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PURPOSE

To outline the process for medical necessity determinations within New Century Health Utilization

Management Department.

. DEFINITIONS

Initial Clinical Reviewers or First Level Reviewers (NCH): Health care professionals with
privileges to review and approve medical necessity requests for service utilizing evidence based
clinical criteria as approved by the New Century Health Chief Medical Officer and Utilization
Management Committee (UMC).

Medical or Scientific Evidence: (URAC) Evidence found in the following sources: (1) Peer-reviewed
scientific studies in or accepted for publication by medical journals that meet nationally recognized
requirements for scientific manuscripts and submit most of their published articles for review by
experts who are not part of the editorial staff; (2) Peer-reviewed medical literature, relating to




therapies reviewed and approved by a qualified institutional review board, biomedical compendia and
other medical literature that meet the criteria of the National Institutes of Health’s Library of Medicine
for indexing in Index Medicus (Medline) and Elsevier Science Ltd for indexing in Excerpta Medicus
(EMBASE). Medical journals recognized by the Secretary of Health and Human Services under
Section 1861 (t)(2) of the federal Social Security Act. The following standard reference compendia:
The American Hospital Formulary Service-Drug Information; Drug Facts and Comparisons; The
American Dental Association Accepted Dental Therapies; and The United States Pharmacopoeia —
Drug Information. Findings, studies or research conducted by or under the auspices of federal
government agencies and nationally recognized federal research institutes, including: The Federal
Agency for Healthcare Research and Quality; The National Institutes of Health; The National Cancer
Institute; The National Academy of Sciences; The Centers for Medicare and Medicaid Services; The
federal Food and Drug Administration; National Comprehensive Cancer Network (NCCN) Drugs and
Biologics Compendium, Micromedex, Clinical Pharmacology, Lexi-Drugs, and Any national board
recognized by the National Institutes of Health for the purpose of evaluating the medical value of
health care; or Any other medical or scientific evidence that is comparable to the sources listed.

Chemotherapy (treatment plan) Continuations: A chemotherapy regimen (treatment plan) shall be
defined as a continuation if the original regimen is continued without a change in drugs OR the
addition of a drug without a time off-therapy which exceeds the limits set by the health plan.

Medical Necessity Determinations:

A. Prospective Review: Utilization Management conducted prior to a patient’s admission, stay, or
other service or course of treatment (including outpatient procedures and services). Prospective
review can include prospective prescription drug utilization review.

B. Retrospective Review: Review conducted after services (including outpatient procedures and
services) have been provided.

C. Concurrent Review: New Century Health considers these as in-patient hospital admission cases
and New Century Health is not delegated to perform these reviews. (URAC and NCQA)
Utilization Management conducted during a patient’s hospital stay or course of treatment
(including outpatient procedures and services). Sometimes called “continued stay review”.

D. Case involving Urgent Case: Any request for a utilization management determination with respect
to which the application of the time periods for making non-urgent care determinations (a) could
seriously jeopardize the life or health of the consumer or the ability of the consumer to regain
maximum function, or (b) in the opinion of a physician with knowledge of the consumer’s medical
condition, would subject the consumer to severe pain that cannot be adequately managed without
the care or treatment that is the subject of the case.

Medicare: National Coverage Determinations (NCDs) and Local Coverage Determinations (LCDs):
The Centers for Medicare and Medicaid Services (CMS) maintains a Medicare Coverage Database
(MCD), which contains all NCDs and LCDs. The MCD is written for Medicare Administrative
Contractors, providers, healthcare professionals, and Medicare health plans (i.e., Medicare
Advantage organizations and Medicare Part D sponsors) and their delegates. Information on the
MCD is updated weekly. The MCD can be accessed here:

. Medicare coverage requirements may also be established through a
legislative change in benefits adopted by the Congress and mandated by statute.
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A. National Coverage Determinations (NCDs) are determinations by the Secretary of the
Department of Health and Human Services with respect to whether or not a particular item or
service is covered under Medicare. An NCD does not include a determination of what code, if
any, is assigned to a service or a determination about the payment amount for the service.
HCPCS and other codes are assigned through separate guidance.

B. Local Coverage Determinations (LCDs) are made by Medicare Administrative Contractors in the
absence of an NCD to establish which items and services are reasonable and necessary. These
local policies cover specific conditions and may differ from Medicare Administrative Contractor
Region to Region. NCH follows LCD’s based upon a patients Medicare Administrative Contractor
Region

Non-clinical Staff or Client Services Coordinators (CSC): Employees, contracted consultants, or
staff who are not qualified healthcare professionals and are under the supervision of appropriately
licensed health professionals in a health care organization that do not perform clinical assessments or
provide callers with clinical advice. Non-licensed personnel within the Utilization Management
Department are classified as Client Services Coordinators and are considered non-clinical staff.

Time frames for Determinations:

A. CMS:

1. Standard organization determination: When an enrollee or their provider has made a request
for a service, the Medicare health plan must notify the enrollee of its determination as
expeditiously as the enrollee’s health condition requires, but no later than 72 hours for Part B
and Part D drugs and 14 calendar days for pre-services after the date the organization
receives the request for a standard determination. The Medicare health plan can extend the
time up to 28 days for pre-services.

2. Expedited organization determination: The Medicare health plan must automatically provide
an expedited organization determination if a physician indicates, either orally or in writing,
that applying the standard time for making a determination could seriously jeopardize the life
or health of the enrollee or the enrollee’s ability to regain maximum function (the physicians
does not have to use the exact words). For a request made by an enrollee, the Medicare
health plan must expedite the review of a determination if the plan finds that applying
standard time for making a determination could seriously jeopardize the enrollee’s health, life,
or ability to regain maximum function. If the Medicare health plan decided to expedite the
request, it must render a decision as expeditiously as the enrollee’s health condition might
require, but no later than 24 hours for Part B and Part D drugs and 72 hours for pre-services
after receiving the enrollee’s request. The Medicare health plan can extend the time up to 17
days for pre-services.

B. NCQA:

1. Urgent preservice decisions: The organization makes decisions within 72 hours of receipt of
the request. NCQA considers 24 hours to be equivalent to 1 calendar day and 72 hours to be
equivalent to 3 calendar days.

2. Nonurgent preservice decisions, the organization makes decisions within 15 calendar days of
receipt of the request.

3. Post service decisions, the organization makes decisions within 30 calendar days of receipt
of the request.

4. Urgent concurrent decisions: For commercial and Marketplace, the organization makes
decisions within 24 hours of receipt of the request.

.

PROPRIETARY AND CONFIDENTIAL
UM_1110 Medical Necessity Determination Process 08262022 New Century Health

© 2020 New Century Health 3



5. For the Medicare product line, drugs that meet the federal definition of “covered outpatient
drugs” as stated in SSA 1927 (k)(2), the organization sends its decision notification within 24
hours. For the drugs that are excluded from the federal definition of “covered outpatient
drugs” as stated in SSA 1927 (k)(3), the organization sends its decision notification within 72
hours for urgent concurrent requests and urgent preservice requests and sends its decision
notification within 14 calendar days for nonurgent preservice requests.

1. POLICY
Medicare
A. For Medicare populations, the NCH default, and indications for approving a request for medical
necessity will be determined based on the following medical review hierarchies:

1. National Coverage Determination guidelines and Local Coverage Determination guidelines, if
applicable.

2. Compendia or Guidelines:

American Hospital Formulary Service-Drug Information (AHFS-DI) Compendia
National Comprehensive Cancer Network (NCCN) Drugs and Biologics Compendium
Thomson Micromedex DrugDex Compendia

Clinical Pharmacology Compendia

Lexi-Drug Compendium

-~ ® o0 T

American College of Cardiology (ACC)
g. Peerreviewed literature support

B. Step Therapy and/or Preferred Drug Guidance: New Century Health will take into account any
Step Therapy or Preferred Drug Guidance set forth by the client health plan when processing
authorizations.

C. Established policies: New Century Health, or client policy when contractual agreement exists. For
Medicare populations, such coverage criteria may not be more restrictive than any applicable
NCD or LCD. The MCD should be monitored on an ongoing basis for NCDs, LCDs and related
publications.

D. When fully delegated, if New Century Health fails to make a decision in a timely manner based on
Medicare timeframes, this failure constitutes an adverse decision.

E. Continuations of non-preferred drugs: Continuations of non-preferred agents may be approved on
a case-by-case basis according to examples 1-6:

1. A chemotherapy regimen is being used with a non-preferred myeloid growth factor (MGF).
The patient has been changed to a new chemotherapy regimen which carries a high risk for
febrile neutropenia. In this case, because the chemotherapy regimen has been changed, the
non-preferred MGF, should not be approved as a continuation and the patient can be
switched to a preferred MGF.

2. A chemotherapy regimen of drugs A+B is being used in which one of the drugs is non-
preferred but has been approved as a continuation. The patient then progresses on
chemotherapy regimen A+B and the provider adds drug C creating a new regimen A+B+C.
This cannot be approved as a continuation, as it is a change in therapy and the provider
needs to switch to the preferred drug(s).

3. A chemotherapy regimen of drugs A+B is being used in which one of the drugs is non-
preferred but has been approved as a continuation. The provider wishes to drop drug B from

.
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the regimen. This is not viewed as a new regimen and drug A can be approved as a
continuation.

4. A high emetogenic risk chemotherapy regimen of drugs A+B is being used with antiemetics
appropriate for high emetogenic risk chemotherapy (fosaprepitant and palonosetron for
example). Drug A is non-preferred, but this has been approved as a continuation. The
provider then wishes to drop drug B from the regimen which makes the chemotherapy low
emetogenic risk. The antiemetics are not changed. Though drug A could be approved as a
continuation, the regimen cannot be approved unless the antiemetics are modified to those
appropriate for a low emetogenic risk regimen (ondansetron and dexamethasone for
example). Drug A can then be approved as a continuation with the new antiemetics.

5. A chemotherapy regimen of drugs A+B is being used in which one of the drugs is non-
preferred but has been approved as a continuation. The patient is then off therapy for a
period exceeding the limits set by the health plan for continuations. Chemotherapy regimen
A+B is again requested. Due to the time off therapy this cannot be approved as a
continuation and the provider must request the preferred drug.

6. A patient is on a non-preferred drug for bone metastases. The patient is off therapy for a
period exceeding the limit set by the health plan for continuations. A request is then received
for the non-preferred drug. This cannot be approved as a continuation and the provider must
change to the preferred drug.

Commercial/Exchange/Medicaid

A. For Commercial/Exchange and Medicaid population, the NCH default and indications for
approving a request for medical necessity will be determined based on the following medical
review hierarchies:

1. New Century Health, client, or state policy when contractual agreement exists.

B. Step Therapy and/or Preferred Drug Guidance: New Century Health will take into account any
Step Therapy or Preferred Drug Guidance set forth by the client health plan when processing
authorizations.

C. Continuations of non-preferred drugs: Continuations of non-preferred agents may be approved on
a case-by-case basis according to examples 1-6:

1. A chemotherapy regimen is being used with a non-preferred myeloid growth factor (MGF).
The patient has been changed to a new chemotherapy regimen which carries a high risk for
febrile neutropenia. In this case, because the chemotherapy regimen has been changed, the
non-preferred MGF, should not be approved as a continuation and the patient can be
switched to a preferred MGF.

2. A chemotherapy regimen of drugs A+B is being used in which one of the drugs is non-
preferred but has been approved as a continuation. The patient then progresses on
chemotherapy regimen A+B and the provider adds drug C creating a new regimen A+B+C.
This cannot be approved as a continuation, as it is a change in therapy and the provider
needs to switch to the preferred drug(s).

3. A chemotherapy regimen of drugs A+B is being used in which one of the drugs is non-
preferred but has been approved as a continuation. The provider wishes to drop drug B from
the regimen. This is not viewed as a new regimen and drug A can be approved as a
continuation.

4. A high emetogenic risk chemotherapy regimen of drugs A+B is being used with antiemetics
appropriate for high emetogenic risk chemotherapy (fosaprepitant and palonosetron for
example). Drug A is non-preferred, but this has been approved as a continuation. The
provider then wishes to drop drug B from the regimen which makes the chemotherapy low
emetogenic risk. The antiemetics are not changed. Though drug A could be approved as a
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continuation, the regimen cannot be approved unless the antiemetics are modified to those
appropriate for a low emetogenic risk regimen (ondansetron and dexamethasone for
example). Drug A can then be approved as a continuation with the new antiemetics.

5. A chemotherapy regimen of drugs A+B is being used in which one of the drugs is non-
preferred but has been approved as a continuation. The patient is then off therapy for a
period exceeding the limits set by the health plan for continuations. Chemotherapy regimen
A+B is again requested. Due to the time off therapy this cannot be approved as a
continuation and the provider must request the preferred drug.

6. A patientis on a non-preferred drug for bone metastases. The patient is off therapy for a
period exceeding the limit set by the health plan for continuations. A request is then received
for the non-preferred drug. This cannot be approved as a continuation and the provider must
change to the preferred drug.

IV. PROCEDURE
Medicare

A. New Century Health utilization management (UM) decisions are based on CMS guidelines such
as NCDs and LCDs and, where applicable, the use of nationally recognized and accepted clinical
criteria and internal policy for determining medical necessity and appropriateness of care.

1. New Century Health does not issue Recommended Adverse Determination (RAD) or Adverse
Determination (AD) to a client (health plan) if the procedure/medication or service would be

provided based on current standards of care to another individual without regard to their
sexual orientation.

2. New Century Health considers the following factors when applicable and applies criteria
based on individual needs: age, physician recommendations, clinical notes, comorbidities,
complications, progress of treatments, psychosocial situation, functional status, and home
environment.

3. New Century Health reviews requests for chemotherapy regimens (treatment plans) as the
combination of one or more agents that comprise the requested regimen. Each individual
drug in a multi-drug regimen is reviewed as a combination and not as a single agent. A
regimen is reviewed against clinical criteria and approved or recommended for denial with all
drugs requested in totality.

B. Request is received by the Client Services Department and reviewed for eligibility requirements
and against initial criteria for review.

C. Client Services Coordinators (nhon-clinical staff) may request additional information from providers
officein accordance with NCH UM_1108 Guidelines for Initial Screening policy.

D. Request is submitted to First Level Reviewer for determination in accordance with NCH UM_1104
Initial Clinical Reviewer Guidelines Policy.

E. First Level Reviewer shall review and approve the request based on hierarchy criteria set forth in
Section Il Medicare above.

F. Preferred drug preferences for continuations of previously approved medication and/or regimens
is as follows:

1. Continuation requests of previously approved non-preferred medications shall be approve
according to the individual health plans policy on continuations. (See Section Ill. F,)

G. Cardiology Service/s-review with the following items:
1. Progress note that prompted request, and/or

.
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2. Pertinent testing/procedure report applicable to request

a. Medicare Population: National Coverage Determination guidelines and Local Coverage
Determination guidelines, if applicable

3. Appropriate Use Criteria (AUC)

H. Documentation requirement on approval, RAD, or denial must include the criteria used to make
the final determination per the policy review hierarchy. i.e. Compendia or LCD/NCD
name/number.

I. If New Century Health First Level Reviewer is unable to approve through CMS Guidance
including National Coverage Determination guidelines and Local Coverage Determination
guidelines or any of the 5 clinical drug compendia (oncology only), the request is escalated to a
physician peer reviewer.

J. The New Century Health peer-reviewer shall make a final determination based on the following
criteria

1. If Medicare (Attachment B):

a. Review to National Coverage Determinations (NCD)

b. Review to member’s state/region Local Coverage Determinations (LCD)
c. Review health plan Step Therapy requirements
d

Review by the 5 clinical compendia (American Hospital Formulary Service-Drug
Information (AHFS-DI) Compendia, National Comprehensive Cancer Network (NCCN)
Drugs and Biologics Compendium, Thomson Micromedex DrugDex Compendia, Clinical
Pharmacology Compendia, and Lexi-Drug Compendium)

2. If unable to approve based on information:

a. Request more information on literature review and/or Medical or Scientific Evidence,
and/or

b. Conduct peer-to-peer consultation
3. Peer reviewer can approve a request at any point of this process.

If unable to approve based on any or all portions of the above criteria, the peer reviewer will
request a peer-to-peer discussion with the requesting provider to obtain additional clinical
information, clarify the requested plan and/or discuss alternative evidenced based medicine
treatment options.

a. If the request meets medical necessity based on above mentioned criteria, Peer
Reviewer shall issue an authorization. In no event will medical records, including updated
imaging scan and/or progress note be requested if a request satisfies applicable medical
necessity criteria.

K. A Medical Request Authorization (MRA) for Oncology reviews or a Service Request Authorization
(SRA) for Cardiology reviews shall be issued for all requests with an approval status from New
Century Health.

L. When a request cannot be approved, a Recommended Adverse Determination (RAD) letter shall
be submitted to the client, signed by a New Century Health physician, Medical Director or Peer
Reviewer that includes the clinical rationale for the recommendation and all efforts extended by
New Century Health to provide a positive outcome for said request.

M. Where New Century Health is delegated for adverse determinations, New Century Health will
send adverse determination letters to the member and provider with the rationale for the adverse

.
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determination and the health plan’s appeals process. The rationale must be specific to the
member’s case and be written in a manner calculated for a member to understand.

Commercial/Exchange/Medicaid

A. New Century Health utilization management (UM) decisions are based on the use of nationally
recognized and accepted clinical criteria and internal policy for determining medical necessity and
appropriateness of care and, where applicable, client health plan or state policy.

1. New Century Health does not issue Recommended Adverse Determination (RAD) or Adverse
Determination (AD) to a client (health plan) if the procedure/medication or service would be

provided based on current standards of care to another individual without regard to their
sexual orientation.

2. New Century Health considers the following factors when applicable and applies criteria
based on individual needs: age, physician recommendations, clinical notes, comorbidities,
complications, progress of treatments, psychosocial situation, functional status, and home
environment.

3. New Century Health reviews requests for chemotherapy regimens (treatment plans) as the
combination of one or more agents that comprise the requested regimen. Each individual
drug in a multi-drug regimen is reviewed as a combination and not as a single agent. A
regimen is reviewed against clinical criteria and approved or recommended for denial with all
drugs requested in totality.

B. Request is received by the Client Services Department and reviewed for eligibility requirements
and against initial criteria for review.

C. Client Services Coordinators (non-clinical staff) may request additional information from providers
office in accordance with NCH UM_1108 Guidelines for Initial Screening policy.

D. Request is submitted to First Level Reviewer for determination in accordance with NCH UM_1104
Initial Clinical Reviewer Guidelines Policy.

E. First Level Reviewer shall review and approve the request based on hierarchy criteria set forth in
Section Il Commercial/Exchange/Medicaid above.

F. Preferred drug preferences for continuations of previously approved medication and/or regimens
is as follows:

1. Continuation requests of previously approved non-preferred medications shall be approved
according to the individual health plans policy on continuations. (See Section Ill. F,).

G. Cardiology Service/s-review with the following items:
1. Progress note that prompted request, and/or
2. Pertinent testing/procedure report applicable to request

a. Medicare Population: National Coverage Determination guidelines and Local Coverage
Determination guidelines, if applicable

3. Appropriate Use Criteria (AUC)

H. Documentation requirement on approval, RAD, or denial must include the criteria used to make
the final determination per the policy review hierarchy. i.e. Compendia or policy name/number.

I. If New Century Health First Level Reviewer is unable to approve through New Century Health,
health plan, or state policy or any of the 5 clinical drug compendia (oncology only), the request is
escalated to a physician peer reviewer.

.
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J. The New Century Health peer-reviewer shall make a final determination based on the following
criteria:

1. Review New Century Health, Health Plan, or state policy
2. Review health plan Step Therapy requirements

3. Review by the 5 clinical compendia (American Hospital Formulary Service-Drug Information
(AHFS-DI) Compendia, National Comprehensive Cancer Network (NCCN) Drugs and
Biologics Compendium, Thomson Micromedex DrugDex Compendia, Clinical Pharmacology
Compendia, and Lexi-Drug Compendium)

K. If unable to approve based on information:
1. Request more information on literature review and/or Medical or Scientific Evidence, and/or
2. Conduct peer-to-peer consultation

L. Peer reviewer can approve a request at any point of this process.

M. If unable to approve based on any or all portions of the above criteria, the peer reviewer will
request a peer-to-peer discussion with the requesting provider to obtain additional clinical
information, clarify the requested plan and/or discuss alternative evidenced based medicine
treatment options.

1. If the request meets medical necessity based on above mentioned criteria, Peer Reviewer
shall issue an authorization. In no event will medical records, including updated imaging scan
and/or progress note be requested if a request satisfies applicable medical necessity criteria.

N. A Medical Request Authorization (MRA) for Oncology reviews or a Service Request Authorization
(SRA) for Cardiology reviews shall be issued for all requests with an approval status from New
Century Health.

O. When a request cannot be approved, a Recommended Adverse Determination (RAD) letter shall
be submitted to the client, signed by a New Century Health physician, Medical Director or Peer
Reviewer that includes the clinical rationale for the recommendation and all efforts extended by
New Century Health to provide a positive outcome for said request.

P. Where New Century Health is delegated for adverse determinations, New Century Health will
send adverse determination letters to the member and provider with the rationale for the adverse
determination and the health plan’s appeals process. The rationale must be specific to the
member’s case and be written in a manner calculated for a member to understand.

V. APPROVAL AUTHORITY

A. Review — Utilization Management Department

B. Final Approval — Utilization Management Committee

VI. ATTACHMENTS

Attachment A: New Century Health Workflow
Attachment B: Medicare NCD/LCD: How to Search
Attachment C: Humana Workflow

Attachment D: Colorado Addendum

mo o w >

Attachment E: Pennsylvania Addendum
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VII. REFERENCES

A. Parts C & D Enrollee Grievances, Organization/Coverage Determinations, and Appeals
Guidance: https://www.cms.gov/Medicare/Appeals-and-Grievances/MMCAG/Downloads/Parts-C-
and-D-Enrollee-Grievances-Organization-Coverage-Determinations-and-Appeals-Guidance.pdf

B. Medicare Managed Care Manual, Chapter 4 - Benefits and Beneficiary Protections:
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/mc86c04.pdf.

C. NCQA UM 2022 Standards and Elements.
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Attachment A: New Century Health Workflow

Updated 09.25.2020

Health Plan Step
Therapy
Requirements

Approve per NCD/

NCD/LCD (CMS) o

Compendia [NCCN,
Clinical Pharm, Approve per
Micromedex, & Compendia
Lexicomp)

FLR —Send to CR

Health Plan Preferred
Drug Guidelines and/ Health Plan/NCH Policy YES Approve per He_alth
or Step Therapy Plan/MCH Policy
Reguirements

Commercial/Medicaid

Compendia (NCCN,

Clinical Pharm, Approve per
Micromedex, & Compendia
Lexicomp)

FLR—Send to CR
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Updated 05.20.2020

NO

_ Approve per
Compendia (NCCN) Compendia
NO
FLR—Send to CR

Commercial/Medicid Health Plan/NCH Policy

Approve per Healt
Plan/NCH Policy

NO
¥
Compendia (NCCN) W
Compendia
NO
FLR—Send to CR
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Updated 05.20.2020

Medicare Meets CM5 Guidelines YES—m Approve per CMS

Approve per
Mationally Recognized
OC & Guidelings

Meets Appropriate Use
Criteria Reference

ND/NA
¥

Approve per Nationally
Recognized S0C &
Guidelines

Meets Clinical Practice
Guidelines Reference

NO/NA

Send to CR

Commercial/Medicaid Health Plan/NCH Policy

Send to CR
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Attachment B: Medicare NCD/LCD: How to Search
MEDICARE COVERAGE (http://www.cms.gov/medicare-coverage-database).

The Medicare Coverage Database (MCD) contains all National Coverage Determinations (NCD) and Local
Coverage Determinations (LCD), local articles, and proposed NCD decisions. The database also includes
several other types of Nation Coverage policy related documents, including National Coverage Analyses
(NCA), Coding Analyses for Labs (CAL), Medicare Evidence Development & Coverage Advisory Committee
(MEDCAC) proceedings, and Medicare coverage guidance documents.

How to Use this Site:
The MCD offers multiple ways to locate and view data:

e QUICK SEARCH - Allows users to search both the NCD and LCD databases using a variety of criteria
such as keyword, diagnosis/procedure, and date. You can use the Quick Search to you right. Quick
Search: www.cms.gov/medicare-coverage-database/overview-and-quick-search.aspx

e Orclick on ADVANCED SEARCH to use additional filters to find exactly what you are looking for

INDEXES - Provides users with pre-defined lists of National and Local Coverage documents

REPORTS - Provides users with reports of National and Local Coverage data

DOWNLOADS - Allows users to download complete sets of LCDs and articles and the complete set of

NCDs.

o Contextual Help & Page Help - Contextual Help is a new feature that provides users with the ability
to receive onscreen help for specific elements on the page. To use the feature, click the “Contextual
Help” link and move the mouse to the onscreen location of the associated page element. The user can
turn the feature off when help is no longer required. Users who are unable to use this feature, or who
prefer to have a link to a single page of help for the entire page, may continue to use the “Page Help”
link to get assistance.

e  C(lick on the corresponding link at the top of the page to get started.

e Slide presentation from CMS on how to search for NCD/LCD can be found under 2012
Education on New Century Health intranet:
http://nchnet/interdep/edumat/default.aspx?RootFolder=%2Finterdep%2Fedumat%2FShared %20
Documents%2F2012%20Training%20Materials&FolderCTID=0x0120004831A0062ADD5641B64C
F9CBD055994F&View={955E9374-32E1-476C-A16A-D64E01092577}.
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http://www.cms.gov/medicare-coverage-database
http://www.cms.gov/medicare-coverage-database/overview-and-quick-search.aspx
http://nchnet/interdep/edumat/default.aspx?RootFolder=%2Finterdep%2Fedumat%2FShared%20Documents%2F2012%20Training%20Materials&FolderCTID=0x0120004831A0062ADD5641B64CF9CBD055994F&View=%7b955E9374-32E1-476C-A16A-D64E01092577%7d
http://nchnet/interdep/edumat/default.aspx?RootFolder=%2Finterdep%2Fedumat%2FShared%20Documents%2F2012%20Training%20Materials&FolderCTID=0x0120004831A0062ADD5641B64CF9CBD055994F&View=%7b955E9374-32E1-476C-A16A-D64E01092577%7d
http://nchnet/interdep/edumat/default.aspx?RootFolder=%2Finterdep%2Fedumat%2FShared%20Documents%2F2012%20Training%20Materials&FolderCTID=0x0120004831A0062ADD5641B64CF9CBD055994F&View=%7b955E9374-32E1-476C-A16A-D64E01092577%7d

Attachment C: Humana Workflow

Please refer to Humana policy: Anti-Cancer Drug Coverage Determination Policy, found under: Medical and
Pharmacy Coverage Policies (humana.com)
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http://apps.humana.com/tad/Tad_New/Home.aspx
http://apps.humana.com/tad/Tad_New/Home.aspx

Attachment D: Colorado Addendum

State of Colorado, Department of Regulatory Agencies Bulletin No. B-4.49
Insurance Unfair Practices Act Prohibitions on Discrimination Based Upon Sexual Orientation

I. Background and Purpose

The purpose of this bulletin is to provide guidance about the anti-discrimination provisions of state law, and
particularly the application of CRS 10-3-1104, Unfair methods of competition - unfair or deceptive acts
or practices, based on sexual orientation as defined in CRS 2-4-401(13.5).

Bulletins are the Colorado Division of Insurance’s (“Division”) interpretations of existing insurance law or
general statements of Division policy. Bulletins themselves establish neither binding norms nor finally
determine issues or rights.

II. Applicability and Scope

This bulletin is intended for carriers, consumers and health service providers to advise them of the
prohibitions in Colorado law on discrimination in health coverage based on an individual’s sexual orientation
as defined in CRS 2-4-401(13.5) and including heterosexuality, homosexuality, bisexuality, and transgender
status.

III. Division Position

Colorado law defines “sexual orientation” as “a person’s orientation toward heterosexuality, homosexuality,
bisexuality, or transgender status or another person’s perception thereof” and such definition applies to
every statute. CRS 2-4-401(13.5).

Existing law CRS 10-3-1104(1)(f)(III) defines as an unfair method of competition and unfair or deceptive act
or practice in the business of insurance, the “making or permitting to be made any classification solely on the
basis of marital status or sex, unless such classification is for the purpose of insuring family units or is
justified by actuarial statistics.” CRS 10-3-1104(1)(f)(VI) prohibits “inquiring about or making an
investigation concerning, directly or indirectly, an applicant’s, an insured’s, or a beneficiary’s sexual
orientation in: (A) An application for coverage.” Further, CRS 10-3-1104(1)(f)(VII) prohibits “using
information about gender, marital status, medical history, occupation, ... to determine sexual orientation”
and CRS 10-3-1104(1)(f)(VIII) further prohibits use of sexual orientation in the underwriting process or
determination of insurability. Finally, CRS 10-3-1104(1)(f)(XIII) prohibits any unfair discrimination “between
individuals of the same class ... in the amount of premium, policy fees, or rates charged for any policy of
sickness and accident insurance, in the benefits payable under such policy, in the terms or conditions of the
policy, or in any other manner.”

The Division interprets the above provisions of law to prohibit the denial, cancellation, limitation, or refusal
to issue or renew health coverage because of a person’s sexual orientation. For purposes of applying these
provisions, based on a person’s sexual orientation, a carrier may not:
e impose any differential in premium rates or charges with regard to an applicant or covered person’s
sexual orientation;
e designate an individual’s sexual orientation as a pre-existing condition for the purpose of denying or
limiting coverage;
e deny, exclude, or otherwise limit coverage for medically necessary services, as determined by an
individual’s medical provider, if the item or service would be provided based on current standards of
care to another individual without regard to their sexual orientation.

Provisions of other laws about the procedures and processes for appeal and review of denials of coverage,
benefits or adverse determination apply. The Division interprets that the provisions of CRS 10-16-113 and
113.5 and Insurance Regulations 4-2-17 and 4-2-21 would govern the appeal of any denial of coverage or
benefits or adverse determination on the grounds of utilization review or medical necessity.
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Attachment E: Pennsylvania Addendum

This section cited in 28 Pa. Code § 9.631 (relating to content of an application for an HMO certificate of
authority); 28 Pa. Code § 9.741 (relating to applicability); and 28 Pa. Code § 9.751 (relating to UR system
description).

§ 9.753. Time frames for UR.

(a) A concurrent UR decision shall be communicated to the plan, the enrollee and the health care provider
within 1-business day of the receipt of all supporting information reasonably necessary to complete
the review. The plan shall give the enrollee and the health care provider written or electronic
confirmation of the decision within 1-business day of communicating the decision.

(b) A prospective UR decision shall be communicated to the plan, enrollee and health care provider
within 2-business days of the receipt of all supporting information reasonably necessary to complete
the review. The plan shall give the enrollee and the health care provider written or electronic
confirmation of the decision within 2-business days of communicating the decision.

(c) Aretrospective UR decision shall be communicated to the plan, the enrollee and the health care
provider within 30 days of the receipt of all supporting information reasonably necessary to
complete the review. The plan shall give the enrollee and the health care provider written or
electronic confirmation of its decision within 15-business days of communicating the decision.

(d) A grievance review decision shall comply with the requirements and time frames set outin § § 9.705
and 9.707 (relating to internal grievance process; and external grievance process).
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