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Guiding Principles for Patient Access Care

HMAA and HWMG Commitments
HMAA and HMWG are committed to excellence in service; loyalty to

providers and members; and pride in providing quality and affordable health
insurance benefits.

Provider Responsibility

Provider commits to providing access to care within 30 days of the member’s
request for an appointment or treatment for preventive services.
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Welcome

Hawaii-Western Management Group, Inc. (HWMG), the Third-Party Administrator for
HMAA, owns and operates the provider network that you are contracted with. We

would like to thank you for being a part of our network.

HMAA Contact Information

Pacific Guardian Center, Mauka Tower
737 Bishop Street, Suite 1200
Honolulu, HI 96813
www.hmaa.com

Department/ . : . Hours of
P ) Assists With Contact Information .
Service Operation
Member Eligibility
. Plan Benefits ) . 24 hours a day,
HMAA Online Claims Status https:\\www.hmaaonline.com 7 days a week
Forms & Information
IVR System Member Eligibility Oahu: 791-7628 24 hours a day,

Toll-Free: (866) 791-7628

7 days a week

Customer Service

Member Eligibility
Plan Benefits
Claims Inquiries

Language Translation

Oahu: 941-4622
Toll-Free: (888) 941-4622

E-mail: CustomerSvc@hmaa.com

Mon to Fri,
8am.—4pm.

Service
Oahu: 941-4622 Mon to Thuir,
Utilization Pre-Certification Toll-Free: (888) 941-4622 8am.—-5pm.
Management Fax: 791-7697 Fri
E-mail: um@hmaa.com 8am.—4pm.
Provider Information | Oahu: 591-0088, ext. 304 Mon to Thur,
Provider Services Updates/Changes Toll-Free: (800) 621-6998 8am.-5pm.
Provider Contracts, Fax: 591-0463 Fri

Disputes, Appeals

E-mail: ProviderServices@hmaa.com

8am.—4pm.
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Mailing Address for Claims

HMAA - Claims
P.O. Box 32580

Honolulu, HI 96803-2580



http://www.hmaa.com/

Plan Benefits
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Member Co-Payment
Calculation
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To assist you in determining your patient’s portion when a co-payment is involved, below is

Sample Calculation of Co-Payment

a sample calculation of an office visit:

SAMPLE:
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HMAA Eligible Charge:

$40.00

Member co-payment:

$5.00

Member Benefit:

90% of eligible charge

Member Co-Insurance Rate: 10%
Tax Rate: 4.712%
CO-INSURANCE:

Eligible Charge $40.00
Minus Member co-payment -$5.00 $35.00
Multiply by Co-Insurance Rate 10%
Co-Insurance $3.50
TAX:

Eligible Charge $40.00
Multiply by Tax Rate 4.712%
Tax $1.89
TOTAL MEMBER PORTION:

Co-payment $5.00
Co-Insurance $3.50
Tax $1.89
Total Member Portion $10.39
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Member Eligibility
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There may be occasions when you wish to verify eligibility for specific patients, such as to
confirm whether the group has terminated membership with HMAA, or whether a spouse or

Eligibility Verification

dependent is covered. To verify eligibility, please use one of the following resources:

Toll-Free: (866) 791-7628

Department/ Hours of
Service Contact Information Operation

HMAA Online https:\\www.hmaaonline.com 24 hours a day,

7 days a week

IVR System Oahu: 791-7628 24 hours a day,

7 days a week

Customer Service

Oahu: 941-4622
Toll-Free: (888) 941-4622
E-mail: CustomerSvc@hmaa.com

Mon to Fri,
8am.—-4pm.

The following page is a sample of the HMAA Member ID Card. It is important for providers

to have the most up-to-date version of a member’s card on file. For this reason, it is
recommended that appropriate staff ask patients if any information regarding their
insurance has changed since their last visit.
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Sample HMAA Member ID Card

FRONT OF CARD

BACK OF CARD
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Third-Party Administration
by HWMG
www.hmaa.com

MBR #:
SINGLE COVG POLICY #:
POLICY NAME: Eff. Date
MEDICAL: OPTION PLUS One 09-01-04
DENTAL: PLAN B 09-01-04
VISION: HIGH OPTION PLAN 09-01-04
Rx Plan 09-01-04

(Mandatory Generic)

Use of a non-participating provider will result in
substantially higher out-of-pocket costs.

VS.p @ EXPRESS SCRIPTS”

(800) B77-7195 RxBin: 003858 RxGrp: HWMA
WWW.VSP.Ccom RxPCN: A4 www.express-scripts.com

MAINLAND NETWORK

(Not available for dental or alternative care services)

when traveling or attending schoal
out-of-area, call PHCS and ask for
www phcs.com its Healthy Directions Network at

(888) 721-7427

' To locate participating providers
| el o o o

HMAA
Third-Parey Administration by HWMG

* This card is for identification purposes only and does not guaranize
coverage or ligibility. Refer to your Summary Plan Description for details.

* Pre-admissicn review of non-emergency hospital confinements, and con-
current review of all hospital confinemsnts is reguired, along with
pre-ceriification of certain cuipafient procedures. These requirements are
the member's responsibility and do not guarantee payment or eligibility.

* Service by a non-participating provider will result in substantially higher
out-of-pocket costs. Before you obtain services, please determing whether
your provider iz participating by calling HMAA, asking your provider, or
viewing cur current provider directory at www.hmaa.com. HMAA will make
claim payments directly to the member for services rendered by non-
participating providers, regardless of whether assignment of benefits is
requested.

« Submit Medical, Mental Health,
and Dental Claims ta:

* Claims Inguiries, Benefits,
and Pre-Certification:

» Eligikility “erification;
ifor Provider uze only)

* For Yision Claims, contact WVSF:

* Submit Prescription Drug Claims to:

HMAA
P.0. Box 32580
Honolulu, HI 98803-2580

(808) 9414622
(888) 941-4622 {toll-free)
www.hmaaonling. com

Interactive Voice Response System,
24 hours a day, 7 days a week
(308) 791-7628

(866) 791-T628 (toll-free)

(800) 877-7185
WWW VSD com

Express Scripts - Claims
P.C.Box 66773

St Louis, MO E3166-6772
(800) 233-3065

WWW S XDTES5-sCripts.com
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Updating Your Provider Records

It is imperative to inform HMAA of any changes regarding your services.

All changes that affect your provider record must be submitted to the Provider Network
Management Department in writing. These changes include, but are not limited to:

e Change in Federal Taxpayer Identification Number (serves as Provider Number)

e Additions or Terminations of Physicians in the Group

e Addition/deletion of a location

e Move to a new location

e« Name change

e Change in telephone numbers

e Change in Payment/Mailing address

e Agent Authorization

e Updated Professional Liability Insurance, State Medical or Dental License,
Federal DEA Certificate & State Controlled Substance Certificate

e Locum Tenens information

Please use the Provider Information Update Form located in the Forms section of this
manual or obtain a copy from the Provider Forms and Information page on our website at
www.hmaa.com or www.hmaaonline.com. This will ensure the accuracy of HMAA'’s
records as well as the most current information given to members. If you have any
guestions about filling out this form, please contact our Provider Services Department at
(808) 591-0088, ext. 304, or toll-free at (800) 621-6998, ext. 304.

Submit your written documents by mail or fax to:

HWMG Provider Network Management Department
737 Bishop Street, Suite 1200
Honolulu, HI 96813

Fax: (808) 591-0463

27
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Claim Filing Instructions

Members should present a current HMAA member ID card (refer to the Eligibility
Verification section of this manual). In the event that you would like to verify a patient’s
eligibility, please call our Interactive Voice Response (IVR) System at 791-7628 or toll-free
at (866) 791-7628, or our Customer Service Center at (808) 941-4622 or toll-free at

(888) 941-4622.

It is the responsibility of benefits coordinators to give HMAA updates on health plan
membership on a timely basis. Sometimes, there are instances when these updates are
not received timely. We request that you understand that when eligibility information is
provided to you, it is correct on the date given, but it may change later, resulting in a non-
covered claim.

As an HMAA Participating Provider, you must complete and file a CMS-1500 or UB-04
claim form on behalf of your patient.

A separate claim must be filed for each covered patient and each provider.
“Signature on file” is accepted in Box 12 & 13 of the CMS-1500 claim form.

All information submitted on the Claim Forms must be accurate and supported by the
underlying medical records. The medical records need not be provided to HMAA unless
required in these Administrative Policies or requested by HMAA.

Electronic Claims

HMAA accepts claims electronically, but does not require that Providers submit claims
electronically. Providers interested in submitting electronic claims may call Provider
Services at 591-0088, ext. 304, or (800) 621-6998, ext. 304, or visit our website for more
information at www.hmaa.com or www.hmaaonline.com and refer to the Frequently Asked
Questions (FAQs) for EDI.

Prior to calling, please have available the following information:

1. Name of billing company or software package you are using.

2. Estimate of the volume of claims submitted to HMAA.

3 Whether your office is presently submitting electronic claims to other
companies.

32
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Claims Filing Tips
Receipt of “clean claims” will result in faster turn-around time for your claims. If the
claim is not correctly completed, this may result in a delay of your claims processing
or the denial and return of your claim.

CMS-1500 Claim Forms:

To expedite your claims processing, complete all sections of the CMS-1500 claim form.

If a member has additional insurance coverage, complete Section 9.

UB-04 Claim Forms:

To expedite your claims processing, complete all sections of the UB-04 claim form.

33
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ACUPUNCTURE, CHIROPRACTIC
& NATUROPATHIC

Option Plus 1 & 2:

EPO 1 & 2:

Valid CPT codes:
Chiropractic:

Acupuncture:

Naturopathic:

20 visits per calendar year total
for all services in this category

10 visits per calendar year total
for all services in this category

98940: Chiropractic manipulative
treatment (CMT); spinal, one to
two regions

98941.: spinal, three to four
regions

98942: spinal, five regions

98943: extraspinal, one or more
regions

97810: Acupuncture, one or
more needles; without electrical
stimulation, initial 15 minutes

97811: without electrical
stimulation, each additional 15
minutes

97813: with electrical stimulation,
initial 15 minutes

97814: with electrical stimulation,
each additional 15 minutes

99199: Unlisted special service,
procedure or report

*The above codes are from the AMA CPT Code Book. Please refer to the most current CPT code as published by the AMA

before submitting your claim.

ANESTHESIA
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For labor and delivery, payment will be made according
to the unit values listed below. The global unit values
shown on the table represent a combination of the
base units for anesthesia rendered during long labor,
and time units. For each additional hour beyond three,
one more unit will be allowed. Thus, four hours would
be valued at 14 units, five hours at 15 units, six hours
at 16 units and so on. A maximum number of units will
not be imposed, as long as service is being rendered.

Time Period Unit Value
Up to 30 minutes 7
45 minutes 8
1 hour (60 minutes) 9
1 % hours (90 minutes) 10
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2 hours (120 minutes) 11
2 % hours (150 minutes) 12
3 hours (180 minutes) 13

ANESTHESIA
(OB/GYN CLAIMS)

Claims should only be submitted with modifier —47 if
there is no other CPT code available for the procedure
(i.e. Paracervical block should be billed by using CPT
code 64435 rather than with modifier —47).

ASC FACILITY/PROFESSIONAL
CLAIMS FILING

ASC Facility:
Claims should be filed with the corresponding surgery
CPT procedure code followed by the modifier.

Professional Services ASC Claims:
Claims should be filed with the corresponding surgery
CPT procedure code only.

COORDINATION OF BENEFITS

HMAA MEMBERS:
The Plan is primary for the Member if there is no other
plan providing coverage.

For Members with two or more medical plans, the plan
with the earliest effective date is primary.

DEPENDENTS:

The Birthday Rule applies to all natural born and
adopted children. Under the Birthday Rule, the Plan of
the parent whose birthday falls earlier in the year is the
primary carrier.

If HMAA is the secondary carrier:

A copy of the primary carrier's Explanation of Benefits
should be submitted along with your claim. HMAA will
then coordinate benefits up to the amount of the
patient’s responsibility.

CPT AND HCPC CODES

HMAA does not accept local “Z” codes.

EMPLOYEE ASSISTANCE PROGRAM
(EAP)

Up to 6 visits per calendar year. Services rendered
through EAP will not count towards the regular plan
limits.

IMMUNIZATIONS
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Covered immunizations:

e Chicken pox e Polio

e Cholera e Rubella

e Diphtheria e Smallpox

e Hepatitis e Tetanus

e Influenza e Typhoid

e Measles e Typhus

e  Mumps * Whooping cough



Well-Baby Immunizations
Routine immunizations covered through age 5

INJECTABLE MEDICATIONS

Claims submitted should indicate:
e HCPC code
e NDC Number
« Name of the medication in Box 24 D or 24 K

IN-VITRO FERTILIZATION

One-time only in-vitro fertilization program per qualified
married couple in accordance with Hawaii's State
Insurance Laws.

LOCUM TENENS

Locum tenens are substitute physicians that cover for a
regular physician when they are absent due to illness,
pregnancy, vacation or continuing medical education.
The regular physician has a financial agreement to pay
the locum tenen a per diem or similar fee for time
basis.

To file a claim for alocum tenen:

File claims with all of the regular physician’s
information. Include the locum tenen name in box 19 of
the CMS 1500 claim form.

Do not file claims with the locum tenen’s Taxpayer
Identification Number (TIN) in Box 25 or Name in Box
31 of the CMS 1500 claim form.

If there is no financial agreement between the two
physicians, this is not considered a locum tenen.
Therefore, claims should be billed with the treating
physician’s information. In this case, do not indicate on
the claim that you are covering for a physician.

MAMMOGRAPHY

Age limitations apply for low dose mammography
screening:

Age Limitations
35-39: 1 baseline mammogram
40 and above: 1 mammogram every 12 months

MEDICARE

When a member is covered by both HMAA and
Medicare, determine which is the primary coverage.
When one of two plans is Medicare, the Medicare
Secondary Payer (MSP) rules apply. If a member
gualifies for Medicare due to end-stage renal disease
(ESRD), other special rules apply.

GRA Ext-23 02 0902 122809
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MENTAL HEALTH BENEFITS

Inpatient: 30 days maximum per calendar year

Outpatient: 24 visits maximum per calendar year

PAP SMEARS (ROUTINE)

Limited to one per calendar year

PHYSICAL THERAPY/
OCCUPATIONAL THERAPY

Services must be ordered by a physician under an
individual treatment plan, be medically necessary to
restore musculoskeletal function that the patient lost or
had impaired by illness or injury, and be reasonably
expected to improve the patient’s condition through
short-term care.

A maximum of 10 visits per episode of care is allowed
when rendered by a registered physical therapist
(R.P.T.), a Physiatrist (M.D.), or Registered
Occupational Therapist (O.T.R.).

Additional visits

If additional visits are required per episode of care
other than the first initial 10, the physician must submit
a pre-certification request to our Utilization
Management Department.

PHYSICALS

Claims for physicals should be submitted with the
proper preventive medicine CPT & corresponding ICD-
9 codes.

PRE-CERTIFICATION OF SERVICES

All plans require pre-certification of hospital admissions
and various outpatient services and procedures.
Failure to obtain a pre-certification may result in a
denial or reduction of benefits. Refer to the HMAA Pre-
certification Program in the Utilization Management
section of this manual. For questions regarding Pre-
certification, please contact our Utilization Management
Department at 941-4622 or toll-free from the Neighbor
Islands at (888) 941-4622.

Enter the HMAA pre-certification number in Box 23 of
the CMS-1500 claim form.

PROSTATE SPECIFIC ANTIGEN TEST
(PSA)

Limited to one per calendar year for men ages 50 and
above.

RESUBMISSIONS OF CLAIMS
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Claims that are re-submitted due to CPT or ICD-9 code
changes require documentation (e.g., office notes,
operative reports) to substantiate the change. It must
clearly indicate that it is a resubmission.
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STATE TEEN VACCINATION
PROGRAM

If you are a provider of the State Teen Vaccination
Program, please provide a copy of the confirmation
letter from the State Program to our Provider Network
Management Department. HMAA does not cover
vaccines supplied by the State, only the
administrative charges.

THIRD-PARTY LIABILITY

Third-party liability situations occur when a member is
injured or ill and:

1) the injury was or may have been caused by
another individual and the member has or
may have the right to recover damages or
obtain payment, or

2) the member may have the right to recover
damages or receive payment from another
individual without consideration to liability.

If the member has coverage under workers’
compensation insurance, do not submit claims to
HMAA. Any expenses covered under workers’
compensation will not be covered by HMAA's plan. If
the injury or illness involves a motor vehicle accident,
auto insurance personal injury protection assistance
must be used in its totality before health plan benefits
can be used.

Before determination of plan benefits is made, HMAA
may request for the member to complete and sign
documents to secure HMAA rights to reimbursement in
a third-party liability situation. If the member does not
comply with this request, a postponement in payment
or denial of claims may occur.

If the services rendered are related to a third party,
complete Box 10 of the CMS-1500 claim form.

You may use Box 19 for information pertaining to the
injury or accident (e.g., injured while playing basketball,
fell at home, surfing). Providing this information in Box
19 may expedite the processing of your claim.

UNLISTED PROCEDURES

Attach the operative report and/or medical notes to the
initial claim submitted.

VISION SERVICE PLAN (VSP)
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HMAA's vision coverage is provided by Vision Service
Plan (VSP). Claims for routine eye exams and
appliances should be sent directly to VSP.

38



In addition, all of our members who have vision
coverage have a Primary Eye Care Rider which allows
VSP to process and pay on certain medical diagnoses
and procedure codes. HMAA will not pay claims for
medical diagnoses unless they are not covered by the
VSP Primary Eye Care Program. Claims should be
submitted directly to VSP. If you are a contracted VSP
provider, you may contact VSP for more information by
visiting their website at www.vsp.com, or you may call
them at 532-1600.

If you are not a VSP provider or if the member does not
have vision benefits, please submit medical claims to
HMAA.

WELL BABY CARE Well-baby care visits are limited to the following:

Age Limitations

0-12 months: 6 routine visits

Age 1. 2 routine visits

Age 2, 3, 4, 5: 1 routine visit each year

GRA Ext-23 02 0902 122809
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Medical Claim Forms

Instructions:

Completing your claims carefully and concisely will help to ensure HMAA will process your
claims accurately and in a timely manner. It is important to take into account the following
CMS 1500 considerations:

1)

2)

3)

4)

5)

6)

7)

8)

9)

Determine if your patient is a member of a plan administered by HMAA by
checking the HMAA ID Card. If the card is not available, contact HMAA
Customer Service. At each visit, ask patients for any changes in coverage.

Complete and file a CMS 1500 claim form for each patient.

We accept a signature on the claim form authorizing the release of any
information to process the claim.

For all CMS 1500 forms, include the physician’s, or an authorized agent’s,
signature in field 31. The name of the physician must be indicated legibly in this
field.

For instances of no-fault, workers’ compensation, or other third-party liability
issues, check the appropriate “Yes” box in Block 10 of the CMS 1500 form and
list an “E” diagnosis code (noting the injury location) as the final diagnosis in
Block 21.

The ICD-9-CM diagnosis code is needed to determine why specific services were
given. This item must be filled in.

Verify that the CPT and diagnosis codes entered on the form are correct. Errors
can cause delays in processing. It is also necessary for the diagnosis entered in
Column 24E to correspond to the medical procedure code entered in Column
24D. If the diagnosis does not correspond, payment for the procedure will be
denied.

Mail completed forms to:
HMAA
Attention: CLAIMS
P.O. Box 32580
Honolulu, Hawaii 96803

As a participating provider, payments will be sent directly to you.

40
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CMS 1500 Claim Forms

Instructions:

#1 - 13: Patient and Insured Information

1.
la.

wn

No

©

9a.
9b.
9c.
ad.
10.
11.
11a.
11b.
1lc.

11d.
12.

13.

Health Care Program — Check Group Health Plan box.

Insured’s I.D. Number — Enter HMAA identification number. This can be found
on the member’s ID card.

Patient’'s Name — Enter patient’s name, Last, First, and Middle Initial.
Patient’s Birth Date/Sex — Enter patient’s birth by month, date, and year.
Check appropriate box for gender.

Insured’s Name - Enter subscriber’'s name, Last, First, and Middle Initial.
Patient’s Address/Telephone — This will be used as backup should there be any
discrepancies.

Patient’s Relationship to Insured — Check appropriate box.

Insured’s Address/Telephone — Put “same as above” if address is same as
patient’s.

Patient’s Status — If patient is employed, check appropriate box.

Other Insured’s Name — If “Yes” is checked in 11d, complete 9. Enter the other
insured’s name (name of policyholder), Last, First, and Middle Initial.

Other Insured’s Policy or Group # - Enter policy number of the other insured.
Other Insured’s Date of Birth/Sex — Enter date of birth for the other insured.
Employer’s name — Enter name of employer from which insurance was
provided to other insured.

Insurance Plan Name or Program Name — Enter name of insurance plan for
other insured.

Is Patient’s Condition Related to — Check “Yes” or “No” for each situation. If
“Yes” is checked, complete 14 and 19.

Insured’s Policy Group or FECA Number — Enter HMAA'’s group number.
FECA numbers do not apply to HMAA.

Insured’s Date of Birth/Sex — If the patient is a dependent (non-spouse), enter
insured’s birth month and date (MM, DD). This information is used for COB
determination.

Employer’'s Name or School Name — Leave blank.

Insurance Plan Name or Program Name — Leave blank.

Is There Another Health Benefit Plan? — If “Yes,” complete 9.

Patient’s or Authorized Person’s Signature — Signature of patient must be on
form for medical or other information to be released. If a signature has been
obtained on file, enter “signature on file.”

Insured’s or Authorized Person’s Signature — HMAA does recognize
assignments for non-participating providers.

#14 — 33: Physician or Supplier Information

14.

15.

16.

Date of Current Iliness/Injury/Pregnancy — Enter month, date, and year of first
sign of symptoms. Mark the applicable condition.

If Patient has had Same or Similar lliness — Enter month, date, and year patient
first consulted any provider for this condition.

Dates Patient Unable to Work in Current Occupation — Leave blank.
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17.

17a.

18.

19.
20.
21.

22.
23.

24a.
24Db.

24c.
24d.

24e.

24f.

24q9.

24,
24,

24k.

25.

26.

27.
28.

29.

30.

31.

32.

33.

Name of Referring Physician or Other Source — If patient was referred by
another provider, enter provider’s last name, first name, middle initial, and
title/degree (for example, M.D. or Ph.D.).

ID Number of Referring Physician — Leave blank.

Hospitalization Dates Related to Current Services — For inpatient
hospitalization, enter patient’'s admission date.

Reserved for Local Use — Leave Blank.

Outside Lab/Charges — Check appropriate box.

Diagnosis or Nature of lllness or Injury — Use ICD-9 code. Written description
is optional. The use of reference numbers (1, 2, 3, etc.) is recommended for
the purposes of filling out 24E.

Medicaid Resubmission — Leave blank.

Prior Authorization Number

Dates of Service — Insert dates of service, using the “From” date section. One
service per line only.

Place of Service — Enter 2-digit POS code.

Type of Service (TOS) — Leave blank.

Procedures, Service or Supplies — Enter the CPT or HCPCS procedure code
for each service, along with the 2-digit modifier if applicable. (“Tax” may be
used in a line in 24D using procedure code “S9999.”

Diagnosis Code — Enter backup reference numbers (1, 2, 3, etc.) from 21 for
each designated service.

Charges — Enter provider’'s charges for each procedure. Enter charges for tax
if applicable.

Days or Units — Enter number of services or days pertaining to each service.
EMG (Emergency Indicator) — Leave blank.

COB (Coordination of Benefits) — Leave blank.

Reserved for Local Use — Leave blank.

Federal Tax I.D. Number — Enter Federal Tax ID Number or SSN submitted on
Form W-9 to Provider Network Management; this is your HMAA ldentification
Number.

Patient’'s Account Number — This number will be used on the Participating
Provider's Remittance Advice.

Accept Assignment — Leave Blank.

Total Charge — Total of all charges from 24F. Include taxes if applicable. Do
not subtract payments or adjustments made by other carriers and providers.
Amount Paid — Enter payments and adjustments made by other carriers and
providers. Attach copies of payment documentation.

Balance due — Enter the difference between 28 and 29. This should be the
amount HMAA owes.

Signature of Provider or Supplier — Form must be signed or initialed by provider
or authorized agent. For signature stamp usage, an authorized agent must
initial. Name of provider giving service must be made legible in this field.
Name and Address of Facility where Services were Rendered — If other than
office, enter name and address of facility where services were given.
Physician’s, Supplier’s Billing Name, Address, Zip Code and Phone — Enter
Provider’'s name and address.
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Timeliness Standards for Claims Processing

All Claims must be filed with HMAA within one year from the date of service. No payment
will be made on any claim received by HMAA more than one year after the date of service.
This will also apply when HMAA is the secondary insurance carrier.

HMAA adheres to Federal and State claims processing standards summarized below.
Please refer to the attached table for more specific information.

Uncontested Claim(s): Health plans must pay uncontested “clean” claims in accordance
with the attached Table. If payment is not made within the specified time, HMAA will
calculate interest beginning the next calendar day if the standard is not met.

Contested Claim(s): If a claim requires additional information or more time for review (by
medical or dental consultant, of eligibility information, authorization of services, et. al.),
HMAA shall notify the health care provider in accordance with the attached Table.
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Common Reasons for Returned Claims

Below is a list of common errors made on claim forms that may cause a delay in the
processing of claims. It is important to review these areas before submitting claims, to
avoid any unnecessary delays in processing.

e Subscriber's name

e Subscriber’s ID#

e Patient’'s name and DOB

e Date of service

e Date, place, and cause of injury

e Descriptive diagnosis and ICD-9 code
e Descriptive procedures and CPT code
e Charges

e Services not being appropriate for diagnosis submitted
e Provider's billing name and address

e Provider's or Agent’s signature

e Supportive date for modifiers

e Provider's identification number

Request for Reconsideration of Claim Payment

If you disagree with a payment decision made by HMAA, you may call HMAA Customer
Service to request a reconsideration of the claim payment. Requests for reconsideration
must be made within 1 year of the date the claim was paid or denied. When calling, be
sure to have the following information available:

e Member name

e Member ID number
 Date of service

e Amount billed

After speaking to a representative, he/she will review the file, obtain your reason for
reconsideration, and then forward your claim to the appropriate department for review.
Review of these requests will be completed in accordance with HMAA’s Timeliness
Standards for processing claims.

HMAA may request you to submit additional information when needed. Please be sure to
provide this information in a timely manner. Otherwise, the request may take longer to
process.

This reconsideration process is intended to provide a fast and easy informal means to
address potential payment issues, but is not intended to supplant the formal appeal
process provided in your Agreement with HMAA.. In order to assure time to pursue the
formal appeal process if you are not satisfied with HMAA'’s decision on reconsideration,
make sure you request your reconsideration early enough to still have time to file a formal
administrative appeal, which must be filed one year from the date the claim was paid or
denied.
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HMAA offers eligibility, plan b

HMAA Online

enefits and claims status information to participating providers
via our secure website at www.hmaaonline.com. Participating offices are also able to

obtain copies of HMAA forms

In compliance with HIPAA, HMAA has taken steps to ensure that our site is secure and that
patient and provider information is kept confidential. HMAA assigns a password for each

taxpayer identification numbe

online.

r, and screens are secure pages.

Friday, Feb 1 - 11:56:32 AM

RIMAEY

Your Health Fs Our Busivess
HMAA Home Page

HMAA Online

Provider Login

Provider ID |
Password

To log into the system, please enter your Provider ID and Password above, then read and accept the
following Terms and Conditions.

For maximum security, we recommend that you close your browser once you have logged

Provider Login

Forms and Information
Provider Directory
Related Links

Reference Manual

out.

Please acknowledge that you have read, understand, and agree to the below conditions, To enter the
site, you must click "T Accept”,

| Decline |

\Website Terms and Conditions

Cisclaimer

This Information is not a guarantee of benefits or eligibility, and is subject to change since

1 u
Sz o

Contact Us Online

Directions

Terms & Conditions | Privacy & §

mermbers' or groups' coverage may change or terminate retroactively,

Has is pleased to make the infor mation on this web site available to you. While HMas makes
every effort to ensure that the information contained on these pages is accurate, this
information is subject to change without natice. Flease call HMAA at 808-941-4622 or toll-free at [

ecurity About Us | Contact Us

@ 2008 HMAA, All rights reserved.
737 Bishop Street, Suite 1200 + Honolulu, HT 36813

For inquiries regarding the HMAA Online System, please call Provider Services at
591-0088, ext. 304 or (800) 621-6998, ext. 304, or obtain a copy of the HMAA Online
Registration Form from the Provider Forms and Information page on our website at

www.hmaa.com or www.hmaaonline.com.
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Provider Payment Report
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Provider Payment Report

You will receive a Provider Payment Report with each claims payment. The next page
provides a sample of this report. Below is a description of what information can be found in
the Provider Payment Report:

a.

T @meoooT

CCVSQTOSD3T AT

s <

NS X

Provider Name, Address — name and address of the provider who received the
payment

Service Date (s) — date of service

Description of Service — brief description of service provided

Total Charges — total charges presented by the provider

Provider Discount — any deduction in charges given by the provider
Non-Covered Services — any service not covered by plan

Inel Code — alpha or numeric abbreviation for a claim comment referenced in the
report

Deduct — amount applied to patient’s deductible is billable to the member
Co-Pay/Co-Ins — portion of the eligible charge the Insured/Patient pays to the
provider

Other Plan — any other plan insured is covered by

Paid At — percentage of the eligible charge covered by the plan

Benefit Paid — amount paid by plan for service

. Claim # - claim number assigned by HMAA

Patient Acct # - ID number assigned by the provider

Insured Name — name of insured

Patient Name — name of patient

Group Number — Group number assigned by HMAA

Division — number assigned by HMAA

Insured ID: (9 Digits) — Member's G=HMAA identification number
Network: - HMAA

Inel Code — alpha or numeric abbreviation for an ineligible code referenced in the
report

Description — brief description of Ineligible Code

Comment — additional comments for claim

Payment To — name of provider receiving payment

Check Date — date of check

Check No. — check number

aa. Amount — total payment for all claims itemized on report
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Overpayments and Adjustments

HMAA utilizes a process whereby overpayments and adjustments are withheld from your
claim payments. This process, in most cases, eliminates the need for you to issue refund
checks to HMAA. When it is necessary for HMAA to withhold funds from a payment to
you, the overpayment or adjustment will appear as a negative amount on your provider
payment report (PPR), and detailed information (including the patient name, date of
service, account number and overpayment reason) will be shown at the bottom of the
report. Please refer to the sample PPR shown below.

If we are unable to withhold an overpayment or adjustment from your claim payments
within a 90-day period, we will request a refund from you in writing. The refund will be due
30 days thereafter, unless you dispute it in writing.

<
If you have any questions, please feel free to contact our Provider Services Department
at 591-0088 ext. 304, toll-free at (800) 621-6998 ext. 304, or via e-mail at
ProviderServices@hmaa.com.

Explanation of
Amounts

12w
iE
For Assistance, Contact Customer Service
at (808) 941-4622 or (888) 041-4622
737 Bishop Sreet. Suite 1200 WHITE STOCK www.hmaaonline.com
Honolulu, Hawaii 96813
Phone:  (808) 941-4622 p
Toll-Free: (888) 941-4622 SAMIPLE Date: 3/22/2007
Address Service Requested FIN Ext-05 04 0604 071607
SINGLE PIECE 3
1 0.71L0 SP 0.3490 Check #: 33333 z
Check Date: 3/22/2007 B
JeHN B POEL MR Pravider Name: John B. Doe. MD
HONOLULU- HI 96813-1111
TIN: 123456789
PROVIDER P {Y‘\IE\ T RE PORT
Service Date(s) Descriptio Provider Deduct | CoPay Other ‘ Pai 1 Beueﬁl
Service Discount Co-Ins Plan
Claim#: WH-1 Group Number 0 Insured ID:r
Patient Accté: Patient Name: Division: 1
01 I 3781 0.00 | 000 | T ©o0] 0.00 | 000 [ 0% [ 2781
Claim Sub-Totals | 2781 | 0.00 | 0.00 | [ 0.00 | 0.00 | 0.00 | [ 2781
Network: N/A Amounts
Claim#: WH=2 Insured Name: Group Number 0 Insured ID#: Withheld
Patient Accr#: Patient Name: Division: 1
1210 | 0.00 | 000 | | 0.00 | 000 | 000 0% | -12.10
Claim Sub-Totals | S1210 | 0.00 | 000 | | 0.00 | 0.00 | 0.00 | | ISERT
Network: N/A
Claim#:000000000 Insured Name: JANE C. DOE Group Number 13 Insured ID#: 999999999
Patient Name: JANE C. DOE Division: 1
01]02/12-02/122007 | [CPT] OV - PSYCH/SA | 161.94 | 5767 0.00 | | oo0 [ 1043 00 | 90% | 9384
Claim Sub-Tatals | 16194 | 5767 000 | | 0.00 | 1043 t- 00 | [ 93 84|
Network: HMAA
Tnsured Name: BABY G. DOE Group Number 13 Tnsure d ID&: 777777777
Patient Name: BABY G. DOE Division: 1
[CPT]  OFFICE VISITS 161.94 57.67 58 0.00 14.93 0 20 8534
7 | [cPT] X-RAY/LAB 15.71 11.43 0.00 0.43 0.00 | 20% 3.85]
Claim Sub_Totals [ 17765 | 69.10 0.00 | [ ooo| 1536 000 | [EEENT
Network: HMAA
Inel Code Description
58 COPAY - PATIENT PAYMENT
Claim Number Comment
» WH*1 Patient No: 8888888GPR Claim No: 000000000 Dates of Service: 02/12/07 Through 02/12/07
» OVERPAID-PROVIDER BH_LED TH CHAR(-E ]INER_ROR
. WH*2 Patient No: 123456 7GPR Claim 122 02/27/07 Through 02/27/07
Withheld OVERPAID PROVIDER BILLED THIS CHARGE T4 ERROR
Payment To: Check Date Check No. Amount P CheCk
JOHN B. DCE, MD 37712007 33333 147.12 < Information
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=HMAA

HAWAII MEDICAL ASSURANCE ASSOCIATION

We're Passionate About Your Health.

737 Bishop Street, Suite 1200
Honolulu, Hawaii 96813

Phone:  (808) 791-7505
Toll-Free: (888) 941-4622 ext. 505

Fax: (808) 791-7697 CLINICAL INFORMATION SHEET

This document is to accompany the BEHAVIORAL HEALTH PRE-CERTIFICATION REQUEST FORM

Name of Patient Completed By Date
DATE FIRST
DSM IV# PRIMARY DIAGNOSIS DIAGNOSED

CLINICAL INFORMATION (Reason for Admission)

MEDICATIONS

MEDICAL NECESSITY (Behavioral Medicine Continuum of Care (BMCOC) — Criteria met to justify level of care):

SEVERITY PROFILE ( )
DIMENSIONS

HIGH MEDIUM LOW

Acute intoxication and /or withdrawal potential

Biomedical conditions & problems

Emotional/behavioral conditions and problems

Treatment acceptance/resistance

Relapse potential/recidivism

2 T A

. Recovery environmental/family support

CLINICAL SUMMARY (Elaborate on patient’s high or medium value problems in each assessment dimension by giving a brief
narrative summary that integrates past history with current functioning and severity):

TREATMENT PLAN (Brief description of plan and how treatment will improve this patient’s condition):

Page1of 1
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