- Health Care District
PALM BEACH COUNTY

Provider Bulletin

Attention: Participating Providers

Subject: Benefit Changes

Program: District Cares (Option 1) | Bulletin Date: April 18, 2019

Bulletin Number: | 19-004 Effective Date: | May 1, 2019

Purpose:

This bulletin serves to notify participating providers of benefit changes for District Cares members.

Change:

Effective May 1, 2019 - Benefits for the following services are as follows:

SERVICE AUTHORIZATION BENEFIT

Ten (10) days per calendar

Inpatient — Acute Care Yes / Required year (combined with Rehab)

Ten (10) days per calendar year
(combined with Acute Care)
One (1) 12-week (24 visits)

occurrence per year
(2) 23-hour stays
per calendar year

Inpatient — Rehabilitation (hospital setting) Yes / Required

Outpatient - Cardiac Rehabilitation Yes / Required

Observation Stay No / Not required

Optometry N/A Not covered

Combined 45 days per calendar
Home Care / Home Infusion Yes / Required year (skilled nursing care
and home infusion)

Hospice N/A Not covered

The CCP Prior Authorization Request Form is available for submitting authorization requests
through April 30, 2019.

Beginning May 1, 2019 — all authorization requests must be submitted through CCP’s PlanLink
portal.

PlanLink Registration information is available at:

https://www.hcdpbc.org/for-providers/provider-portal-planlink-reqgistration

Questions:

If you have any questions pertaining to this bulletin, please contact the Provider Services Department at (866) 930-
1002.

Please insert the bulletin into your Provider Handbook. The policies and procedures in this bulletin
supersede any related policies and procedures in the handbook.



https://www.hcdpbc.org/for-providers/provider-portal-planlink-registration
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Health Care District Palm Beach County (HCDPBC)
PRIOR AUTHORIZATION REQUEST FORM

Fax #: 954-699-0741
***CONFIDENTIAL HEALTH INFORMATION***

The information contained in this telecopy transmission contains confidential information, belonging to the sender that is legally privileged. This
information is intended only for the use of the individual or entity named above. The authorized recipient of this information is prohibited from
disclosing this information to any other party. If you received this telecopy in error, please notify the Requesting Provider immediately to arrange for
return or destruction of these documents.

Prior to visit, check Plan Link or call HCDPBC Customer Service at 866-930-0035 to verify eligibility
To register for Plan Link visit :
https://www.hcdpbc.org/for-providers/provider-portal-planlink-registration

Include supporting clinical documentation with every request | INCOMPLETE REQUESTS WILL NOT BE PROCESSSED

Mbr Name:

Mbr ID#: Phone #: DOB:

Mbr Address:

Requesting Provider Name: NPI#

Requesting Provider Address:

Phone #: Fax #:

Office contact person name: Date:

Service Request: D Inpatient D Outpatient
NPI#

Provider Name: (Required) Phone #

Provider Address: Fax #:

Diagnosis/ ICD-10 Code(s):

Procedure/ CPT/ HCPCS Code(s):

Submit claims for DOS 4/1/19 forward through Availity, Payer ID PBHD1/Community Care Plan (Palm Beach Health District)

Authorization DOES NOT GUARANTEE PAYMENT. Payment is subject to member’s eligibility on the date of the service is rendered,
contractual provision of the plan, and standard industry billing guidelines. Prior Authorization Request Forms received after
5:00PM, will be considered received the next business day.

NOTICE: This message is intended for the use of the person or entity to which it is addressed and may contain information that is privileged and
confidential, the disclosure of which is governed by applicable law. If the reader of this message is not the intended recipient, you are hereby
notified that any dissemination, distribution or copying of this information is prohibited. If you have received this message in error, please notify
us immediately and destroy the related message. 4/1/19



https://www.hcdpbc.org/for-providers/provider-portal-planlink-registration

Memorial Healthcare System
ENTERPRISE SYSTEM ACCESS REQUEST FORM

e Bave Meright © not provide the personal infiarmafion an Uhis farm. IF you chogse not b compliete W fem in %S entirety, you wil be
reguired to present yoursel in person B the Deparment leaden™HS Sponsar S rowing e sress so (hal we can o your iden iy,

2 il 21 55
NON- HHS FHP{I?!’EE ‘H HF@JMFD WDCF.F MUET'ESFJTTGHM!TEEM‘CM TBIM FIA FAX
(954-276-539.7) OR EMATL (MHSAcce ssR eq westform ONL Y@ mbs net)

MHS EMPLOYEES: PLEASE SUBMIT AN ONLINE REQUEST AND A TTACH COMPLETED FORM

Initial here once youread all

policies (Page 4 -22 Of package) *sAll Usersare requr:m u;;:;“u:e following Policies. l:‘::l;-!w ealeohql hcmﬁ::::; you have M:Iued_ij.-
«  Risk Analysis and Risk Managem ent Policy
+  Information System Activity Review Policy and Proced ure

USER INFORMATION

{TO BE FILLED OUT BY THE PERSON REQUIRING ACCESS)
*Today's Date: *Legal Last Name: *Legal First Mame: ME
Mot As part of the wer 1D ceaton proce s, all wes wil automafoaly be et wWith MHS network 0gin 103 a8 well &3 an MHS ermal st (if reguested).
User 105 are: oy estaiish e with e NSt iniial of the (st name and compiete (st name, depending on avalanlity. Plemse wite lagiiy. You wil be
b by MHS when Bieuse 1D & estabiished, IF an MHS el acoint s st ug, we wil use the snal addess to send periode updales and ather
inna—arf_spr.m-rdamd e, 50 flerse be sure o check this emal accaurnt afen.

*Birth Date (MM fDDSYY ): * Offic e Phone: # |Last 4 digits Social Security #:
*Office street ad dress: * Mokl e Ploie:
*City: *State: “Zip Code: * Your Email Ad dress:

Person requesting access must
sign and date the form.

The abwe information is ruseta fe bestof my kowedge, 1 uderstand my cbiigations under MHS polides and spplicabie bw, induding HIPAA and relzted
ruies and reguistions, and agree o oie information onfy & needed to perform my joblas part of the worklome of & Coversd Eniity o &5 3 Business Asociate
of & Coderae] Eniity (2ach &5 defined in HIPAA). T agree to comply with all MHS poficies and procedures, and the terms of the Confidentiality and
Data Security Agreement attached to this 3 page form and wuwmuwmumrﬂmmmmumimu
custody and security of any MHS data I access, view, print, obtain f Ttismy sobe responsibility to

any suspected breach of security or loss of custody ummwuim&mmmmqwngmw(mlzﬁ—lmw
1 can aleo send an email to mhsprivacy mhs.net.

“Requeasior’s Signature: *Date:
MHS SPONSOR VERIFICATION SECTION
{TO BE FILLED QUT BY Hmmmumumm;mmm
User Title: Compaiy/ School:
Start Date: Enfl Date:

Sponsor's Employes 1D #:
Hame of MHS Spons or approving this request:
Sponsors Department: Sponsor's Email Address:
Sponsors Title [Supervisor or above):
*+4 Applications [Access Requ es ted:

Sponsor's Offioe Plode

The abie infiormalion i Fue to e best of my kowedge. T wderstand my dbiigation undes MHS poides and applicatie bw, induding HIPAA and relgted
ruliess and reg uiations, and cerlify that the above named wer has alegiimae nead o acoess MHS sydtems o perfom dutes formy degariment. T authorize
his user o be setup with access Lo fe systems & indicated on this form. Tagres o nolily MHS IT System Access Team via fax (354) Z76-5397 ar email

S e oo R e W OB e et of any changes o this user's stafus under my Denariment. All wser IDs fiat are not usad within a 3 manh period will
be daatied a5 a security precauion. 1 agme to comply with all MHS policies and procedums and will ensure that this wer complies by Bose policies. Remale
acreas to any MHS gyatem may mouine the e of & hyoe of securily devics such 25 3 ke, Upan ermination of the user's asirment or duties n my
depariment, T agres io immediatedy mum sl devices that have been provided o this wer. Twill immediately notfy MHS TT Spstern Access Tearn via Goc (954)
Z76-5397 ar amnail P 0 ores g vy e e OMLY Senie 1 o8 i elaiot $ie user 105 that have Boen sstup for Bis user.

Sponsor’s Sgnalure; Date:

To send applications via fax, send to:
Fax number 954-251-4044.

To send applications via email, send to:
ccp.provider@ccpcares.org.
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Each person requesting access
to Plan Link/Epic Link must
complete this form including
the office Site Managers.

All PlanLink users complete this
Form. Complete this top section
with information pertaining to
the person requesting the
access to PlanLink.

Enter the last 4 of SS# or a 4-
digit PIN. NOTE: you must
remember the 4 digit PIN. You
will not be able to reinstate your
access without this PIN and you
will need to submit new forms
for access.

DO NOT COMPLETE THIS SECTION



If the person requesting access is a
physician on staff at Memorial
Healthcare, complete this section.
Otherwise, leave blank.

Naime of Vendor [Contractor approving this niguest:

Maine[Title of Person Signing for Contractar] Vendor®t:

Office Phone: [Eiiail Address:

meammmmawammehmummg 1 corfify that the afheve named wser i3 he agenal o subeoniractor of Me abae nerned
wend orjcontracor. Company authorizes this wer to be sewp with acomis in e spEbemns & indicated on this fom. Company will immedistely notfy  MHS IT
System Acceds Team via @ix (954) 276-5397 or emal MAS fcosgRequegBrmOMLYdmfs et of any changes o the indiiduals Bt = the agent o
aubcontracior of the above named vendorfconiracior such 28 extended keave or berminafon of emgiogment o afiliafon. Al user Ds et are not wed
within a 3 month pesiod wil be dsshled & a secwity grecafion VendorConrachor aqrees o cmply wih ﬂblﬁmhssﬂmuumﬂ
anmsure thal i user complies by those polcies. Upon termination of the user's employment or stalus agent o Comparny

al deviees that have been provided to Mhis uses and wil mmnn,-mwmsrrs,mnmuATmmmmm)zwwumﬂ
MH S Requesfom N @mhsnet o delste the usr acess. Vendor'Company agrees to hold harmiess  and indemnify MHS, its
employess and agents from and against any and all claims damages, expenses snd causes of sction, including, without
limitation, attorney fees at all levels, arsing out of, related to, or by reason of amy misconduct, negligence, or breach of the terma |
and eonditions of this Enterprise Access Form.

| Signature: | Date:

Physician approvirg this requs
 Office Phone: Email Address:
The abave infarmaficn) i true 1o the best of my kniwledge . Tund ity a5 a Caverd Bty under MHS palicies and aopicabile Law, inchadfg

mmuﬂrdsmmmrgmm,am:sﬂphﬂmnmnmuse:spstnmwmumlmhmhimmbesam with access fothe
syates as ndicaed on his . Tagres to immediaiely nally MHS of any changes io this indhicual Siams & et ofmy  wirkfarce sudh & eatended
lemve or lesriinalon of enpleyen. Al wer D8 that aré nat used within 3 3 manth period will be disalied 25 & Seeurily precafion. | agree taeomgly with
&l MiHS palides. and procedures and willl ensure that this weer complies by ficse polides. Rermote acess o any  MHS spstem may requie the we of atype of
seairy device such a5 & ke, Lpon tesmination of e users enployment or S130S &8 pad af fy  worklree, T agree In invmediatedy e al deviees hiat
Fave Been pravided 10 DS user and will imeediaely aaify MEHS IT Systen Aeces Team via (2 (954) 2765397 o enal

M Shcres e ues Form DMLY @mis net to delete the e ID8 hat have been setup for this uer,

#+4Physician Sgnature: Date:
++4 Al Physicians are required to com ply with applicable law and MHS System policies, ineluding but not limited to the MHS HIPAA
Comgliance Program, use, & of medical information. Physicians who fail to comply with MHS palicies shall
be subject to corrective action,

Al infermmation githered an B form IS eor in with e, a8 pirt of the MHS Security Pragran and is anly wsed In vesity

ey, Al reguests will be Bgged via e MHS Service Now ticketing systen far recerd keesing purpeses. If you have any quedtions abaut this famn
peme call 954-2 765848 (MHS [T Service desk).

HEHO RIAL HEALTHCARE SYSTEM

g Childran’s Hos pital Memorial Hospital West
Memorial Hospital Pembroke Hmmhll'lnq:ﬂllhm.’ Memarial Regional Hospital South
Memorial Manor Memorial Hame Health

CONFIDENTIALITY AND DATASECURITY AGREEMENT

Patient Care [ by e b I Syztem (furher refered 1o a3 Healcare System or MHS) for s patients are
pévileged and confidential under the law, as & other infommaton used by the Healthcare Sysiem in i operaions. Ofher confbdental and

indosm aton without i edecal pear review committes infommaton, nek management infosmaton, quality
mprovement informaton, and rade seoels. Iﬂmlmmwlegdcqxea of maiesial subject io the copyight laws. To enable the
Haalh::al'esjaunhpufamlmaeam patients funish that il will be kept oonfidental and used
only by PEfS0NS &5 g Noge services. Tmmuwmmmmekmsmn
senices and mformation confidential, mmmmmlommm and that by reason of youwr duties you may
recefve of have access lo verbal, weillen or o w3 pabenis and serwces performed by the Healhcas
Sﬂmfﬁmhmmymﬂm mummamum

&3 1o the o cond nature of any of e nght of any pary 1o obian informaton, he

mnmmymmnemm
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This section is to be completed
by the PlanLink Site Manager.

The PlanLink Site Manager
the person in charge of
maintaining and updating the
access to PlanLink for all users
within the office/site/group.




. |

YOUR SIGNATURE ON PAGE THREE INDICATES ACCEPTANCE OF THE FOLLOWING:

\User agrees to hold harmiess and indemn ify MHS, its employees and agents from and agalnat amy and all claims damages, expenses
and causes of action, including, without limitation, attomey fees ntdlwull,ﬂ'hlng out of, related o, or by reason of any
misconduct, negligence, or breach of the terms and cond itions of this Enterprise Access Form.

1) | HEREBY AGREE, | WILL NOT ACCESS ANY COMPUTER OR ELECTRONIC DATA, EXCEPT AS REQUIRED TO PERFORM
MY DUTIES AND SUBJECT TO THE ABOVE LIMITATIONS. Ihﬂierag'eem excepl as direcied by e Healhcare
System or a3 requissd by law, | will not at any Bme TS S 2Ny o o any
pu'aano(mtwammmhmmammmdwmmmmwwma coming o
My poaseasion of control of fo which | hawve access, that concemna i any way the prvileged or confidential information

of e Healhcas System.
) Waork Station Security: Under no croumstances will | give my password 1o any other ndrvides . | will choose quality pesswornds,
wiich | wall remember. | will not wate my o where anodher may find it | wil bog cut or secure my works tation

whnenever | leave the work station, including cloging blnds and placing patient idenifable infoamaton i a secure area out of plan
wew. | will not use 3 workstation hat has been logged onto by another user unless | log them out. Al information gained by my
pasaweord will be treated a3 confidential and never be released 1o any person of misused unkess they have a need 1o know and |

have been aulhonzed 1o release hat info by my sup ol that | will be held responaible for all computer
fransachons that ococur under my sign-on. | understand that all data friom, or on MHS compaiers and compuler syatems s legally
owmed by e Healthcare Syatem. | will not ebecironically of tranamit MHS informaton (patent, fnancial, ate.) not dinectly

mmmmmmmmmmmmaMM. | understand the need io prodect the
Healhcare Syatem's asaets (M3 data), and !hat every indwidud & responsible for data secunty. | will repont any and all suspecied
mmbmcmlmmmqmicmﬁmdﬁm | can aso all he Privacy Reporing
Mummiper {954) 2651165 or emal m net. | mat if | have been gven remole acoess 1o the Healthcare
‘Syatem's compuier gystem, | wil abvde by all of he above condibona.

| RECOGNIEZE THAT THE UNAUTHORIZED ACCESS ANDVOR DISCLOSURE OF INFORMATION BY ME MAY VIOLATE
STATE OR FEDERAL LAWS, AND THAT THE UNAUTHORIZED ACCESS ANDIOR RELEASE OF INFORMATION MAY
RESULT IN CRIMINAL ANDVOR CIVIL LIABILITY, DISMISSAL OR OTHER DISCIPLINARY ACTION BEING TAKEN AGAINST
ME.

p agres hat | will comply with all secunity regulatons in effect at the
used on a computer owned by the Healfcare System must be propery
Syatem Adm for use on that computer. The use of unbcensed or unappeoved

| acknowledge that an |T Security presentation s on the MHS il der IT Se curity, under the section
marked, IT Security Presentations. | agree to access and completely review this presentation prior to any other use
of MHS comp uter syatems.

Print Requestor's Full Name:

Requastor's Signature; Date:
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