Hearing within
120 days from the date of the appeal decision
letter.
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STATE FAIR HEARING INFORMATION
Member Requests
If a member, as a member of the health plan,
disagrees with the health plan’s decision, they may
ask for a State Fair Hearing after exhausting the
appeal process. The member may name someone
to represent them by writing a letter to the health
plan telling the MCO the name of the person the
member wants to represent them. A care provider
may be the member’s representative. The member
or representative must ask for the state fair hearing
within 120 days of the date on the health plan’s
appeal decision letter that tells of the decision
being challenged. If the member does not ask for
the state fair hearing within 120 days of the appeal
decision, the member may lose their right to a
state fair hearing. To ask for a state fair hearing,
the member or representative should either send
a letter to the health plan at 14141 Southwest
Freeway, Sugar Land, TX 77478 or call 888-8879003.
If the member asks for a state fair hearing within 10
days from the time the member gets the hearing
notice from the health plan, they may keep getting
any service the health plan denied, at least until the
final hearing decision is made. If the member does
not request a state fair hearing within 10 days from
the time the member gets the hearing notice, the
service the health plan denied will be stopped.
If the member asks for a state fair hearing, the
member will get an information packet letting them
know the date, time, and location of the hearing.
Most state fair hearings are held by phone. At that
time, the member or representative can tell why the
member needs the service the health plan denied.
HHSC will give the member a final decision within
90 days from the date they asked for the hearing.
• Appeal levels – Members will continue to have
full access to the Medicare and Medicaid appeals
frameworks for benefit appeals, as follows:
- Initial appeals for Medicaid service actions may
be made to UnitedHealthcare Community Plan.
Appeals which result in an upheld decision for
Medicaid services may be appealed to the HHSC
Appeals Division for a State Fair Hearing.
- Initial appeals for Medicare Parts A and B service
actions will be made to the STAR+PLUS MMP.
Appeals which result in an upheld decision
regarding adverse benefit determinations will be
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auto-forwarded to the Medicare Part Independent
Review Entity (IRE). If the resolution of the IRE is
not wholly in favor of the member, the member
or his/her authorized representative may then file
a request for hearing with an Office of Medicare
Hearings and Appeals Administrative Law Judge.
• Appeal resolution time frames
- A
 ll appeals regarding standard service denials
will be resolved as expeditiously as the member’s
health condition requires, but no later than 30
calendar days from the date the appeal is filed.
- UnitedHealthcare Community Plan must hear
an approved request for an expedited appeal
and notify the member of the outcome of the
expedited appeal within 72 hours. An exception
is as follows: UnitedHealthcare Community Plan
must complete investigation and resolution of an
appeal relating to an ongoing emergency or denial
of continued hospitalization: (1) in accordance
with the medical or dental immediacy of the case;
and (2) not later than one business day after
receiving the member’s request for expedited
appeal.
- Expedited appeals will be resolved within 72 hours
of receiving the appeal. Except in the case of an
expedited appeal involving an ongoing emergency
or continued hospitalization, in which case the
expedited appeal will be completed in a time
frame appropriate to the nature of the medical or
dental immediacy of the condition, but no later
than one working day after receiving the member’s
request for an expedited appeal.
- Members may also call Member Services at
888-887-9003 to help start an expedited appeal.
They may also ask their doctor to do it for them.
• Continuation of Benefits Pending Appeal –
Continuations of all covered Medicaid and Medicare
Parts A and B and non-Part D benefits will continue
to be provided when a request is made within the
applicable timeframes for making such request.
Payments will not be recouped based on the
outcome of the appeal for services covered during
pending appeals. The member may have to pay
the cost of services furnished while the appeal
is pending, if the final decision is adverse to the
member.
Every oral appeal received must be confirmed by
a written, signed appeal by the member or their
representative, unless an expedited appeal is requested.
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Part D Appeals
Standard - Members may appeal Part D drug denial
within 60 days of the initial denial.
Deadlines – The health plan will provide a response
to the member’s appeal within seven calendar days of
receipt. Should the health plan not provide a decision
within 7 calendar days, the members’ request will be
automatically be forwarded to the Independent Review
Entity.
If the request for coverage is approved, coverage will be
provided as quickly as the member’s health requires, but
no later than 7 calendar days after we get your appeal.
If the request for coverage is denied, a letter will be
provided which explains why the request was denied as
well as how the member can appeal our decision.

Expedited (Fast) Appeal
Members who use the fast appeal process for Part D
denials will be provided an answer within 72 hours of
receipt of the appeal. If an answer is not provided within
72 hours, the member’s request will be automatically
forwarded to the Independent Review Entity.
If the request for coverage is approved, coverage will
be provided as quickly as the member’s health requires
but not later than 72 hours after the request for appeal is
received.
If the request for coverage is denied, a letter will be
provided which explains why the request was denied as
well as how the member can appeal our decision.

Retention of Communications
Keep a copy of any forms or attachments you email,
mail, fax or receive (including cover pages). Also keep a
log of any phone communications related to a complaint
or appeal.

Ombudsman
Long-term care ombudsmen promote quality care by
serving as advocates for residents of nursing facilities
and assisted living facilities. Services include complaint
resolution by a long-term care ombudsman, who
represents the residents’ interests to the management of
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the facility. Advocacy activities also include development
of resident and family councils, in addition to education
for long-term care facility staff and community
organizations. Long-term care ombudsmen also protect
resident rights by advocating for change in policy, rule,
and law.
If they have concerns, UnitedHealthcare
Community Plan and UnitedHealthcare
Connected members may call the Office of
the Independent Ombudsman for State
Supported Living Centers at 877-3236466 or go to apps.hhs.texas.gov/
sslcombudsman.
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UnitedHealthcare Connected members have the
right to timely, high-quality care, and treatment with
dignity and respect. You must respect the rights of all
UnitedHealthcare Connected members. Specifically,
UnitedHealthcare Connected members have been
informed that they have the following rights:

Timely Quality Care
• Choice of a qualified participating PCP and hospital
• Candid discussion of appropriate or medically
necessary treatment options for their condition,
regardless of cost or benefit coverage
• Timely access to their PCP and recommendations to
specialists when medically necessary

Treatment with Dignity and
Respect
• To be treated with dignity and respect and to have
their right to privacy recognized
• To exercise these rights regardless of the member’s
race, physical or mental ability, ethnicity, gender,
sexual orientation, creed, age, religion or national
origin, cultural or educational background,
economic or health status, English proficiency,
reading skills, or source of payment for care
• To confidential treatment of all communications and
records pertaining to the member’s care. For more
patient rights and responsibilities, see Appendix A of
this care provider manual.

• To receive emergency services when the member,
as a prudent layperson, acting reasonably would
believe that an emergency medical condition exists
• To actively participate in decisions regarding their
health and treatment options
• To receive urgently needed services when traveling
outside UnitedHealthcare Connected’s service area
or in UnitedHealthcare Connected’s service area
when unusual or extenuating circumstances prevent
the member from obtaining care from a participating
care provider
• To request the number of complaints and appeals
and dispositions in aggregate
• To request information regarding physician
compensation
• To request information regarding the financial
condition of UnitedHealthcare Connected
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Member Access to Health
Care Guidelines
The following appointment availability goals should be
used to help ensure timely access to medical care and
behavioral health care:
• Routine Follow-Up or Preventive Care – within 30
days
• Routine/Symptomatic – within seven days
• Routine Specialty Care – 21 days
• Non-Urgent Care – within one week
• Urgently Needed Services – within 24 hours
• Emergency – Immediately
Provide specialty therapy evaluations (occupational
therapy, physical therapy, speech therapy) within 21 days
of a signed referral submission. Schedule any additional
required evaluations or assessments (e.g. audiology
testing) to allow the specialty therapy services evaluation
to occur within 21 days of the referral.
Adherence to member access guidelines will be
monitored through the office site visits, long-term care
visits and the tracking of complaints/complaints related
to access and/or discrimination. Variations from the
policy will be reviewed by the Network Management
for educational and/or counseling opportunities and
tracked for participating care provider
re-credentialing. UnitedHealthcare Community Plan/
provider coordination of care is something we coordinate
directly with you when special or unique member care
services are necessary.
All participating care providers and hospitals will treat
all UnitedHealthcare Connected members with equal
dignity and consideration as their non-UnitedHealthcare
Connected patients. All participating care providers and
hospitals will help ensure that the hours of operation
of all of its network providers, including medical,
behavioral, LTSS, are convenient to the population
services and do not discriminate against MMP enrollees
(e.g. hours of operation may be no less than those for
commercially insured or public fee-for-service insured
individuals), and that plan services are available 24 hours
a day, seven days a week, when medically necessary.

42 | UnitedHealthcare Community Plan of Texas

Care Provider Availability
PCPs shall provide coverage 24 hours a day, seven days
a week. When a participating care provider is unavailable
to provide services, they must help ensure that another
participating care provider is available.
The member should normally be seen within 30
minutes of a scheduled appointment or be informed
of the reason for delay (e.g., emergency cases) and be
provided with an alternative appointment.

Transfer and Termination of
Members from Participating
Care Provider’s Panel
UnitedHealthcare Connected members have the right
to privacy and confidentiality regarding their health
care records and information in accordance with the
UnitedHealthcare Connected program. Participating
care providers and each staff member will sign an
Employee Confidentiality Statement to be placed in the
staff member’s personnel file.
UnitedHealthcare Connected will determine reasonable
cause for a transfer based on written documentation
submitted by the participating care provider.
Participating care providers may not transfer a member
to another participating care provider due to the costs
associated with the member’s Covered Services.
Participating care providers may request termination of
a member due to fraud, disruption of medical services,
or repeated failure to make the required reimbursements
for services.

Closing of Care Provider
Panel
When closing a practice to new UnitedHealthcare
Connected members or other new patients, you are
expected to:
• Give UnitedHealthcare Connected prior written
notice that the practice will be closing to new
members as of the specified date.
© 2021 UnitedHealthcare
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• Keep the practice open to UnitedHealthcare
Connected members who were members before the
practice closed.
• Uniformly close the practice to all new patients
including private payers, commercial or
governmental insurers.
• Give UnitedHealthcare Connected prior written
notice of the reopening of the practice, including a
specified effective date.

Americans with Disabilities
Act (ADA)
You have a legal obligation to adhere to the ADA
standards, governing the ready access and usability of
facilities by individuals with disabilities; and are expected
to provide reasonable accommodations to those with
hearing, vision, cognitive, and psychiatric disabilities
when requested, promoting the social model of disability.
This commitment includes:
• Waiting room and exam room furniture that meet
needs of all members, including those with physical
and non- physical disabilities.
• Accessibility along public transportation routes and/
or provide enough parking
• Clear signage and way finding (e.g., color and
symbol signage) throughout facilities.
• For information about ADA regulations, please visit
ADA.gov or call the toll-free ADA Information Line at
800-514-0301 (Voice) or 800-514-0383 (TTY).
• ADA Definitions are located in the Medicare and
Medicaid Program Texas Administrative Guide and
can be downloaded at UHCprovider.com/manuals
> Texas.

Language Translation
Our members may need help communicating due to a
language barrier, a learning disability, and/or hearing or
visual aid needs. Member reading level needs to be no
higher than sixth grade.
We have interpreter services to help ensure effective
communication for our members regarding treatment,
medical history or health condition. This service is
free and includes written, spoken, and sign language
interpretation for members receiving care in an office or
other location, or accessing emergency services.

43 | UnitedHealthcare Community Plan of Texas

Over-the-phone (OPI) interpretation, including threeway calls between UnitedHealthcare Community Plan,
the care provider and a telephone interpreter, does not
require advance notification.
We can arrange in-person interpreters for scheduled
appointments, including urgent care, as quickly as
possible. We schedule interpreters for routine care
appointments according to the requested date and
time, or based on availability. If an in-person interpreter
is not available for the requested date and time, we will
notify you and the member to offer alternative options,
such as OPI, video remote interpretation, or the earliest
availability of an in-person interpreter.
For our member translation services, call Customer
Service at 888-887-9003. See more about the American
with Disabilities Act (ADA) at ada.gov > Technical
Assistance Materials > Title III: Materials Specifically for
Business and non-profits > Access to Medical Care for
Individuals with Mobile Disabilities.

Culturally Considerate Care
Everyone has the right to receive culturally and
linguistically appropriate services (CLAS). The care
delivered needs to be respectful of the person’s beliefs,
practices and unique needs. For more information,
including national standards and training, visit
thinkculturalhealth.hhs.gov.

Long-Term Services
Project Independence is the Texas initiative to use longterm services and supports to help a member remain in
their home instead of a nursing facility.
Our service coordinators complete an assessment of the
member within 30 days of admission. If we determine
that:
• A return to the community is possible, we work with
the member and family to return the member to the
community using LTSS.
• The member cannot return home, we reassess the
member in 90 days.
A PCP can work with our service coordinators to order
LTSS, including personal assistance with basic needs,
which can help a member to continue living at home.
If you notice a change in member condition or
circumstances, call 877-285-9093. A change in
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condition means a significant change in a member’s
health, informal support or functional status that will
not normally resolve itself without further intervention.
It requires a review and revision to the current personcentered care plan.

Services in the Community Requirements
Members receiving Medicaid home-and communitybased services need to have full access to the benefits
of community living. This includes but is not limited to:
• Encouraging member choices.
• Person-centered care.
• Member rights.
• Access to community living.
• Personal freedom in residential living.

times annually with six phone calls, unless otherwise
requested by the member or the member’s LAR.
Members at this level of coordination:
• Receive Personal Care Services (PCS), CFC, or
nursing as supports to allow them to live in the
community.
• Would benefit from this higher level of service
coordination based on results from the STAR Kids
Screening and Assessment Process and any other
findings.
• Have a history of substance use disorder and
multiple outpatient visits, hospitalization, or
institutionalization within the past year.
• Have a behavioral health condition that significantly
impairs their normal functioning but is not a serious
emotional disorder (SED) or a serious and persistent
mental illness (SPMI).

These guidelines apply to Adult Day Health Cares, Foster
Care Homes, Employment Assistant Services, Assisted
Living and Residential Care.

Continuity of Care

Electronic Visit Verification (EVV) is the system by which
personal care providers register their care visits to
members’ homes. For more information about EVV, go
to UHCprovider.com/EVV. For more information, see
Appendix B of this manual.

Continuity of care is member involvement within the PCP
medical home in ongoing health care management. It
strives toward the shared goal of delivering high-quality,
cost-effective medical care. Some issues requiring
continuity of care include members who are:
• Pregnant.

Service Coordination Levels

• Moving out of a UnitedHealthcare Community Plan
service area.

Level 1 members have a personally assigned service
coordinator who visits them face-to-face at least four
times annually. This is in addition to monthly phone calls,
unless otherwise requested by the member or member’s
LAR.

• Living with a preexisting condition that is not
imposed.
If you are unable to secure an appropriate referral,
please call Customer Service at 888-887-9003 to aid in
the member’s transfer.

Members at this level of coordination:
• Are in the Medically Dependent Children Program
(MDCP) and qualify financially. They require nursing
facility level-of-care for their complex needs without
community LTSS.
• Have complex needs or a history of developmental
or behavioral health issues. These include
multiple outpatient visits, hospitalization, or
institutionalization within the past year.
• Have serious, long-lasting emotional disorders or
persistent mental illness that have disrupted their
daily lives.
Level 2 members also have a personally assigned
service coordinator who visits them a minimum of two
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Standing Referrals
We provide service management to members with
special health care needs (MSHCN). This includes
the development of a service plan and helping ensure
access to treatment by a multidisciplinary team when
necessary. We include primary care and specialty
care providers who are experienced with MSHCN.
Sometimes, it makes sense to have a standing referral to
a specialty care provider so that the member has ready
access when they need it.
Members may need access to Intellectual and
Developmental Disability (IDD) services. These include
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case management and long-term services and supports
delivered by care providers contracted with the Texas
Health and Human Services, formerly the Department
of Aging and Disability Services. See more at TMHP.
com > providers > Texas Medicaid Provider Procedures
Manual.
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Integrity and Compliance
Introduction
UnitedHealthcare Community Plan is dedicated to
conducting business honestly and ethically with
members, care providers, suppliers, and governmental
officials and agencies. The need to make sound, ethical
decisions as we interact with physicians, other health
care providers, regulators, and others has never been
greater. It’s not only the right thing to do, it is necessary
for our continued success and that of our business
associates.

Compliance Program
As a business segment of UnitedHealth Group,
UnitedHealthcare Community Plan is governed by the
UnitedHealth Group Ethics and Integrity Program. The
UnitedHealthcare Corporate Compliance Program
is a comprehensive program designed to educate
all employees regarding the ethical standards that
guide our operations, provide methods for reporting
inappropriate practices or behavior, and procedures for
investigation of, and corrective action for any unlawful
or inappropriate activity. The UnitedHealth Group Ethics
and Integrity Program incorporates the required seven
elements of a compliance program as outlined by the
U.S. Sentencing Guidelines:
• Oversight of the Ethics and Integrity Program,
• Development and implementation of ethical
standards and business conduct policies,
• Creating awareness of the standards and policies by
education of employees,
• Assessing compliance by monitoring and auditing,
• Responding to allegations or information regarding
violations,
• Enforcement of policies and discipline for confirmed
misconduct or serious neglect of duty,
• Reporting mechanisms for employees, managers
and others to alert management and/or the
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• Ethics and Integrity Program staff to violations
of law, regulations, policies and procedures, or
contractual obligations.
UnitedHealthcare Community Plan has compliance
officers located in each health plan or business unit. In
addition, each health plan has an active Compliance
Committee, consisting of senior managers from key
organizational functions. The Compliance Committee
provides direction and oversight of the program with the
health plan.

Reporting and Auditing

Report any unethical, unlawful or otherwise
inappropriate activity by a
UnitedHealthcare Community Plan
employee which comes to your attention to
a senior manager in the health plan or
directly to the Ethics and Compliance Help
Center at 800-455-4521.
Our Special Investigations Unit (SIU) is an important
component of the Corporate Compliance Program.
The SIU focuses on proactive prevention, detection,
and investigation of potentially fraudulent and abusive
acts committed by physicians and plan members.
This department is responsible for the conduct and/or
coordination of anti-fraud activities in all our business
units.
Please refer to the Fraud and Abuse section of this
administrative guide for additional details about our
Fraud and Abuse Program.
An important aspect of the Corporate Compliance
Program is assessing high-risk areas of our operations
and implementing reviews and audits to help ensure
compliance with law, regulations, and contracts.
When informed of potentially irregular, inappropriate
or potentially fraudulent practices within the plan or
by our care providers. We will conduct an appropriate
investigation. You are expected to cooperate with the
company and government authorities in any such
inquiry, both by providing access to pertinent records
(as required by the Participating Provider Agreement)
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and access to care provider office staff. If activity in
violation of law or regulation is established, appropriate
governmental authorities will be advised.
If a care provider becomes the subject of a governmental
inquiry or investigation, or a government agency
requests or subpoenas documents relating to the care
provider’s operations (other than a routine request for
documentation from a regulatory agency), the care
provider must advise the UnitedHealthcare plan of the
details of this and of the factual situation which gave rise
to the inquiry.
The Deficit Reduction Act of 2005 (DRA) contains many
provisions reforming Medicare and Medicaid estimated
to reduce program spending by $11 billion over five
years. These provisions are aimed at reducing Medicaid
fraud.
Under Section 6032 of The DRA, every entity that
receives at least five million dollars in Medicaid
payments annually must establish written policies for
all employees of the entity, and for all employees of any
health plan or agent of the entity, providing detailed
information about false claims, false statements and
whistleblower protections under applicable federal and
state fraud and abuse laws. As a participating care
provider with UnitedHealthcare, you and your staff are
subject to this provision. The UnitedHealth Group policy,
titled ‘Integrity of Claims, Reports and Representations
to Government Entities’ can be found at UHCprovider.
com. This policy details our commitment to compliance
with the federal and state false claims acts, provides
a detailed description of these acts and of the
mechanisms in place within our organization to detect
and prevent fraud, waste and abuse, as well as the rights
of employees to be protected as whistleblowers.

Definitions of Fraud and Abuse
Fraud: An intentional deception or misrepresentation
made by a person with the knowledge the deception
could result in some unauthorized benefit to him or
herself or some other person. It includes any act that
constitutes fraud under applicable Federal or State law.
Waste: Practices that a reasonably prudent person
would deem careless or that would allow inefficient use
of resources, items, or services.
Abuse: Care provider practices that are inconsistent with
sound fiscal, business or medical practices and result
in an unnecessary cost to the Medicaid program, or in
reimbursement for services not medically necessary
or fail to meet professionally recognized standards for
health care. It also includes recipient practices that result
in unnecessary cost to the Medicaid program.
Examples of fraud and abuse include:
• Misrepresenting services provided
• Billing for services or supplies not rendered
• Misrepresentation of services/supplies
• Billing for higher level of service than performed
• Falsifying claims/encounters
• Alteration of a claim
• Incorrect coding
• Double billing
• False data submitted
Administrative or Financial
• Kickbacks
• Falsifying credentials
• Fraudulent enrollment practices
• Fraudulent third-party liability reporting

Fraud, Waste and Abuse
Fraud and abuse by physicians, members, health plans,
employees, etc. hurts everyone. Your assistance in
notifying UnitedHealthcare about any potential fraud and
abuse that comes to your attention and cooperating with
any review of such a situation is vital and appreciated.
We consider this an integral part of our mutual ongoing
efforts to provide the most effective health outcomes
possible for all our members.
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Member Fraud or Abuse Issues
• Fraudulent/altered prescriptions
• Card loaning/selling
• Eligibility fraud
• Failure to report third-party liability/other insurance

Reporting Fraud and Abuse
If you suspect another care provider or a member has
committed fraud or abuse, you have a responsibility
and a right to report it. For example, tell us if you think
someone is:
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• Getting paid for services that weren’t given or
necessary.
• Not telling the truth about a medical condition to get
medical treatment.
• Letting someone else use their Medicaid or CHIP ID.
• Using someone else’s Medicaid or CHIP ID.
• Not telling the truth about the amount of money or
resources they have to get benefits.
Reports of suspected fraud or abuse can be made in
several ways.
• Go to UHCprovider.com and select ‘Contact Us’
to report information relating to suspected fraud or
abuse.
• Call the UnitedHealthcare Special Investigations Unit
Fraud Hotline at 866-242-7727.
• Call the OIG Hotline at 800-436-6184;
• Visit https://oig.hhsc.state.tx.us. Click “Report
Waste, Abuse, and Fraud” to complete the online
form.
• Report directly to your health plan with the following:
- MCO’s name
- MCO’s office/director address
- MCO’s toll-free phone number
For care provider-related matters (e.g., doctor, dentist,
hospital) please furnish the following:
• Name, address and phone number of care provider
• Medicaid number of the care provider
• Type of care provider (physician, physical therapist,
pharmacist, etc.)
• Names and phone numbers of others who can aid in
the investigation
• Dates of events
• Specific details about the suspected fraud or abuse
For member-related matters (beneficiary/recipient)
please furnish the following:
• The person’s name, date of birth, Social Security
number, ID number
• The person’s address
• Specific details about the suspected fraud or abuse
For more information about reporting fraud, waste and
abuse, refer to Appendix C.
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Resolving Disputes
Agreement Concern or Complaint
If you have a concern or complaint about your
relationship with UnitedHealthcare Community Plan,
send a letter containing the details to the address in
your agreement with us. A representative will look into
your complaint and try to resolve it through informal
discussions. If you disagree with the outcome of this
discussion, you may file an arbitration proceeding.
If your concern or complaint relates to a matter generally
administered by certain UnitedHealthcare Community
Plan procedures, such as the credentialing or care
coordination process, you and UnitedHealthcare
Community Plan will follow the dispute procedures set
forth in those plans to resolve the concern or complaint.
After following those procedures, if one of us remains
dissatisfied, you may file an arbitration proceeding.
If we have a concern or complaint about your agreement
with us, we’ll send you a letter containing the details.
If we can’t resolve the complaint through informal
discussions with you, an arbitration proceeding may be
filed as described in our agreement.
Arbitration proceedings will be held at the location
described in your agreement with us.
In the event that a customer has authorized you to
appeal a clinical or coverage determination on their
behalf, that appeal will follow the process governing
customer appeals outlined in the customer’s benefit
contract or handbook.

Arbitration
Any arbitration proceeding under your agreement will be
conducted in Texas under the auspices of the American
Arbitration Association, as further described in our
agreement.
For more information on the American
Arbitration Association guidelines, visit
their website at adr.org.
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Network Pharmacies
With a few exceptions, UnitedHealthcare Connected
members must use network pharmacies to get their
outpatient prescription drugs covered. A network
pharmacy is a pharmacy where members can get their
outpatient prescription drugs through their prescription
drug coverage. We call them network pharmacies
because they contract with our plan. In most cases, their
prescriptions are covered only if they are filled at one
of our network pharmacies. Once a member goes to
one, they are not required to continue going to the same
pharmacy to fill their prescription; they can go to any of
our network pharmacies.
Covered Drugs is the general term we use to describe
all of the outpatient prescription drugs covered by
our plan. Covered drugs are listed in the formulary.
The pharmacist helps ensure members receive all
medications for which they are eligible.
Generally, we only cover drugs filled at an out-ofnetwork pharmacy in limited circumstances when a
network pharmacy is not available. Following are some
circumstances when we would cover prescriptions filled
at an out-of-network pharmacy. Before a prescription is
filled at an out-of-network pharmacy, please contact the
UnitedHealthcare Connected Member Services to see if
a network pharmacy is available.
1. We will cover prescriptions filled at an out-ofnetwork pharmacy if the prescriptions are related to
care for a medical emergency or urgently needed
care. In this situation, members will have to pay the
full cost (rather than paying just the copayment)
when they fill their prescription. UnitedHealthcare
Connected members can ask us for reimbursement
for their share of the cost by submitting a paper
claim form.
2. If a UnitedHealthcare Connected member is
traveling within the US, but outside of the Plan’s
service area and becomes ill, loses or runs out of
their prescription drugs, we will cover prescriptions
filled at an out-of-network pharmacy. In this
situation, the member will have to pay the full cost
(rather than paying just their co-payment) when
they fill their prescription. The member can ask
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us to reimburse them for our share of the cost by
submitting a claim form. Remember, prior to filling
a prescription at an out-of-network pharmacy call
our UnitedHealthcare Connected Member Services
to find out if there is a network pharmacy in their
area where the member is traveling. If there are
no network pharmacies in that area, our Member
Services may be able to make arrangements for the
member to get their prescriptions from an out-ofnetwork pharmacy.
3. If a UnitedHealthcare Connected member is unable
to get a covered drug in a timely manner within
our service area because there are not network
pharmacies within a reasonable driving distance
that provide 24-hour service.
4. If a member is trying to fill a covered prescription
drug not regularly stocked at an eligible network
retail (these drugs include orphan drugs or other
specialty pharmaceuticals).
UnitedHealthcare Community Plan supports
e-prescribing for pharmacy claims. The NCPDP E1
transaction electronically verifies member eligibility.

Formulary
A formulary is a list of all the drugs that we cover. We
will generally cover the drugs listed in our formulary as
long as the drug is medically necessary, the prescription
is filled at a network pharmacy, or through our network
mail order pharmacy service and other coverage rules
are followed. For certain prescription drugs, we have
additional requirements for coverage or limits on our
coverage.
The drugs on the formulary are selected by our Plan with
the help of a team of health care providers. We select the
prescription therapies believed to be a necessary part of
a quality treatment program and both UnitedHealthcare
Connected-name drugs and generic drugs are included
on the formulary. A generic drug has the same active
ingredient formula as the UnitedHealthcare Connectedname drug. Generic drugs usually cost less than
UnitedHealthcare Connected-name drugs and are rated
by the Food and Drug Administration (FDA) to be as safe
and as effective as UnitedHealthcare Connected-name
drugs.
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Not all drugs are included on the formulary. In some
cases, the law prohibits coverage of certain types of
drugs. In other cases, we have decided not to include a
particular drug. We may also add or remove drugs from
the formulary during the year. If we change the formulary
we will notify the member of the change at least 60 days
before the effective date of change. If we don’t notify the
member of the change in advance, the member will get
60-day supply of the drug when they request a refill.
However, if a drug is removed from our formulary
because the drug has been recalled from the market, we
will NOT give 60-days’ notice before removing the drug
from the formulary. Instead, we will remove the drug from
our formulary immediately and notify members about the
change as soon as possible.
To find out what drugs are on the formulary or to
request a copy of our formulary, please contact
UnitedHealthcare Connected Member Services. The
number can be located on the back of the member’s ID
card.
You can also get updated information
about the drugs covered by us by visiting
our web site at UHCprovider.com/
TXCommunityPlan > Pharmacy Resources
and Physician Administered Drugs.

Drug Management Programs
(Utilization Management)
For certain prescription drugs, we have additional
requirements for coverage or limits on our coverage.
These requirements and limits help ensure our members
use these drugs in the most effective way and also
help us control drug plan costs. A team of doctors and
pharmacists developed the following requirements and
limits for our plan to help us to provide quality coverage
to our members. Examples of utilization management
tools are:
• Prior Authorization: We require UnitedHealthcare
Connected members to get prior authorization for
certain drugs. This means that the UnitedHealthcare
Connected physician or pharmacist will need to
get approval from us before a member fills their
prescription. If they don’t get approval, we may not
cover the drug.
• Quantity Limits: For certain drugs, we limit the
amount of the drug that we cover per prescription
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or for a defined period of time. For example, we
will provide up to 30 tablets per prescription for
simvastatin. This quantity limit may be in addition to
a standard 30-day supply limit.
• Step Therapy: In some cases, we require members
to first try one drug to treat their medical condition
before we will cover another drug for that condition.
For example, if Drug A and Drug B both treat your
medical condition, we may require your doctor to
prescribe Drug A first. If Drug A does not work for
you, then we will cover Drug B.
• Generic Substitution: When a generic version of a
UnitedHealthcare Connected-name drug is available,
our network pharmacies automatically give the
member the generic version, unless their doctor has
told us that they must take the UnitedHealthcare
Connected name drug.
You can find out if the drugs you prescribe are
subject to these additional requirements or limits by
looking in the formulary. If your drug does have these
additional restrictions or limits, you can ask us to make
an exception to our coverage rules. Please refer to
Exception Requests.
The pharmacist must coordinate benefits when a
member also receives Medicare Part D services or other
insurance benefits.

Emergency Pharmacy
Services
A 72-hour emergency supply of a Medicaid-only,
non-Part D prescribed drug must be provided when
a medication is needed without delay and prior
authorization (PA) is not available. This applies to all
drugs requiring a PA, either because they are nonpreferred drugs on the Preferred Drug List or because
they are subject to clinical edits.
The 72-hour emergency supply should be dispensed
any time a PA cannot be resolved within 24 hours for
a medication on the Vendor Drug Program formulary
that is appropriate for the member’s medical condition.
If the prescribing provider cannot be reached or is
unable to request a PA, the pharmacy should submit an
emergency 72-hour prescription.
A pharmacy can dispense a product that is packaged
in a dosage form that is fixed and unbreakable, e.g., an
albuterol inhaler, as a 72-hour emergency supply.
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To be reimbursed for a 72-hour emergency prescription
supply, pharmacies should submit the following
information:
• “Prior Authorization type Code “(Field 461-EU) = ‘8’
• “Prior Authorization Number Submitted” (Field 462EV) = ‘801’
• Day Supply” in the claim segment of the billing
transaction (Field 405-D5) = ’3’
Call 800-310-6826 for more information
about the 72-hour emergency prescription
supply policy.
Prescription medication information is
available under Medicare Part B and at
TXVendorDrug.com > Formulary Preferred
Drug List > Preferred Drug List and Prior
Authorization Criteria. Both the Texas
Medicaid formulary and preferred drug list
are available in a mobile format.

Prior Authorization Not Required
After requesting prior authorization, you may receive
the message “PA Not Required.” This message does
not mean the service is approved. It just means prior
authorization isn’t part of the approval requirements. If
you see this message, re-check member benefits to see
what approvals are needed. Visit UHCCommunityPlan.
com > Just show me all plans in state > Texas > Select
the program benefits you need to check to see if the
service is a benefit for that member or you may call
customer service at 888-887-9003.

51 | UnitedHealthcare Community Plan of Texas

© 2021 UnitedHealthcare

Chapter 13: Behavioral Health
Behavioral Health
Optum operating under UnitedHealthcare Connected
is the administrator of mental health and substance use
disorder benefits for UnitedHealthcare Community Plan
members. Behavioral Health covered services are for
the treatment of mental, emotional and substance use
disorders.
Optum maintains a clinician center with
patient resources that is accessible from
the provider website, providerexpress.
com > Live and Work Well (LAWW)
clinician center.
These centers provide information and assessment
instruments for several mental health and substance
use disorder diagnoses, symptoms, treatment options,
prevention and other resources in one, easy- to-access
area. They are available to both behavioral clinicians and
medical physicians to share with patients. The Provider
Express Recovery and Resiliency page also includes
tools for use by practitioners working with individuals
who are addressing mental health and substance use
issues.
The benefits available for our members who seek
services for mental health or substance use disorders
are:
• Emergency hospitalization and treatment for acute
psychiatric episodes, or medically necessary
detoxification
• Community mental health centers, federally qualified
health centers, and chemical dependency treatment
centers
• Inpatient treatment under the direction of a
psychiatrist, in an inpatient hospital or a freestanding
psychiatric facility
• Individual, group and/or family therapy with a
behavioral health professional
• Immediate crisis intervention services are available
24 hours/day to provide support in situations where
the member’s decision-making and coping patterns
are temporarily impaired
• Evaluation and diagnostic services by a behavioral
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health professional to find out if a behavioral health
disorder exists
• Evaluation and monitoring of psychotropic
medication
• Laboratory and radiology services for diagnosis
and medication regulation are covered under the
medical benefit
• Medication for injectables covered under the
medical benefit at the Medicaid rate
- Medication administration (96372) is covered
under the behavioral health benefit.
• Mental Health Rehabilitative Services and Mental
Health Targeted Case Management are behavioral
health services that can help members with severe
mental illness live in their community. See these
care provider qualifications in Appendix G. To
refer our member for these services, call service
coordination at
800-349-0550.
• Adult foster care (AFC) is a full-time living
arrangement in an HHSC-contracted foster home
for members who cannot function independently
in their homes because of physical, mental or
emotional limitations. Members must qualify
for waiver services, which may include meal
preparation, housekeeping, or help with personal
care and activities of daily living. They may also
include transportation arrangement.
• Normally provided Monday through Friday, day
activity and health services include lunch and
snacks; nursing and personal care; physical
rehabilitation; social, educational and recreational
activities; and transportation. This is available for
waiver and non-waiver members.
The member’s PCP has the responsibility to check for
mental health or substance use disorders. The PCP
may treat the member’s behavioral health if it is within
their scope of practice. A referral for a behavioral health
specialist may be necessary. To get a referral, call 888887-9003. Members may also self-refer to any network
care provider.
Specialists and PCPs must coordinate care. A membersigned consent for disclosure of information should be
on file.
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An urgent behavioral health situation is a behavioral
health condition that requires attention and assessment
within 24 hours but does not place the member in
immediate danger to themselves or others. The member
can cooperate with treatment.
An urgent condition is a health condition, including
an urgent behavioral health situation, that is not an
emergency but is severe or painful enough to cause a
prudent layperson, possessing the average knowledge
of medicine, to believe that their condition requires
medical treatment evaluation or treatment within 24
hours by a care provider to prevent serious deterioration
of the member’s condition or health.

Hospital-Ordered Probation
Court-ordered inpatient admissions are reviewed for
medical necessity. Court-ordered inpatient admissions
for members younger than 21 years are not subject to
admission and length-of-stay criteria. Admissions to
freestanding and state psychiatric facilities must be
medically necessary, unless they are court-ordered
services for mental health commitments, or they are a
condition of probation. This type of court order is not
covered if the member is given the choice of courtordered admission or incarceration. Modifier HZ, funded
by Criminal Justice Agency, is not a covered benefit.
These services will be covered under the criminal justice
system.

Practice Information
Your practice information should be verified and
updated through Provider Express to help ensure the
most accurate information is on file and appears in the
directory. Simply log in to the secure Transactions and
select “My Practice Info.”

Authorizations

Visit UHCprovider.com > Prior
Authorization and Notification.

Local Behavioral Health Authorities
We coordinate with the Local Behavioral Health Authority
(LBHA) and state psychiatric facilities. LBHAs provide
services to a specific geographic area of the state,
called the local service area. DSHS requires each
authority to plan, coordinate, allocate, and develop
policy and resources for behavioral health services in
the local service area. LBHAs are individually owned and
operated. Specific referral criteria differ. Visit dshs.texas.
gov for more information.

Claims
Claims for the delivery of behavioral health services by
physicians and other care providers can be accepted
electronically or on paper. However, submitting
electronic claims will reduce claim processing time.
Paper claims can be submitted to the following address:
Optum
P.O. Box 30760
Salt Lake City, UT 84130-0760
For inpatient claims questions, please call
Optum at 866-302-3996 for STAR+PLUS
members.
Electronic claims can be submitted through
UHCprovider.com/claims and claim status may be
reviewed. Claim Adjustment Requests can also be
submitted through the portal.
Visit UHCprovider.com for online billing
instructions for professional claims. For
Electronic Data Interchange (EDI) claims
submissions use payer ID is 87726. Claim
forms can be found providerexpress.
com/html/claimTips/index.html.
Treatment Philosophy Guidelines for Level of Care,
Psychological/Neuropsychological Testing, Coverage
Determination, and Best Practices can be found at
providerexpress.com.
HIPAA Optum strictly adheres to HIPAA guidelines and
practices, please visit providerexpress.com to review
requirements.
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Member Access to Services

Cognitive Rehabilitation Therapy

You should refer members for behavioral health services
when appropriate. Members may self-refer for behavioral
health care appointments. A referral is not required for
members to use services. With appropriate agreement
for disclosure of information from the member, the
behavioral health care provider can communicate with
the appropriate care provider or individual regarding
diagnosis and treatment planning to help ensure the
continuity and coordination of behavioral health care.
The behavioral health care provider will coordinate care
with the PCP and send initial and quarterly summary
reports of a members’ behavioral health status provided
the member or member’s legal guardian has provided
a release of information. Medical record documentation
and referral information is documented using the current
DSM classifications. An informed release of information
must accompany any exchange of member information.

Cognitive rehabilitation therapy helps teach a member
learning or thinking skills that have been affected by
brain damage. It is provided according to the assessor’s
care plan. Cognitive rehabilitation therapy involves
reinforcing, strengthening, or reestablishing previously
learned behavior patterns. It also involves establishing
new cognitive patterns or compensatory mechanisms
for impaired neurological systems. This service can be
delivered by psychologists, occupational therapists (OT)
or speech and language pathologists (SLP).

The member or the care provider must call
888-887-9003 to verify eligibility, benefits
and request authorizations.
This system provides for 24-hour, telephonic availability.
Emergency services, service coordination and crisis
services are centralized and available 24 hours per
day, seven days per week. Face-to-face assessment for
acute and crisis situations are available 24 hours a day,
seven days a week. All members who receive inpatient
psychiatric services are scheduled for outpatient followup and/or continuing treatment prior to discharge.
The outpatient treatment must happen within seven
days from the date of discharge. Behavioral health
care providers will contact members who have missed
an appointment within 24 hours to reschedule the
appointment.
Access to routine outpatient behavioral health care is
never restricted and a member is able to use routine care
without a referral from the PCP. However, notification
and/or certification are required for all non-emergency
services. A PCP can offer behavioral health services
when clinically appropriate and are within the scope of
the PCP’s practice. These claims would be submitted
to health plan. PCPs have screening and evaluation
procedures for the detection and treatment of, or referral
for, any known or suspected behavioral health problems
and disorders.
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Care Providers of Targeted Case
Management and Mental Health
Rehabilitation
Specialists are trained and certified to administer the
Adult Needs and Strengths Assessment (ANSA) and
the Child and Adolescent Needs and Strengths (CANS)
assessment tools to recommend a level of care when
submitting a request for authorization. They use the
Texas Department of State Health Services Clinical
Management for Behavioral Health Services (CMBHS)
web-based system. The Texas Department of State
Health Services (DSHS) Resiliency and Recovery
Utilization Management Guidelines (RRUMG) are used
when requesting services. The Department of State
Health Services (DSHS) Targeted Case Management
(non-capitated) services were coordinated by LMHAs
until August 31, 2014).

Local Behavioral Health Authority
We coordinate with the Local Behavioral Health Authority
(LBHA) and state psychiatric facilities. Community
mental health centers, also referred to as LBHAs,
provide services to the local service area. DSHS requires
each authority to plan, develop policy, coordinate,
allocate and develop resources for mental health
services in the local service area. LBHAs are individually
owned and operated. Specific referral criteria differ,
so visit dshs.texas.gov/mhservices for program and
referral information.
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Behavioral Health Needs Identification
A full assessment is included in a treatment episode
for behavioral health services, both at the beginning of
and throughout treatment. In emergency situations, a
medical professional in an emergency setting identifies
the need for behavioral health services. An emergency
is defined as any situation that arises suddenly, and
threatens the life or welfare of the members or others.

Optum Quality Management and
Improvement
The Quality Management and Improvement (QMI)
Department monitors the performance in the following
areas:
• Access to care
• Member satisfaction
• Utilization management
• Coordination of care between member’s PCP and
behavioral health care provider specialists
In addition, QMI provides summary reports related to
established performance metrics.

How are Appeals or Complaints Related
to Behavioral Health Services Filed and
Processed?
Member and care provider appeals and complaints
related to behavioral health services follow the same
steps outlined in this manual but should be submitted
to United Behavioral Health operating under the
UnitedHealthcare Connected at the following address:
UnitedHealthcare Community Plan
Attn: Complaint and Appeals Dept
P.O. Box 31364
Salt Lake City, UT 84131-0364
Information outlined here provides an overview to
assist behavioral health care providers when working
specifically with UnitedHealthcare Community Plan
STAR+PLUS members.
The general Network Manual located at
providerexpress.com also includes
information that is relevant to you when
working in coordination with Optum.

Optum’s QMI Department monitors the quality of care
and the outcomes of treatment through several clinical
focus studies. Examples of focus studies completed
are major depression, anxiety disorder, and medication
management, substance use disorder treatment and
PCP notification.
Another method of monitoring the quality of care
delivered to members is through direct review of medical
records. Optum reviews a sample of medical records
at least annually. Care providers are notified of audit
results with strengths and weaknesses being identified.
Corrective action plans are required of care providers
when performance falls below expected thresholds.
Issues resulting from care providers’ availability, noncompliance, or diminished quality of care are forwarded
to Optum’s Regional Peer Review Committee. The
committee reviews such cases, decides the action and
notifies the care provider and the health plan of all such
actions. The peer review process is strictly confidential.
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Incentives
We offer additional services at no cost to the member.
These special services are selected to address member
needs and experiences in an effort to help them live
healthier lives. The $200,000 annual limit on inpatient
services does not apply for STAR+PLUS Members.
Examples of flexible benefits and rewards and incentives
include:
• Incentives for member annual wellness exams
• Alzheimer’s care planning
• Extra dental care
• Extra vision care
• liveandworkwell.com
This site gives access to mental health and
substance use and self-help programs, interactive
tools, educational resources and in-network care
provider searches. This site is also available in
Spanish.

All are limited to in-network care providers. Benefits,
rewards, and incentives are available once per calendar
year unless otherwise noted. These services may
change in January of each year.
For the most current Flexible Benefits and
Rewards and Incentives, please visit
UHCprovider.com/TXCommunityPlan >
Reference Guides and Value-Added
Services > UnitedHealthcare Connected
Flexible Benefits and Rewards and
Incentives. You may also call customer
service at 888-887-9003.

Members are informed of these services through their
UnitedHealthcare Community Plan welcome packet.
Flexible benefits and rewards and incentives are
included in the member newsletter, listed in the member
handbook and at UHCCommunityPlan.com.
Information about services that are diagnosis-specific,
such as asthma and pregnancy, are mailed to the
member’s home. Members may directly access most of
these services.
Some services require assistance from your office.
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Reporting Abuse, Neglect, Or
Exploitation (ANE) Medicaid
Managed Care
Report suspected Abuse, Neglect, and
Exploitation:
UnitedHealthcare Community Plan and you must
report any allegation or suspicion of ANE that occurs
within the delivery of long-term services and supports
to the appropriate entity. The managed care contracts
include UnitedHealthcare Community Plan and your
responsibilities related to identification and reporting of
ANE. Additional state laws related to UnitedHealthcare
Community Plan and care provider requirements
continue to apply.

Report to the Department of Family and
Protective Services (DFPS):
Find out more at dfps.state.tx.us >
Everyone’s Business.
Contact DFPS at 800-252-5400 or, in
non-emergency situations, online at
txabusehotline.org.

Report to Local Law Enforcement:

The form is located at UHCprovider.com/
TXCommunityPlan > Provider Forms >
Critical Incident Report Form. The
completed
form can be faxed to 855-371-7638 or
emailed to critical_incidents@uhc.com.

Failure to Report or False Reporting:
It is a criminal offense:
• If a person fails to report suspected ANE of a person
to DFPS or a law enforcement agency (See: Texas
Human Resources Code, Section 48.052; Texas
Health & Safety Code, Section 260A.012; and Texas
Family Code, Section 261.109).
• To knowingly or intentionally report false information
to DFPS or a law enforcement agency regarding
ANE (See: Texas Human Resources Code, Sec.
48.053; Texas Health & Safety Code, Section
260A.013; and Texas Family Code, Section
261.107).
Everyone has an obligation to report suspected ANE
against a child, an adult that is elderly, or an adult with
a disability to DFPS. For members receiving services
from, have been placed in conservatorship or are
being investigated by the Texas Department of Family
and Protective Services (DFPS), we coordinate care
with DFPS for member care. You must respond to
DFPS requests, including those for medical records
and recognition of abuse and neglect with appropriate
referral to DFPS.

• If a care provider is unable to identify state agency
jurisdiction but an instance of ANE appears to have
occurred, report to a local law enforcement agency
and DFPS.

Report to UnitedHealthcare Community Plan:
In addition to reporting to DFPS, a care provider
must report the findings within one business day to
UnitedHealthcare Community Plan.
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Model of Care
Two cornerstone concepts of our care planning
approach are person-centeredness and member
self-determination. When considering the types of
health care, behavioral health and social needs of our
members, note some of the chronic conditions our
members live with include:
• Congestive heart failure.

Case Management for
Children and Pregnant
Women
Members who have medical-related needs that might
affect their health care may be eligible for this assistance
if either:

• Chronic obstructive pulmonary disease (COPD).

• A child through age 20 with a health condition or
health risk

• Diabetes.

• A woman of any age who has a high-risk pregnancy

• Depression.
Our service coordinators assess these member’s needs
and coordinate service delivery to meet those needs.
Activities include: assessments, face-to-face visits, care
planning, and authorizing any necessary long-term
services.
CommunityCare is an online tool that allows the
care planning team to access the information
they need to coordinate care. This includes the
member’s ISP and reports, medication lists and
messaging. CommunityCare is accessible through
the Provider Portal. When one of our members has
special health care needs, that member is assigned
a service coordinator who opens a health record in
CommunityCare. They send you an invitation to securely
join through your email.
Being aware of personal prejudices is a crucial
component of delivering unbiased and culturally
competent care. Our members require person-centered
care that is delivered with respect to their individual
preferences and abilities and for cultural, spiritual, racial
and ethnic beliefs. The National Standards for Culturally
and Linguistically Appropriate Services in Health
and Health Care (the National CLAS Standards) help
advance health equity, improve quality and eliminate
health care disparities by providing a blueprint for
culturally and linguistically appropriate services. Learn
more at ThinkCulturalHealth.HHS.gov.

Case managers contracted with UnitedHealthcare
work with eligible members by assessing their needs,
formulating a service plan, making referrals, problemsolving, advocacy and follow-up.
For more information about eligibility, visit TMHP.
com > Providers > Medicaid Provider Manual > Texas
Medicaid Provider Procedures Manual > Behavioral
Health, Rehabilitation, and Case Management Services
Handbook > Section 3.1.1 Eligibility or section 3.1.2
Referral Process or call 877-THSTEPS. For referrals, call
888-887-9003 or email CPW@uhc.com.
Find more information about:
• Self-determination – The National Resource Center
for Supported Decision Making, at
Supporteddecisionmaking.org
• The National Council on Independent Living – At
ncil.org
• The Social Model of Disability – See a presentation.
• Texas Resilience and Recovery Model at hhs.texas.
gov > Services > Health > CHIP and Medicaid >
Provider Information > Expansion Managed Care
> Addition of Mental Health Services > Texas
Resilience and Recovery - Improving Care,
Impacting Outcomes (PDF)

Your Contract Requirements
One barrier to health care services is when a PCP does
not have an adjustable examination table or a Hoyer
lift to assist a member dependent on a wheelchair,
preventing the person from getting onto the table for a
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thorough examination. Your Medicaid contract specifies
your obligation to adhere to the ADA to help ensure that
all members have access to receive services without
physical, communication or practical barriers. Many
of our members require special accommodations to
access the services they need. See more about the
Americans with Disabilities Act at ada.gov > Technical
Assistance Materials > Title III: Materials Specifically
for Business and Non-profits. See also at Health and
Human Services – hhs.gov > Access to Medical Care for
Individuals with Mobility Disabilities.
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Changes to the following demographic information
needs to be updated with both UnitedHealthcare
Community Plan and TMHP. Demographic information
includes billing and/or service address, telephone
number(s), and group affiliation.
Demographic information must also be updated with the
HHSC. This includes the same demographic information,
as well as changes involving identification numbers. This
includes tax identification numbers, additional office
location addresses and names.
To report changes in identification
numbers or names you will have to fill out
the Provider Information Change Form. To
print this form, go to TMHP.com >
Providers > Forms > Provider Information
Change Form.
To report all other changes visit TMHP.
com > Providers > I would like to... >
Provider Information Management System
(PIMS) User Guide.
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Basic Benefits
All health and medical services covered under Medicare
Part A and Part B and Medicaid, except hospice
services and additional benefits. All members of
UnitedHealthcare Connected receive all Basic Benefits.
Behavioral Health
The mental health and/or substance use disorder issues
as part of a member’s overall health care.
CMS
The Centers for Medicare & Medicaid Services, the
Federal Agency responsible for administering Medicare.
Covered Services
Those benefits, services or supplies which are:
• Provided or furnished by participating care providers
or authorized by UnitedHealthcare Connected or its
participating care providers
• Wellness, acute and specialty services other
than long-term services and support are primary
Medicare
• Emergency Services and Urgently Needed Services
that may be provided by non-participating care
providers
• Renal dialysis services provided while you are
temporarily outside the Service Area
• Basic and Supplemental Benefits
Emergency Dental Services
UnitedHealthcare Community Plan is responsible
for emergency dental services provided to Medicaid
Members in a hospital or ambulatory surgical center
setting. We will pay for hospital, physician, and related
medical services (e.g., anesthesia and drugs) for:
• Treatment of a dislocated jaw, traumatic damage to
teeth, and removal of cysts; and
• Treatment of oral abscess of tooth or gum origin.
Emergency Medical Condition
A medical condition manifesting itself by acute
symptoms of sufficient severity (including severe
pain) such that a prudent layperson, with an average
knowledge of health and medicine, could reasonably
expect the absence of immediate medical attention
to result in: 1) Serious jeopardy to the health of the
individual or in the case of a pregnant woman, the health
of the woman or her unborn child; 2) Serious impairment

61 | UnitedHealthcare Community Plan of Texas

to bodily functions; or 3) Serious dysfunction of any
bodily organ or part.
Emergency Services
Covered inpatient or outpatient services that are
1) furnished by a care provider qualified to furnish
emergency services; and 2) needed to evaluate or
stabilize an emergency medical condition.
Experimental Procedures and Items
Items and procedures determined by UnitedHealthcare
Connected and Medicare not to be generally
accepted by the medical community. When making
a determination as to whether a service or item is
experimental, UnitedHealthcare Connected will follow
CMS guidance (through the Medicare Carriers Manual
and Coverage Issues Manual) if applicable or rely upon
determinations already made by Medicare.
Fee-for-Service Medicare
A payment system by which doctors, hospitals and other
care providers are paid for each service performed (also
known as traditional and/or original Medicare).
Grievance
An expression of dissatisfaction about any matter other
than an action; includes complaints. Possible subjects
for grievances/complaints include, but are not limited
to, the quality of care or services provided, and aspects
of interpersonal relationships such as rudeness of a
care provider or employee, or failure to respect the
beneficiary’s rights.
Home Health Agency
A Medicare-certified agency which provides intermittent
Skilled Nursing Care and other therapeutic services in
your home when medically necessary, when members
are confined to their home and when authorized by their
PCP.
Hospice
An organization or agency certified by Medicare, which
is primarily engaged in providing pain relief, symptom
management, and supportive services to terminally ill
people and their families.
Hospital
A Medicare-certified institution licensed in Texas, which
provides inpatient, outpatient, emergency, diagnostic
and therapeutic services. The term hospital does not
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include a convalescent nursing home, rest facility or
facility for the aged which furnishes primarily Custodial
Care, including training in routines of daily living.

Medicare
The Federal Government health insurance program
established by Title XVIII of the Social Security Act.

Hospitalist
A hospitalist is a member of a growing medical specialty
who has chosen a field of medicine that specifically
focuses on the care of the hospitalized patient. Before
selecting this new medical specialty, hospitalists must
complete education and training in internal medicine.

Medicare Part A
Hospital insurance benefits including inpatient hospital
care, skilled nursing facility care, home health agency
care and hospice care offered through Medicare.

As a key member of the health care team and an
experienced medical professional, the hospitalist takes
primary responsibility for inpatient care by working
closely with the patient’s PCP.
Independent Physicians Association (IPA)
A group of physicians who function as a participating
medical care provider/group yet work out of their own
independent medical offices.
Medically Necessary
Medical services or hospital services that are determined
by UnitedHealthcare Connected to be:
• Rendered for the diagnosis or treatment of an injury
or illness; and
• Appropriate for the symptoms, consistent with
diagnosis, and otherwise in accordance with
sufficient scientific evidence and professionally
recognized standards; and
• Not furnished primarily for the convenience of the
Member, the attending participating care provider, or
other care provider of service.
UnitedHealthcare Connected will make determinations
of medical necessity based on peer reviewed medical
literature, publications, reports, and evaluations;
regulations and other types of policies issued by federal
government agencies, Medicare local carriers and
intermediaries; and such other authoritative medical
sources as deemed necessary by UnitedHealthcare
Connected.
Medical supplies
Medicaid benefits of the Home Health Services Program.
A physician who is familiar with the client must sign
and date a completed Home Health Services (Title XIX)
Durable Medical Equipment (DME)/Medical Supplies
Physician Order Form. To see more, go to TMHP.com
> Providers > Medicaid Provider Manual > Individual
Chapters > Volume 2: Durable Medical Equipment,
Medical Supplies, and Nutritional Products
Handbook.
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Medicare Part A Premium
Medicare Part A is financed by part of the Social
Security payroll withholding tax paid by workers and
their employers and by part of the Self-Employment Tax
paid by self-employed persons. If members are entitled
to benefits under either the Social Security or Railroad
Retirement systems or worked long enough in federal,
island, or local government employment to be insured,
members do not have to pay a monthly premium.
If members do not qualify for premium-free Part A
benefits, members may buy the coverage from Social
Security if members are at least 65 years old and meet
certain other requirements.
Medicare Part B
Supplemental medical insurance that is optional and
requires a monthly premium. Part B covers physician
services (in both Hospital and non-hospital settings)
and services furnished by certain non-physician
practitioners. Other Part B services include lab
testing, durable medical equipment, diagnostic tests,
ambulance services, prescription drugs that cannot be
self-administered, certain self-administered anti-cancer
drugs, some other therapy services, certain other health
services, and blood not covered under Part A.
Medicare Part B Premium
A monthly premium paid to Medicare (usually deducted
from a Member’s Social Security check) to cover Part B
services. Members must continue to pay this premium to
Medicare to receive Covered Services whether members
are covered by an Medicare Advantage Plan or by
Original Medicare.
Medicare Advantage (MA) Plan
A policy or benefit package offered by a Medicare
Advantage Organization under which a specific
set of health benefits offered at a uniform premium
and uniform level of cost- sharing to all Medicare
beneficiaries residing in the service area covered
by UnitedHealthcare Connected. An MAO may offer
more than one benefit plan in the same service area.
UnitedHealthcare Connected is an MA plan.
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Member
The Medicare beneficiary entitled to receive covered
services who has voluntarily elected to enroll in the
UnitedHealthcare Connected plan.
Non-Participating Medical Care Provider or Facility
Any professional person, organization, health facility,
hospital, or other person or institution licensed and/ or
certified by the Texas or Medicare to deliver or furnish
health care services; and who is neither employed,
owned, operated by, nor under contract to deliver
Covered Services to UnitedHealthcare Connected
members.
STAR+PLUS Nursing Facility Long-term Care
A Medicaid benefit available to qualified members which
includes room and board, medical supplies, personal
needs items, social services and over-the-counter
drugs. Includes add-on services such as ventilator
care, tracheostomy care, emergency dental services,
physician-ordered rehabilitation services, customized
power wheelchairs, and augmentative communication
devices. Acute care services are included such as
preventive care, primary and other medical care
provided under the direction of a physical other medical
care provided under the direction of a physician for a
condition having a relatively short duration. Nursing
facility services were bono-capitated until Feb. 28, 2015.
Participating Care Provider
Any professional person, organization, health facility,
hospital, or other person or institution licensed and/or
certified by the Texas Department of Medicaid, Texas
Department of Aging, or Medicare to deliver or furnish
health care services. This individual or institution has
a written agreement to provide services directly or
indirectly to UnitedHealthcare Connected members
pursuant to the terms of the Agreement.

PCP
The participating care provider who a member
chooses to coordinate their health care. The PCP
is responsible for providing covered services for
UnitedHealthcare Connected members and coordinating
recommendations to specialists. PCPs are generally
participating care providers of Internal Medicine, Family
Practice or General Practice.
Routine Medical Care
This care should occur with a primary care provider,
preferably within a medical home model. It includes at
least an annual well preventive doctor visit consisting
of a physical exam, blood work, immunizations and
biometric screenings. Dental care is also a type of
routine medical care.
Serious Emotional Disturbances (SED)
Children who experience functional impairment and are
diagnosed for more than a year with a serious disorder,
such as autism spectrum disorder, schizophrenia,
conduct disorder, affective disorder and disorders with
serious medical implications, such as eating disorders,
or persistent involvement with alcohol or drugs.
Serious and Persistent Mental illness
Severe and persistent mental illness (SPMI) involves
complex symptoms that require ongoing treatment and
management, including medication. People with SPMI
may function independently for periods of time. They
can be susceptible to stress and may need intensive
support with housing, school, work, social functioning,
and other everyday life concerns when they experience a
stressful event.
Urgent Medical Care
This option is for immediate care for when a person
cannot wait for or can’t get a next-day appointment. It is
designed to care for conditions such as:

Participating Hospital
A hospital that has a contract to provide services and/or
supplies to UnitedHealthcare Connected members.

• Severe cough, sore throat or flu-like symptoms

Participating Medical Group
Physicians organized as a legal entity for the purpose
of providing medical care. The group has an agreement
to provide medical services to UnitedHealthcare
Connected members.

• Sprained ankle

Participating Pharmacy
A pharmacy that has an agreement to provide
UnitedHealthcare Connected members with
medication(s) prescribed by the members’ participating
care providers in accordance with UnitedHealthcare
Connected.
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• Vomiting
• Painful urination
• Persistent diarrhea
• Minor burn or laceration
• Ear infection
• Fever without rash
• Broken bone allergic reaction
Wrap Services
Services designed to support a member’s available
covered services.
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MEMBER RIGHTS:
1. You have the right to respect, dignity, privacy,
confidentiality, and nondiscrimination. That
includes the right to:

response to complaints, appeals, and State Fair
Hearings. That includes the right to:
- Make a complaint to your health plan or to the
state Medicaid program about your health care,
your care provider, or your health plan.

- Be treated fairly and with respect.

- Get a timely answer to your complaint.

- Know that your medical records and discussions
with your care providers will be kept private and
confidential.

- Use the plan’s appeal process and be told how to
use it.

2. You have the right to a reasonable opportunity
to choose a health care plan and primary care
provider (PCP). This is the doctor or health care
provider you will see most of the time and who will
coordinate your care. You have the right to change
to another plan or care provider in a reasonably
easy manner. That includes the right to:
- Be told how to choose and change your health
plan and your PCP.
- Choose any health plan you want that is available
in your area, and choose your PCP from that plan.
- Change your PCP.
- Change your health plan without penalty.
- Be told how to change your health plan or your
PCP.
3. You have the right to ask questions and get
answers about anything you do not understand.
That includes the right to:
- Have your care provider explain your health care
needs and talk to you about the different ways
your health care problems can be treated.
- Be told why care or services were denied and not
given.
4. You have the right to agree to or refuse treatment
and actively participate in treatment decisions. That
includes the right to:
- Work as a team with your care provider in deciding
what health care is best for you.
- Say yes or no to the care recommended by your
care provider.
5. You have the right to use each available complaint
and appeal process through the managed care
organization and through Medicaid and get a timely
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- Ask for a State Fair Hearing from the state
Medicaid program and get information about how
that process works.
6. You have the right to timely access to care that
does not have any communication or physical
access barriers. That includes the right to:
- Have telephone access to a medical professional
24 hours a day, seven days a week to get any
emergency or urgent care you need.
- Get medical care in a timely manner.
- Be able to get in and out of a health care
provider’s office. This includes barrier free access
for people with disabilities or other conditions that
limit mobility, in accordance with the Americans
with Disabilities Act.
- Have interpreters, if needed, during appointments
with your care providers and when talking to your
health plan. Interpreters include people who can
speak in your native language, help someone
with a disability or help you understand the
information.
- Be given information you can understand about
your health plan rules, including the health care
services you can get and how to get them.
7. You have the right to not be restrained or secluded
for someone else’s convenience or is meant to
force you to do something you do not want to do or
is to punish you.
8. You have a right to know that doctors, hospitals and
others who care for you can advise you about your
health status, medical care and treatment. Your
health plan cannot prevent them from giving you
this information, even if the care or treatment is not
a covered service.
9. You have a right to know you are not responsible
for paying for covered services. Doctors, hospitals
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and others cannot require you to pay copayments
or any other amounts for covered services.
10. You have the right to receive information about
the organization, its services, its practitioners and
providers and member rights and responsibilities.
11. You have the right to make recommendations
regarding the organization’s member rights and
responsibilities policy.

MEMBER
RESPONSIBILITIES:
1. You must learn and understand each right you have
under the Medicaid program. That includes the
responsibility to:
- Learn and understand your rights under the
Medicaid program.
- Ask questions if you do not understand your
rights.
- Learn what choices of health plans are available in
your area.
2. You must abide by the health plan’s and Medicaid’s
policies and procedures. That includes the
responsibility to:
- Learn and follow your health plan’s rules and
Medicaid rules.
- Choose your health plan and a PCP quickly.
- Make any changes in your health plan and PCP
in the ways established by Medicaid and by the
health plan.
- Keep your scheduled appointments.
- Cancel appointments in advance when you cannot
keep them.
- Always contact your PCP first for your nonemergency medical needs.

- Talk to your care providers about your health care
needs and ask questions about the different ways
your health care problems can be treated.
- Help your care providers get your medical
records.
4. You must be involved in decisions relating to
service and treatment options, make personal
choices, and take action to maintain your health.
That includes the responsibility to:
- Work as a team with your care provider in deciding
what health care is best for you.
- Understand how the things you do can affect your
health.
- Do the best you can to stay healthy.
- Treat care providers and staff with respect.
- Talk to your care provider about all of your
medications.
5. You have a responsibility to follow plans and
instructions for care that you have agreed to with
your practitioners.

Member’s Right to Designate
an OB/GYN
UnitedHealthcare Connected allows the member to pick
any OB/GYN, whether that doctor is in the same network
as the member’s PCP or not.

Attention Female Members
Members have the right to pick an OB/GYN without
a referral from their PCP. An OB/GYN can give the
member:
One well-woman checkup each year.

- Be sure you have approval from your PCP before
going to a specialist.

• Care related to pregnancy.

- Understand when you should and should not go to
the emergency room.

• A referral to a specialist doctor within the network.

• Care for any female medical condition.

3. You must share information about your health with
your PCP and learn about service and treatment
options.
- Tell your primary care provider about your health.
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What is EVV?
• Electronic Visit Verification (EVV) is a telephone and
computer-based system that electronically verifies
service visits and documents the precise time
service provision begins and ends.
• EVV is a method by which a person, including but
not limited to a personal care attendant, who enters
a STAR+PLUS, STAR Kids, Medicare-Medicaid
Plan (MMP), or Community First Choice Member’s
home to provide a service will document their
arrival time, services and departure time using a
telephonic application system. This visit information
will be recorded and used as an electronic version
of a paper time sheet for an attendant and used
to support claims to the MCO for targeted EVV
services.

Can a care provider elect not to use EVV?
All Medicaid-enrolled service providers (care provider
agencies) who provide STAR+PLUS, STAR Kids,
Medicaid and Medicare Program (MMP) and CFC
services that are subject to EVV are required to use a
HHSC-approved EVV system to record onsite visitation
with the individual/member. Those services include:
• Personal assistance services (PAS)
• In-home respite
• Community First Choice – PAS/habilitation
• Flexible family support services (for STAR Kids only)

in EVV but may need some assistance from the
Financial Management Services Agency (FMSA) with
visit maintenance. You will use a paper time sheet to
document service delivery. Your CDS employee will call
in when they start work and call out when they end work.
Your FMSA will perform visit maintenance to make the
EVV system match your paper time sheet.
No EVV Participation: If you do not have access to a
computer, assistive devices, or other supports, or you do
not feel you can fully participate in EVV, you may choose
to use a paper time sheet to document service delivery.

How do care providers with assistive
technology (ADA) needs use EVV?
If you use assistive technology and need to discuss
accommodations related to the EVV system or materials,
please contact the HHSC-approved EVV vendors.
DataLogic (Vesta) Software, Inc.
Contact

Email

Sales &
Training
Tech Support

info@vestaevv.com 888-880-2400

Phone

support@vesta.net
Website: vestaevv.com

EVV use of small alternative device (SAD)
process and required SAD forms
The SAD process can be found at hhs.texas.gov. Forms
can be found at UHCprovider.com.

Is EVV required for CDS employers?
No. CDS Employers have the option to choose from the
following three options:
Phone and Computer (Full Participation): The
telephone portion of EVV will be used by your Consumer
Directed Services (CDS) Employee(s) and you will use
the computer portion of the system to perform visit
maintenance.
Phone Only (Partial Participation): This option is
available to CDS employers who can participate
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Where do I submit the SAD agreement/order
form?
The form is submitted to the provider selected EVV
vendor:
• DataLogic - email form to tokens@vestaevv.com or
send secure efax to 956-290-8728.
• Equipment provided by an EVV vendor to a care
provider, if applicable, must be returned in good
condition within their control.
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What is the HHSC Compliance Plan?
• The HHSC Compliance Plan is a set of requirements
that establish a standard for EVV usage that must
be adhered to by care provider agencies under the
HHSC EVV initiative.
• Care provider agencies must achieve and maintain
an HHSC EVV Initiative Provider Compliance Plan
Score of at least 90 percent per review period.
Reason codes must be used each time a change is
made to an EVV visit record in the EVV System.

EVV Compliance
All care providers providing the mandated services must
use the EVV system and must maintain compliance with
the following requirements:
• The care provider must enter member information,
care provider information, and service schedules
(scheduled or non-scheduled) into the EVV system
for validation either through an automated system
or a manual process. The care provider agency
must ensure that all required data elements, as
determined by HHSC, are uploaded or entered
into the EVV system completely and accurately
upon entry, or they will be locked out from the visit
maintenance function of the EVV system.
• The care provider must ensure that attendants
providing services applicable to EVV are trained and
comply with all processes required to verify service
delivery through the use of EVV.
• The care provider agency must ensure quality and
appropriateness of care and services rendered by
continuously monitoring for potential administrative
quality issues.
• The care provider agency must systematically
identify, investigate, and resolve compliance and
quality of care issues through the corrective action
plan process.
• Care providers should notify the appropriate MCO,
or HHSC, within 48 hours of any ongoing issues with
EVV vendors or issues with EVV Systems.
• Care provider agencies must complete any and
all required visit maintenance in the EVV system
within 60 days of the visit (date of service).
Visit maintenance not completed prior to claim
submission is subject to claim denial or recoupment.
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Care provider agencies must submit claims in
accordance with their contracted entity claim
submission policy. No visit maintenance will be
allowed more than 60 days after the date of service
and before claims submission, unless an exception
is granted on a case-by-case basis.
• Care provider agencies must use the reason
code that most accurately explains why a change
was made to a visit record in the EVV System.
The MCOs, will review reason code use by their
contracted provider agencies to ensure that
preferred reason codes are not misused.
• If it is determined that a provider agency has misused
preferred reason codes, the care provider agency
HHSC EVV Initiative Provider Compliance Plan
Score may be negatively impacted, and the care
provider agency may be subject to the assessment
of liquidated damages, imposition of contract
actions, implementation of the corrective action plan
process, and/or referral for a fraud, waste, and abuse
investigation.
• Care provider agencies must ensure that claims for
services are supported by service delivery records
that have been verified by the provider agency and
fully documented in an EVV System.
• Claims are subject to recoupment if they
are submitted before all of the required visit
maintenance has been completed in the EVV
System.
• Claims that are not supported by the EVV system will
be subject to denial or recoupment.
- With the exception of HHSC-identified Displaced
CM2000 providers, all provider agencies must
use the EVV system as the system of record by
September 1, 2015.
- HHSC-identified Displaced CM 2000 providers
must use the EVV system as the system of record
by February 1, 2015.
• Adherence to the Provider Compliance Plan when
submitting claims:
- The MCO Compliance Plan
- The HHSC Compliance Plan
• Any corrective action plan required by an MCO
is required to be submitted by the network care
provider to the MCO within 10 calendar days of
receipt of request.
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• MCO care provider agencies may be subject to
liquidated damages and termination from the MCO
network for failure to submit a requested corrective
action plan in a timely manner.
There is no cost to the care provider for the access and
use of the selected EVV vendor system.
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Appendix C: Reporting Waste, Abuse or Fraud by a
Provider or Client Medicaid Managed Care & CHIP

Do you want to report Waste, Abuse, or
Fraud?

- Names and phone numbers of other witnesses
who can help in the investigation

Let us know if you think a doctor, dentist, pharmacist at
a drug store, other health care providers, or a person
getting benefits is doing something wrong. Doing
something wrong could be waste, abuse, or fraud,
which is against the law. For example, tell us if you think
someone is:
• Getting paid for services that weren’t given or
necessary.

- Summary of what happened

• Not telling the truth about a medical condition to get
medical treatment.

- Dates of events
• When reporting about someone who gets benefits,
include:
- The person’s name
- The person’s date of birth, Social Security
number, or case number if you have it
- The city where the person lives
- Specific details about the waste, abuse, or fraud

• Letting someone else use their Medicaid or CHIP ID.
• Using someone else’s Medicaid or CHIP ID.
• Not telling the truth about the amount of money or
resources he or she has to get benefits.
To report waste, abuse or fraud, choose one of the
following:
• Call the OIG Hotline at 800-436-6184;
• Visit oig.hhsc.state.tx.us/. Under the box labeled “I
WANT TO” click “Report Waste, Abuse, and Fraud”
to complete the online form; or
• You can report directly to your health plan:
- UnitedHealthcare Connected (Medicare-Medicaid
Plan)
14141 Southwest Freeway, Sugar Land, TX 77478
- Call toll free 888-887-9003
To report waste, abuse or fraud, gather as much
information as possible.
• When reporting about a provider (a doctor, dentist,
counselor, etc.), include:
- Name, address, and phone number of provider
- Name and address of the facility (hospital, nursing
home, home health agency, etc.)
- Medicaid number of the provider and facility, if you
have it
- Type of provider (doctor, dentist, therapist,
pharmacist, etc.)
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Exploitation (ANE) Medicaid Managed Care
Report suspected Abuse, Neglect and
Exploitation:
Managed care organizations (MCOs) and care providers
must report any allegation or suspicion of ANE that
occurs within the delivery of long-term services and
supports to the appropriate entity. The managed care
contracts include MCO and care provider responsibilities
related to identification and reporting of ANE.
Additional state laws related to MCO and care provider
requirements continue to apply.

Report to Texas Health and Human Services
(HHS) if the victim is an adult or child who
resides in or receives services from:
• Nursing facilities;
• Assisted living facilities;
• Home and Community Support Services Agencies
(HCSSAs) – care providers are required to report
allegations of ANE to both DFPS and HHS;
• Adult day care centers; or
• Licensed adult foster care providers
Contact HHS at 800-458-9858.

Report to the Department of Family and
Protective Services (DFPS) if the victim is one
of the following:
• An adult who is elderly or has a disability, receiving
services from:
- Home and Community Support Services Agencies
(HCSSAs) – also required to report any HCSSA
allegation to HHS;
- Unlicensed adult foster care provider with three or
fewer beds.
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• An adult with a disability or child residing in or
receiving services from one of the following
providers or their contractors:
- Local Intellectual and Developmental Disability
Authority (LIDDA), Local mental health authority
(LMHAs), Community center, or Mental health
facility operated by the Department of State
Health Services;
- a person who contracts with a Medicaid managed
care organization to provide behavioral health
services;
- a managed care organization;
- an officer, employee, agent, contractor, or
subcontractor of a person or entity listed above;
and
• An adult with a disability receiving services through
the Consumer Directed Services option.
Contact DFPS at 1-800-252-5400 or, in non-emergency
situations, online at txabusehotline.org.

Report to Local Law Enforcement:
• If a provider is unable to identify state agency
jurisdiction but an instance of ANE appears to have
occurred, report to a local law enforcement agency
and DFPS.

Failure to Report or False Reporting:
• It is a criminal offense if a person fails to report
suspected ANE of a person to DFPS, HHS, or a law
enforcement agency (See: Texas Human Resources
Code, Section 48.052; Texas Health & Safety Code,
Section 260A.012; and Texas Family Code, Section
261.109).
• It is a criminal offense to knowingly or intentionally
report false information to DFPS or a law
enforcement agency regarding ANE (See: Texas
Human Resources Code, Sec. 48.052; Texas Health
& Safety Code, Section 260A.013; and Texas Family
Code, Section 261.107).
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• Everyone has an obligation to report suspected
ANE against a child, an adult that is elderly, or an
adult with a disability to DFPS. This includes ANE
committed by a family member, DFPS licensed
foster parent or accredited child placing agency
foster home, DFPS licensed general residential
operation, or at a childcare center.
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What can I do if my doctor asks for a
service or medicine that is covered but
UnitedHealthcare Community Plan denies or
limits it (if UnitedHealthcare Community Plan
denies or limits my patient’s request for a
covered service)?
UnitedHealthcare Community Plan will send you a letter
if a covered service you requested is not approved
or if payment is denied in whole or in part. If you are
not happy with our decision, call UnitedHealthcare
Community Plan within 60 days from when you get
our letter. If you ask for an appeal within 10 days from
the date on the denial letter, you may be able to keep
your services that are being denied. You can appeal by
sending a letter to UnitedHealthcare Community Plan
or by calling UnitedHealthcare Community Plan. You
can ask for up to 14 days of extra time for your appeal.
UnitedHealthcare Community Plan can take extra time
on your appeal if it is better for you. If this happens,
UnitedHealthcare Community Plan will tell you in writing
the reason for the delay.
You can call Member Services and get help with your
appeal. When you call Member Services, we will help
you file an appeal. Then we will send you a letter and ask
you or someone acting on your behalf to sign a form so
we can have it in writing.

of our decision within 30 days. In some cases you have
the right to a decision within one business day. If your
provider requests, we must give you a quick decision.
You can get a quick decision if your health or ability to
function could be seriously hurt by waiting.

What are the timeframes for an expedited
appeal?
UnitedHealthcare Community Plan must decide this
type of appeal in 72 hours and one business day for
those related to ongoing emergency and continued
hospitalization. This time frame begins when we get the
information and request.

What happens if UnitedHealthcare
Community Plan denies the request for an
expedited appeal?
If UnitedHealthcare Community Plan denies an
expedited appeal, the appeal is processed through the
normal appeal process, which will be resolved within 30
days. You will receive a letter explaining why and what
other choices you may have.

Who from UnitedHealthcare Community Plan
can help me file an appeal?

How will I find out if services are denied?
UnitedHealthcare Community Plan will send a letter
if a covered service requested by your child’s PCP is
denied, delayed limited or stopped to you, any person
representing you in the appeal and the provider for
whom the service was denied.

What are the timeframes for the appeal
process?
UnitedHealthcare Community Plan has up to 30
calendar days to decide if your request for care is
medically needed and covered. We will send you a letter
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You may call UnitedHealthcare Community Plan Member
Services at 888-887-9003 and ask someone to help you
start an appeal. Expedited appeals can be made verbally
and do not have to be in writing.

What documentation should I keep after
filing a complaint or appeal?
Keep a copy of any forms or attachments that you mail
or fax in or receive (including cover pages or cover
letters), as well as copies of any emails. In addition,
please keep a log of any telephone communications
related to/from UnitedHealthcare Community Plan that
may be related to a complaint or appeal.
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When does a member have the right to
appeal?
Members have the right to appeal a decision that denies,
in whole or in part, a payment or a service.
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Appendix F: Community First Choice Program
Care Provider Responsibilities
• The CFC services must be delivered in accordance
with the member’s service plan.

must provide the member/LAR with the appropriate
contact information for filing a complaint.

• The program provider must have current
documentation which includes the member’s
service plan, ID/RC (if applicable), staff
training documentation, service delivery logs
(documentation showing the delivery of the CFC
services), medication administration record (if
applicable), and nursing assessment (if applicable).

• The program provider must not retaliate against
a staff member, service provider, member (or
someone on behalf of a member), or other person
who files a complaint, presents a grievance, or
otherwise provides good faith information related to
the misuse of restraint, use of seclusion, or possible
abuse, neglect, or exploitation.

• The HCS or TxHmL program provider must ensure
that the rights of the members are protected (e.g.,
privacy during visitation, to send and receive
sealed and uncensored mail, to make and receive
telephone calls, etc.).

• The program provider must ensure that the service
providers meet all of the personnel requirements
(age, high school diploma/GED OR competency
exam and three references from non-relatives,
current Texas driver’s license and insurance if
transporting, criminal history check, employee
misconduct registry check, nurse aide registry
check, OIG checks). For CFC ERS, the program
provider must ensure that the provider of ERS has
the appropriate licensure.

• The program provider must ensure, through initial
and periodic training, the continuous availability of
qualified service providers who are trained on the
current needs and characteristics of the member
being served. This includes the delegation of
nursing tasks, dietary needs, behavioral needs,
mobility needs, allergies, and any other needs
specific to the member that are required to ensure
the member’s health, safety, and welfare. The
program provider must maintain documentation of
this training in the member’s record.
• The program provider must ensure that the staff
members have been trained on recognizing and
reporting acts or suspected acts of abuse, neglect,
and exploitation. The program provider must also
show documentation regarding required actions
that must be taken when from the time they are
notified that a DFPS investigation has begun through
the completion of the investigation (e.g., providing
medical and psychological services as needed,
restricting access by the alleged perpetrator,
cooperating with the investigation, etc.). The
program provider must also provide the member/
LAR with information on how to report acts or
suspected acts of abuse, neglect, and exploitation
and the DFPS hotline. (800-647-7418).
• The program provider must address any
complaints received from a member/LAR and
have documentation showing the attempt(s) at
resolution of the complaint. The program provider
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• For CFC ERS, the program provider must have the
appropriate licensure to deliver the service.
• Per the CFR §441.565 for CFC, the program
provider must ensure that any additional training
requested by the member/LAR of CFC PAS or
habilitation (HAB) service providers is procured.
• The use of seclusion is prohibited. Documentation
regarding the appropriate use of restrictive
intervention practices, including restraints must
be maintained, including any necessary behavior
support plans.
• The program provider must adhere to the MCO
financial accountability standards.
• The program provider must prevent conflicts of
interest between the program provider, a staff
member, or a service provider and a member, such
as the acceptance of payment for goods or services
from which the program provider, staff member, or
service provider could financially benefit.
• The program provider must prevent financial
impropriety toward a member, including
unauthorized disclosure of information related to a
member’s finances and the purchase of goods that
a member cannot use with the member’s funds.
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Appendix G: Care Providers of Targeted Case
Management and Mental Health Rehabilitation
These specialists are trained and certified to administer
the Adult Needs and Strengths Assessment (ANSA) and
the Child and Adolescent Needs and Strengths (CANS)
assessment tools as well as the Texas Department of
State Health Services (DSHS) Resiliency and Recovery
Utilization Management Guidelines (RRUMG). These
tools help care providers recommend a level of care
when submitting a request for authorization using the
current the Texas Department of State Health Services
Clinical Management for Behavioral Health Services
(CMBHS) web-based system.
These care providers have on file a signed attestation
confirming their ability to provide, either directly or
through a subcontractor, members with the full array
of MHR and TCM services as outlined in the RRUMG.
Texas HHSC established the following qualifications
and supervisory protocols for providers of mental health
rehabilitative services and mental health targeted case
management.

• An advanced practice nurse; or
• A licensed marriage and family therapist;
• A community services specialist provider (CSSP)
can be a QMHP-CS if acting under the supervision
of an LPHA. If a QMHP-CS is clinically supervised by
another QMHP-CS, the supervising QMHP-CS must
be clinically supervised by an LPHA.
For information about the Texas
Department of State Health Services
(DSHS) Mental Health Rehabilitation, see
TMHP.com > Providers > Medicaid
Provider Manual > Texas Medicaid Provider
Procedures Manual > Behavioral Health
and Case Management Services.

Mental Health Rehabilitative Services Qualified
Providers Qualified Mental Health Professionals
for Community Services (QMHP-CS)
The QMHP-CS requirements are as follows:
• Demonstrated competency in the work to be
performed; and
• Bachelor’s degree from an accredited college
or university with a minimum number of hours
equivalent to a major in psychology, social work,
medicine, nursing, rehabilitation, counseling,
sociology, human growth and development,
physician assistant, gerontology, special education,
educational psychology, early childhood education,
or early childhood intervention; or
• Registered nurse;
• A licensed practitioner of the healing arts (LPHA);
• A physician;
• A licensed professional counselor;
• A licensed clinical social worker;
• A licensed psychologist;
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