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Provider Manual 
Index of Chapters 

 

Chapter 1: General Information 

1.1 Introduction 
1.1.1 Purpose of Provider Manual 
1.1.2 Applicability 
1.1.3 Replacement of Prior Manuals 
1.1.4 Definition of Terms 

1.2 Who We Are 
1.2.1 A Non-Profit Blue Cross Blue Cross Blue Shield Company 
1.2.2 Affiliation with Highmark 
1.2.3 Ongoing Commitment to Providers 

1.3 Our Products 
1.3.1 Traditional Indemnity 
1.3.2 Preferred Provider Organization 
1.3.3 Point of Service 
1.3.4 Medicare Advantage, FEP, West Virginia Small Business Plan, Limited Benefit 

Plan 
1.3.5 Specific Benefit Information 

1.4 Provider Relations 
1.4.1 Contact Information 
1.4.2 Services 

1.5 NaviNetSM 
1.5.1 What is NaviNetSM? 
1.5.2 What Transactions Can Be Performed Using NaviNetSM? 
1.5.3 How to Sign Up 
1.5.4 Computer Requirements 

1.6 Provider Advisory Committee 
1.6.1 Purpose 
1.6.2 Membership 
1.6.3 Administrative Support 
1.6.4 Procedures 
1.6.5 How to Submit Issues 
1.6.6 Recommendations 
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1.7 Comments and Suggestions 

1.8 Communication of Changes to Provider Manual 

1.9 Mountain State Website 

1.10 Quality Assurance Monitoring of Telephone Inquiries 

1.11 Blue Cross and Blue Shield Association Liability Disclaimer 

1.12 No Third Party Beneficiaries 
 

Chapter 2: Participation with Mountain State 

2.1 Network Participation Requirements 
2.1.1 Provider Agreements 
2.1.2 Provider Identification Numbers 
2.1.3 Changes in Provider Information 
2.1.4 Immediate Notification of Certain Actions 
2.1.5 General Conditions of Participation 
2.1.6 Open/Closed Networks 

2.2 Member Access to Physicians 
2.2.1 Availability Standards 
2.2.2 PCP and Specialist Standards 
2.2.3 Behavioral Health Care Standards 
2.2.4 Office Hours 
2.2.5 Patient Wait Times 
2.2.6 After-Hours Accessibility 
2.2.7 Covering Arrangements 

2.3 Primary Care Physicians 
2.3.1 Who May Serve as a PCP 
2.3.2 How Members Select a PCP 
2.3.3 Eligibility Roster 
2.3.4 PCP Responsibilities 
2.3.5 Terminations of PCP/Patient Relationship 
2.3.6 Closing/Reopening a Practice to New Members 

2.4 Timely Communication of Clinical Information 
2.4.1 Purpose 
2.4.2 PCP and Specialist Communication 
2.4.3 Facility and Organizational Provider Communication 
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2.4.4 Member’s Role in Communication 
2.4.5 Quality Assurance Monitoring 

2.5 Directing Care to Network Providers 
2.5.1 General Obligation 
2.5.2 Locating Network Providers 
2.5.3 Types of Providers to Be Used 
2.5.4 Out of Network Services 

2.6 Medical Records 
2.6.1 Documentation Standards 
2.6.2 Maintenance of Records 
2.6.3 Monitoring of Compliance 
2.6.4 Medical Records Requests 

2.7 Involving Members in Their Health Care Decisions 
2.7.1 General Obligation 
2.7.2 Advising Members of Treatment Options 
2.7.3 Advance Directives 

2.8 Preventative Care Responsibilities of Network 
2.8.1 PCP Responsibilities 
2.8.2 PCP and OB/GYN Responsibilities 
2.8.3 PCP and Specialist Responsibilities 
2.8.4 Coverage 
2.8.5 Documentation 
2.8.6 Preventative Health and Clinical Practice Guidelines 

2.9 Other Provider Responsibilities 
2.9.1 Non-Discrimination in Treatment of Members 
2.9.2 Providing Services in Culturally Competent Manner 

 

Chapter 3: Credentialing and Recredentialing 

3.1 Introduction 

3.2 Types of Providers Credentialed 

3.3 Credentialing Criteria 
3.3.1 Physicians 
3.3.2 Facilities and Organizational Providers 
3.3.3 Allied Health Providers 
3.3.4 Additional Criteria Applicable to All Provider Types 
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3.4 The Credentialing Process 
3.4.1 Credentials Committee 
3.4.2 Offices of Network Credentialing and Allied Health Credentialing 
3.4.3 Application 
3.4.4 Review Process 
3.4.5 Opportunity to Review and Correct Information 
3.4.6 On-Site Reviews 
3.4.7 Time Frames 

3.5 Serving Members During the Initial Credentialing Process 

3.6 Re-credentialing 
3.6.1 Physicians and Allied Health Providers 
3.6.2 Facilities and Organizational Providers 
3.6.3 Ongoing Monitoring 

3.7 Corrective Action, Termination and Appeals 
3.7.1 Availability of Policies; Non-Contractual Nature 
3.7.2 Network Compliance Policy 
3.7.3 Corrective Action 
3.7.4 Termination 
3.7.5 Reconsideration 
3.7.6 Hearings and Appeals 

3.8 Reporting of Actions 
 

Chapter 4: Membership and Benefits Information 

4.1 Verifying Eligibility 
4.1.1 How to Identify a Member 
4.1.2 Limitations 
4.1.3 Identification Cards 
4.1.4 Anatomy of an Identification Card 

4.2 Benefit Information 

4.3 Member’s Rights and Responsibilities 
4.3.1 Members Rights and Responsibilities for Medicare Advantage 
4.3.2 Member Rights and Responsibilities for Point of Service Plans 
4.3.3 Rights of Members Receiving Case Management Services 
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4.4 Senior Health Risk Questionnaire 

4.5 Notice to Members of Provider Termination 

4.6 Confidentiality of Member Information 
4.6.1 Provider Responsibility to Protect Confidentiality 
4.6.2 Mountain State’s Privacy Practices 
4.6.3 Provider Disclosure of PHI to Mountain State 

 

Chapter 5: Reimbursement 

5.1 Physicians and Other Professional Providers 
5.1.1 RBRVS Fee Schedule 
5.1.2 Immunizations, Drugs, Injectables, Biologicals, Chemotherapy Agents 
5.1.3 Specialty Drugs 
5.1.4 Anesthesia Services 
5.1.5 Availability of Fees 
5.1.6 Reviews and Updates 

5.2 Facilities and Organizational Providers 
5.2.1 Summary of Reimbursement Methodologies 
5.2.2 Reviews and Updates 

5.3 Outpatient Prospective Payment System 

5.4 Proprietary Nature of Fees and Methodologies 

5.5 Collection of Member Liability 
 

Chapter 6: Utilization Management 

6.1 Introduction 

6.2 Authorizations 
6.2.1 Definition 
6.2.2 Responsibility for Requesting 
6.2.3 Services Requiring Authorization 
6.2.4 When Mountain State is Secondary 
6.2.5 How to Request 
6.2.6 Concurrent Review 
6.2.7 Retrospective Review 
6.2.8 Clinical Review Process 
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6.2.9 Peer-to-Peer Conversation 
6.2.10 Pre-Certification Penalty 
6.2.11 Disclaimers 
6.2.12 Member Desire to Obtain Medically Unnecessary Service 

6.3 Timeframes for Authorization Determinations 
6.3.1 Pre-Service Determinations 
6.3.2 Concurrent Review Determinations 
6.3.3 Retrospective Review Determinations 
6.3.4 Notification 

6.4 Appeals 
6.4.1 Types of Denials of Coverage 
6.4.2 Time Period for Requesting an Appeal 
6.4.3 Expedited Appeal in Urgent Care Cases 
6.4.4 Standard Appeal 
6.4.5 Information to Include in Appeal 
6.4.6 Appeal Peer Reviewers 
6.4.7 Disclaimers 
6.4.8 Appointment as Member’s Representative 

6.5 Clinical Criteria 
6.5.1 Overview 
6.5.2 Definition of Medical Necessity 
6.5.3 Experimental or Investigational Services 
6.5.4 Cosmetic Services 
6.5.5 Authorization of Potentially Experimental/Investigational, Cosmetic or Medically 

Necessary Received Services 
6.5.6 Clinical Criteria Used 

6.6 Medical Policies 
6.6.1 Purpose 
6.6.2 Availability 
6.6.3 Development 
6.6.4 Participation in Highmark Process 
6.6.5 Mountain State Process 
6.6.6 Communication of New Guidelines 
6.6.7 FreedomBlue® Policies 
6.6.8 Use of Other Policies and Consultants 
6.6.9 Disclaimers 
6.6.10 Acknowledgement 

6.7 Referrals 
6.7.1 Definition 
6.7.2 When a Referral is Required 
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6.7.3 Length of Referral 
6.7.4 Services Included in Referral 
6.7.5 How to Request a Referral 
6.7.6 Non-Standard Contracts 
6.7.7 Use of Non-Network Providers 

6.8 Case Management 
6.8.1 Purpose 
6.8.2 How Candidates are Identified 
6.8.3 Screening 
6.8.4 Initiation of Services 

6.9 Discharge Planning 
6.9.1 Objectives 
6.9.2 Available Assistance 
6.9.3 Directory of Community Resources 
6.9.4 Information Needed 
6.9.5 Use of Network Providers 
6.9.6 Notice of Discharge and Medicare Appeal Rights:  Hospitals 
6.9.7 Notice of Medicare Non-Coverage:  SNFs, Home Health Agencies, CORFs 

6.10 Behavioral Health 

6.11 Transplant Coordination 
 

Chapter 7: Billing and Claims Processing 

7.1 Electronic Claims Submission 
7.1.1 How it Works 
7.1.2 Advantages 
7.1.3 How to Initiate 
7.1.4 Transactions Available 
7.1.5 NAIC Codes 
7.1.6 NaviNetSM Internet Transactions 
7.1.7 Electronic Funds Transfer 
7.1.8 EDI System Operating Hours 

7.2 Where to Submit Claims 

7.3 Claim Forms / Coding / Modifiers 
7.3.1 Forms 
7.3.2 Coding 
7.3.3 Modifiers 
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7.4 Provider ID / National Provider Identifier 

7.5 Timely Filing 
7.5.1 When We are Primary 
7.5.2 When We are Secondary 
7.5.3 Special Circumstances for Terminated Self-Funded Accounts 
7.5.4 Investigation of Other Coverage 

7.6 BlueCard® Program 
7.6.1 What is BlueCard®? 
7.6.2 BlueCard® Provider Manual 
7.6.3 Border County Providers 

7.7 Claim Inquiries 

7.8 Adjustment of Incorrect Payments 

7.9 Appeals 

7.10 Self-Funded Accounts 

7.11 West Virginia Prompt Pay Act 
7.11.1 Applicability 
7.11.2 Payment of Clean Claims 
7.11.3 Record of Claim Receipt 
7.11.4 Requests for Additional Information 
7.11.5 Interest 
7.11.6 Limitation on Denial of Claims Where Authorization, Eligibility and Coverage 

Verified 
7.11.7 Retroactive Denials 

 

Chapter 8: Disease Management 

8.1 Introduction 

8.2 Blues on CallSM 
8.2.1 Program Overview 
8.2.2 Chronic Condition Support 
8.2.3 Treatment Decision Support 
8.2.4 Health Information and Support 

8.3 Health Media 
8.3.1 Smoking Cessation Program 
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8.3.2 Nutrition Program 
8.3.3 Weight Management Program 
8.3.4 Stress Management Program 
8.3.5 Self Management Program 

8.4 Dean Ornish Program for Reversing Heart Disease 
8.4.1 Program Overview 

8.5 Ornish Advantage 
8.5.1 Program Overview 

8.6 Medication Therapy Management Program 
8.6.1 Program Overview 

 

Chapter 9: Third Party Liability and Recoveries 

9.1 Coordination of Benefits (“COB”) 
9.1.1 Applicability 
9.1.2 Determining Other Coverage 
9.1.3 Order of Benefit Determination 
9.1.4 Payments to Other Plans 
9.1.5 Medicare Coordination 

9.2 Workers’ Compensation 

9.3 Right of Recovery 

9.4 Subrogation and Right of Reimbursement 
 

Chapter 10: Audits 

10.1 Charge Audits 
10.1.1 Program Overview 
10.1.2 Use of Outside Firms 
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10.2 Special Investigations 

10.3 Evaluation and Management Coding 

10.4 Other Outlier Audits 

10.5 Sampling and Extrapolation 

10.6 Audit Appeals 
 

Chapter 11: Quality Management 

11.1 Purpose 

11.2 Primary Objectives 

11.3 Quality Management Council 
11.3.1 Annual Plan 
11.3.2 Quality Improvement Projects 

11.4 Key Service Indicators 

11.5 Medical Advisory Committees 

11.6 Complaints About Quality or Accessibility of Care 
11.6.1 Referral 
11.6.2 Investigation 
11.6.3 MAC Review 

11.7 Provider Responsibilities 

11.8 Peer Review Protections 
 

Chapter 12: Definitions 

12.1 Participation Agreement 

12.2 SuperBlue® Addendum 


