
 
 

 

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 

Inpatient – Acute Care Yes / Required 
Ten (10) days per calendar 
year (combined with Rehab) 

Inpatient – Rehabilitation (hospital setting) Yes / Required 
Ten (10) days per calendar year 

(combined with Acute Care) 

Outpatient - Cardiac Rehabilitation Yes / Required 
One (1) 12-week (24 visits) 

occurrence per year 

Observation Stay No / Not required 
(2) 23-hour stays 
per calendar year 

Optometry N/A Not covered 

Home Care / Home Infusion Yes / Required 
Combined 45 days per calendar 

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.  

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. 

PlanLink Registration information is available at: 

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

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


 

 

4.1.2019 

Health Care District Palm Beach County (HCDPBC) 
PRIOR AUTHORIZATION REQUEST FORM 

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

 

 

 

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 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Mbr Name: _______________________________________      

Mbr ID#: __________________________________       Phone #: ____________________ DOB: __________________ 

Mbr Address: ____________________________________________________________________________________ 

 

Requesting Provider Name:__________________________________ NPI#___________________________________  

Requesting Provider Address: ________________________________________________________________________ 

Phone #: ________________________________________     Fax #: _________________________________________ 

Office contact person name: _________________________________   Date: ________________________________ 

 
 

Service Request:   _____________________________________________      Inpatient                Outpatient 
 

Provider Name: ___________________________ (Required)_______________________ Phone #_________________ 

Provider Address:_____________________________________________  Fax #: ______________________________ 

Diagnosis/ ICD-10 Code(s):__________________________________________________________________________ 

Procedure/ CPT/ HCPCS Code(s): ____________________________________________________________________ 

_______________________________________________________________________________________________ 

 

    

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 

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. 

NPI# 

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

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

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


Each person requesting access
to Plan Link/Epic Link must
complete this form including
the office Site Managers.

Initial here once you read all 
policies (Page 4 -22 of package)

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.

Person requesting access must 
sign and date the form.

DO NOT COMPLETE THIS SECTION



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

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

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



The person requesting the
access to PlanLink must
complete this section.

The Enterprise System Access form must 
be submitted to CCP by the designated 
PlanLink Site Manager and not by 
individual users.

ID/Login is emailed to the applicant from 
“MHS IT Service Desk”. 

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

To send applications via email, send to: 
ccp.provider@ccpcares.org.


